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Preface to the third edition

When a dog barks late at night and then retires again to bed he punctuates and gives
majesty to the serial enigma of the dark, laying it more evenly and heavily upon the fabric
of the mind. King Sweeney in the trees hears the sad baying as he sits listening on a
branch, a huddle between earth and heaven; and he hears also the answering mastiff that
is counting the watches in the next parish. Bark answers bark till the call spreads like fire
through all Erin. Soon the moon comes forth from behind her curtains riding full tilt across
the sky, lightsome and unperturbed in her immemorial calm. The eyes of the mad king
upon the branch are upturned, whiter eyeballs in a white face, upturned in fear and
supplication. Was he mad? The more one studies the problem the more fascinated one
becomes.

Flann O’Brien (1939). At Swim Two Birds (pp. 216—217). London: Penguin.

The current edition of this volume, like its predecessors, has been written as a core textbook in
the practice of child and adolescent clinical psychology for postgraduates undertaking
professional training in clinical psychology.

The third edition of this handbook differs from the previous editions in a number of ways.
Throughout the book references, website addresses and text have been updated to reflect
important developments since the publication previous editions. Recent research findings on
the epidemiology, aetiology, course, outcome, assessment and treatment of all psychological
problems considered in the book have been incorporated into the text. Priority has been given
to replicated findings and those for which there is recent meta-analytic support. Account has
been taken of changes in the diagnosis and classification of child and adolescent psychological
problems reflected in the fifth edition of the American Psychiatric Association’s (2013)
diagnostic and statistical manual (DSM-5), the revised Zero to Three (2003) diagnostic
classification (DC: 0-3R), and the 11th revision of the American Association on Intellectual
and Developmental Disabilities’ (2010) manual for the definition and classification of
intellectual disability (AAIDD-11).

Despite these extensive revisions and additions, the original structure of the handbook has
been retained. A set of conceptual frameworks for practice is given at the outset, and then



problems commonly encountered in clinical work with children and adolescents are
considered.

[ have used the term contextual to describe the broad approach taken in this handbook,
although I was tempted to describe it as multi-systemic, developmental and pan-theoretically
integrative, since it is all of these things. The approach is multi-systemic, insofar as it rests on
the assumption that children’s psychological problems are most usefully conceptualised as
being nested within multiple systems including the child, the family, the school and the wider
social network. It is also multi-systemic insofar as it assumes that assessment and intervention
must address the systems relevant to the aetiology and maintenance of the particular problem
with which the child presents. Ecological models of child development and family-based
intervention strategies have been a particularly strong influence on the development of this
approach. The approach is developmental because it takes account of the literature on
individual lifespan development, developmental psychopathology and the family lifecycle. The
approach is pan-theoretical insofar as it rests on an acceptance that useful solutions to young
people’s difficulties may be developed by considering them in light of a number of different
theoretical perspectives rather than invariably attempting to conceptualize them from within a
single framework or theoretical model. Neurobiological, cognitive-behavioural,
psychodynamic, stress and coping, family systems, and social-ecological theories are the main
conceptual frameworks considered within this approach. The approach is integrative insofar as
it attempts, through a commitment to rigorous case formulation, to help clinicians link
together useful ideas from different theories in a coherent and logical way when dealing with
particular problems. A piecemeal, eclectic approach is thereby avoided.

The overarching framework that has guided the development of this approach is rigorous
social constructionism. There is an assumption that for children, families and -clinical
psychologists, problem definitions and solutions are socially negotiated within the constraints
of the physical world and physiological limitations of the body. Thus we can never ask if a
particular diagnostic category (like DSM depression) or construct (like insecure attachment) is
really true. All we can say is that for the time being, making distinctions entailed by these
categories fit with observations made by communities of scientists and clinicians and are
useful in understanding and managing particular problems. The challenge is to develop
integrative models or methods for conceptualizing clinical problems that closely fit with our
scientist-practitioner community’s rigorous observations and requirements for workable and
ethical solutions.

The book is divided into six sections. In the first section a number of frameworks for
practice are given. These frameworks offer a way of thinking about both clinical problems and
the process of psychological consultation. In Sections II, IIT and IV, problems that commonly
occur in early childhood, middle childhood and adolescence are discussed. Coverage of
problems in these sections is not even-handed. Problems which are commonly referred for



consultation are given greatest attention, with the exception of intellectual disabilities and
neuropsychological problems. This is because in most clinical psychology training programmes
(and indeed in our own programme at University College Dublin), these areas are covered by
specialist courses and are only briefly touched upon in the main clinical child psychology
course. In Section V the focus is on child abuse, and in Section VI clinical problems associated
with major life transitions, such as foster care placement, divorce and bereavement are
considered. These topics are given special attention because managing cases where these
transitions have occurred is a central part of the remit of clinical child psychologists.

Within each of the chapters on specific clinical problems, case examples are given at the
outset. These case examples have been sufficiently disguised by altering details to protect the
anonymity of clients. This is followed in most instances by a consideration of diagnosis,
classification, epidemiology and clinical features. Reference is made to the tenth edition of
World Health Organisation’s International Classification of Diseases (ICD-10; WHO, 1992,
1996) and fifth edition of the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013). These systems
are widely used, despite their many faults, and in my view, developing a familiarity with them
and their shortcomings is an important part of training in clinical psychology. Theoretical
explanations are considered after diagnosis and classification. Reference is made to available
evidence and its bearing on various theoretical positions. However, extensive critical reviews
of evidence are not given, since the central focus of this textbook is on practice rather than
research. A summary of the empirical evidence on which much of the practice in this
handbook is based is given in What Works With Children, Adolescents and Adults? (Carr,
2009). Frameworks for assessment and case management are given in light of available
theories and research conclusions.

In offering frameworks for assessment, an attempt has been made wherever possible to
delineate important predisposing, precipitating, maintaining and protective factors deserving
evaluation for the particular problem in question. Also reference is made to available
psychometric instruments. In offering options for intervention, those for which there is
evidence of efficacy are described wherever possible. Where research evidence is lacking, best
practice based on available clinical literature and experience is offered. For most problems
multi-systemic intervention approaches are described. These incorporate psychoeducational,
child-focused, family-focused and broader network-focused elements.

Summaries are given at the end of each chapter along with exercises to help postgraduates
develop their formulation and case planning skills on the one hand, and their interviewing and
consultation skills on the other. I have attempted wherever it seemed useful to offer
diagrammatic summaries of material presented within the text and also to list practice
manuals, resources for clients and websites at the end of each chapter.

This text, in my view, has five main shortcomings. First, I have over-emphasized problems



and deficits and under-emphasized the extraordinary resilience and resourcefulness that
characterizes most children and families who come to the attention of clinical psychologists.
This is probably because the entire field is dominated by a deficit discourse. My book -
Positive Psychology (Carr, 2011) — offers a more resource-oriented perspective and may be
read as a useful balance to the deficit-dominated perspective of this handbook. Second, I have
over-emphasized technical aspects of the consultation process and probably paid insufficient
attention to relationship factors in clinical practice. My hope is that through live supervision
during placements and internships and through experiential work or personal psychotherapy,
students will develop interpersonal sensitivity and enhanced relationship skills. Third, the book
is under-referenced. I took a decision to make a few references in the opening sentences of
each section to major texts or significant papers to substantiate assertions made throughout
the section. I hoped that this would enhance the readability of the material and prevent the
lack of fluency that occurs when all assertions are multiply referenced. Fourth, many issues
have not been covered or have been dealt with only briefly. This is because I wished to keep
the book to manageable proportions. Finally, this book is far too long. I began with the
intention of writing a very short practical clinical text, but conversations with students and
clinical placement supervisors repeatedly alerted me to other areas requiring coverage. Hence
this oversized pocket book.

The Handbook of Child and Adolescent Clinical Psychology is one of a set of three texts
which cover the lion’s share of the curriculum for clinical psychologists in training in the UK
and Ireland. The other two volumes, both of which are now in their second editions, are the
Handbook of Adult Clinical Psychology: An Evidence Based Practice Approach and the
Handbook of Intellectual Disability and Clinical Psychology Practice.

Alan Carr
University College Dublin
January 2015
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Section 1

Frameworks for practice




Chapter 1
Normal development

This book is primarily concerned with psychological problems that occur during the first 18
years of life. The first 18 years is a period during which the most profound changes occur in
physical, cognitive and social development. A summary of important normative findings from
the fields of developmental psychology and psychopathology will be presented in this chapter.
However, the development of the individual child is primarily a social process and the family
is the central social context within which this development occurs. We will therefore begin
with a consideration of the family lifecycle.

The family lifecycle

Families are unique social systems insofar as membership is based on combinations of
biological, legal, affectional, geographic and historical ties. In contrast to other social systems,
entry into family systems is through birth, adoption, fostering or marriage and members can
leave only by death. Severing all family connections is never possible. Furthermore, while
family members fulfil certain roles which entail specific definable tasks such as the provision
of food and shelter, it is the relationships within families which are primary and irreplaceable.

With single-parenthood, divorce, separation and re-marriage as common events, a narrow
and traditional definition of the family is no longer useful for the practicing clinical
psychologist (Walsh, 2012). It is more expedient to think of the child’s family as a network of
people in the child’s immediate psychosocial field. This may include members of the child’s
household and others who, while not members of the household, play a significant role in the
child’s life. For example, a separated parent and spouse living elsewhere with whom the child
has regular contact, foster parents who provide respite care periodically, a grandmother who
provides informal day care and so forth. In clinical practice the primary concern is the extent
to which this network meets the child’s developmental needs.

Having noted the limitations of a traditional model of the family structure, paradoxically,
the most useful available models of the family lifecycle are based upon the norm of the
traditional nuclear family, with other family forms being conceptualized as deviations from
this norm (McGoldrick et al., 2011). One such model is presented in Table 1.1. This model



delineates the main emotional transition processes and tasks to be completed by the family at

each stage of development.

Table 1.1_Stages of the family lifecycle

Stage Emotional transition processes

Tasks essential for developmental
progression

Developing emotional and

Leaving home . :
financial autonomy

Forming a Committing to a long-term
couple relationship

Families with
young
children

Accepting new children into the
family system

Increasing flexibility of family
boundaries to accommodate
Families with adolescents’ growing
adolescents independence and

« Differentiating from family of
origin and developing adult-to-
adult relationship with parents

« Developing intimate peer
relationships

« Beginning a career and moving
towards financial independence

« Establishing the self in community
and society

« Selecting a partner and deciding to
form a long-term relationship

« Developing a way to live together
based on reality rather than mutual
projection

« Realigning couple’s relationships
with families of origin and peers to
include partners

« Adjusting couple system to make
space for children

« Arranging childrearing, financial
and housekeeping responsibilities
within the couple

« Realigning relationships with
families of origin to include
parenting and grandparenting roles

« Realigning family relationships
with community and society to
accommodate new family
structure

« Adjusting parent—child
relationships to allow adolescents
more autonomy

« Adjusting family relationships as
couple take on responsibility of
caring for aging parents

« Realigning family relationships



grandparents’ increasing

constraints
Launching
children
and Accepting many exits from and
moving entries into the family system
into
midlife

Families with
parents in  Accepting new generational
late middle roles
age

Families with
parents Accepting the constraints of
nearing the aging and the reality of death

with community and society to
accommodate adolescents’
increasing autonomy and
grandparents’ increasing
constraints

« Adjusting to living as a couple

again

« Addressing couple’s midlife issues
and possibilities of new interests
and projects

« Parents and grown children
negotiating adult-to-adult
relationships

« Adjusting to include in-laws and

grandchildren within the family circle

« Dealing with disabilities and death

of couple’s aging parents

Realigning family relationships

with community and society to

accommodate new family

structure and relationships

 Maintaining couple’s functioning
and interests, and exploring new
family and social roles while
coping with physiological decline

« Adjusting to children taking a more
central role in family maintenance

« Making room for the wisdom and
experience of the aging couple

« Supporting the older generation to
live as independently as possible
within the constraints of aging

« Realigning family relationships
with community and society to
accommodate new family
structure and relationships

« Dealing with loss of partner,
siblings and peers

« Preparing for death through life
review and integration

« Adjusting to reversal of roles where
children care for parents



end of life « Realigning family relationships
with community and society to
accommodate changing family
relationships

Note: Adapted from McGoldrick et al. (2011).

In the first stage, which is marked by young adult children leaving home, the main process
is the emergence of young adults’ emotional and financial autonomy. The principal tasks are
differentiating from the family of origin and developing adult-to-adult relationships with
parents, developing intimate peer relationships, beginning a career and moving towards
financial independence, and establishing the self within the community and society.

The second stage is that of couple formation, where the main process is commitment to a
long-term relationship. The principal tasks include selecting a partner and deciding to form a
long-term relationship, developing a way to live together based on an appreciation of
partners’ real strengths and weaknesses rather than mutual projection, and realigning couple’s
relationships with families of origin and peers so as to accommodate partners.

The third stage occurs when couples have children, and the main process is accepting new
children into the family system. The principal tasks are making space within the couple’s
relationship for children; arranging childrearing, financial and housekeeping responsibilities
within the couple; realigning relationships with families of origin to include parenting and
grandparenting roles; and realigning family relationships with the community and society to
accommodate the new family structure. When couples adjust their roles to make space for
young children, this involves the development of parenting roles which entail routines for
meeting children’s needs for

o safety

® care

e control

¢ intellectual stimulation.

Developing these routines is a complex process, and often difficulties in doing so lead to a
referral for psychological consultation. Routines for meeting children’s needs for safety include
protecting children from accidents by, for example, not leaving young children unsupervised
and also developing skills for managing frustration and anger that the demands of parenting
young children often elicit. Failure to develop such routines may lead to accidental injuries or
child abuse. Routines for providing children with food and shelter, attachment, empathy,
understanding and emotional support need to be developed to meet children’s needs for care
in these various areas. Failure to develop such routines may lead to a variety of emotional
difficulties. Children’s need for control are met through routines for setting clear rules and



limits, for providing supervision to ensure that children conform to these expectations, and for
offering appropriate rewards and sanctions for rule following and rule violations. Conduct
problems may occur if such routines are not developed. Parent—child play and communication
routines for meeting children’s needs for age-appropriate intellectual stimulation also need to
be developed if children are to avoid developmental delays in emotional, language and
intellectual development.

The fourth stage of the family lifecycle model occurs when children make the transition to
adolescence. At this stage the main developmental process is increasing flexibility of family
boundaries to accommodate adolescents’ growing independence and grandparents’ increasing
constraints. The principal tasks at this stage are adjusting parent—child relationships to allow
adolescents more autonomy, adjusting family relationships as the couple take on responsibility
of caring for aging parents, and realigning family relationships with the community and
society to accommodate adolescents’ increasing autonomy and grandparents’ increasing
constraints. Good parent-child communication and joint problem-solving skills facilitate
completion of some of the tasks in this stage of the family lifecycle. Skills deficits in these
areas underpin many adolescent referrals for psychological consultation. However, parents in
families at this stage of development must contend not only with changes in their relationships
with their maturing children, but also with the increased dependency of the grandparents
upon them. The demands of grandparental dependency may compromise parents’ abilities to
meet their adolescents’ needs for increasing autonomy.

The fifth stage of the family lifecycle is concerned with the transition of young adult
children out of the parental home and the parents’ progression into midlife. The main process
during this stage is accommodating exits from and new entries into the family system. During
this stage a key task is the development of less hierarchical relationships between parents and
children. Parents are also faced with the tasks of adjusting to living as a couple again, to
dealing with disabilities and death in their families of origin, of adjusting to the expansion of
the family if their children procreate, and realigning family relationships with the community
and society to accommodate changes in the family structure.

The acceptance of new generational roles arising from aging parents’ physiological decline
is the main developmental process in the sixth stage of the family lifecycle. This stage is
marked by aging parents moving into late middle life. The principal task for aging parents is
to maintain functioning and interests and accept help and support from their adult children.
The principal task for adult children is to take a more central role in family maintenance
which includes arranging appropriate supports for their aging parents so that they can live as
independently as possible within the constraints of aging. At this lifecycle stage families must
also make room for the wisdom and experience of aging parents and realign family
relationships with community and society to accommodate the new family structure.

The acceptance of the constraints of aging and the inevitability of death is the main



developmental process in the seventh stage of the family lifecycle, which is marked by parents
nearing the end of life. The principal tasks include preparing for death through life review and
integration, adjusting to reversal of roles where adult children care for parents, dealing with
loss and realigning family relationships with the community and society to accommodate
changing family relationships. The family must cope with aging parents’ physiological decline
and approaching death, while at the same time developing routines for benefiting from their
wisdom and experience.

This lifecycle model draws attention to the ways in which the family meets the developing
child’s needs and also the way in which the family places demands upon children and other
family members at different stages of the lifecycle. For example, the parents of a teenager
may meet her needs for increasing autonomy by allowing greater freedom and unsupervised
travel, and she may meet her grandparents’ needs for continued connectedness by visiting
regularly. Family lifecycle models also focus attention on the transitions that the child and
other family members must make as one stage is left behind and another stage is entered. For
example, the transition from being a family with young children to being a family with
teenage children requires a renegotiation of family rules and roles. The hierarchical
relationship between the parents and children must be renegotiated, and in some families
concurrently women may decrease their focus on homemaking while increasing their focus on
their career. This may coincide with men taking a more active role within the household.
Families require some degree of flexibility to adapt the way relationships are organized as
each of these transitions is negotiated. They also require the capacity to maintain stable roles
and routines during each of the stages. A third important requirement is the capacity to permit
children’s movement from dependency towards autonomy as development progresses. This is
as true for the transition into adolescence as it is for the launching stage where young adult
children are leaving home. A further feature of family lifecycle models is that they point to
certain junctures where there may be a build-up of family stress with many individual
transitions occurring simultaneously. For example, in the launching stage it is not uncommon
for older children to be leaving home and having their first children while their grandparents
may be succumbing to late life illnesses or death. Often psychological difficulties occur during
such periods of transition. Data on changes in family members’ perception of strains and well-
being, drawn from Olson’s (1993) study of US families, are set out in Figure 1.1. From this
figure it may be seen that well-being is greatest during the early and later stages of the family
lifecycle, whereas the childrearing years (those which are of central concern in this text) are
associated with the highest level of stress.

It is within the context of the family lifecycle that physical, cognitive and social
development occurs, and it is to these that we now turn. The distinctions between physical,
cognitive and social development are to some degree arbitrary since, for example, the
development of moral reasoning (one aspect of social development) depends to some extent



on the development of intelligence (an aspect of cognitive development). However, the
distinctions provide a useful framework for summarizing those aspects of available research
which are of particular relevance to the practice of clinical psychology.

BT ——— Well-being

— — — Strains

0 t t t I I
Younger Families Families Older

couples with with couples
children adolescents

Figure 1.1 Well-being and strains across the family lifecycle

Note: Adapted from Olson (1993).

Physical development

Reviews of research on physical development paint the following picture of the infant’s
growth (Illingworth, 1987; Rutter & Rutter, 1993; Shaffer & Kipp, 2014). At birth infants can
distinguish good and bad smells and sweet, sour and salt flavours. Even before birth, babies
can respond to tactile stimulation and recognize their mother’s voice. The skill of localizing a
sound is also present at birth. In the first weeks of life infants can only focus on objects about a
foot away and show a particular interest in dark-light contrasts. By 3 months they have
relatively well-developed peripheral vision and depth perception and a major interest in faces.
Visual acuity is usually fully developed by 12 months. Sensory stimulation is important for the
development of the nervous system and inadequate stimulation may prevent normal
neurological and sensory development. For example, children born with a strabismus (squint)
which goes uncorrected may fail to develop binocular vision.

When considering motor development a distinction is usually made between locomotion



and postural development on the one hand, and prehension or manipulative skills on the other.
The former concerns the development of control over the trunk, arms and legs for moving
around. The latter refers to the ability to use the hands to manipulate objects. Some of the
milestones of motor development are set out in Table 1.2. Also included here for convenience
are some sensory skills which have already been discussed. Early observational studies led
Arnold Gesell to propose a maturational theory of motor skills development (Gesell & Ames,
1940). He argued that motor skills development was genetically pre-programmed to follow
proximodistal (from trunk to extremities) and cephalocaudal (from head to tail) progressions.
So infants first learn to control their arms before their fingers and their heads before their legs.
Later research showed that motor development does not invariably follow these patterns.
Esther Thelen drew on dynamic system theory to explain these exceptions (Thelen & Spencer,
1998). She proposed that motor development is multi-factorially determined. Key
determinants include nervous system development, the biomechanics of the body and
environmental constraints and supports.

