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Synonyms
Early intervention; Prevention of mental retardation

Definition

The Abecedarian Project was an early intervention project
conducted by Craig Ramey and Francis Campbell on
a mostly African-American sample of children at-risk for
academic failure. The children have been followed from
preschool into early adulthood with positive intellectual
results.

Description

Ramey and Campbell conducted a prospective longitudi-
nal study on approximately 50 children born between
1972 and 1977 [1]. The children were considered to be at
risk for intellectual delays and academic problems because
they were born to mostly young single mothers living in
poverty. Children were screened for inclusion based on the
number of risk factors they faced, including low parental
education, father absence, receiving welfare, etc. The
researchers randomly assigned 50+ matched children to
a no-intervention control group as well. The goal of the

preventive intervention was to prevent cognitive delay or
non-biologically based mental retardation. Additional
areas of interest included academic and social outcomes
ranging from preventing grade retention to preventing
teen crime.

Interventions for the preschool group included inten-
sive pre-literacy work on language, learning, self-help, and
motor skills. The children were also provided medical care
at the intervention preschool site. Treatment children were
exposed to high quality preschool with low adult/child
ratios for the first 5 years of life. Interestingly, at kinder-
garten, both the intervention and control children were
then randomly assigned to a school age (SA) intervention
plan. This SA intervention consisted of assigning children
to a home/school teacher who helped children with school
work at home and at school. They also advocated on
behalf of the families for social services, medical care,
etc. The SA intervention continued for 3 years. This
study design resulted in four groups that could be com-
pared at the study’s end: Preschool + School Age Inter-
ventions (PSA), Preschool + No School Age (PNSA), No
Preschool + School Age (NPSA), and No Preschool + No
School Age (NPNSA) intervention.

During preschool, children were assessed on language,
cognitive, perceptual-motor and social developmental
tasks from 6 to 54 months of age. By 18 months of age,
the intervention group had reached national averages on
all tests and far surpassed the control group, which
declined by 18 months of age to below national averages.

When assessed at 12 and 15 years of age [2], the PSNSA
group still showed academic and intellectual advantages
over groups that had not received early preschool inter-
vention. For example, IQ scores for PNSA were average 95
points while the NPNSA group averaged 90. The NPSA
group had advantages over the NPNSA group, but overall,
later school age interventions were inferior to those
conducted during the preschool years.

The children were assessed again between ages 16-21
[3] in order to determine whether they had a better quality
of life, including fewer criminal behaviors. However, there
were no significant differences found between the groups
in numbers, types, or severity of crimes committed. The
authors suggest that to prevent crime, interventions must
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involve systematic work with families, not just their
children.

The most recent assessment was in 2002 and examined
the children at age 21 [4] to examine overall life outcomes.
They found that the preschool intervention group versus
the control group experienced fewer grade retentions (31
vs. 54% were retained) and was assigned to special educa-
tion less frequently (24 vs. 47%). The preschool interven-
tion group obtained more total years of education,
attended college more, had fewer teenage pregnancies,
and were better at reading and math. The NPSA group
had better results than the NPNSA group, but weaker than
those for children who had received the earliest interven-
tion services. There were no differences between groups
for violence and law breaking behavior.

The Abecedarian Project is considered by many to be
an exemplary human experiment illustrating the power of
brain plasticity in the early years. Their early work set the
foundation for current movements like Zero to Three
(www.zerotothree.org), and First Five (http://www.ccfc.
ca.gov/default.asp), which provide resources, education,
and materials about early brain development and empha-
size the need for early stimulation to enhance develop-
mental outcomes.
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Synonyms
Aripiprazole (generic name); Atypical antipsychotics;
Partial dopamine agonist

Definition

Abilify (Abilify) is an atypical antipsychotic medication
indicated for acute and maintenance treatment of adult as
well as adolescent (13-17 years of age) patients with
Schizophrenia. The medication also is indicated for
acute and maintenance treatment of manic and mixed
episodes associated with Bipolar I Disorder with or with-
out psychotic features in adult and pediatric (10-17 years
of age) patients [1].