Table 1.2 Development of motor and sensory skills
Age Motor and sensory skills

« Turns head to one side when lying on stomach
« Legs make crawling movements when placed on stomach
« Holds a ring in a reflex grasp
« Can focus on objects 9 inches away
« Can distinguish mother’s voice
« Can distinguish sweet, sour and salt tastes
« Sits with support
« Pushes head and shoulders up when lying on stomach
« Grasps a rattle and reaches with two hands
« Breastfed children can distinguish their mother’s odour
« Shows interest in faces
« Depth perception emerges
« Sits briefly unaided
6 months « Rolls from back to stomach
« Transfers cube between hands
« Walks holding furniture
« Crawls
« Sits alone
« Picks up button with thumb and forefinger
« Walks unaided
12 months « Into everything
« Holds crayon and makes mark
« Climbs stairs
18 months  Throws a ball into a box

0 months

3 months

9 months



 Builds a tower with three cubes
« Runs

« Walks backwards

« Puts square peg in square hole

o Builds a tower with six cubes

24 months

« Can stand on one foot for 5 seconds
3 years « Pedals a tricycle
« Draws a circle
« Hops on one foot
4 years « Buttons clothes
« Draws a square
« Hops on both feet
5 years « Ties shoelaces
« Draws triangle
6 years « Copies diamond
7 years « Can learn new motor skills like throwing, riding a bicycle

Note: Adapted from Illingworth (1987).

After infancy motor development entails increased co-ordination of locomotion and
manipulative skills. The development of effective motor skills in childhood, including those
required for sports, gives the child a sense of mastery and engenders self-efficacy and self-
esteem. Failure to develop motor skills places children at a disadvantage and may lead to
adjustment difficulties.

Different parts of the body develop at different rates following a cephalocaudal progression.
The head and brain develop early but the limbs develop later. From birth until the onset of
adolescence, the rate of growth slows. With adolescence a growth spurt occurs which
concludes at the end of adolescence. Until adolescence the rates of growth for boys and girls
are comparable. With the onset of adolescence, girls enter the growth spurt between 1 and 2
years earlier than boys. Height, muscle mass and shoulder width are the main areas of
development during the adolescent growth spurt for boys. Girls add more overall fat and hip
width than boys.

In adolescence youngsters develop primary sexual characteristics (menstruation in women
and the capacity to ejaculate in men) and secondary sexual characteristics (auxiliary hair,
breasts and voice changes). The average age for the emergence of primary sexual
characteristics in the US and the UK for girls is 10-11 years and for boys is 11.5-12.5 years
(Coleman, 1995). In a review of the literature on the impact of puberty, Alsaker (1996) drew
the following conclusions. Hormonal changes in adolescence have effects on some boys and
girls with raised testosterone levels contributing to male aggression and dominance. In girls
higher oestrogen levels are associated with positive moods and increased activity, while lower



levels are associated with poorer moods. Physical changes in adolescence, notably height and
weight, affect body-image satisfaction. Short boys and heavy girls tend to be dissatisfied with
their body image, whereas satisfaction with body image is expressed by tall boys and slim
girls. The timing of the onset of puberty also effects satisfaction with body image, although
this association is probably mediated by associated changes in height and weight. Early
maturing boys are more satisfied with their bodies and feel more attractive, whereas early
maturing girls tend to be dissatisfied with their bodies because maturation is associated with
weight gain. (Early maturing adolescents constitute 10-20% of the population.) Early maturing
girls develop more conduct problems than late maturing girls because of involvement in
networks of older deviant peers. In the long term, these conduct problems abate. However, for
girls, early maturity may leave a legacy in the form of being less educationally advantaged
than their later maturing counterparts. Early maturing girls also show greater heterosexual
behaviour than their female peers, but early maturing boys do not show this increased level of
sexual behaviour.

Mild concern about body shape is common among adolescents. In clinical work, anorexia
nervosa (self-starvation) and bulimia (binge-purge syndrome) are two common disorders
associated with a dissatisfaction with body shape. They will be discussed more fully in Chapter
17.

While genetics play a major role in physical development, environmental factors also
contribute significantly to physical development. In particular nutrition, disease, trauma and
(indirectly) socio-economic status all contribute to physical development. One hundred years
ago the average age for the onset of puberty was about 5 years later than is currently the case.
This secular trend probably reflects a change in nutrition, health care and living conditions.
Vigorous exercise and dieting may retard the onset of puberty in girls and these activities
characterize some young girls with anorexia nervosa. Because of rapid muscular and skeletal
growth and the high energy usage of adolescents, a diet including much protein and minerals
is optimal.

Brain development

The brain and nervous system subserve all psychological functioning (Pinel, 2014; Zelano &
Lee, 2010). The brain and nervous system consist of more than a trillion neurons, linked by
trillions of synapses. Within the nervous system signals travel by neural conduction (an
electrical process within neurons) and synaptic transmission (a chemical process between
neurons involving neurotransmitters). Some psychological disorders are associated with
dysregulations of neurotransmitter systems. For example, dysregulation of the dopaminergic
system is found in some people with a diagnosis of psychosis (discussed in Chapter 18) and of
the serotonergic system is found in some people with a diagnosis of depression (discussed in



Chapter 16).
Five basic processes underpin brain development: neurogenesis (the process of forming

neurons); neural migration (organizing the brain by moving neurons to specific areas based on
their functions); myelination (coating the neural axons with myelin to speed conduction);
synaptogenesis (forming synapses between neurons); and pruning (weeding out unnecessary
connections and strengthening the important ones). The first four of these processes begin
during the pre-natal period.

The volume of the human brain quadruples between birth and adulthood. This increase in
size is not predominantly due to neurogenesis. With the exception of the hippocampus
(involved in memory) and olfactory bulb (involved in smell), all of the neurons that constitute
the adult brain have developed by the seventh month of pre-natal development. Post-natal
brain growth reflects myelination, branching of dendrites and synaptogenesis. With regard to
the organization of the brain, neural migration begins pre-natally and is completed by the end
of the first year.

The brain growth early in life is rapid. The brain growth spurt occurs in the last pre-natal
trimester and the first 2 years. During this period more than half of adult brain weight is
gained. Through synaptogenesis many more synaptic connections among neurons are formed
in early life than are required in adulthood. However, only synaptic connections that are
stimulated survive. Through synaptic pruning, which occurs between about 2 years and early
adulthood and which intensifies during adolescence, nearly 50% of the synapses present at 2
years of age are eliminated. Synaptic pruning helps sculpt the child’s brain into its adult form
and increases the efficiency of frequently stimulated neural networks. Synaptic connections
are stimulated when people engage in activities in which the synapses are used. It’s a case of
use it or lose it! Thus, brain development is the product of both genetically driven maturation
and learning experiences. Both genetic factors and developmental adversity, such as neglect or
abuse, compromise brain development and contribute to the development of psychopathology
(Addington & Rapoport, 2012; Belsky & de Haan, 2011).

While synaptic pruning enhances aspects of psychological functioning, it also may inhibit
learning new skills, such as second languages (Ritchie & Bhatia, 2009). The infant’s brain has
synapses that allow sounds from all languages to be heard. During the early years, through
synaptic pruning the brain strengthens neural networks required for hearing language sounds
encountered regularly and eliminates those for other sounds. This is why most adults have
trouble distinguishing sounds that are not in their own language and learn new languages with
greater difficulty than children.

Children who receive a high level of intellectual stimulation, despite pruning, retain a
greater number of synaptic connections, and those who suffer neglect retain fewer synaptic
connections. Greater recovery from brain damage occurs in children than in adolescents or
adults (Silver et al., 2011). This is because in children fewer synapses have been pruned and



more are therefore available to compensate for those destroyed through brain damage. It is
also because the lateralization of function which begins pre-natally is not completed until the
end of childhood, and so neural networks in the undamaged hemisphere may compensate for
those in the damaged hemisphere more easily in children than in adolescents or adults.

Not all parts of the brain develop at the same rate. Subcortical regions that control reflexes
and basic functions such as respiration and digestion develop before the cortex, which
subserves voluntary action and higher intellectual activities. Within the cortex motor and
sensory areas develop before those associated with language and higher functions.

Cognitive development

A distinction between language development and the development of intelligence has
traditionally been made by researchers in the field of cognitive development. This distinction
will be used later in summarizing findings of relevance to the practice of clinical psychology.
Most of the research on intelligence which is relevant to the practice of clinical psychology has
been conducted within three traditions (Sternberg & Kaufman, 2011):

¢ the psychometric intelligence testing movement
¢ the Piagetian cognitive development tradition
e the information processing approach.

Findings from these three fields will be summarized separately.

The psychometric study of intelligence

The psychometric study of intelligence began with Alfred Binet’s attempt in the first decade of
the 20th century to develop a method for assessing children’s abilities so that they could be
placed in appropriate educational settings (Mackintosh, 2011). He devised a series of puzzles
and tasks which he believed tapped the full range of verbal and non-verbal abilities and
administered these to samples of children of different ages. He determined what group of
tasks 50% of children at each age level could complete, and subsequently used this normative
data to assign mental ages to children about whom he wished to make educational placement
decisions.

William Stern subsequently noted that a clinically more useful index of ability would
express the child’s mental age as a proportion of their chronological age, since a 10-year-old
with a mental age of 5 would require different educational placement than a 5-year-old with a
mental age of 5. The index he developed was the intelligence quotient or IQ, which is
calculated using the following formula.



Intelligence Quotient = (Mental Age/Chronological age) x 100

While this quotient was useful for children, with adults over 18 years it yielded increasingly
declining IQs as people aged. David Wechsler solved this problem by replacing the ratio IQ
with the deviation IQ. For each age group he defined an IQ of 100 as the mean score of the
standardization sample. A score which fell one standard deviation (15 IQ points) above the
mean was given an IQ value of 115 and a score which fell one standard deviation below the
mean was given an IQ value of 85. Other IQ values were given in a similar fashion on the
basis of the degree to which they deviated from the mean. The Stanford-Binet Intelligence test
and the Wechsler intelligence scales for pre-schoolers, children and adults have become the
most widely used measures of intelligence in the world and have undergone numerous
revisions and re-standardizations over the past 80 years. They are still routinely used in clinical
practice by psychologists to evaluate specific and general learning difficulties and to make
placement decisions similar to those faced by Binet almost a century ago. The psychometric
movement and the tests developed within this tradition have also spawned a great deal of
research which has addressed the following questions:

e [sintelligence most usefully conceptualized as a single trait, multiple independent traits
or a hierarchically organized pyramid of related traits?

e Does intelligence (and the constellation of abilities that make up intelligence) remain
stable over time?

e How is intelligence distributed within the population?

e What are the relative contributions of heredity and environment to the development
of intelligence?

¢ Can environmental changes improve intelligence?

e What are the relationships between intelligence and scholastic attainment, vocational
adjustment and social competence?

Factor analytic studies show that most tests of ability are positively correlated, but these
correlations are only moderate. Such studies suggest that there is a trait of general intelligence
which influences performances on many problem-solving tasks. However, there is also a range
of specific abilities which affect the performance of particular types of tasks. Many
psychometric theorists argue that general intelligence and specific abilities are most usefully
conceptualized as being hierarchically organized. Hierarchical models of abilities propose a
broad general intelligence factor at the top of the hierarchy and a range of specific abilities
underneath (Davidson & Kemp, 2011; Willis et al., 2011). For example, the Wechsler tests of
intelligence are based on a model that places the full scale IQ as an index of overall
intelligence at the top of the hierarchy. Beneath this are verbal and performance 1Qs which
reflect specific verbal and visuospatial abilities. Neuropsychological investigations broadly



indicate that verbal functions in adult males may be subserved largely by the left side of the
brain whereas visuospatial abilities are subserved by the right side. With females and children,
lateralization of function is less clearly defined (Reynolds & Fletcher-Janzen, 2009).

The second question of interest to the psychometric movement concerns the stability of
intelligence over time. Broadly speaking, intelligence measurements taken at two separate
times in a person’s life will be positively correlated. However, population studies of this type
show that the correlations are far from perfect and are probably influenced by a variety of
environmental factors and by the tasks used to assess intelligence. For example, Bornstein and
Sigman (1986) have shown that curiosity about new stimuli in infants under 6 months
correlates .5 with IQ as measured on standardized intelligence tests at school entry. Curiosity
was assessed by noting the speed with which infants lose interest in a stimulus and show
renewed interest when presented with a novel stimulus. These findings are important because
traditional psychometric measures of infant development, such as the Bayley scales, do not
predict later IQ (Lipsitt, 1992). Unfortunately, well-standardized inspection time tests for
assessing infant intelligence have not yet been developed for use in clinical practice.

A second example of temporal changes in the contribution of different abilities to overall
intelligence comes from the work of Cattell (1963). He distinguished between crystallized
intelligence and fluid intelligence. Fluid intelligence is reflected in cognitive abilities that do
not depend on experience such as attention, short-term memory and reasoning, and these
reach their peak in early adult life. Crystallized intelligence is reflected in vocabulary, general
information and experiential evaluation. This form of intelligence is highly dependent on
experience and gradually increases across the entire lifespan. Recent research on these two
aspects of intelligence supports Cattell’s original findings (Hertzog, 2011). Peak years for
creativity for pursuits involving crystallized intelligence are usually in the middle adult years.
Included here are creative writing and social sciences. Peak years for production in pursuits
requiring fluid intelligence occur before the forties. Included here are the natural sciences and
mathematics. This information is valuable for clinical psychologists involved in career
guidance.

The third question addressed within the psychometric tradition is the way in which
intelligence is distributed within the population. Most studies show that intelligence test scores
approximate a normal (bell-shaped) distribution. That is, very few people obtain either
extremely high or extremely low scores and the majority obtain moderate scores. Clinical
psychologists may use this knowledge of the distribution of intelligence in service planning.

While there continues to be controversy about the fourth question concerning the
contribution of heredity and environment to the development of intelligence, more balanced
considerations of the evidence conclude that both heredity and environment make roughly
equal contributions (Mandelman & Grigorenko, 2011). In view of this, it is not surprising that
the level of intellectual stimulation provided by parents and environmental enrichment



programmes for disadvantaged children have been shown to enhance intelligence and
subsequent school performance and both social and vocational adjustment (Nickerson, 2011).

While traditional psychometric conceptions of intelligence have focused largely on verbal,
visuospatial and mathematical abilities, Howard Gardner has argued that a far broader
conception of intelligence is warranted and proposed that there are there are at least eight
different intelligences, with work on the specification of others in progress (Davis et al., 2011).
The eight intelligences are linguistic, logical-mathematical, spatial, bodily-kinaesthetic,
musical, interpersonal, intrapersonal and naturalist. Only the first three of Gardner’s
intelligences are addressed within the psychometric tradition. Goleman (1995) has argued that
interpersonal and intrapersonal intelligence are the most important for successful
psychological adaptation in life. Together, these constitute what Goleman refers to as
emotional intelligence; that is, the capacity to recognize and manage one’s own emotions and
those of others in significant interpersonal relationships (Mayer et al. 2011). The development
of emotional intelligence is discussed later in this chapter.

The Piagetian tradition and stages of cognitive development

In contrast to the psychometric movement with its emphasis on individual differences in levels
of intelligence and stability of intelligence over time, the Piagetian movement has concerned
itself with commonalities across children in their cognitive styles as they progress through
stages of cognitive growth. A useful critical appraisal of the Jean Piaget’s work in the light of
recent research is contained in Smith et al. (2011). Piaget conceived of the growth of
intelligence as dependent upon the child actively attempting to adapt to the world,
assimilating new knowledge into available schemas or accommodating to new knowledge and
experiences by altering schemas. The main questions addressed by Piaget and members of this
tradition have been:

e What are the stages of cognitive development?

o Are there qualitatively different cognitive structures that underpin intelligent problem
solving in each of these stages?

e [s progression through the stages invariant?

e Can progression through stages be accelerated by training?

In answer to the first question Piaget posited the existence of four main stages. In the first of
these — the sensorimotor period, which extends from birth until about 2 years of age — the
child’s approach to problem solving and knowledge acquisition is based upon manipulating
objects and trial and error learning. The main achievements of this stage are the development
of cause and effect sensorimotor schemas and the concept of object permanence. That is, the
realization that objects have a permanent existence independent of our perception of them.



The second stage of development in Piagetian theory is the pre-operational period. During
this stage the child moves from the use of sensorimotor schemas as the main problem-solving
tool to the formation of internal representations of the external world. The ability to use
internal representations of the world to solve problems underpins a number of important
achievements readily observable in pre-schoolers. These include increasingly sophisticated
language usage, engagement in make-believe or symbolic play, the ability to distinguish
between appearance and reality and the ability to infer what other people are thinking. This
ability to infer what others are thinking has been referred to as theory of mind, and deficits in
this ability typify children with autism. A fuller discussion of this issue will be given in
Chapter 9. Reasoning in the pre-operational period is largely intuitive, with the child linking
one particular instance to another rather than reasoning from general to particular. For
example, a pre-operational child will say T'm tired so it must be night-time’ rather than ‘Tt’s
getting dark so it must be night-time. The pre-operational child’s attempts to solve problems
are influenced to a marked degree by what is perceived rather than by what is remembered.
The main limitations of the pre-operational period are an inability to take the visual
perspective of another person, difficulty in retelling a story coherently (egocentric speech), a
belief that inanimate objects can think and feel like people (animism) and an inability to focus
on more than one dimension of a problem at a time. For example, if liquid is poured from a
short wide glass into tall narrow glass, the pre-operational child may say the there is now
more liquid because the level is higher, without making reference to the decreased width of
the second glass. Piaget referred to the capacity to take account of two dimensions
simultaneously as conservation of quantity.

Conservation of quantity is one of the primary achievements of the concrete operational
period which extends from 5 to 7 years up until about 12 years. The concrete operational
period is the third of Piaget’s developmental stages. During this period the child develops the
ability to classify objects, place objects in series, engage in rule-governed games, adopt the
geographic perspective of another person, and manipulate numbers using addition,
subtraction, multiplication and division. These abilities involve the use of logic (rather than
intuition) to solve concrete problems.

At about the age of 12 the child begins to use logic to solve abstract problems. That is, the
child can develop hypotheses about what might be true and then make plans to test these
hypotheses out. This is the primary characteristic of the formal operational period. This is
Piaget’s fourth and final developmental stage. There are many achievements which occur
during this period. The adolescent can manipulate two or more logical categories such as
speed and distance when planning a trip. Time-related changes can be projected so the
adolescent can predict that her relationship with her parents will be different in 10 years. The
logical consequences of actions can be predicted, so career options related to certain courses of
study can be anticipated. The adolescent can detect logical inconsistencies such as those that



occur when parents do not practice what they preach. A final achievement of the formal
operational period is the capacity for relativistic thought. Teenagers can see that their own
behaviour and that of their parents are influenced by situational factors.

Alongside these extraordinary achievements, there are limitations which characterize the
formal operational period. Just as egocentric pre-schoolers cannot take another person’s
perspective because they do not realize that others occupy a different geographical location
than themselves, young adolescents do not realize that others occupy different (and less
logical) philosophical positions than themselves. This cognitive egocentrism compromises the
adolescent’s capacity to solve interpersonal problems that entail logical conflicts and
contradictions. Riegel (1973) has suggested that this limitation of the formal operational period
is overcome in a final stage of cognitive development which he refers to as dialectical
thinking. Logical reasoning, a sensitivity to practical and ethical considerations, the ability to
re-frame apparently insoluble problems in solvable terms and the capacity to tolerate
ambiguity characterize this period, which occurs in early adulthood.

Riegel’s (1973) work is a good example of later research which showed that Piaget’s
account of the stages of cognitive development was incomplete. The other main criticism of
Piaget’s work concerns the boundaries between the stages. Many tests of Piaget’s theory have
shown that under certain simplified experimental conditions or following certain enriching
developmental experiences or training programmes or within certain specific domains,
children at a given stage can perform tasks that require the cognitive capacities which Piaget’s
theory attributes to a later stage (Shaffer & Kipp, 2014; Smith et al,, 2011). The limitations of
children at each stage of cognitive development are important to keep in mind when
interviewing them alone or in family sessions. Complex questions or elaborate interpretations
or re—framings which may routinely be used with adults are often inappropriate when
working with children.