Description

Abilify was developed by Otsuka Pharmaceutical in Japan
and jointly marketed in the United States with Bristol-Myers
Squibb [1]. Clinical trials sponsored by the manufacturer
have resulted in the Food and Drug Administration (FDA)
approving the use of Abilify as an atypical antipsychotic
[1-3]. The FDA first approved Abilify for the treatment of
adult Schizophrenia in November, 2002. The medication
received additional approval by the FDA for the acute and
maintenance treatment of manic and mixed episodes asso-
ciated with Bipolar I Disorder, with or without psychotic
features in adults September 2004 and March 2005,
respectively. All of the adult trials were double-blind,
placebo-controlled studies of 4-6 weeks’ duration. Abilify
also was approved by the FDA in November, 2007 for
treating adolescents (13-17 years old) with a primary
diagnosis of schizophrenia. The efficacy and safety of
Abilify for use with this population was based on a man-
ufacturer-sponsored 6-week, double-blind, randomized,
placebo-controlled, multi-center study, with 302 ethni-
cally diverse pediatric patients. Patients met DSM-IV
criteria for schizophrenia and had a positive and negative
syndrome scale (PANSS) >70 at baseline. In this trial, two
fixed doses of Abilify (10 mg/day or 30 mg/day) were
superior to placebo in the PANSS total score, the primary
outcome measure of the study. The 30 mg/day dosage was
not shown to be more efficacious than the 10 mg/day
dose. Maintenance efficacy in pediatric patients with
Schizophrenia has not been systematically evaluated.
In February 2008, following a 4-week, double-blind, pla-
cebo-controlled study with 296 pediatric patients from
multiple sites, the medication received approval for the
acute treatment of manic and mixed episodes associated
with Bipolar I Disorder in patients 10-17 years old. Par-
ticipants in the trial met DSM-IV criteria for Bipolar
I Disorder manic or mixed episodes with or without
psychotic features and had a young mania rating scale
(YMRS) score >20 at baseline. Both fixed dosages of
Abilify (10 mg/day or 30 mg/day) were superior to placebo
in change from baseline on the Y-MRS total score. Based
on a similarly designed clinical trial (n = 197 pediatric



Ability Grouping

patients) the FDA approved Abilify in May, 2008 for the
maintenance treatment of pediatric Bipolar I Disorder.

The most common side effects exhibited in pediatric
clinical trials included somnolence, extrapyramidal prob-
lems, fatigue, nausea, akathisia, tremors, and headache
[4]. In addition, pediatric patients with Major Depressive
Disorder who receive Abilify as an adjunctive treatment
may experience initial worsening of their symptoms of
depression and/or the emergence of suicidal ideation and
behavior [1, 5]. This is particularly problematic with the
early use of the medication or during changes in dosage.
Abilify is available in 2, 5, 10, 20, and 30 mg tablets and
also may be administered as an intramuscular injection or
as an orodispersible tablet [1]. The recommended target
dose for pediatric patients is 10 mg/day with subsequent
increases at 5 mg increments [1]. The medication may be
administered without regard to meals and is primarily
metabolized by the liver [4].

Similar to other atypical antipsychotic medications (e.g.,
clozapine, risperidone), Abilify’s exact mechanism of action
is not fully understood [6, 7]. However, the receptor inter-
actions due to Abilify are understood to be unique and
dissimilar to other atypical antipsychotic medications [6,
7]. It has been proposed that the antipsychotic efficacy of
Abilify appears to be mediated through either dopamine-
serotonin partial agonists and/or by working through the
mechanism of “functional selectivity” [8]. Abilify likely
exerts its effect by combining a partial agonist of dopa-
mine D, and serotonin 5-HT1, receptors and a potent
antagonist at serotonin 5-HT2, receptors [6, 7, 9]. Two
biochemical responses are likely the results of Abilify’s
partial agonism [10]. First, when postsynaptic dopamine
levels are too high, Abilify competes as an agonist thereby
dulling positive psychotic symptoms while at the same
time avoiding the movement disorders typically asso-
ciated with nonspecific dopamine antagonism. Simulta-
neously, Abilify reduces dopamine release and synthesis
which produces a neurotransmitter stabilizing effect
which blunts excess activity until neurotransmission can
be returned to preferred levels. It is hypothesized Abilify’s
partial agonist activity at 5-HT'1, receptors and antagonist
activity at 5-HT2, receptors contributes to lowered risk
for extra pyramidal signs as well as improvements in
cognition and negative symptoms [9]. Further reported
benefits of Abilify compared to other atypical antipsychotics
include a lower incidence of weight gain and sedation, and
an absence of elevation in levels of serum prolactin [7].
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Synonyms
Setting (Great Britain); Streaming (Great Britain);
Tracking

Definition

Ability grouping is a term referring to a wide variety of
school practices that group students for instruction
according to one or more measures of academic ability
or achievement including their grades, teachers’ recom-
mendations, measured IQ, standardized or locally devel-
oped achievement tests, etc.

Description
Ability grouping is intended to foster homogeneity in
academic ability within educational environments. Ability
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grouping can occur within classrooms, between different
classrooms or educational programs within schools, or
even between schools, as is exemplified in countries like
Germany. Sometimes students in different ability groups
receive basically the same curriculum, with those in
higher-ability groups just moving somewhat faster or cov-
ering topics in greater depth. In other situations, classes of
different ability levels are presented with very different
subject matter, such as math classes covering general
math or calculus [5].

In the United States, as well as in many other countries,
the nature and extent of ability grouping typically varies
with students’ age. Specifically, in the U.S. within-class
ability grouping is quite common in the early elementary
grades. So, for example, students are often placed in small
within-class groups, based on their existing skills, to learn
how to read. However, as students get older, and most
strikingly in high school, between-class ability grouping
becomes typical. In the last century, it was quite common
for high schools in the U.S. to track students, that is to divide
them into completely separate tracks explicitly designed to
provide a strong academic focus to academically-talented
students, a “general education” for less academically-
oriented students, and vocational training for students head-
ing into the workforce immediately after graduation. Now,
high school students are more likely to enroll in individual
classes that are more or less challenging with other students
who are more or less advanced academically, rather than in
completely separate tracks or programs, allowing them to
match their classes to their individual academic interests and
strengths. However, often scheduling and other consider-
ations seriously constrain such choices, creating a situation
in which high- and low-ability students are not typically
found in the same classrooms.

Although various forms of ability grouping are
extremely widespread, ability grouping, especially in its
stronger forms, is very controversial. Those favoring abil-
ity grouping argue that it allows teachers to target instruc-
tion more precisely to students’ existing skills than do
heterogeneous grouping practices. It is also sometimes
argued that students will learn better in academically-
homogeneous environments. Specifically, one major con-
cern is that low-ability students in an instructional group
will not only limit the kinds of material that can be
presented but will slow other students’ progress. Argu-
ments favoring ability grouping also sometimes suggest
that it will protect the self-esteem of low-achieving stu-
dents by sparing them constant direct comparison with
their academically stronger peers. In addition, ability
grouping, combined with the provision of a different cur-
riculum for higher- and lower-achieving students, is

sometimes seen as helpful in preparing students who will
begin work immediately after school to do so effectively.

In contrast, those opposing ability grouping point out
its many disadvantages [2, 3]. For example, they argue that
it is not easy to accurately and fairly assess achievement
and/or ability and that research shows that factors like
socioeconomic background and/or minority group mem-
bership sometimes influence placement in ability groups.
In addition, they highlight research showing that teacher
quality, instructional processes, and the classroom climate
are often more favorable to learning in classes containing
high-achieving students than in those containing
mainly low-achieving students, which means that ability
grouping is likely to further impede the progress of ini-
tially low-achieving students. They also point out that
ability grouping in schools generally increases racial, eth-
nic, and socio-economic segregation there, due to the
consistently found co-variation between socio-economic
status, minority group membership and common mea-
sures of academic ability and achievement. Thus, they
argue that ability grouping undermines the potential of
schools to serve a constructive role in preparing students
to function effectively in the diverse societies in which
many of them will live as adults.