The information processing approach and the acquisition of skills and
strategies

Information processing approaches to the study of intelligence looks to the computer as the
main metaphor for studying the growth of problem-solving abilities. This approach is
concerned with four main questions:

e Can models of sequences of steps and processes which intervene between posing a
problem and the child performing a solution be developed for specific domains?

e What strategies are used to solve memory problems?

e What role do scripts and schemas play in problem solving?

e What conditions underpin cognitive change?



In answer to the first question, numerous models of processes that intervene between input
and output have been developed (Bjorklund, 2011; Sternberg & Kaufman, 2011). Most
information processing models distinguish between (1) sensory registers where, for example,
images of visual and auditory stimuli are held for less than a second; (2) short-term memory
where information is retained for a few seconds; (3) temporary working memory where
information from the short-term memory is processed by using control strategies including
rehearsal, organization and elaboration; (4) long-term memory; and (5) retrieval.

Regardless of age, the child’s information processing capacity is limited. In teenagers and
adults the limits are 7 bits (+2). However, older children remember more than younger
children. This is probably because they use more effective control strategies for remembering
material. Three commonly used strategies are rehearsal (repetition), organization (chunking or
grouping) and elaboration (using a device-like imagery to link together items to be
remembered). However, these strategies are not used indiscriminately. Rather they are
informed by youngsters’ knowledge about the impact of these strategies on recall, recognition
and reconstruction of material the child wishes to remember. This knowledge about memory
is called metamemory. For example, if there are more than five items on a shopping list, some
people will consciously use chunking to help them recall the list.

Automatization and strategy construction are two of the main processes by which cognitive
change occurs. In the early stages of learning a new skill, much information processing
capacity is taken up with attention to each component of the skill. With rehearsal, sequences
of components become automatic and spare capacity becomes available for developing
strategies for refining the skill or using it to develop further skills or expertise. For example, a
child whose bicycle riding skills have become automatic may use the available spare capacity
to learn new cycle routes.

When children have little knowledge of a topic, they rely largely on recall memory.
However, reconstructive memory is an alternative to recall. Here, the child rebuilds the
material they have remembered on the basis of information coded as schemas and scripts. The
greater the child’s expertise (or knowledge base in a particular domain) the more effective
their use of reconstructive memory, since they have a rich network of associations through
which to reconstruct the new material they have learned. Knowledge bases contain both
schemas and scripts. Schemas are representations of the typical structure of familiar
experiences. For example, the way furniture is laid out in a dining room. Scripts are
representations of typical sequences of events. For example, the routine used to make a cup of
tea. Schemas and scripts aid the learning of new material.

The information processing approach has demonstrated that short-term memory capacity,
the amount of information encoded in a problem-solving situation, the rate of automatization,
the strategies employed and the use of metacognitive skills evolve with age. However,
performance is also greatly influenced by familiarity with the content of any problem-solving



task and the context within which the problem occurs. For example, children engaged in street
vending may perform complex mathematical calculations when selling their wares yet
perform poorly in a classroom situation.

Autobiographical memory constitutes a special collection of scripts in which aspects of self
and identity are represented. Autobiographical memory probably emerges in conversations
with parents where personal memories are retrieved and rehearsed. Infantile amnesia (the
inability to remember the first 2 years of life) from an information-processing perspective may
be conceptualized as the lack of autobiographical memory for this period, which may in turn
be attributed to the absence of parent—child conversations in this pre-linguistic period. This is
quite a different account of infantile amnesia than that given by Freud (1905), who attributed
it to repressed memories of sexual desires for parents.

The information-processing approach is a particularly valuable framework for clinical
psychologists to use when coaching parents and children in the development of new
communication and problem-solving skills. It is also a useful framework from which to
interpret the burgeoning literature on the accuracy of children’s testimony in court, and how
best to interview children to obtain accurate eyewitness testimony (Home Office, 2011; Lamb
et al., 2008).

Vygotsky and the social context of intellectual development

The three main traditions within which intelligence has been studied have relied
predominantly on an individualistic approach to the development of skills and problem-
solving capabilities. Lev Vygotsky (1962) is unique in conceptualizing the development of
intelligence in fundamentally social terms. He observed that children who displayed similar
levels of individual problem-solving skills when operating in isolation often showed marked
individual differences when coached by an adult or peer. This discrepancy between aided and
unaided performance he referred to as the zone of proximal development. Within this zone of
proximal development optimal learning occurs if parents, teachers or peers adjust their level
of input to take account of children’s actual ability levels. With this teaching method, which
Vygotsky called scaffolding, the teacher gives just enough help to ensure that the pupil has a
mastery experience. In clinical practice, helping parents and children define the zone of
proximal development and employ scaffolding may be useful in empowering parents to help
their children deal with learning difficulties or social adjustment problems.

Language development

Some children show normal intellectual development but delayed language development
(Hoff, 2014; Schwartz, 2008). In contrast some individuals with intellectual disabilities show
particularly well-developed language skills once they reach 2 to 4 years (Burack et al., 2012).



These two observations suggest that language development is to some degree independent of
intellectual development. For this reason language development is best considered separately
from cognitive development. However, cognitive developmentalists following in the Piagetian
tradition have continued to point out the ways in which linguistic and cognitive development
interact. For example, the statement ‘all-gone’ depends upon the child having developed the
concept of object permanence.

The milestones of language development and exceptions to these have been well
documented in many longitudinal studies (Bates et al., 1988; Hoff, 2014). In utero, the foetus
can recognize the mother’s voice and at birth infants orient to voices differently than sounds.
Babbling begins at 3 to 4 months and at 7 months is used for both social interaction and
personal amusement. By 6 months babbling is affected by sensory input. Evidence for this
comes from the fact that deaf children show a gradual cessation of babbling from this age.
Children with language problems do not show the characteristic speech-like cadences which
characterize babble at the end of the first year and do not show any signs of comprehension or
communicative pointing in the way that normal children do. The use of single words begins
between 12 and 18 months. By 2 years, most children know 200 words, and before their third
birthday the vast majority of children use two-word sentences and grammatical morphemes
such as ‘-ed’ and ‘-ing’. Between 3 and 5 years vocabulary, grammar and the accuracy with
which words are used to denote concepts increase. Over-extensions (e.g. calling a horse a dog)
and under-extensions (e.g. not calling a poodle a dog) of the meanings of words and the
coining of new words, where the child has a vocabulary gap, are all common during this
period. So too are grammatical inaccuracies such as over-regularization (e.g. house, houses;
mouse, mouses).

Delays in the development of linguistic comprehension and expression tend to be associated
with poorer outcomes than simple expressive language delays. And those that are more
prolonged have a poorer prognosis than transient developmental language delays. They are
also associated with greater psychosocial and scholastic difficulties (Bishop et al., 2008).
Developmental language delays will be discussed in Chapter 8.

The debate about the relative influences of heredity and environment on language
development, exemplified by the exchange in the 1950s between Skinner and Chomsky, has
reached a partial resolution (Shaffer & Kipp, 2014). The rapidity of language development and
the creativity shown by children in their use of language suggests that the capacity to derive
and apply linguistic rules is subserved by some set of genetically based mechanisms.
Psycholinguistic theorists have focused their efforts on clarifying the characteristics of these
mechanisms, although they are more complex than originally proposed in Chomsky’s original
language acquisition device (LAD). However, the finding that severe environmental
deprivation, such as being raised by animals in the wild or locked in an attic throughout
infancy, can completely arrest language development while subsequent placement in a normal



environment can lead to normal levels of linguistic development within a few years points to
the importance of the environment in the development of language as initially proposed by
Skinner (McNeil et al., 1984; Skuse, 1984).

Environmentalists have focused attention on the way in which parent—child interactions
facilitate language development. During their first 4 months, babies cycle between states of
attention and inattention. Mothers gradually learn to concentrate their emotional face-to-face
interactions with their babies during the infants’ periods of attention. This interactional
synchrony gives way to turn-taking which may represent the infant’s first conversations
(Kaye, 1982). Infants of depressed mothers have difficulty establishing interactional synchrony
and it may be this that compromises their later adjustment (Field et al., 1990).

A further finding which underpins the important role of environmental factors in language
development is the observation that adults in all cultures speak to their children in a unique
idiom which has been termed motherese (Snow & Ferguson, 1977). Motherese has the
following attributes:

e it is simpler than adult speech

e shorter sentences than adult speech are used

e it is more concrete than adult speech

e it involves repetition of what the child said

e the adult expands on what the child said

e the adult’s voice is pitched at a higher frequency

e the adult’s pattern of intonation is more meaningful.

A third important aspect of parent—child interaction in the development of language is the
provision of a series of formats or structured social interactions in which verbal
communication occurs. These include looking at books, naming things and playing word and
action games and rhymes. Simplification, repetition and correction of errors characterize the
parent’s behaviour within these formatted interactions. Taken together, these formats
comprise the language support system (LASS; Bruner, 1983).

Language is used by children both to control their own behaviour and to engage in speech
acts which may be intended to influence others in their social world. Vygotsky (1962)
distinguished between private speech, internal speech and social speech. Private speech is used
to control the child’s own behaviour but is spoken aloud. For example, saying ‘up-down, up-
down’ when playing ball. Internal speech or self-talk is silent. It is used to guide and control
the child’s own behaviour and appears after the age of 7. Self-instructional training, a
procedure where children are coached in the use of internal speech to improve academic or
social skills, is commonly used as part of a multi-modal programme involving home- and
school-based behavioural management and stimulant medication in the treatment of attention



deficit disorder with hyperactivity (Nolan & Carr, 2000). This will be discussed more fully in
Chapter 11. Social speech is used for controlling interactions with others and appears by 3
years. Social speech is made up of speech acts such as ‘Daddy bobo’ which is a request to
Daddy for a bottle.

Social development

In the following sections the focus will be on the social development of the child including
emotional development, moral development, the development of identity, sex-role
development and the development of friendships and peer-group relationships.

Development of emotional intelligence

Emotional intelligence is the ability to understand and regulate emotions. Zeidner et al. (2009)
have posed that the development of emotional intelligence is influenced by three interacting
processes: (1) genetically determined and biologically based temperament; (2) rule-based
learning of emotional competencies; and (3) self-aware, strategic regulation of emotions.
There is some evidence for the heritability of emotional intelligence (Vernon et al., 2008), and
infants with difficult temperaments find it more challenging to develop emotional intelligence
than those with easy temperaments. Rules for recognizing, understanding and managing
emotions in the self and others are learned within the context of attachment relationships with
parents or caregivers, and interactions with peers and others, through processes such as
modelling and reinforcement. Secure attachments to parents and normally developing verbal
skills facilitate this process, whereas insecure attachments and language delay inhibit the
process. Self-aware, strategic regulation of emotions in self and others is learned through
coaching by parents, teachers, peers and others, and by exposure to the media and other
cultural influences. The availability of emotionally intelligent coaches and role models
facilitates this process. As maturation occurs from infancy to adulthood, there is a gradual shift
in the predominance of biological factors as the basis for emotional intelligence to the
predominance of social factors.

Research on the development of emotional competence offers insights into probable
developmental precursors of emotional intelligence in adulthood. Emotional regulation skills,
the skills for expressing emotions and the skills for managing relationships involving
emotional give-and-take develop gradually from infancy to adolescence as can be seen from
Table 1.3 (Saarni, 1999, 2000; Saarni et al., 2008; Zimmer-Gembeck & Skinner, 2011).

Infancy. During the first year of life infants develop rudimentary self-soothing skills such as
rocking and feeding for regulating their emotions. They also develop skills for regulating their
attention to allow themselves and their caretakers to co-ordinate their actions to soothe them



in distressing situations. They rely on their caretakers to provide emotional support or
‘scaffolding’ during such stress. During the first year of life there is a gradual increase in non-
verbal emotional expression in response to all classes of stimuli, including those under the
infant’s control and those under the control of others. At birth infants can express interest, as
indicated by sustained attention and disgust in response to foul tastes and odours. Smiling,
reflecting a sense of pleasure, in response to the human voice appears at 4 weeks. Sadness and
anger in response to removing a teething toy are first evident at 4 months. Facial expressions
reflecting fear following separation become apparent at 9 months. Infants also show an
increasingly sophisticated capacity to discriminate positive and negative emotions expressed
by others over the course of their first year of life. The capacity for turn-taking in games such
as peek-a-boo develops once children have the appropriate cognitive skills for understanding
object constancy. Social referencing also occurs towards the end of the first year where
children learn the appropriate emotions to express in a particular situation by attending to the
emotional expressions of their caretakers.

Table 1.3 Development of emotional competence
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informed by moral
principles

Note: Based on Saarni et al. (2008) and Saarni (2000).

The second year. During the second year of life toddlers show increased awareness of their
own emotional responses. They show irritability when parents place limits on the expression
of their needs for autonomy and exploration. This irritability is often referred to as the
‘terrible twos’. In their second year infants show increased verbal expression of emotional
states and increased expression of emotions involving self-consciousness and self-evaluation
such as shame, pride or coyness. This occurs because their cognitive skills allow them to begin
to think about themselves from the perspective of others. In relationships they can
increasingly anticipate feelings they will have towards others in particular situations. They
show rudimentary empathy and altruistic behaviour.

Pre-schoolers. Pre-schoolers between the ages of 2 and 5 years increasingly use language
for regulating emotions. They use both internal speech and conversations with others to
modulate their affective experience. During this period children increasingly pretend to
express emotions in play when teasing or being teased by other children. There is increased
insight into the emotions being experienced by others. During this period there is an increased
awareness that we can mislead others about what we are feeling by falsely expressing
emotions. More sophisticated empathy and altruistic behaviour also develops during the pre-
school years.

Kindergarten. Children in kindergarten between the ages of 5 and 7 years increasingly
regulate emotions involving self-consciousness such as embarrassment. There is also increased
autonomy from caregivers in regulating emotions. Children at this age present a ‘cool’
emotional front to peers. There is also an increased use of social skills to deal with emotions of
self and others. During this period children develop an understanding of consensually agreed
emotional scripts and their roles in such scripts.

Middle childhood. Children in middle childhood, between the ages of 7 and 10 years,
prefer to autonomously regulate their emotional states rather than involving caregivers in this
process, as they would have done earlier in their lives. Distancing strategies are used to
manage emotions if children have little control over emotionally demanding situations. There
is increased use of emotional expression to regulate closeness and distance within
relationships. Children become aware that they can feel multiple conflicting emotions about
the same person, that they can be angry with someone they like. They use information and
memories about the emotions of self and others in multiple contexts as aids to making and
maintaining friendships.

Pre-adolescence. During pre-adolescence, between the ages of 10 and 13 years, children
show increased efficiency in using multiple strategies for autonomously regulating emotions



and managing stress. They make distinctions between genuine emotional expression with
close friends and managed emotional displays with others. They develop an increasingly
sophisticated understanding of the place of social roles and emotional scripts in making and
maintaining friendships.

Adolescence. During adolescence, from 13 to 20 years, there is an increased awareness of
complex emotional cycles, for example feeling guilty about feeling angry or feeling ashamed
for feeling frightened. In adolescence, youngsters increasingly use complex strategies to
autonomously regulate emotions. These self-regulation strategies are increasingly informed by
moral principles, beliefs about what is right and good and what is wrong and evil. However,
alongside this concern with morality, self-presentation strategies are increasingly used for
impression management. Adolescents gradually become aware of the importance of mutual
and reciprocal emotional self-disclosure in making and maintaining friendships.

Difficulties with the regulation of anger, fear and sadness may lead to referral to a clinical
psychologist. Anger is the principal emotion associated with conduct disorder discussed in
Chapter 10. Anxiety and depression will be discussed in Chapters 12 and 16, respectively.

Throughout middle childhood and up until adolescence, the awareness that actions may
lead to approval or disapproval by parents and other important attachment figures leads to the
internalization of standards of conduct (Killen & Smetana, 2014). This process of internalizing
standards permits the experience of complex emotions such as pride, shame and guilt. These
emotions have particular implications for moral development.

Moral development

Moral development includes the emergence of moral emotions (such as sympathy, empathy
and altruistic desires to help others), moral thinking and reasoning and moral behaviour
(Killen & Smetana, 2014; Shaffer & Kipp, 2014; Smith et al., 2011).

Moral emotions, such as experiencing distress when observing the distress of others and the
wish to help others and share possessions with others, occur before 2 years of age. Feelings of
empathy and pro-social altruistic behaviour emerges once the capacity for perspective-taking
develops. In this context the development of ‘theory of mind’ is important (Doherty, 2008).
Theory of mind refers to children’s capacity to understand that other people have beliefs,
desires and emotions that are not always fully accessible to others (a function noticeably
absent in children with autism spectrum disorders, discussed in Chapter 9). The children of
parents who model empathy and altruism and use rational non-punitive disciplinary
techniques tend to experience empathy and behave altruistically.

Research based on both Piaget’s (1932) and Kohlberg’s (Colby & Kohlberg, 1987) stage
theories of moral development confirm that the basis on which moral judgements are made
change with cognitive maturation. Pre-adolescent children believe that moral rules should be
obeyed to avoid punishment or for personal gain. In adolescence there is a shift towards



believing that moral rules should be obeyed to obtain social approval within relationships and
maintain social order within society. In adulthood there is a transition to believing that moral
rules should be obeyed because they represent a democratic social contract to protect
individual rights or because they represent personal ethical principals. There are sex
differences in reasoning about moral dilemmas. Males tend to base their judgements about the
morality of an act on the degree to which it conforms to agreed societal rules, whereas
females tend to view the moral course of action as that which fulfils their obligations within a
personal relationship (Gilligan, 1982).

The capacity to make mature moral judgements does not necessarily imply that these
judgements will find expression in moral conduct and pro-social behaviour such as co-
operation, sharing and helping. Moral behaviour appears to depend upon the internalization of
standards of good conduct. Optimal parenting conditions for internalizing standards and
developing moral behaviour involves the following components (Killen & Smetana, 2014;
Shaffer & Kipp, 2014):

e promoting secure attachment through sensitive, empathic parenting

e being warm and nurturing

¢ offering unconditional approval

e responding positively to children’s reasonable requests

e having clear rules for what constitutes moral behaviour

e modelling and praising moral behaviour

e giving a rationale for not breaking rules

e responding to rule-breaking with firm (rather than mild) punishments, administered
immediately and consistently (rather than later and inconsistently) by a warm (rather
than aloof) parent.

The absence of these conditions, along with a variety of other personal and contextual
factors, contributes to the development of conduct problems, which will be discussed in

Chapter 10.

Development of identity

Harter (2012) tackles the complex problem of personal identity by conceptualizing the
functions of self-knowledge, self-evaluation and self-regulation as the three primary
components of the self-system. Self-knowledge refers to all that the child knows about herself,
but particularly autobiographical memory, which was referred to when we discussed
information processing models of intelligence. Self-knowledge also includes insights about
how the child functions in her social world. Self-evaluation refers to the way in which children
judge themselves against others and against themselves at other developmental stages.



Positive self-evaluations underpin high self-esteem. Self-regulation refers to the capacity to
persist in independent focused goal-directed behaviour despite distractions posed by
competing internal impulses or external stimuli. Adaptive coping strategies, defence
mechanisms and belief systems subserve effective self-regulation.

Self-esteem. A range of factors within the family, school, peer group and society affect the
development of self-esteem in childhood (Harter, 2012; Kernis, 2006; Mruk, 2006). Children
who have positive experiences within their families, at school, with their friends and within
society evaluate themselves positively, whereas those who have non-optimal experiences in
these contexts are at risk of developing low self-esteem. Certain types of family experiences
have a particularly significant impact on the development of self-esteem. Children whose
parents are accepting of their strengths and limitations and set explicit high but attainable
standards which they support their children attaining develop high self-esteem. High self-
esteem is also associated with a consistent authoritative parenting style in which children are
treated with warmth and respect and given opportunities to discuss directives and rules about
good conduct. In contrast, children whose parents are inconsistent, permissive, strictly
authoritarian, rejecting or abusive develop low self-esteem. Parental example and role
modelling also influence the development of self-esteem, and have a greater impact than the
verbal advice parents give their children. Parents who cope with life challenges by using an
active problem-solving coping style are more likely, through their example, to help their
children develop high self-esteem. An avoidant parental coping style is associated with the
development of low self-esteem in children. Self-esteem is also influenced by wider social
factors. Educational problems in school, peer-group difficulties including bullying and negative
social comparisons, and low socio-economic status are all associated with low self-esteem. In
contrast, high self-esteem is associated with good academic achievement, supportive peer
relationships and high socio-economic status. In adolescence romantic appeal to prospective
partners is also a significant determinant of self-esteem.

Self-esteem is relatively stable over time. In a meta-analysis of 59 studies, Huang (2010)
found that self-esteem increases slightly from childhood to the first decade of young
adulthood, but changes little beyond 30 years, with most change occurring during the first
decade of young adulthood.

In a thorough critical review, Baumeister et al. (2003) found that a wide range of indices of
psychological, social, educational and occupational adjustment correlate with self-esteem. This
has often been erroneously interpreted as indicating that self-esteem causes better adjustment
in multiple domains. What is more likely is that better performance in settings such as the peer
group and school leads children to evaluate themselves more positively. Baumeister et al.
(2003) concluded that available evidence indicates that self-esteem has two main benefits. It
leads to greater happiness and a greater tendency to take initiative.

In addition to global self-evaluations, children make evaluations of the self within specific



domains such as the family, the school or the peer group. These evaluations lead to domain-
specific experiences of self-esteem such as parental self-esteem, social self-esteem or academic
self-esteem. Self-report questionnaires such as the Battle (2002) Culture Free Self-Esteem
Inventory are useful for assessing domain-specific self-esteem profiles.

Self-regulation. The degree to which children can regulate their emotions and focus on
solving specific problems in effective ways depends upon their beliefs about their capacity to
control their situation and the specific defence mechanisms and coping strategies that they
have at their disposal. A discussion of self-regulatory belief systems and skills will be reserved
for Chapter 2.

Self-knowledge. Self-recognition, a rudimentary form of self-knowledge, emerges at about
2 years when children recognize their reflection in a mirror. Self-recognition is associated with
secure attachment, and abused children show deficits in this area of self-knowledge (Cicchetti,
1991). Children who show self-recognition are more likely to help another child in distress. As
children develop through Piagetian stages their self-descriptions evolve in sophistication
(Damon & Hart, 1988). Pre-operational children describe themselves in terms of physical
characteristics, possessions and preferences. For example, ‘T have blond hair, a scooter and like
sausages.” Concrete operational children describe themselves in terms of class membership and
personal traits. For example, T'm a member of Sutton Dinghy Club and I'm a good sailor’
More complex abstract or hypothetical self-descriptions are given by adolescents who have
entered the formal operational period. Tm an idealist at heart, but that doesn’t mean I
shouldn’t be able to come up with a practical solution to any problem’ is the type of self-
description that typifies this period of cognitive development.

The particular issues about which important self-descriptions are made at different stages in
the development of identity have been extensively described by Erikson (1968). Newman &
Newman’s (2015) modification of Erikson’s model of psychosocial development is presented in
Table 1.4. At each stage of social development, according to this model, the individual must
face a personal dilemma. The way in which each dilemma is resolved influences the way in
which individuals describe themselves, and the type of resolution that is reached is dependent
upon the youngster’s social context. The main psychosocial dilemma to be resolved during the
first 2 years of life is trust versus mistrust. If parents are responsive to infants’ needs in a
predictable and sensitive way, the infant develops a sense of trust. In the long term, this
underpins a capacity to have hope in the face of adversity and to trust, as adults, that difficult
challenges can be resolved. If the child does not experience the parent as a secure base from
which to explore the world, the child learns to mistrust others and this underpins a view of the
world as threatening. This may lead the child to adopt a detached position during later years,
and difficulties with making and maintaining peer relationships may occur.

The main psychosocial dilemma in the pre-school years is autonomy versus shame and
doubt. During this period children become aware of their separateness and strive to establish a



sense of personal agency and impose their will on the world. Sometimes this is possible, but
other times their parents will prohibit them from doing certain things. There is a gradual
moving from the battles of the terrible twos to the ritual orderliness that many children show
as they approach school-going age. Routines develop for going to bed or getting up,
mealtimes and playtimes. The phrase T can do it myself’ for tying shoelaces or fastening
buttons is an example of appropriate channelling of the desire to be autonomous. If parents
patiently provide the framework for children to master tasks and routines, autonomy and a
sense of self-esteem develop. As adults such children are patient with themselves and have
confidence in their abilities to master the challenges of life. They have high self-esteem and a
strong sense of will and self-efficacy. If parents are unable to be patient with the child’s
evolving wilfulness and need for mastery and criticize or humiliate failed attempts at mastery,
the child will develop a sense of self-doubt and shame. The lack of patience and parental
criticism will become internalized and children will evolve into adults who criticize themselves
excessively and who lack confidence in their abilities. In some instances this may lead to the
compulsive need to repeat their efforts at problem solving so that they can undo the mess they

have made and so cope with the shame of not succeeding.

Table 1.4 Newman’s revision of Erikson’s psychosocial stage model

Stave Dilemma and Virtue and positive Pathology and negative
J main process self-description self-description
Infancy Trust v. mls.trust Hope . Withdrawal
Mutuality with [ can attain my .
0-2 years , , I will not trust others
caregiver wishes
Compulsion
Autonomy v. I will repeat this act to undo
Toddlerhood shame and Will the mess that I have
2—4 years doubt I can control events made and I doubt that I
Imitation can control events and I
am ashamed of this
Early school Initiative v. guilt Purpose/curiosity Inhll?ltlon .
age L [ can plan and [ can’t plan or achieve goals
Identification i \
4—6 years achieve goals so I don’t act
Middle Industry v. Competence Inertia
childhood inferiority I can use skills to I have no skills so I won’t
6-12 years Education achieve goals try
Early Group identity v.  Affiliation Isolation
adolescence alienation I can be loyal to the I cannot be accepted into a
12—-18 years Peer pressure group group

Identity v.



Later identity Fidelity to values Confusion
adolescence confusion I can be true to my I have uncertainty about
18-24 years Role values my values and role
experimentation
Early Intim;?:z;; Love Exclusivity
adulthood M ts litv with I can be intimate [ have no time for others so
24-34 years up::rs yw with another [ will shut them out
. GeneratW}ty v Care Rejectivity
Middle stagnation :
[ am committed to I do not care about the
adulthood  Person- .
, , making the world future of others, only my
34—-60 years environment fit
. a better place own future
and creativity
Wisdom
[ am committed to Disdain
Later Integrity v. life, have a deep I am disgusted at my frailty
adulthood despair flexible and my failures and
60-75 years Introspection understanding of express this as disdain
it but I know I for others
will die soon
Immortality v. Confidence D1ff1d.e nee o
Elderhood extinction I know that mv life I can find no meaning in
75-Death y my life so I doubt that I

Social support

has meaning

can act

Note: Adapted from Newman & Newman (2015) and Erikson (1968).

At the beginning of school-going years the main psychosocial dilemma is initiative versus
guilt. When children have developed a sense of autonomy in the pre-school years, they turn
their attention outwards to the physical and social world and use their initiative to investigate
and explore its regularities with a view to establishing a cognitive map of it. Children find out
what is allowed and what is forbidden at home and at school. Many questions about how the
world works are asked. Children conduct various experiments and investigations, for example,
by lighting matches, taking toys apart, or playing doctors and nurses. The initiative versus
guilt dilemma is resolved when the child learns how to channel the need for investigation into
socially appropriate courses of action. This occurs when parents empathize with the child’s
curiosity but establish the limits of experimentation clearly and with warmth. Children who
resolve the dilemma of initiative versus guilt act with a sense of purpose and vision as adults.
Where parents have difficulty empathizing with the child’s need for curiosity and curtail
experimentation unduly, children may develop a reluctance to explore untried options as
adults because such curiosity arouses a sense of guilt.



In middle childhood the main psychosocial dilemma is industry versus inferiority. Having
established a sense of trust, autonomy and initiative, the child’s need to develop skills and
engage in meaningful work emerges. The motivation for industry may stem from the fact that
learning new skills is intrinsically rewarding, and many tasks and jobs open to the child may
be rewarded. Children who have the aptitude to master skills that are rewarded by parents,
teachers and peers emerge from this stage of development with new skills and a sense of
competence and self-efficacy. Unfortunately, not all children have the aptitude for skills that
are valued by society. So youngsters who have low aptitudes for literacy skills, sports and
social conformity are disadvantaged from the start. This is compounded by the fact that in our
culture, social comparisons are readily made through, for example, streaming in schools and
sports. In our society, failure is ridiculed. Youngsters who fail and are ridiculed or humiliated
develop a sense of inferiority and in adulthood lack the motivation to achieve.

The young adolescent faces a dilemma of group identity versus alienation. There is a
requirement to find a peer group with which to become affiliated so that the need for
belonging will be met. Joining such a group, however, must not lead to sacrificing one’s
individuality and personal goals and aspirations. If young adolescents are not accepted by a
peer group they will experience alienation. In the longer term they may find themselves
unaffiliated and have difficulty developing social support networks which are particularly
important for health and well-being. To achieve group identity, their parents and school need
to avoid over-restriction of opportunities for making and maintaining peer relationship. This
has to be balanced against the dangers or over-permissiveness since lack of supervision is
associated with conduct problems and drug dependence.

While the concern of early adolescence is group membership and affiliation, the
establishment of a clear sense of identity — that is, a sense of who I am - is the major concern
in late adolescence. Marcia (2007) has found that adolescents may achieve one of four identity
states. With identity diffusion there is no firm commitment to personal, social, political or
vocational beliefs or plans. Such individuals are either fun-seekers or people with adjustment
difficulties and low self-esteem. With foreclosure, vocational, political or religious decisions
are made for the adolescent by parents or elders in the community and are accepted without a
prolonged decision-making process. These adolescents tend to adhere to authoritarian values.
In cases where a moratorium is reached, the adolescent experiments with a number of roles
before settling on an identity. Some of these roles may be negative (delinquent) or non-
conventional (dropout/commune dweller). However, they are staging posts in a prolonged
decision-making process on the way to a stable identity. Where adolescents achieve a clear
identity following a successful moratorium, they develop a strong commitment to vocational,
social, political and religious values and usually have good psychosocial adjustment in
adulthood. They have high self-esteem, realistic goals and a stronger sense of independence
and are more resilient in the face of stress. Where a sense of identity is achieved following a



moratorium in which many roles have been explored, the adolescent avoids the problems of
being aimless, as in the case of identity diffusion, or trapped, which may occur with
foreclosure. Parents may find allowing adolescents the time and space to enter a moratorium
before achieving a stable sense of identity difficult, and referral for psychological consultation
may occur.

The major psychosocial dilemma for people who have left adolescence is whether to
develop an intimate relationship with another or move to an isolated position. People who do
not achieve intimacy experience isolation. Isolated individuals have unique characteristics
(Newman & Newman, 2015). Specifically, they overvalue social contact and suspect that all
social encounters will end negatively. They also experience social anxiety and lack the social
skills, such as empathy or affective self-disclosure, necessary for forming intimate
relationships. These difficulties typically emerge from experiences of mistrust, shame, doubt,
guilt, inferiority, alienation and role confusion associated with failure to resolve earlier
developmental dilemmas and crises in a positive manner. A variety of social and contextual
forces contribute to isolation. Our culture’s emphasis on individuality gives us an enhanced
sense of separateness and loneliness. Our culture’s valuing of competitiveness (particularly
among males) may deter people from engaging in self-disclosure. Men have been found to
self-disclose less than women, to be more competitive in conversations and to show less
empathy:.

Parents of very young children referred for consultation may struggle with the dilemma of
intimacy versus isolation and those of older children often face the midlife dilemma of
generativity versus stagnation. Parents who select and shape a home and work environment
that fits with their needs and talents are more likely to resolve this dilemma by becoming
productive. Productivity may involve procreation, work-based productivity or artistic
creativity. Those who become productive focus their energy into making the world a better
place for further generations. Those who fail to select and shape their environment to meet
their needs and talents may become overwhelmed with stress and become burnt out,
depressed or cynical on the one hand or greedy and narcissistic on the other.

In later adulthood the dilemma faced is integrity versus despair, and this issue is often of
concern to grandparents of children referred for psychological consultation. A sense of
personal integrity is achieved by those who accept the events that make up their lives and
integrate these into a meaningful personal narrative in a way that allows them to face death
without fear. Those who avoid this introspective process or who engage in it and find that
they cannot accept the events of their lives or integrate them into a meaningful personal
narrative that allows them to face death without fear develop a sense of personal despair and
may express this as disdain for others. The process of integrating failures, disappointments,
conflicts, growing incompetencies and frailty into a coherent life story is very challenging and
is difficult to do unless the first psychosocial crisis of trust versus mistrust was resolved in



favour of trust. The positive resolution of this dilemma in favour of integrity rather than
despair leads to the development of a capacity for wisdom.

In the final months of life the dilemma faced by the very old is immortality versus
extinction. A sense of immortality can be achieved by living on through one’s children;
through a belief in an afterlife; by the permanence of one’s achievements (either material
monuments or the way one has influenced others); by viewing the self as being part of the
chain of nature (the decomposed body becomes part of the earth that brings forth new life); or
by achieving a sense of experiential transcendence (a mystical sense of continual presence).
When a sense of immortality is achieved the acceptance of death and the enjoyment of life,
despite frailty, becomes possible. This is greatly facilitated when people have good social
support networks to help them deal with frailty, growing incompetence and the possibility of
isolation. Those who lack social support and have failed to integrate their lives into a
meaningful story may fear extinction and find no way to accept their physical mortality while
at the same time evolving a sense of immortality.

Newman and Newman’s (2015) adaptation of Erikson’s model has received support from
many studies and offers a useful framework within which to conceptualize individual
psychosocial development across the lifespan. However, it appears that the stages do not
always occur in the stated order, and often later life events can lead to changes in the way in
which psychosocial dilemmas are resolved.

Sex-role development

One particularly important facet of identity is the sex role (Blakemore et al., 2009). From birth
to 5 years children go through a process of learning the concept of gender. They first
distinguish between the sexes and categorize themselves as male or female, usually by the age
of 3 years. Between 5 and 7 years they realize that gender is stable and does not change from
day to day. Finally they realize that there are critical differences (such as genitals) and
incidental differences (such as clothing) that have no effect on gender. It is probable that
during this period they develop gender scripts which are representations of the routines
associated with their gender roles. On the basis of these scripts they develop gender schemas
which are cognitive structures used to organize information about the categories male and
female.

Extensive research has shown that in Western culture sex-role toy preferences, play, peer-
group behaviour and cognitive development are different for boys and girls. Boys prefer
trucks and guns. Girls prefer dolls and dishes. Boys do more outdoor play with more rough
and tumble, and less relationship-oriented speech. They pretend to fulfil adult male roles such
as warriors, heroes and firemen. Girls show more nurturing play involving much relationship
conversation and pretend to fulfil stereotypic adult female roles such as homemakers. As
children approach the age of 5 they are less likely to engage in play which is outside their sex



role. A tolerance for cross-gender play evolves in middle childhood and diminishes again at
adolescence. Boys play in larger groups whereas girls tend to limit their group size to two or
three.

There are some well-established gender differences in the abilities of boys and girls. Girls
show more rapid language development than boys and earlier competence at maths. In
adolescence, boys’ competence in maths exceeds that of girls and their language differences
even out. Males perform better on spatial tasks than girls throughout their lives. With regard
to activities, as a group girls on average are more emotionally expressive and compliant, and
boys are more physically active and aggressive. These gender differences are small and refer
to group averages.

Biological factors and socialization experiences within the family, school peer group and
wider society contribute to the development of sex roles. Within the family sex-role behaviour
is influenced by parents’ treatment of children (differential expectations and reinforcement)
and by children’s response to parents (identification and imitation). Numerous studies show
that parents expect different sex-role behaviour from their children and reward children for
engaging in these behaviours. Boys are encouraged to be competitive and activity oriented.
Girls are encouraged to be co-operative and relationship oriented. A problem with traditional
sex roles in adulthood is that they have the potential to lead to a power imbalance within
marriage, an increase in marital dissatisfaction, a sense of isolation in both partners and a
decrease in father involvement in childcare tasks — issues that often come to the fore in family
therapy (Carr, 2012).

However, rigid sex roles are now being challenged and the ideal of androgyny is gaining in
popularity. The androgynous youngster develops both male and female role-specific skills.
Gender stereotyping is less marked in families where parents behaviour is less sex-typed,
where both parents work outside the home, and in single-parent families. Gender stereotyping
is also less marked in families with high socio-economic status.

Gay and lesbian identity formation

For gay and lesbian adolescents, self-definition and ‘coming out’ are two significant
transitional processes (Green, 2012; Laird & Green, 1996; Patterson & D’Augelli, 2013).

The first process — self-definition as a gay or lesbian person — occurs initially in response to
experiences of being different or estranged from same-sex heterosexual peers and later in
response to attraction to and/or intimacy with peers of the same gender. The adolescent
typically faces a dilemma of whether to accept or deny the homoerotic feelings he or she
experiences. The way in which this dilemma is resolved is in part influenced by the perceived
risks and benefits of denial and acceptance. Where adolescents feel that homophobic attitudes
within their families, peer groups and society will have severe negative consequences for
them, they may be reluctant to accept their gay or lesbian identities. Attempts to deny



homoerotic experiences and adopt a heterosexual identity may lead to a wide variety of
psychological difficulties including depression, substance abuse, running away and suicide
attempts, all of which may become a focus for therapy. In contrast, where the family and
society are supportive and tolerant of diverse sexual orientations, and where there is an easily
accessible supportive gay or lesbian community, then the benefits of accepting a gay or lesbian
identity may outweigh the risks, and the adolescent may begin to form a gay or lesbian self-
definition. Once the process of self-definition as gay or lesbian occurs, the possibility of
‘coming out’ to others is opened up. This process of coming out involves coming out to other
lesbian and gay people, to heterosexual peers, and to members of the family. The more
supportive the responses of members of these three systems, the better the adjustment of the
individual.

In response to the process of ‘coming out’ families undergo a process of destabilization.
They progress from subliminal awareness of the young person’s sexual orientation to
absorbing the impact of this realization and adjusting to it. Resolution and integration of the
reality of the youngster’s sexual identity into the family belief system depends upon the
flexibility of the family system, the degree of family cohesion and the capacity of core themes
within the family belief system to be reconciled with the youngster’s sexual identity. Therapy
conducted within this frame of reference aims to facilitate the processes of owning homoerotic
experiences, establishing a gay or lesbian identity and mobilizing support within the family,
heterosexual peer group, and gay or lesbian peer group for the individual.

Peer group

Research on the development of friendships and peer-group behaviour has led to a number of
findings of relevance to the practice of clinical psychology (Rubin et al., 2009). Over the first 5
years, with increasing opportunities for interaction with others and the development of
language, interaction with other children increases. Co-operative play premised on an
empathic understanding of other children’s viewpoints gradually emerges and is usually fully
established by middle childhood. Competitive rivalry (often involving physical or verbal
aggression or joking) is an important part of peer interactions, particularly among boys. This
allows youngsters to establish their position of dominance within the peer-group hierarchy. It
has already been mentioned that there are important sex differences in styles of play adopted,
with girls being more co-operative and relationship focused and boys being more competitive
and activity focused. Boys tend to play in larger peer groups whereas girls tend to play within
small groups characterized by emotionally intimate exclusive friendships. Sex-segregated play
is almost universal in middle childhood.

Peer friendships are important because they constitute an important source of social support
and a context within which to learn about the management of networks of relationships.
Children who are unable to make and maintain friendships, particularly during middle



childhood and early adolescence, are at risk for the development of psychological difficulties.
Children who have developed secure attachments to their parents are more likely to develop
good peer friendships. This is probably because their experience with their parents provides
them with a useful cognitive model on which to base their interactions with their peers.
Children reared in institutions have particular difficulty with peer relationships in their teens.