Generally speaking, reviews of the research on ability
grouping conclude that within-class ability grouping has
a modest positive impact on achievement compared to
both within-class heterogeneous grouping and whole-
class instruction [6]. However, reviews of the research on
between class ability grouping come to conflicting conclu-
sions. Those focusing on experimental studies, which typ-
ically do not involve situations in which higher-achieving
groups are presented with very different subject matter
than lower-achieving groups, suggest that this practice has
no clear overall effect on academic achievement, although
one review concludes that it may have a small positive
impact on the achievement of initially high-achieving
students. In contrast, reviews emphasizing correlational
studies, which often are conducted in situations involving
some degree of curriculum differentiation, generally sug-
gest that ability grouping at the class or school level has
a clear and sometimes substantial negative impact on the
achievement of initially lower-achieving students. Some
also suggest a modest positive impact of ability grouping
on the achievement of initially higher-achieving students.

The fact that many studies of between-class ability
grouping suggest either no achievement advantage to it
and/or negative effects on initially low-achieving students
led to strong calls to abolish such practices, and quite
a number of schools and school districts in the U.S.
moved in this direction during and after the 1990s.
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However, such efforts often meet strong resistance from
both teachers and from parents, especially the parents of
relatively high-achieving students. Some studies have
documented very good results from de-tracking efforts,
with markedly improved achievement for many students
and no negative impact on initially high-achieving stu-
dents. On the other hand, it is also clear that such efforts
often cause a great deal of strife and they sometimes have
unintended negative consequences, such as when the de-
tracking of Japanese schools led many high-achieving
students to leave the public school system for private
schools.

Relevance to Childhood Development
Ability grouping influences students’ social and academic
experiences. Ability grouping influences their social devel-
opment by commonly undercutting the potential for stu-
dents to interact with and develop friendships in school
with those from other racial, ethnic, and social class back-
grounds. Such a consequence is important because the
formation of such friendships appears to have a positive
impact on students’ intergroup attitudes.

Whether or not ability grouping is practiced also
impacts students’ academic experiences in predictable
ways. Specifically, the research literature strongly suggests
that classes with high-ability students tend to be better
learning environments than those with large concentra-
tions of low-ability students for a wide variety of reasons
related both to the individual characteristics students
bring with them and to the kinds of learning environ-
ments schools are likely to provide to initially higher-
and lower-achieving students [1, 4].

The policy problem posed by ability grouping for
those concerned with child development is twofold.
First, some forms of ability grouping, such as within-
class grouping, appear likely to have modest positive aca-
demic effects but negative social effects, because they are
likely to reinforce students’ predisposition to interact
more with those similar to them than with peers from
different racial, ethnic or social class backgrounds. Second,
some forms of ability grouping, specifically ability group-
ing with curriculum differentiation, appear to undercut
the achievement of some students while possibly enhanc-
ing that of others. Even if the negative impact of such
forms of ability grouping on lower-achieving students is
somewhat stronger than their positive impact on high-
achieving students, as sometimes appears to be the case,
decisions about whether to adopt such practices are diffi-
cult because they often involve trade-offs between losses
and gains in different realms and/or for different kinds of
students.
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Synonyms
Abort; Dilation and Evacuation (D&E); Miscarriage;
Termination

Definition
(1) The spontaneous or induced termination of pregnancy
after conception. (2) To miscarry a nonviable fetus [1].

Description

An abortion is a legal, safe, and effective medical method
to stop or interrupt the growth and development of
a fetus. Even though abortion is a legal medical procedure,
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the availability of services has been under political and
ethical debate for quite some time [5]. In fact, the avail-
ability of abortion services depends on federal and state
policies. However, in the United States, abortion has not
always been under ethical and political debate. As a matter
of fact, up until the second half of the nineteenth century,
abortion was not viewed as morally wrong if it was
performed before 4-5 months of pregnancy. During the
second half of the nineteenth century, abortion was
preformed quite frequently using drugs, special potions,
and techniques espoused by popular medical guides.
Additionally, abortion procedures were often preformed
by mid-wives and physicians. The first laws governing
abortion were enacted in 1821 and 1841; however, these
laws were specifically put in place to prevent women from
using unsafe abortion procedures, not to punish women
for having abortions [3].