Children with well-developed emotional intelligence or social-emotional competence, easy
rather than difficult temperaments, and secure rather than insecure attachment styles tend to
have few difficulties developing peer relationships and are more likely to become popular. At
all developmental stages, popular children are described by their peers as helpful, friendly,
considerate and capable of following rules in games and imaginative play. They also tend to
be more intelligent and physically attractive than average. They accurately interpret social
situations and have the social skills necessary for engaging in peer-group activities. About 10—
15% of children are rejected by their peer group. In middle childhood two main types of
unpopular child may be distinguished: the aggressive youngster and the victim. Victims tend
to be sensitive and anxious, have low self-esteem and lack the skills required to defend
themselves and establish dominance within the peer-group hierarchy. They are often the
targets for bullies. Unpopular aggressive children are described by peers as disruptive,
hyperactive, impulsive and unable to follow rules in games and play. Their aggression tends to
be used less for establishing dominance or a hierarchical position in the peer group and more
for achieving certain instrumental goals. For example, taking a toy from another child.

Popular children are effective in joining in peer-group activities. They hover on the edge,
tune in to the group’s activities and carefully select a time to become integrated into the
group’s activities. Unpopular children, particularly the aggressive type, do not tune in to group
activities. They tend to criticize other children and talk about themselves rather than listen to
others. Warmth, a sense of humour and sensitivity to social cues are important features of
socially skilled children. Unpopular children, particularly the aggressive type, are predisposed
to interpreting ambiguous social cues negatively and becoming involved in escalating spirals
of negative social interaction.

Unpopularity is relatively stable over time. A child who is unpopular this year is likely to
remain so next year, and this unpopularity is not wholly based on reputation. For the
aggressive unpopular child, inadequate cognitive models for relationships, difficulties in
interpreting ambiguous social situations and poor social skills appear to be the main factors
underpinning this stability of unpopularity. For the unpopular victim the continued
unpopularity is probably mediated by low self-esteem, avoidance of opportunities for social
interaction and a lack of pro-social skills. Also, both types of unpopular children miss out on
important opportunities for learning about co-operation, teamwork and the management of
networks of friendships. While unpopularity is not uniformly associated with long-term
difficulties, it appears to put such youngsters at risk for developing academic problems,



dropping out of school, conduct problems in adolescence, mental health problems in adulthood
and criminality.

Unpopular children may benefit from social skills training. The central features of effective
social skills programmes have been described by Malik & Furman (1993). First, they are
offered in a group format which has the advantage of providing participants with a ready-
made social laboratory within which to rehearse and obtain feedback on the skills learned.
Second, successful programmes focus on broad social competencies such as listening skills,
self-disclosing skills, turn-taking and handling teasing rather than discrete behavioural skills
such as maintaining eye contact. Third, it has also been found that effective social skills
programmes for unpopular aggressive children include anger-management training. Here
youngsters learn to interpret ambiguous social situations in less threatening ways and to
manage their aggressive impulses in ways that do not lead to escalating violent exchanges.
Programmes that require unpopular children and their natural peer group at school to engage
co-operatively in structured games or activities have been found to decrease unpopularity and
so may supplement the benefits of social skills training, by creating opportunities within which
newly acquired social skills may be deployed.

Effective bullying prevention programmes address some of the problems faced by
unpopular victims and unpopular aggressive bullies (Mishna, 2012; Sanders & Phye, 2004).
Olweus’s (1993) approach described in Bullying at School — What We Know and What We Can
Do is a particularly good example of such a programme. The approach aims to create a social
context in which adults (school staff and parents) show positive interest and warmth towards
pupils and use consistent non-aggressive sanctions for aggressive behaviour in a highly
consistent way. The programme involves a high level of surveillance of children’s activities
and a high level of communication between parents and teachers.

Summary

Child development, with its physical, cognitive and social facets, occurs within the context of
the family lifecycle. The family lifecycle may be conceptualized as a series of stages, each
characterized by a set of tasks family members must complete to progress to the next stage.
With respect to physical development, children progress through an ordered sequence of
milestones. Environmental factors such as socio-economic status and nutrition in addition to
genetic factors can alter the rate of progression through these milestones, and this may have
consequences for social adjustment. For example, at adolescence early maturing girls show
adjustment problems whereas early maturing boys do not. Brain growth early in life is rapid;
involves neurogenesis, neural migration, myelination, synaptogenesis and pruning; and is the
product of both genetically driven maturation and learning experiences.

Three different approaches have been taken to the study of cognitive development. Piaget’s



stage-based cognitive developmental theory shows how problem solving at different stages of
development is based on different representational cognitive structures. The information-
processing approach to cognition highlights the way different strategies are used to solve
problems so that the output of a limited information processing capacity is maximized. The
psychometric approach to intelligence focuses on how abilities are organized and how
individual differences in these abilities are distributed within populations. A minimum level of
cognitive development is essential for language acquisition, but once this level is reached
language and cognition develop relatively independently. While language acquisition depends
in part upon a genetically furnished physiological substrate, finely tuned social interaction is
the critical environmental condition for optimal linguistic development.

Various aspects of social development such as the development of emotional intelligence,
morality, identity, sex-role and peer relationships are all paced to some degree by the
cognitive development of the child. Complex emotions like embarrassment, moral judgements
based on abstract principles, sophisticated self-knowledge and self-regulatory strategies all
require cognitive maturity. However, moral conduct is relatively independent of advanced
moral reasoning capabilities and is determined in large part by an authoritative parenting
style. Adaptive peer relations depend to a large degree on the prior experience of secure
attachment. The functions of self-knowledge, self-evaluation and self-regulation are the three
primary components of the self-system. Accurate self-knowledge, high self-esteem, and self-
regulatory beliefs, defences and coping strategies all contribute to positive adjustment.

Exercise 1.1

Work in pairs. One person take the role of interviewer and the other take the role of
interviewee. The interviewer should take 20 minutes to ask the interviewee about their
physical, cognitive and social development within the overall context of their family’s
lifecycle.

o List the particular events that the interviewee says stand out in their memory about
their physical and intellectual growth.

e Specify how particular physical and intellectual strengths have helped their social
development.

e Specify how the interviewee resolved the various psychosocial dilemmas listed in
Table 1.4.

e Specify if the interviewee was socialized into a traditional or a non-traditional sex role.

e Specify any special role peers played in the interviewee’s development.

e List any unusual events that have happened within the family lifecycle to affect their
development.



The interviewer should then check the accuracy of their conclusions with the interviewee.
Reverse roles and repeat the exercise.

Further reading

McGoldrick, M., Carter, B., & Garcia-Preto, N. (2011). The expanded family lifecycle. Individual, family and social perspectives
(4th ed.). Boston: Allyn & Bacon.
Smith, P., Cowie, H., & Blades, M. (2011). Understanding children’s development (5th ed.). Chichester: Wiley.
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Chapter 2
Influences on problem development

The development of psychological problems in children and adolescents is influenced by many
factors. A distinction may be made between risk factors which predispose children to
developing psychological problems, precipitating factors which trigger the onset or marked
exacerbation of psychological difficulties, maintaining factors which perpetuate psychological
problems once they have developed, and protective factors which prevent further
deterioration and have implications for prognosis and response to treatment. Predisposing risk
factors, protective factors and maintaining factors may be sub-classified as falling into the
personal or contextual domains, with personal factors referring to biological and psychological
characteristics of the child and contextual factors referring to features of the child’s
psychosocial environment including the family, the school, the peer group and involved
treatment agencies. A framework within which some of the more important variables in each
of these categories are classified is presented in Figure 2.1. The variables listed within this
framework are associated with a range of psychological problems. In this chapter the variables
listed in this framework will be considered. The framework in Figure 2.1 was developed to aid
case formulation in clinical practice. Modified versions of this formulation framework, which
take account of additional factors to consider when dealing with specific clinical presentations,
will be presented in Chapters 6—-18.

Personal predisposing factors

Both biological and psychological factors may predispose children to developing psychological
problems. Biological predisposing factors include genetic vulnerabilities, the consequences of
pre-natal and peri-natal complications and the sequelae of early insults, injuries and illnesses
(Harris, 2008; Nelson & Jeste, 2008; Rutter, 2006; Rutter & Casaer, 1991). Psychological
predisposing factors include low intelligence, difficult temperament, negative personality
traits, low self-esteem and an external locus of control (Ingram & Price, 2010). These biological
and psychological predisposing factors will be considered in turn.

Genetic factors



Twin and adoption studies show that genetic factors influence the development of many
psychological characteristics such as temperament, major personality traits and intelligence
(Maltby et al.,, 2013). These characteristics are about 50% heritable. Genetic factors also play a
role in the aetiology of many psychological problems (Rutter, 2006). The mechanism of
influence for both broad psychological characteristics and specific psychological problems is
usually polygenetic. With the exception of some disorders (e.g. Down syndrome), genetic
factors determine the development of specific psychological problems through their influence
on broader psychological characteristics such as temperament. Current evidence does not
support the view that most childhood psychological problems are unalterably genetically
determined. Rather genetic factors render children vulnerable to developing psychological
problems in certain environmental contexts.
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Figure 2.1 Predisposing, precipitating, maintaining and protective factors for child and adolescent psychological problems

Pre-natal and peri-natal complications

Pre-natal intrauterine adversities and peri-natal complications may predispose children to
developing psychological difficulties. The intrauterine environment may entail hazards which
compromise the healthy development of the foetus (Rutter & Casaer, 1991; Zimmerman &
Connors, 2011). Maternal age, blood-type incompatibility, malnutrition, smoking, alcohol use



and drug use are among the factors that may negatively impact on the intrauterine
environment. For example, the progeny of women who abuse alcohol while pregnant may
develop foetal alcohol syndrome, a condition characterized by microcephaly, intellectual
disability and craniofacial anomalies (Memo et al., 2013). Infections such as rubella, syphilis
and AIDS may be transmitted from the mother to the foetus. Often infants who have
developed in a hazardous intrauterine environment have low birth weight (less than 4.5 lbs. or
2,000 grams) or their size in relation to their gestation period is sufficiently below average to
be described clinically as small-for-dates. In comparison with brain damage in later life, pre-
natal brain damage is less likely to result in specific deficits and more likely to result in a
general lowering of academic and intellectual abilities because specialization of function does
not occur until later in the development of the central nervous system.

Peri-natal brain insults associated with anoxia or cortical tissue damage can lead to later
cognitive impairment and psychological adjustment problems (Aylward, 2009). A variety of
birth complications are associated with such neurological damage including forceps delivery,
breech delivery, a difficult passage through the birth canal and accidental twisting of the
umbilical cord. The infant’s post-natal medical status is typically expressed as an Apgar score.
Apgar scores range from 0-10, with scores below 4 reflecting sufficient difficulties to warrant
intensive care. The score is based on an evaluation of the infant’s skin colour (with blue
suggesting anoxia), respiration, heart rate, muscle tone and response to stimulation.

Premature infants are particularly susceptible to brain injury during birth. Because it is not
sufficiently developed, the skull of the premature infant does not provide the protection
offered by that of the full-term infant. Neurological damage sustained during the peri-natal
period by premature infants is most commonly associated in later life with attention problems
and hyperactivity (Aylward, 2009). While most premature infants suffer some developmental
delay, with adequate medical care, maternal care and stimulation they catch up with their full-
term counterparts before starting school.

Physical insults, injuries and illnesses

Childhood head injuries are associated with the development of cognitive impairment,
disinhibition and behavioural problems, although the nature and extent of these sequelae
depend upon pre-morbid IQ, the severity and location of the injury and the social context
within which injury and recovery occur (Johnson et al., 2009; Semrud-Clikeman, 2001). For
example, the overall psychological consequences for a child with an intellectual disability who
sustains a severe head injury as a result of intrafamilial physical child abuse which leads to a
multi-placement experience will be significantly worse than that of a child or normal
intelligence who sustains a less severe injury through a road traffic accident and who recovers
within a stable family context. A fuller discussion of head injury will be presented in Chapter
8.



Chronic diseases such as asthma or diabetes and life-threatening illnesses such as cancer or
cystic fibrosis may impact on psychological adjustment insofar as they are biopsychosocial
stresses which place chronic demands on the child and family (Roberts & Steele, 2009). In
Chapters 14 and 24 the adjustment of children and their families to such conditions will be
discussed.

Temperament and personality traits

Temperament refers to biologically based behavioural patterns present from birth (Zentner &
Shiner, 2012). In certain social contexts particular temperaments may predispose children to
develop psychological problems. In their 25-year longitudinal study of 133 children, Chess and
Thomas (1995) classified infants into three sub-groups: difficult temperament, easy
temperament and slow to warm up. Difficult temperament children, who constituted 10% of
the group studied, had difficulty establishing regular routines for eating, toileting and sleeping.
They tended to avoid new situations and responded to change with intense negative emotions.
These difficult temperament children were found to be at risk for developing psychological
difficulties, especially behavioural problems, a finding that has been replicated in many
subsequent studies (Zentner & Shiner, 2012). Thomas and Chess found that difficult
temperament children had more conflict with parents, peers and teachers. They elicited
negative reactions from caretakers and tended to choose a peer group later in life that
engaged in deviant, risky activities. Difficult temperament children adjust better when there is
a goodness-of-fit between their temperament and parental expectations. Difficult
temperament children need tolerant, responsive parents if they are to avoid developing
psychological problems. Thomas and Chess found that easy temperament children, who
constituted 40% of the sample, established regular patterns for feeding, toileting and sleeping.
They approached, rather than avoided, new situations and adapted easily to such
environmental changes while showing positive mood responses of mild or moderate intensity.
Easy temperament children had a good prognosis. They attracted adults and peers to form a
supportive network around them. Easy temperament is therefore a protective factor. Fifteen
per cent of Thomas and Chess’s sample were classified as slow to warm up and showed mild
negative emotional responses to new situations. After repeated contact, adaptation occurred.
These children were also characterized by moderate levels of regularity in feeding, toileting
and sleeping. The prognosis for this group was halfway between that of the easy and difficult
temperament groups. The remainder of the sample were not classifiable into one of these
three categories.

Using a different framework, Kagan (2012) has classified children into those with inhibited
and uninhibited temperaments. About one in six children may be classified as having inhibited
temperament. Such children are shy, timid and withdrawn in new situations. A higher
proportion of youngsters with an inhibited temperamental style have parents with anxiety and



mood disorders. This temperamental style is a risk factor for anxiety and mood disorders in
childhood.

Personality traits are enduring personal characteristics which influence behaviour, cognition
and affect. Temperament and experience together provide a basis for the development of
personality traits (De Pauw & Mervielde, 2010; Matthews et al, 2009). Through their
interactions with parents, caregivers, teachers, peer groups and others, children with
biologically based temperaments develop relatively enduring patterns of thinking, feeling and
behaving. Certain traits render children vulnerable to developing psychological problems. For
example, high levels of impulsivity may predispose young people to developing behavioural
and substance use problems, while high levels of neuroticism may predispose children to
developing anxiety, mood and eating disorders.

Cognitive ability and beliefs about self-worth and personal control

Certain personal psychological characteristics may render children vulnerable to developing
psychological difficulties, notably limited cognitive ability or learning difficulties, negative
self-evaluative beliefs and beliefs in personal powerlessness (Price & Zwolinski, 2010). Limited
cognitive ability and learning difficulties as measured by IQ tests are risk factors for conduct
disorders. Low self-evaluative beliefs as assessed by measures of self-esteem place children at
risk for common psychological problems including conduct and emotional disorders, as well as
other conditions such as eating disorders. Entrenched beliefs about having little control over
significant aspects of one’s life (especially sources of reinforcement) are also associated with a
range of psychological problems. Such beliefs are reflected in an external locus of control
(Rotter, 1966).

Personal maintaining factors

Once psychological problems have developed they may be maintained at a personal level by
both biological and psychological and factors. At a biological level, dysregulation of various
physiological systems, especially neurobiological systems, may maintain psychological
problems (Charney et al,, 2013; Roberts & Steele, 2009; Rutter et al., 2008). Beliefs about self-
regulation and self-regulatory skills are important psychological maintaining factors. In
particular, youngsters’ psychological problems may be maintained by low self-efficacy beliefs,
dysfunctional attributions, cognitive distortions, dysfunctional attitudes and coping strategies,
and immature defence mechanisms (Bandura, 1997; Cramer, 2006; Folkman, 2011; Jacobs et al.,
2008).

Biological maintaining factors



Abnormal levels of physiological arousal, dysregulation of neurotransmitter systems,
dysregulation of neuroendocrine systems, abnormal circadian rhythms and a variety of
abnormalities in other bodily systems have been implicated (with varying degrees of empirical
support) in the maintenance of some psychological problems (Charney et al.,, 2013; Roberts &
Steele, 2009; Rutter et al., 2008). Typically, specific biological maintaining factors are associated
with specific conditions. For example, dysregulation of various neurotransmitter systems have
been implicated in the maintenance of ADHD, anxiety, depressive and psychotic disorders
(Chapters 11, 12, 16 and 18); megacolon (an enlarged colon) is associated specifically with the
maintenance of encopresis (Chapter 7); and the neuroendocrine consequences of starvation are
associated specifically with the maintenance of anorexia nervosa (Chapter 17). Because of the
specificity of biological factors, further discussion of them will be reserved for Chapters 6-18,
in which specific problems are discussed in detail.

Self-regulatory beliefs

Children’s psychological problems may be maintained by problematic belief systems which
compromise their capacity to regulate their emotions and behaviour. These include low self-
efficacy beliefs, dysfunctional attitudes and attributions and cognitive distortions (Bandura,
1997; Jacobs et al., 2008). When children are successful at completing a task and when they
attribute their successes to their abilities, they develop a sense of self-efficacy (Bandura, 1997).
That is, a belief that they will be effective at similar tasks in the future. High levels of self-
efficacy are associated with more effective task completion, but children with low self-efficacy
tend not to persist in trying to solve their problems and so low self-efficacy may maintain
psychological difficulties.

Where youngsters fail at academic, social or chronic illness management tasks and receive
feedback from their parents or teachers that their failure was due to lack of ability or an
uncontrollable disease process (rather than effort), they may develop a sense of learned
helplessness and a depressive attributional style. That is, a belief that no matter how hard they
try, they can never succeed, and a tendency to attribute failure to internal, global, stable
factors such as lack of ability or physiological factors beyond their control. In contrast,
successes are attributed to external, specific and transient factors such as luck (Abramson et al.,
1978). Such a depressive attributional style may lead to inactivity which may maintain
psychological problems, particularly low mood, school failure and lack of adherence to
medical regimes.

School-based learned helplessness usually does not appear until middle childhood and is
more common in girls than boys. Fortunately, it is reversible if learning tasks are carefully
matched to the child’s ability level, if positive feedback is given for all successes and corrective
feedback is given which attributes errors to effort rather than ability (Yeager & Dweck, 2012).
The opposite to learned helplessness is learned optimism. This is underpinned by an



attributional style where successes are attributed to internal, global, stable factors (such as
ability or skill) and failures to external, specific and unstable factors such as chance. Learned
optimism is associated with better adjustment (Forgeard & Seligman, 2012).

Aggressive parenting leads to the development of a hostile attributional bias, and this
cognitive style may maintain aggressive behaviour. Where parents inconsistently and
unpredictably use verbal or physical aggression to discipline children, these youngsters learn
to expect unpredictable aggression (like that shown by their parents) from others, unless there
are very clear indications to suggest otherwise (Crick & Dodge, 1994). That is, these
youngsters attribute hostile intentions to others especially where their behaviour is
ambiguous. This hostile attributional bias leads to provocative behaviour; for example,
threatening others. This provocative behaviour elicits retaliation or rejection from others,
which in turn confirms the young person’s hostile attributional bias. In this way, a
dysfunctional hostile attributional bias may maintain persistent problems in regulating
aggression.

A variety of other cognitive factors (other than depressive attributional style or hostile
attributional bias) which entail problematic interpretations of situations may maintain
youngsters’ problems (Friedberg & McClure, 2002; Fruggle et al., 2012; Stallard, 2005). For
example, dysfunctional attitudes and distortions which highlight the threat potential of
situations may maintain anxiety.

Coping strategies

Repeated use of dysfunctional coping strategies may maintain children’s problems. Coping
strategies are used to manage situations in which there is a perceived discrepancy between
stressful demands and available resources for meeting these demands (Folkman et al., 2011;
Frydenberg, 2008). Distinctions may be made between emotion-focused, problem-focused and
avoidant coping strategies. Emotion-focused coping strategies are appropriate for managing
affective states associated with uncontrollable stresses such as bereavement. For controllable
stresses such as sitting examinations, problem-focused coping strategies, which aim to directly
modify the source of stress, are more appropriate. In some situations where time-out from
active coping is required to marshal personal resources before returning to active coping,
avoidant coping may be appropriate. For all three coping styles, a distinction may be made
between functional and dysfunctional strategies. Some commonly used functional and
dysfunctional coping strategies are listed in Table 2.1.

Table 2.1 Functional and dysfunctional problem. emotion and avoidance focused coping strategies

Type Aim Functional Dysfunctional

_ - » Taking little
« Accepting responsibility responsibility for




Problem Problem
focused solving
Emotion Mood
focused regulation
Avoidance Avoiding
focused source of
stress

for solving the problem

Seeking accurate
information

Seeking dependable
advice and help

Developing a realistic
action plan

Following through on the
plan

Postponing competing
activities

Maintaining an optimistic
view of one’s capacity to
solve the problem
Making and maintaining
socially supportive and
empathic friendships
Seeking meaningful
spiritual support
Catharsis and emotional
processing

Reframing and cognitive
restructuring

Seeing the stress in a
humorous way
Relaxation routines
Physical exercise

Temporarily mentally
disengaging from the
problem

Temporally engaging in
distracting activities

Temporally engaging in
distracting relationships

solving the problem

Seeking inaccurate
information

Seeking questionable
advice

Developing unrealistic
plans

Not following through
on plans

Procrastination

Holding a pessimistic
view of one’s capacity
to solve the problem

Making and maintaining
destructive relationships

Seeking meaningless
spiritual support

Unproductive wishful
thinking

Long-term denial

Taking the stress too
seriously

Drug and alcohol abuse

Aggression

Mentally disengaging
from the problem for
the long term
Long-term engagement
in distracting activities

Long-term engagement
in distracting
relationships

Note: Based on Zeidner & Endler (1996).

Dysfunctional coping strategies may lead to short-term relief, but in the long term they
tend to maintain rather than resolve stress-related problems. Dysfunctional problem-focused



coping strategies include accepting little responsibility for solving the problem, seeking
inaccurate or irrelevant information, seeking support and advice from inappropriate sources
(such as fortune tellers), developing unrealistic plans such as winning the lottery, not following
through on problem-solving plans, procrastination and holding a pessimistic view of one’s
capacity to solve the problem. Dysfunctional emotion-focused coping strategies include
making destructive rather than supportive relationships, seeking spiritual support which is not
personally meaningful, engaging in long-term denial rather than catharsis, engaging in wishful
thinking rather than constructive re-framing, taking oneself too seriously rather than looking
at stresses in a humorous light, abusing drugs and alcohol rather than using relaxation routines
and engaging in aggression rather than physical exercise. Psychologically disengaging from a
stressful situation and the judicious short-term involvement in distracting activities and
relationships are functional avoidant coping strategies. Avoidant coping strategies become
dysfunctional when they are used as a long-term way of managing stress.

Defence mechanisms

Children’s problems may be maintained by repeated use of immature defence mechanisms.
Unlike conscious coping strategies (discussed earlier), defence mechanisms operate
unconsciously and are used to reduce anxiety associated with conflict (Conte & Plutchik, 1995;
Cramer, 2006). Conflict usually arises when a person wishes to pursue one course of action but
fears the consequences of doing so. These consequences may be negative external events such
as the angry reactions of parents or internal events such as the experience of guilt. For
example, a youngster who is angry with his mother may wish to express his anger directly but
fears the mother’s retaliation or the personal experience of guilt. If he uses the primitive
defence mechanism of passive aggression, he may regulate the negative emotions associated
with this conflict by agreeing to do certain household chores but doing them slowly or
inefficiently. If he uses a neurotic defence mechanism, he may deal with the conflict by
displacing his anger onto siblings and fighting with them. If he uses a mature defence
mechanism like sublimation, he may play football after doing chores to physically release the
tension associated with the negative emotional state.

A defensive functioning scale is presented in Table 2.2 (American Psychiatric Association,
2000; Perry, 1990). On this scale, less adaptive or immature defences have greater potential to
maintain psychological problems than more mature defences. At the action level, conflict-
related negative affect is regulated by expressing it through behaviour; for example,
aggressive or promiscuous sexual behaviour or social withdrawal. Where major image
distortion is used to regulate negative affect associated with conflict, splitting is the
prototypical defence. Here negative affect is regulated by viewing some people as ‘all bad’
and directing all unacceptable aggressive impulses towards them. Concurrently a subset of
people are viewed as ‘all good’ and revered for this. Traditionally these defences are referred



to as borderline since they occur in borderline personality disorder. At the next level, negative
affect associated with conflict between unacceptable impulses and pro-social wishes is
regulated by disavowal though denial, projection or rationalization. Minor image distortion of
the self or others, through devaluation, idealization or omnipotence, occurs at the next level.
Defences at this level regulate self-esteem by enhancing or exaggerating positive aspects of
the image of the self and one’s allies and exaggerating negative attributes of others.
Traditionally these defences are referred to as narcissistic since they occur in narcissistic
personality disorder. At the next level — the level of mental inhibitions or compromise
formation — defences regulate negative affect by keeping unacceptable wishes out of
consciousness. Of these, repression is the prototypical defence. Other defences at this level
include displacement, dissociation, intellectualization, isolation of affect, reaction formation
and undoing. At the adaptive level, defences regulate negative affect by allowing a balance to
be achieved between unacceptable impulses and pro-social wishes or between demands and
coping resources. This balance maximizes the possibilities of gratification. Also, while the
balance is being achieved, the conflicting impulses and wishes, demands and personal
resources and related emotions are all held in consciousness. Anticipation, affiliation, altruism,
humour, self-assertion, self-observation, sublimation and suppression are adaptive defences.
These adaptive defences may be viewed as protective factors, rather than problem
maintaining factors.

Table 2.2_Defence mechanisms at different levels of maturity

The individual
regulates emotional
discomfort associated
Level Features of defences Defence with conflicting
wishes and impulses
or external stress

by...
considering
Promote an optimal emotional
balance among reactions and
gnacceptable consequences of
impulses and pro- these before the
High adaptive soc1a} WlSheS to conflict or stress
level maximize Anticipation occurs and
gratification and exploring the pros
permit conscious and cons of
awareness of various solutions

conflicting impulses to these

1 <1 11



ana wisnes

Affiliation

Altruism

Humour

Self-assertion

Self-observation

Sublimation

problematic
emotional states

seeking social

support from
others, sharing
problems with
them without
making them
responsible for
them or for
relieving the
distress they entail

dedication to

meeting the needs
of others and
receiving
gratification from
this (without
excessive self-
sacrificing)

reframing the

situation which
gives rise to
conflict or stress
in an ironic or
amusing way

expressing conflict-

related thoughts
or feelings in a
direct yet non-
coercive way

monitoring how

situations lead to
conflict or stress
and using this new
understanding to
modify negative
affect

channelling negative

emotions arising
from conflict or
stress into socially

11



Mental
inhibitions:
compromise
formation
level

Keep unacceptable
impulses out of
awareness

Suppression

Displacement

Dissociation

Intellectualization

Isolation of affect

Reaction
formation

acceptaple
activities such as
work or sports

intentionally

avoiding thinking
about conflict or
stress

transferring negative

feelings about one
person onto
another, less
threatening
person

experiencing a

breakdown in the
integrated
functions of
consciousness,
memory,
perception or
motor behaviour

the excessive use of

abstract thinking
or generalizations
to minimize
disturbing feelings
arising from
conflict

losing touch with the

feelings associated
with descriptive
details of the
conflict, trauma or
stress

substituting

acceptable
behaviours,
thoughts or
feelings which are

the opposite of
unacceptable or
unwanted

1 1



Minor image
distorting
level

Distort image of self and

others to regulate
self-esteem

penaviours,
thoughts or
feelings that arise
from a conflict
expelling unwanted
thoughts,
Repression emotions or
wishes from
awareness
using ritualistic or
magical words or
behaviour to
symbolically
negate or make
amends for
unacceptable
impulses
attributing
exaggerated
Devaluation negative
characteristic to
the self or others
attributing
exaggerated
Idealization positive
characteristics to
the others
attributing
exaggerated
positive
characteristics or
Omnipotence special abilities
and powers to the
self which makes
oneself superior to
others

Undoing

refusing to
acknowledge the
painful features of

Denial the situation or
experiences which
are apparent to

i1



otners

K tabl
eep unacceptable attributing to others

impulses and ideas

i one’s own
out of consciousness Projection unacceptable
Disavowal level with or without ] p )
e thoughts, feelings
misattribution of i
and wishes

these to external

roviding an
causes povd ga

elaborate self-
serving or self-
justifying
explanation to
conceal
unacceptable
thoughts, actions
or impulses

Rationalization

engaging in
excessive
daydreaming or
Gross distortion or wishful thinking
misattribution of s as a substitute for
Autistic fantasy :
aspects of the self or using problem
others solving or social
support to deal
with emotional
distress
attributing to others
one’s own
unacceptable
aggressive
impulses. Then
inducing others to
feel these by
reacting
Projective aggressively to
identification them. Then using
the other person’s
aggressive
reactions as
justification for

Major image
distorting
level

acting out
unacceptable
aggressive

1



Action level

Splitting of self-
image or image
of others

Action or withdrawal

from action Acting out

Apathetic
withdrawal

Help-rejecting
complaining

Passive
aggression

Delusional
projection

p’)i]lITﬂ n‘F f]ﬂ‘Fﬂﬂf‘ﬂC tn

1mpuises.

failing to integrate

the positive and
negative qualities
of self and others
and viewing self
and others as
either all good or
all bad

acting unacceptably

to give expression
to the experience
of emotional
distress associated
with conflict or
stress

not engaging with

others

making repeated

requests for help
and then rejecting
help when offered
as a way of
expressing
unacceptable
aggressive
impulses

unassertively

expressing
unacceptable
aggression
towards others in
authority by
overtly complying
with their wishes
while covertly
resisting these

attributing to others

one’s own

unacceptable
thoughts, feelings
and wishes to an

1



4 Alluly Ul UuLiliLvliivLvo wvwv eXtreme aegree
regulate conflict-

related feelings
leading to a

breakdown in reality
testing Psychotic denial

refusing to
acknowledge the
painful features of
the situation or
experiences which
are apparent to
others to an
extreme degree

Level of
defensive
dysregulation

viewing reality in an
extremely
distorted way

Psychotic
distortion

Note: Adapted from Perry (1990) and DSM-IV Defensive Functioning Scale (American Psychiatric Association, 2000, pp. 807—
813).

Contextual predisposing factors

While personal characteristics may predispose youngsters to developing psychological
problems and maintain them once they emerge, a variety of contextual factors also render
youngsters vulnerable to developing psychological difficulties and play a significant role in
perpetuating such problems. These include specific features of the parent—child relationship,
exposure to various ongoing parental and family problems, and specific stresses within the
social environment including the school and peer group (Jenkins, 2008; Myers, 2011a;
Sandberg & Rutter, 2008; Stein et al., 2008).

Parent—child factors in early life

The quality of parent—child attachment, the degree to which parents offer their children age-
appropriate intellectual stimulation, and the way in which control and warmth are combined
to form a parenting style have been shown to have highly significant effects on children’s later
psychological adjustment (Bradley et al., 2003; Cassidy & Shaver, 2008; Darling & Steinberg,
1993). Insecure attachment, lack of intellectual stimulation and non-optimal parenting styles
are predisposing factors for psychological problems.

Attachment. Children who develop secure attachments to their caregivers develop
emotional competence. Children who fail to do so may be at risk for developing psychological
problems. Children develop secure emotional attachments if their parents are attuned to their
needs for safety, security and physical care and if their parents are responsive to children’s
signals that they require their needs to be met. When this occurs, children learn that their
parents are a secure base from which they can explore the world. John Bowlby (1988), who



developed attachment theory, argued that attachment behaviour, which is genetically
programmed and essential for survival of the species, is elicited in children between 6 months
and 3 years when faced with danger. In such instances children seek proximity with their
caretakers. Once they have been comforted by their parents, they return to the activity of
exploring the immediate environment around their caretaker. The cycle repeats each time the
child perceives a threat and their attachment needs for satisfaction, safety and security are
activated. Over multiple repetitions, the child builds an internal working model of attachment
relationships based on the way these episodes are managed by the caregiver in response to the
child’s needs for proximity, comfort and security. Internal working models are cognitive
relationship maps based on early attachment experiences which serve as a template for the
development of later intimate relationships. Internal working models allow people to make
predictions about how the self and significant others will behave within relationships. In their
ground-breaking text, Patterns of Attachment, Mary Ainsworth and colleagues (1978)
described three patterns of mother—infant interaction following a brief episode of
experimentally contrived separation and further empirical research with mothers and children
led to the identification of a fourth category (Cassidy & Shaver, 2008). A summary of these
four attachment styles is given in Figure 2.2. Later work on intimate relationships in adulthood
confirms that these four relational styles show continuity over the lifecycle. Significant adult
relationships and patterns of family organization may be classified into four equivalent
categories which are also outlined in Figure 2.2.
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ANXIETY High

MNegative

Low
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Secure - child
Secure — adult
Secure
Child is autonomous
Adult is autonomous
Parenting is responsive

Family style is adaptable

Style B

Anxious ambivalent - child
Preoccupied - adult
Insecure
Child is angry/clingy
Adult is preoccupied

Parenting is intermittently available
Family style is enmeshed

Style C

AVOIDANCE
MODEL OF OTHER

Avoidant = child
Dismissing — adult
Insecure

Child is avoidant
Adult is distant
Parenting is rejecting
Family style is disengaged

Style A

Disorganized - child
Fearful - adult
Insecure

Child is clingy/avoidant
Adult has approach/avoidance conflicts
Parenting is abusive or absent
Family style is disoriented

Style D or AIC

High
Negative

Figure 2.2 Attachment styles

Note: Based on Cassidy & Shaver (2008) and from Carr (2012b, p. 174). Copyright © 2012 by John Wiley & Sons, Inc.
Reprinted by permission of John Wiley & Sons, Inc.

Securely attached children react to their parents as if they were a secure base from which to
explore the world. Parents in such relationships are attuned and responsive to the children’s or
partner’s needs. While a secure attachment style is associated with autonomy, the other three
attachment styles are associated with a sense of insecurity. Anxiously attached children seek
contact with their parents following separation but are unable to derive comfort from it. They
cling and cry or have tantrums. Avoidantly attached children avoid contact with their parents
after separation. They sulk. Children with a disorganized attachment style following
separation show aspects of both anxious and avoidant patterns. Disorganized attachment is a
common correlate of child abuse and neglect and early parental absence, loss or bereavement.

Intellectual stimulation. The level of sensorimotor and intellectual stimulation that



parents provide for infants is critical for their intellectual development. A series of studies by
Bradley and Caldwell has shown that the variety of play materials in the home and the
number of opportunities used by parents to intellectually stimulate their children are
associated with current intellectual level and future IQ (Bradley et al., 2003). Caldwell and
Bradley used the Home Observation for Measurement of the Environment (HOME) rating
scale in their studies (Caldwell & Bradley, 2003). The scale may be completed within a 1-hour
home visit and measures among other factors maternal responsivity to the child, punitiveness,
availability of play materials and opportunities for stimulation. Versions are currently available
for infants, toddlers, children and young adolescents.

Parenting styles. Reviews of the extensive literature on parenting suggest that by
combining the two orthogonal dimensions of warmth and control, four parenting styles may
be identified: authoritative, authoritarian, permissive and neglecting (Darling & Steinberg,
1993). These four styles are presented in Figure 2.3. Each of these is associated with particular
developmental outcomes. Authoritative parents who adopt a warm child-centred approach
coupled with a moderate degree of control which allows children to take age-appropriate
responsibility provide a context which is maximally beneficial for children’s development as
autonomous confident individuals (Larzelere et al., 2013). Children of parents who use an
authoritative style learn that conflicts are most effectively managed by taking the other
person’s viewpoint into account within the context of an amicable negotiation. This set of
skills is conducive to efficient joint problem solving and the development of good peer
relationships and consequently the development of a good social support network. Children of
authoritarian parents who are warm but controlling tend to develop into shy adults who are
reluctant to take initiative. The parents’ disciplinary style teaches them that unquestioning
obedience is the best way to manage interpersonal differences and to solve problems. Children
of permissive parents who are warm but lax in discipline lack the competence in later life to
follow through on plans and show poor impulse control. Children who have been neglected
and experienced little warmth from their parents coupled with inconsistent supervision
develop adjustment problems.

There is a growing consensus that research on the effects of corporal punishment, which is
often one element of an authoritarian or neglecting parenting style, shows that it has negative
long-term effects. However, conclusions about the extent of these effects vary depending on
the research methods used. In a meta-analysis of 45 longitudinal studies, Ferguson (2013)
found that spanking or corporal punishment when children were on average 6 years of age
has a small but statistically significant impact on externalizing and internalizing behaviour
problems and cognitive performance 6.5 years later. In contrast, in a wide-ranging review of
both longitudinal and cross-sectional studies, Straus et al. (2014) found that spanking has a
strong association with anti-social behaviour in adolescence and adulthood.
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Figure 2.3 Patterns of parenting

Exposure to family problems in early life

Children whose parents have significant personal adjustment problems, who grow up in
families characterized by disorganization and marital discord, and in which there are deviant
siblings are at risk for developing psychological difficulties (Davies & Cummings, 2006;
Jenkins, 2008; Lamb, 2012; Stein et al., 2008).

Parental problems. Parental adjustment problems such as depression, alcohol misuse or
criminality may render children vulnerable to psychological difficulties for two main (non-
genetic) reasons (McLaughlin et al, 2012; Stein et al, 2008). First, such problems may
compromise parents’ capacity to offer their children a secure attachment relationship,
adequate intellectual stimulation and an authoritative parenting environment. For example,
depressed mothers find it difficult to interpret their infant’s distress signals and to respond
appropriately and quickly so as to foster secure attachment. Fathers with alcohol problems
often play a very peripheral role in family life, making little input to the child’s parenting
environment. The second reason why parental adjustment difficulties may predispose
youngsters to developing psychological problems is because through a process of modelling
and inadvertent shaping and reinforcement, such children may learn belief systems,
behavioural patterns, defence mechanisms and coping strategies similar to those of their
parents.

Marital discord. The presence of children within a family is associated with decreased



marital satisfaction (Dillon & Beechler, 2010). From Figure 2.4 it may be seen that marital
satisfaction varies over the course of the family lifecycle, with high levels of satisfaction
occurring prior to the birth of children and after they have left home and lowest levels of
satisfaction being associated with the period where families contain school-going children.
This pattern occurs because while children bring parents joy and fulfilment, the financial and
time costs and role conflicts associated with the childrearing process compromise marital
satisfaction. Having said that, there is variability in couples’ responses to childrearing which
the pattern presented in Figure 2.4 masks, and longitudinal rather than cross-sectional studies
have shown that some couples do not show the pattern in Figure 2.4 (Anderson et al., 2010). In
families with strong social, psychological and economic resources and supports, children may
have a less detrimental effect on marital satisfaction.
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Figure 2.4 Marital satisfaction across the lifespan

Note: Adapted from Rollins & Feldman (1970).

In families characterized by marital discord children often develop psychological problems
(Cummings & Davies, 2010). Exposure to severe marital discord, aggressive conflicts and
violence predisposes children to developing psychological problems for a number of reasons.
First, it threatens their sense of emotional security. Children may feel that their parents will



not be able to resolve their conflicts and jointly meet their needs for safety, care, control and
support. Second, children may become triangulated and experience pressure to side with one
parent against another. This may be associated with a fear of losing the support of or being
punished by the offended parent. Third, they may believe that they were responsible for the
parental conflict and so are responsible for preventing or resolving the parents’ difficulties.
Fourth, they may become frightened that the aggression which their parents express towards
each other will become directed at them and they will be hurt. Finally, marital discord may
prevent parents from working together co-operatively to provide their children with an
optimal parenting environment and a context for developing and maintaining secure
attachment.

Parental co-operation is particularly important in cases where separation or divorce has
occurred (Amato et al.,, 2011; Hetherington & Kelly, 2002). Two years following divorce 20% of
children show clinically significant emotional and behavioural problems. Continued parental
acrimony and detouring parental conflict through children is one of the most significant
factors contributing to this sub-group’s adjustment problems. Co-operative parenting, on the
other hand, is associated with good post-divorce adjustment. Adjustment to divorce is
discussed in Chapter 23.

Family disorganization. A chaotic family environment characterized by problematic
adult—child and adult-adult relationships, limited communication and problem-solving skills,
inconsistent rules, unclear roles and the absence of regular routines for meeting children’s
needs for care, control and intellectual stimulation may predispose youngsters to developing
psychological problems (Lamb, 2012). Often families with these attributes have multiple
problems and progress from one crisis to the next. Such family environments probably
predispose youngsters to developing psychological problems because the unpredictability
associated with such environments is highly stressful. Family disorganization is far more
predictive of child adjustment than factors such as the number or gender of parents or
caregivers within the child’s household and the biological ties between children and
caregivers. The majority of children in well-organized families cared for by single parents, gay
same-gender parents or adoptive parents are not predisposed to developing psychological
problems (Lamb, 2012).

Deviant siblings. Having older brothers or sisters who have conduct problems may
predispose youngsters to developing conduct problems themselves (Defoe et al, 2013).
Deviant older siblings (like deviant parents) may act as inappropriate role models and also
shape and reinforce conduct problems in their younger brothers and sisters.

Stresses in early life

In the absence of adequate supports, major threats to the child’s needs for safety, care, control
or intellectual stimulation may predispose the child to developing psychological problems in



later life. Chief among these early life stresses are bereavements, parent—child separations,
child abuse, social disadvantage and institutional upbringing (Jenkins, 2008; Kessler et al., 2010;
Myers, 2011a; van IJzendoorn et al., 2011). All of these early life stresses disrupt the child’s
relationship with their attachment figures.

Separation and bereavement. Significant early loss experiences such as separations from a
parent or parental death may place children at risk for developing psychological problems
later in life (Kessler et al., 2010).

Child abuse. Physical, sexual and emotional abuse in early childhood may make youngsters
vulnerable to developing later emotional, conduct, interpersonal and educational problems
(Myers, 2011a). In the interpersonal domain, children who have been abused are at risk for
becoming involved in relationships in which they are repeatedly abused. They also are at risk
for abusing others.

Social disadvantage. Chronic social disadvantage and poverty in early life is a risk factor
for later psychological problems (Jenkins, 2008; Lamb, 2012). A variety of mechanisms may be
involved. An inadequate physical environment and inadequate nutrition may adversely affect
children’s health, and this in turn may adversely affect children’s psychological well-being. In
addition, parents coping with the multiple stresses associated with social disadvantage may
have few personal resources available for meeting their children’s needs for safety, care,
control and intellectual stimulation.

Institutional upbringing. Institutional upbringing predisposes children to developing
psychological problems, and the severity of these problems is dependent upon the duration of
institutional living and the degree of deprivation experienced (van IJzendoorn et al., 2011).
Children brought up in institutions may show delays in physical growth, cognitive and
language development, and social and emotional development. They may also show a range
of behavioural problems including, in more severe cases, disinhibited attachment, autism-like
features and hyperactivity.

Contextual maintaining factors

Once children develop psychological problems, these difficulties may persist because of the
way in which members of the child’s social network respond to them. Children’s problems
may be maintained by patterns of interaction within the family, by ongoing parental
adjustment problems, by factors within the wider culture and social network including the
school and community, and by the way in which the family engage with treatment agencies
(Imber-Black, 1991; Jenkins, 2008; Lamb, 2012; Stein et al., 2008).

Family system factors



Within the family, parents and siblings may maintain psychological difficulties by engaging in
problem-maintaining interaction patterns with the child who has psychological problems.
There are many such interaction patterns, but a number deserve particular mention. These
include interaction patterns characterized by inadvertent reinforcement, insecure attachment,
coercion, over-involvement, disengagement, inconsistent parental discipline, confused
communication and triangulation (Carr, 2012). Problem maintaining interaction patterns are
more common in family systems characterized by chaotic organization, marital discord and
father absence.

Inadvertent reinforcement. Children’s psychological problems may be maintained if
parents or siblings continuously or intermittently interact with the child when it occurs in
ways that entail some pay-off or reinforcement for the child (Scott & Yule, 2008). This pay-oft
may be as simple as offering attention. Typically parents and siblings do not intend to
reinforce problematic behaviour, but nevertheless do so inadvertently by, for example,
repeatedly inquiring about a child’s mood or commenting on their negative conduct.
Furthermore, in many instances, children are unaware that their problem behaviour is being
maintained by inadvertent parental reinforcement. Inadvertent reinforcement is a particularly
powerful problem-maintaining factor when it is offered intermittently rather than
continuously.

Insecure attachment. Where parents are not attuned to their children’s needs and have
difficulty meeting these needs in a timely and responsive way, children may not experience
their parents as a secure base from which to explore the world (Cassidy & Shaver, 2008). That
is, insecure attachment may develop, and this may maintain problem behaviours. In situations
where separation is anticipated or has recently occurred, children may show one of the three
insecure attachment styles diagrammed in Figure 2.2. They may engage in a variety of
problematic proximity-seeking behaviours such as crying and clinging to their parents. They
may engage in avoidant behaviours such as refusing to co-operate with their parents or
sulking. Or they may alternate between avoidant and proximity-seeking behaviour.

Coercive interaction. Coercive interaction patterns, which involve mutual negative
reinforcement, are central to the maintenance of children’s conduct difficulties (Patterson,
1982). Children with conduct problems may become involved in escalating patterns of
negative interaction with their parents. Within such patterns the child responds to escalating
parental directives, criticism and reprimands with increasingly aggressive or destructive
behaviour. Eventually, on some occasions, parents withdraw from these exchanges by, for
example, leaving the room or psychologically withdrawing and indicating that they cannot
cope with the situation. This withdrawal leads both the child and the parent to experience
relief. This experience of relief negatively reinforces the behaviour of both the child and the
parent that immediately preceded it. For the child, a high level of aggressive and destructive
behaviour is reinforced because it stopped the parent’s escalating critical demands. For the



parent, withdrawal from the child is reinforced because it provided an escape from the child’s
escalating aggression and oppositional behaviour. Coercive interaction patterns may evolve
within the context of a broader inconsistent parenting pattern, where on some occasions
parents are extremely authoritarian, showing high level of control and a low level of warmth,
and on other occasions are negligent, showing a low level of control and little warmth.

Over-involvement. Parental criticism and parental emotional over-involvement are the
two main components that make up the construct of expressed emotion (EE). EE was
originally shown to be associated with relapse in schizophrenia and subsequently has been
found to influence the course of childhood psychological disorders (Hooley, 2007). Both the
criticism and over-involvement components of EE probably reflect aspects of parents’
attempts to cope with their children’s difficult behaviour. Parents who construe their children’s
problems as within their control, and therefore as acts of disobedience, may respond to their
children with criticism. In contrast, parents may respond to their children’s problems by
adopting an over-involved style if they construe these problems to be outside of the child’s
control, and due to factors such as illness or stress. Children may interpret parental over-
involvement as a sign that their parents believe them to have particularly serious problems,
and this belief may maintain their problems. In addition, over-involvement may be associated
with parents inadvertently reinforcing children’s problem behaviours. Over-involvement may
also reflect a form of permissive parenting characterized by a high level of warmth and
intrusiveness and a low level of control.

Disengagement. Psychological difficulties may be maintained by infrequent parent—child
interaction, or neglect (Farrell-Erickson & Egeland, 2011). In some infants and young children,
delays in language and cognitive development may be maintained by low-frequency,
disengaged parent—child interaction patterns. During middle childhood and adolescence,
disengaged parent—child relationships may maintain conduct problems. With a low level of
supervision, youngsters are free to become involved with deviant peer groups and engage in
delinquency. Disengaged parent-child relationships at any age may maintain a low sense of
self-esteem since low rates of parent-child interaction may be interpreted by children as
indicating that they are not valued by their parents.

Inconsistent discipline. Where the rules governing acceptable and unacceptable behaviour
and the consequences associated with adherence to rules or rule violations are either unclear,
or clear but inconsistently enforced, problem maintaining parent—child interaction patterns
may emerge (Murrihy et al., 2010). Children may refuse to comply with parental requests
because it is unclear what the consequences for compliance or defiance will be. In such
situations, the child finds it difficult to internalize the rules for acceptable behaviour and so
may continue to show problem behaviours.

Confused communication patterns. Children’s psychological problems may be
maintained by confused communication patterns (Carr, 2012). Confused communication



patterns may be characterized by problematic parental listening or by giving unclear
messages. Low self-esteem and related difficulties may be maintained by parent—child
interaction patterns in which parents are unable to listen to their children and give them clear
and direct feedback that their position has been heard and understood. A wide variety of
conduct and emotional problems may be maintained by parent—child communication patterns
in which parents and children fail to communicate directly with each other. For example, a
parent who wants a child to tell the truth, rather than instructing the child directly, may say
‘Sometimes I wish people would tell the truth’ This type of indirect communication is far less
effective than a direct communication such as ‘If we are going to trust each other, then we
need to tell each other the truth. Now, please tell me what happened?” Many psychological
problems may be maintained by parent—child communication patterns in which the parent’s
message to the child is unclear. For example, a parent may give a child a vague message, two
conflicting verbal messages or a clear verbal message which conflicts with the non-verbal
message. With all of these unclear messages, their negative impact on the child may be
exacerbated if the child is incapable of or prevented from either requesting clarification or
escaping from the ambiguous situation. From the child’s perspective, this type of situation is
very stressful when the conflicting messages are commands and disobedience will lead to
punishment or loss of parental approval. This is because the child knows that if she carries out
either instruction she will be disobeying the parent and there is no way of escaping or
clarifying which is the right instruction to follow. This type of communication was first
observed in families of people with schizophrenia, although subsequent research showed that
it does not play an aetiological role in the psychoses (Carr, 2012). However, clinical experience
shows that this type of double-binding communication is quite a common maintaining factor
in conduct and emotional disorders.

Triangulation. Children’s psychological difficulties may be maintained by triangulation.
These are three-person interactional patterns, in which children become caught between
conflicting parents (Carr, 2012; Cummings & Davies, 2010). Triangulation patterns may be
overt or covert. With overt triangulation, parents openly criticize each other and ask their
children to take sides in the marital conflict, tell them about the other parent’s negative
behaviour or convey negative messages to the other parent. Overt triangulation commonly
occurs in families where there is a high level of conflict between parents. This type of
triangulation maintains conduct and emotional problems because it involves inconsistent
parenting, inadvertent or intentional reinforcement of problem behaviours, and because it
threatens children’s need for emotional security. This in turn may lead to a range of negative
mood states including anxiety, anger and depression. Covert triangulation is more subtle, and
typically occurs in families where parents are conflict avoidant. They avoid talking openly
about how to address issues within their own relationship or the management of their
children. A common covert triangulation pattern involves a secretive mother—child coalition



to which the father is peripheral. With separation anxiety or conduct problems, the mother
may inadvertently reinforce the child’s problem behaviour and either intentionally or
inadvertently undermines the father’s attempt to contribute to the resolution of the child’s
difficulties.

Father absence. Father absence is associated in particular with conduct disorders (Cabrera
& Tamis-LeMonda, 2013). This may be because there are fewer parenting resources in families
in which the father is absent and also because mothers and absent fathers may involve their
children in problem-maintaining triangulation patterns discussed in the previous paragraph.
The greater the quantity and quality of time the father spends with children, the better the
overall adjustment of children in the long term. Children from families with high levels of
father involvement show greater instrumental and interpersonal competence and higher self-
esteem. Research in family therapy and parent training has shown that father involvement in
therapy is an important predictor of successful outcome (Carr, 2012; Panter-Bric et al., 2014).

Parental factors

Certain parental characteristics make it more likely that they will engage in problem-
maintaining interaction patterns with their children (Reder et al., 2000, 2004; Reder & Lucey,
1995; Stein et al., 2008). Where parents have a similar problem to their children they may act
as role models and so maintain their youngsters’ behaviour in this way. Where parents have
other psychological problems or have been involved in criminality, their personal resources for
coping with the demands of parenting may be compromised or they may be unavailable due
to hospitalization or imprisonment. Where parents have inaccurate knowledge of child
development, they may misinterpret children’s problem behaviour and engage in problem-
maintaining interaction patterns. For example, a child crying in distress may be interpreted as
intentionally punishing the parents and they may respond with criticism. Unsocialized
aggression may be misinterpreted as a sign of depression and lead the parents to respond with
over-involvement. Parents who have not experienced secure attachment to their own primary
caregivers may lack internal working models for secure attachments and so be unable to offer
their children this type of relationship. As a result, patterns of interaction based on insecure
attachment may evolve and maintain children’s psychological difficulties. Where parents lack
the beliefs and skills necessary for emotional self-regulation, they may find it difficult to
provide an authoritative parenting environment and find that their treatment of their children
is fuelled by their immediate emotional reactions rather than planned responses. Thus low
self-esteem, an external locus of control, low self-efficacy, a problematic attributional style,
cognitive distortions, immature defences and dysfunctional coping strategies are parental
characteristics that may underpin parents’ involvement in problem-maintaining interaction
patterns.



Social network factors

Certain features of children’s social environments may maintain their psychological problems.
These include high levels of stress and low levels of social support, inadequate school
placements, deviant peer-group membership, and community-based problems including social
disadvantage and challenges associated with ethnic minority group membership
(Bronfenbrenner & Morris, 2006; Jenkins, 2008; Lamb, 2012; Nikapota & Rutter, 2008; Rubin et
al., 2009; Rutter & Maughan, 2002; Ungar et al., 2013).

High stress. Major stressful life events such as parental unemployment, serious illness or
bereavement, or an accumulation of minor stressful events such as transport problems or
quarrels are examples of stresses that erode parents’ and children’s coping resources and
promote problem-maintaining patterns of family interaction (Aldwin, 2011; Jenkins, 2008).
Accumulations of these types of stresses are more common where families are socially
disadvantaged or isolated and lack the psychosocial and economic resources to address many
of these challenges.

Parents’ work contexts may entail both stresses and supports which influence the degree to
which they meet their children’s needs. Parents who work are less likely than those who do
not to develop mental health problems such as depression (Kahn, 2013). Along with meeting
financial needs, work may meet parents’ needs for social support, a purpose in life,
achievement and status. However, work may also be a source of stress (Barling et al., 2004).
Within the work context stress has been found to be consistently associated with jobs where
there is a low level of control over responsibilities, resources and the working environment.
Both excessive and minimal work loads are stressful with the latter leading to boredom and
the former to burnout. Stress is also associated with work situations where an individual’s
responsibilities are unclear or ambiguous, where there is considerable time pressure and
where work-related tasks are overly complex or extremely monotonous. Physically
uncomfortable work environments and work situations where supportive relationships with
co-workers, management and subordinates are absent are also stressful. For women,
particularly, role strain associated with homemaking and working outside the home may be a
significant source of stress. Work transitions which involve geographic relocation are
particularly stressful if they involve the loss of the family’s social support network. Promotion
beyond the limits of a person’s abilities may also prove stressful as may the lack of promotion
if such advancement is expected.

Low social support. Children’s psychological problems may be maintained by low levels
of social support. In socially isolated families that have poorly developed social support
networks, with little positive contact with the extended family and few friends, parents and
children are more likely to become involved in problem-maintaining interaction patterns (Chu
et al., 2010; Deater-Deckard, 2013; Jenkins, 2008). For parents and children, social support



increases a personal sense of well-being and provides a forum for receiving advice on
managing problems. Social support facilitates endocrine, cardiovascular and immune system
functioning and prevents illness (Uchino, 2006). In the absence of social support, parents and
children have fewer personal resources for coping with problems and so are more likely to
drift into interaction patterns that maintain children’s problems.

Unsuitable educational placement. Unsupportive, poorly resourced educational
placements with inadequate staffing and staff training for dealing with children with
psychological problems may maintain children’s psychological problems (Komro et al., 2011;
Rutter & Maughan, 2002). Children with learning difficulties may fall further behind in their
attainments due to the lack of appropriate remedial tuition. As a result of school-failure
experiences they may develop negative self-evaluative beliefs. They may also become
involved in problem-maintaining interaction patterns with teachers and fellow pupils.

Deviant peer-group membership. Deviant peer-group membership may maintain
children’s problems through peer contagion processes (Dishion, 2013). Where youngsters with
conduct or substance abuse problems become involved with deviant peers, interactions with
these peers may maintain youngsters’ problem behaviours through modelling and
reinforcement.

Community problems. Children’s psychological difficulties may be maintained by a
variety of community problems including social disadvantage, having few employment
opportunities, living in a high-crime area, being exposed to community violence, and
encountering racism or social exclusion associated with ethnic-minority group membership
(Jenkins, 2008; Masten, 2011, 2013; Nikapota & Rutter, 2008; Ungar et al., 2013).

Problem-maintaining treatment system factors

Children’s psychological problems may be maintained by the way in which they and their
families engage with treatment agencies and professionals within the health care, educational,
juvenile justice and other relevant service-providing systems. Serious psychological
adjustment problems are more likely to persist if they are denied by the child or significant
family members or if family members are ambivalent about resolving the child’s problems.
This is a common problem where the referral is initiated by someone outside the family such
as a teacher, a social worker or a probation officer. Denial of the problem or ambivalence
about engaging in treatment leads children and families to develop problem-maintaining
rather than problem-resolving interaction patterns. Problems are more likely to persist in
situations where families have not successfully coped with similar problems before. In these
cases parents and children have no grounds on which to believe that they have the skills or
resources to solve their problems. Nor do they have the experience of making and
maintaining a good working alliance with a mental health team. Children’s difficulties are
more likely to persistent in situations where the child and parents reject the treatment team’s



formulation of the problem and the treatment plan based on the formulation. A lack of co-
ordination among professionals on a multi-disciplinary treatment team or in an inter-agency
network may also maintain a child’s problems, especially where different professionals have
conflicting formulations and treatment plans. Families from ethnic minorities may have
difficulty engaging with services which are insensitive to the needs, expectations, norms,
beliefs and values of their ethnic minority culture. In such circumstances there may be
difficulty in establishing a therapeutic alliance and clients may drop out of treatment. Thus,
cultural insensitivity of agencies providing services to ethnic-minority families may maintain
children’s problems.

Precipitating factors

Some psychological problems, such as intellectual disability, are present at birth. Others, such
as primary enuresis, reflect a delay in development. Here the child fails to develop a particular
competency at the appropriate age. In some instances, the onset of psychological difficulties is
quite gradual. For example, some youngsters with eating disorders become gradually anorexic
over a period of months. In other instances, the onset of psychological problems is very
sudden and in response to a clear stressor; for example, in the case of post-traumatic stress
disorder. Despite these variations, it is conceptually useful to distinguish precipitating factors
from predisposing and maintaining factors, while recognizing that precipitating factors may
not be identifiable in all instances. Children’s psychological problems may be precipitated by
acute life stresses such as illness or injury, child abuse, bullying and births or bereavements
(Sandberg & Rutter, 2008). They may also be precipitated by lifecycle transitions such as entry
into adolescence, changing schools, loss of peer friendships and parental separation or divorce.
Family stresses such as parental unemployment, moving house or financial difficulties may
also precipitate the onset of psychological problems. Once an episode of a problem has been
precipitated and then resolved, there is considerable variability in whether youngsters become
‘sensitized’ or ‘steeled’ to the next build-up of stressful life events (Goldstein & Brooks, 2013).
Some youngsters become more resilient and are better able to cope with future stresses
having successfully resolved a problem once. Others are rendered more vulnerable and
require less stress to develop future problems.

Protective factors

The presence of personal and contextual protective factors that have been found to
characterize children who show resilience in the face of stress and which typify cases that
respond positively to psychological interventions may be used as a basis for judging the



prognosis for a particular child referred for psychological consultation.

Personal protective factors

At a personal level both biological and psychological protective factors have been identified
(Carr, 2009, 2011; Goldstein & Brooks, 2013; Masten, 2013; Rutter, 2013; Ungar et al., 2013;
Zolkoski & Bullock, 2012).

Biological protective factors. Children are more likely to show good adjustment if they
have good physical health. The absence of genetic vulnerabilities, an adequate intrauterine
environment, an uncomplicated birth, no history of serious illnesses and injuries, adequate
nutrition and regular exercise all contribute to robust physical health. Gender and age may
also affect adjustment positively. Before puberty, girls manage stress better than boys, but
after puberty it is boys who have the advantage. Young children are less adversely affected by
trauma and stress than older children.

Psychological protective factors. An easy temperament, a high level of intellectual ability
and high self-esteem are all associated with positive adjustment. Well-developed self-
regulation skills and confidence in the use of these skills are also protective factors. Thus,
positive adjustment is associated with an internal locus of control, high self-efficacy beliefs and
an optimistic attributional style where successes are attributed to internal, global, stable factors
such as ability and failures to external, specific, unstable factors like luck. With respect to self-
regulatory skills, functional coping strategies and mature defence mechanisms such as those
listed in Tables 2.1 and 2.2 are protective factors.

Where stresses are controllable, functional problem-focused coping strategies are
appropriate to use. Indeed, resilience may be fostered by brief exposure to manageable
stresses, and the effective use of problem-focused coping strategies, rather than by avoiding
these opportunities for mastery (Rutter, 2013). Functional problem-focused coping strategies
include accepting responsibility for solving the problem, seeking accurate information about
the problem, seeking dependable advice and help, developing realistic action plans, carrying
out plans either alone or with the help of other people, staying focused by postponing
engaging in competing activities, and maintaining an optimistic view of one’s capacity to solve
the problem. Where stresses are uncontrollable, emotion-focused coping strategies such as
making and maintaining socially supportive friendships, particularly those in which it is
possible to confide deeply felt emotions and beliefs are appropriate. An emotion-focused
coping strategy related to seeking social support is catharsis. This is the process of verbally
expressing in detail intense emotional experiences and engaging in processing of emotionally
charged thoughts and memories within the context of a confiding relationship. Seeking
meaningful spiritual support is another emotion-focused coping strategy. Re-framing,
cognitive restructuring and looking at stresses from a humorous perspective are emotion-
focused coping strategies where the aim is to reduce distress by thinking about a situation in a



different way. Relaxation routines and physical exercise are other functional emotion-focused
coping strategies used to regulate mood in a highly deliberate way. These emotion-focused
coping strategies permit the regulation of negative mood states that arise from exposure to
stress. Psychologically disengaging from a stressful situation and the judicious short-term
involvement in distracting activities and relationship are functional avoidant coping strategies.

Anticipation, affiliation, altruism, humour, self-assertion, self-observation, sublimation and
suppression are adaptive defences (Vaillant, 2000). Anticipation involves considering and
partially experiencing emotional reactions and the consequences of these before the conflict or
stress occurs and exploring various solutions to these problematic emotional states. Affiliation
involves seeking social support from others, sharing problems with them and doing this
without making them responsible for the problem or for relieving the distress it entails.
Altruism is dedication to meeting the needs of others and receiving gratification from this
without engaging in excessive self-sacrifice. When humour is used as a defence, we re-frame
situations that give rise to conflict or stress in an ironic or amusing way. Self-assertion
involves expressing conflict-related thoughts or feelings in a direct yet non-coercive way. Self-
observation involves monitoring how situations lead to conflict or stress and using this new
understanding to modify negative affect. Sublimation is the channelling of negative emotions
arising from conflict or stress into socially acceptable activities such as work, sports or art.
Suppression is the intentional avoidance of thinking about conflict or stress.

Contextual protective factors

Within the child’s social context, features of the treatment system, aspects of the family
system, individual characteristics of the child’s parents or primary caregivers and features of
the wider social network including the child’s school may all have positive prognostic
implications (Carr, 2009, 2011; Goldstein & Brooks, 2013; Komro et al., 2011; Masten, 2013;
Masten et al.,, 2008; Rutter, 2013; Rutter & Maughan, 2002; Ungar et al., 2013; Zolkoski &
Bullock, 2012).

Protective treatment system factors

When children and parents engage positively with treatment agencies and professionals within
the health care, social welfare, educational, juvenile justice and other relevant service systems,
usually this is a positive prognostic sign (Carr, 2009). Children are more likely to benefit from
treatment if they and their families accept that there is a problem, are committed to resolving
it, have coped with similar problems before and accept the formulation and treatment plan of
the psychologist and treatment team. Children are also more likely to benefit from treatment
where there is good co-ordination among professionals on a multi-disciplinary treatment team



or in an inter-agency network that is sensitive to children’s cultural and ethnic context.

Protective family system factors

A positive prognosis is associated with certain aspects of the family system (Goldstein &
Brooks, 2013; Komro et al., 2011; Lamb, 2012). Better long-term adjustment may be expected
in cases where the child has a secure attachment to a parent or primary caregiver and where
parents adopt a warm and moderately controlling authoritative parenting style. Clear and
direct communication within the family and a flexible pattern of family organization
characterized by explicit rules, roles and routines facilitate a positive response to treatment.
Where fathers are involved in the care of the child and where parents have a high level of
marital satisfaction, a positive prognosis is more likely.

Protective parental factors

A number of protective parental characteristics have consistently been identified in research
studies and clinical practice (Reder et al., 2000, 2004; Reder & Lucey, 1995). A positive response
to treatment is probable when parents with high self-esteem who are well psychologically
adjusted have an internal working model for secure attachment relationships and accurate
knowledge and expectations about their children’s development. Self-regulatory beliefs and
skills including internal locus of control, high self-efficacy, an optimistic attributional style,
mature defences and functional coping strategies are other important parental protective
factors. This combination of attributes equips parents particularly well for providing their
children with secure attachment relationships and an authoritative parenting environment for
meeting children’s needs for safety, care, control and intellectual stimulation. This type of
parental profile is typical of parents who have had secure attachments to their own parents
and who have not been exposed to high levels of life stress without adequate social support.
Parents who have faced major challenges in their childhood, including bullying, major trauma
and bereavement, but who have been supported through them by parents, peers, teachers or
other significant support figures may develop the protective parenting profile outlined earlier.

Protective social network factors

Within the child and family’s wider social network, the higher the level of social support and
the lower the level of stress, the more probable it is that the child will respond positively to
treatment (Carr, 2009; Goldstein & Brooks, 2013; Komro et al, 2011). Better treatment
response occurs when children have higher socio-economic status, probably because high
socio-economic status is associated with a lower level of stress. For children, day-care
placements, pre-school placements, school placements and peer-group membership may be
particularly important sources of social support and a forum within which children learn



important self-regulatory skills and coping strategies.

Protective day-care placements. High-quality day care is characterized by a continuity in
the relationship between the infant and the staff, responsivity in staff reactions to infants’
signals and needs, a low ratio of infants to staff, and a safe, spacious and well-equipped
physical facility (McGurk et al., 1993). Children who receive high-quality day care and whose
parents adopt a responsive style in their interactions with them develop secure attachments to
their parents. Where parents have difficulty in meeting their youngster’s needs, high-quality
day care may be an important source of social support for the children. Furthermore, such
day-care placements may provide parents with an opportunity to work outside the home and
receive the social support that work-based relationships can provide.

Protective pre-school placements. Pre-school early intervention educational programmes
for socially disadvantaged and handicapped children can have long-lasting effects on
psychosocial adjustment, cognitive development and school attainment, particularly if certain
conditions prevail (Lange & Carr, 2002). A central factor is a good working relationship
between the parents and the pre-school staff. Children and parents must also have access to
positive role models who, by their example and success, show the value of schooling. Finally, a
teaching method which incorporates the elements of planning activities, doing these activities
and reviewing performance is vital to success. This plan-do-review cycle is premised on
Vygotsky’s (1962) analysis of effective instruction. Four life skills, the foundations of which are
laid by successful pre-school programmes, distinguish those children who have positive
outcomes. The first is the development of a goal-oriented and planful approach to solving
scholastic and social problems. The second is the development of aspirations for education and
employment. The third is the development of a sense of responsibility for one’s own actions.
The fourth is a sense of duty and responsibility towards others.

Protective school placements. In their ground-breaking study of secondary schools, Rutter
et al. (1979) found that a series of features of the secondary school environment had a
favourable influence on behaviour and attainment and these factors were independent of child
and family characteristics. These features are:

e Firm authoritative leadership of the staff team by the principal

e Firm authoritative management of classes by teachers with high expectations of
success, clear rules and regular homework which was graded routinely

e A participative approach to decision-making among the staff about curriculum
planning and school management which fostered cohesion among the staff and the
principal

e Many opportunities for pupils to participate in the running of the school, which
fostered pupil loyalty to the school

¢ A balance of emphasis on both academic attainment and excellence in other fields such



as sport

e Teachers modelled good behaviour

e Teachers regularly appreciated, rewarded and praised academic and non-academic
achievements

e A balance between intellectually able and less able pupils

e An attractive, comfortable and pleasant school environment

Subsequent research on both primary and secondary schools has supported and extended
Rutter’s original findings and shown that the following attributes are also associated with high
attainment: presenting pupils with clear pre-determined goals or standards, creating an
expectation of success, structuring material so that it is easily interpretable, using sufficient
repetition to keep the pupils on task, presenting information clearly, providing extra help if
necessary to ensure that goals are reached and providing feedback (Rathvon, 2008; Rutter &
Maughan, 2002; Sylva, 1994). This type of approach to teaching requires moderate class sizes, a
variable which has been consistently associated with pupil performance.

Protective peer-group membership. Peer friendships are important because they
constitute a significant source of social support and a context within which to learn about the
management of networks of relationships (Bryan et al., 2013; Malik & Furman, 1993; Rubin et
al., 2009). Emotionally expressive children who have developed secure attachments to their
parents and whose parents adopt an authoritative parenting style are more likely to develop
good peer friendships. This is probably because their experience with their parents provides
them with a useful cognitive model on which to base their interactions with their peers.
Surveys of children referred to clinics for psychological consultation show that, in comparison
with non-referred children, they have fewer stable friendships and their understanding of the
reciprocities involved in friendship are less well developed. Children reared in institutions or
whose parents use harsh or physical punishment have particular difficulty with peer
relationships in their teens. This is unfortunate, since it is precisely these children who need the
social support provided by positive peer relationships.

Implications for practice

This cursory review of factors that influence problem development has clear implications for
clinical practice. When children and their families are referred for psychological consultation,
their status on relevant personal and contextual predisposing, precipitating, maintaining and
protective factors reviewed here and summarized in Figure 2.1 deserves assessment. Salient
points from these investigations may then be integrated into a concise formulation which
explains how the problem developed and which suggests how the child and family’s problems
may be treated. Effective psychological treatment and case management typically involves



modifying personal and contextual problem-maintaining factors. Often this entails enhancing
personal and contextual protective factors. Thus, some psychological interventions may aim to
improve children’s self-regulatory beliefs and skills through individual or group therapy and
training. Other interventions aim to enhance parenting skills and the quality of the family
environment through parent training and family therapy. Still other interventions may address
the wider social system and aim to reduce stress and enhance extrafamilial support through
working with the child’s school, peer group, extended family or other involved agencies. The
decision about which multi-systemic package of interventions to employ in a particular case
should be based on the formulation and available treatment resources. A fuller general
discussion of assessment, formulation and treatment planning will be given in Chapter 4.
Guidelines for managing specific problems are given in Chapters 6-24.

Summary

The development of psychological problems may be conceptualized as arising from risk
factors which predispose children to developing psychological problems, precipitating factors
which trigger the onset or marked exacerbation of psychological difficulties, maintaining
factors which perpetuate psychological problems once they have developed and protective
factors which prevent further deterioration and have implications for prognosis and response
to treatment. Most of these factors may be sub-classified as falling into the personal or
contextual domains, with personal factors referring to biological and psychological
characteristics of the child and contextual factors referring to features of the child’s
psychosocial environment including the family, the school and peer group. When children and
their families are referred for psychological consultation, factors in each of these domains
require assessment and salient points from these investigations are integrated into a concise
formulation which explains how the problem developed. Treatment typically involves
modifying personal and contextual problem-maintaining factors by enhancing personal and
contextual protective factors.

Exercise 2.1

Work in pairs. One person take the role of interviewer and the other take the role of
interviewee. The interviewer should take 20 minutes to ask the interviewee about influences
on an episode of low mood (or some other minor problem) that they have experienced. The
various factors mentioned in the chapter should be covered in this interview. The interviewer
should then list the predisposing, precipitating, maintaining and protective factors associated
with the problem. Then check with the interviewee for accuracy. Reverse roles and repeat the



exercise.

Exercise 2.2

This exercise may be completed by an individual or a team. Read the following case and
identify predisposing, precipitating, maintaining and protective factors using the framework
set out in Figure 2.1.

Carla, aged 12, is an only child whose parents brought her for treatment because she has not
been sleeping recently and is persistently tearful. She has been seen by the family doctor and
the school counsellor, and it was her teacher who suggested the referral to your service. Her
developmental history is relatively normal. She has always had a good relationship with both
parents. Her parents take her viewpoint seriously but have clear rules about homework, house
chores and pocket money. She also has a few very close friends and plays hockey for the
school team. Carla is a determined student and does very well at school. The main problems in
her life centre on her mother’s illness. Her mother has been repeatedly hospitalized for
depression since Carla was born. During these hospitalizations Carla normally stays with her
grandmother. In the 2 years prior to the referral the grandmother developed dementia, and 3
months ago she moved into a residential centre. Shortly afterwards, Carla’s mother was
hospitalized and Carla was cared for by a live-in au pair. Carla’s father is very worried about
her and has tried to cut down on the amount of time he spends at work. He is a supervisor in a
factory and works a shift-work schedule where he is on nights 1 week out of 3. Carla’s father
has been trying to follow the family doctor’s advice of cheering her up by taking her out more
and avoiding talking about the mother’s depression or the grandmother’s dementia. However,
the school counsellor has advised that he should spend more time at home talking with her
about the sadness she feels about her mother’s and grandmother’s problems.

Further reading

Rutter, M., Bishop, D., Pine, D., Scott, S., Stevenson, J., Taylor, E., & Thapar, A. (2008). Rutter’s child and adolescent psychiatry
(5th ed.). Oxford: Blackwell.



Chapter 3
Classification, epidemiology and treatment effectiveness

The classification of children and adolescents’ psychological problems, their prevalence and
the effectiveness of psychological treatment in ameliorating these problems are considered in
this chapter. There will be a particular focus on the World Health Organization’s (1992, 1996)
International Classification of Diseases (ICD-10) and the fifth edition of the American
Psychiatric Association’s (2013) Diagnostic and Statistical Manual of Mental Disorders (DSM-
5). The characteristics and shortcomings of these classification systems will be outlined.
Reference will also be made to the increasingly influential Revised Diagnostic Classification of
Mental Health and Developmental Disorders of Infancy and Early Childhood (DC: 0-3R; Zero
to Three, 2005). The results of some epidemiological studies of childhood psychological
disorders will then be reviewed. Finally, research on the effectiveness of the psychological
treatment of children’s and adolescents’ problems will be summarized.

Functions of classification

In clinical psychology, classification has three main functions. First, it facilitates the growth of a
body of expert knowledge which includes information about clinical features of psychological
difficulties, risk and protective factors associated with their aetiology and maintenance, and
effective treatment and prevention programmes. This body of knowledge informs evidence-
based clinical practice. Second, classification systems facilitate the development of
epidemiological information about the incidence, prevalence and course of psychological
problems. This sort of information is used to plan services and decide how to prioritize the
allocation of sparse resources. Third, classification systems provide a language through which
clinicians and researchers communicate with each other.

ICD-10 and DSM-5

Currently ICD-10 and DSM-5 are the two most widely used systems for classifying
psychological problems. DSM-5 is the fifth edition of the American Psychiatric Association’s



(2013) Diagnostic and Statistical Manual of Mental Disorders. ICD-10 is the tenth edition of
the World Health Organization’s (1992) International Classification of Diseases. Psychological
problems are classified in Chapter 5 of this system. In clinical practice, DSM-5 is often viewed
as the US alternative to the European ICD-10. However, ICD-10 is not exclusively European.
It is the instrument through which the World Health Organization, a United Nations Agency,
collects data and compiles statistics on all diseases in UN countries.

DSM and ICD classification systems have been revised on many occasions. These revisions
have been influenced by advances in scientific knowledge and also by other factors such as
vested interests of those involved in their revision. The American Psychiatric Association,
which represents psychiatrists in the US, published the first edition of the Diagnostic and
Statistical Manual in 1952 (American Psychiatric Association, 1952), and six subsequent
revised versions over the next 6 decades (DSM-II, DSM-III, DSM-III-R, DSM-IV, DSM-IV-TR,
and DSM-5; American Psychiatric Association, 1968, 1980, 1987, 1994, 2000, 2013). The first
two versions of the DSM were influenced by the psychoanalytic tradition. Diagnoses were
based on inferred psychodynamic processes rather than observable behaviour. One
consequence of this was that many diagnostic categories lacked inter-rater reliability. Also, the
system had limited coverage. Many cases presented with problems that fell outside the
classification system. These shortcomings were addressed in 1980 in DSM-III. The coverage
problem was partly solved by greatly increasing the number of diagnostic categories. The
reliability of these categories was improved through the inclusion of explicit diagnostic
criteria. While DSM-III was designed to be atheoretical, the biomedical tradition was a
predominant influence on this and all subsequent versions of the DSM, which have led to vast
increases in the number of children, adolescents and adults using psychotropic medication
(Frances, 2013). The third and fourth editions of the DSM also included multi-axial systems to
permit coding of additional information on medical and psychosocial functioning. Personality
disorders were coded on axis II, medical conditions on axis IIl, psychosocial problems on axis
IV and global functioning on axis V. However, the multi-axial system was dropped in DSM-5.

ICD is published by the World Health Organization in 41 languages and used worldwide for
morbidity and mortality statistics, reimbursement systems and health care planning. Early
versions of ICD, which date back to the late 1800s, were used to classify causes of death but
not illnesses. It was not until 1949 with the publication of ICD-6 (World Health Organization,
1949) that diseases, including ‘mental diseases’, were listed in ICD. Chapter 5 of ICD-10, which
lists psychological problems, was published in 1992 (World Health Organization, 1992). A
multi-axial version of ICD-10 is available for the classification of child and adolescent
psychological problems (World Health Organization, 1996). In this version of ICD-10 clinical
syndromes are coded on axis I, developmental delays on axis II, intellectual level on axis III,
medical conditions on axis IV, psychosocial problems on axis V and global functioning on axis
VL



From Table 3.1 it may be seen that ICD-10 contains the following groups of diagnoses of
particular relevance to child and adolescent clinical psychology:

e mental retardation

e disorders of psychological development (e.g. language disorder, autism)

e behavioural and emotional disorders with onset usually occurring in childhood and
adolescence (e.g. hyperkinetic disorder, conduct disorder, elective mutism, enuresis).

In addition, children and adolescents may have psychological problems that lead to ICD-10
diagnoses in the following broad diagnostic clusters which are not specific to childhood and
adolescence:

¢ mental and behavioural disorders due to psychoactive substance use

e schizophrenia, schizotypal and delusional disorders

e mood disorders (e.g. recurrent depressive disorder, bipolar disorder)

¢ neurotic, stress-related and somatoform disorders (e.g. social phobia, post-traumatic
stress disorder)

e behavioural syndromes associated with physiological disturbances and physical factors
(e.g. anorexia nervosa, sleep terrors).

Table 3.1 Main ICD-10 disorders
ORGANIC, INCLUDING SYMPTOMATIC, MENTAL DISORDERS
Dementia in Alzheimer’s disease

Vascular dementia

Dementia in other diseases classified elsewhere (Pick’s, Creutzfeldt-Jakob, etc.)
Organic amnesic syndrome, not induced by alcohol and other substances

Delirium, not induced by alcohol and other psychoactive substances

Other mental disorders due to brain damage and dysfunction and to physical disease
Personality and behavioural disorder due to brain disease, damage and dysfunction

MENTAL AND BEHAVIOURAL DISORDERS DUE TO PSYCHOACTIVE SUBSTANCE
USE

Harmful use

Dependence syndrome

Acute intoxication

Withdrawal state

Amnesic syndrome

Psychotic disorder

Residual and late-onset psychotic disorder

SCHIZOPHRENIA, SCHIZOTYPAL AND DELUSIONAL DISORDERS



Schizophrenia

Schizotypal disorder

Persistent delusional disorders

Acute and transient psychotic disorders
Induced delusional disorders
Schizoaffective disorders

MOOD DISORDERS

Bipolar affective disorder
Recurrent depressive disorder
Cyclothymia

Dysthymia

NEUROTIC, STRESS-RELATED AND SOMATOFORM DISORDERS

Agoraphobia

Social phobias

Specific phobias

Panic disorder

Generalized anxiety disorder

Obsessive-compulsive disorder

Post-traumatic stress disorder

Mixed anxiet