During middle nineteenth century, abortion was
a growing trend among white, married, and protestant
women. During this time, abortion became commercial-
ized, which worried the new emerging class of predomi-
nately male physicians. These new medical professionals
expressed concern that the number of abortion procedures
in the middle and upper class, protestant, white popula-
tion would eventually wipe out Catholics, which would
ultimately result in whites being outnumbered by the
African American and immigrant population. The created
an uproar within the medical community. In addition to
mid-wives being banned from giving abortions, physi-
cians began to create laws and policies to control abor-
tions. Between the period of 1860 and 1960, stringent laws
against abortion and contraceptives were enacted. Women
who sought abortions were guilty of murder and were sent
to jail. It wasn’t until January 22, 1973, that the US
Supreme Court ruled 7-2 in Roe v. Wade that women
have a right to terminate pregnancy based on the consti-
tutional right to privacy established in the 1965 case,
Griswold v. Connecticut [2].

There are two types of abortion procedures that can be
used legally, safely, and effectively. The most common
procedure is done in a medical center and is referred to
as an aspiration procedure. Another procedure, which is
less commonly used, is the D&E procedure (dilation and
evacuation). An Aspiration is usually used up to 16 weeks
after a woman’s last period and a D&E is generally used
after the 16th week of pregnancy. An abortion that is
carried out beyond the 24th week of pregnancy is likely
due to serious health reasons [4].

The following information outlines the specific steps
generally covered during an abortion procedure. The follow-
ing was adapted from [4].

During an aspiration abortion:

Your health care provider will examine your uterus.
You will get medicine for pain. You may be offered
sedation — a medicine that allows you to be awake but
deeply relaxed.

A speculum will be inserted into your vagina.

Your health care provider may inject a numbing med-
ication into or near your cervix.

e The opening of your cervix may be stretched with
dilators — a series of increasingly thick rods. Or you
may have absorbent dilators inserted a day or a few
hours before the procedure. They will absorb fluid and
get bigger. This slowly stretches open your cervix.
Medication may also be used with or without the
dilators to help open your cervix.

You will be given antibiotics to prevent infection.

A tube is inserted through the cervix into the uterus.
Either a hand-held suction device or a suction
machine gently empties your uterus.

e Sometimes, an instrument called a curette is used to
remove any remaining tissue that lines the uterus. It
may also be used to check that the uterus is empty.
When a curette is used, people often call the abortion
a D&C — dilation and curettage.

An aspiration procedure takes about 5-10 min. But
more time may be needed to prepare your cervix. Time is
also needed for talking with your provider about the
procedure, a physical exam, reading and signing forms,
and a recovery period of about 1 h.

During a D&E

® Your health care provider will examine you and check
your uterus.

® You will get medication for pain. You may be offered
sedation or iv. medication to make you more
comfortable.
A speculum will be inserted into your vagina.
Your cervix will be prepared for the procedure. You
may be given medication or have absorbent dilators
inserted a day or a few hours before the procedure.
They will absorb fluid and grow bigger. This slowly
stretches open your cervix.
You will be given antibiotics to prevent infection.
In later second-trimester procedures, you may also
need a shot through your abdomen to make sure
there is fetal demise before the procedure begins.

® Your health care provider will inject a numbing med-
ication into or near your cervix.
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® Medical instruments and a suction machine gently
empty your uterus.

A D&E usually takes between 10 and 20 min. But more
time is needed to prepare your cervix. Time is also needed
for talking with your provider about the procedure,
a physical exam, reading and signing forms, and
a recovery period of about 1 h.

In addition to the two aforementioned abortion pro-
cedures, a medical abortion method is also available.
A medical abortion is an abortion induced by taking
a medication that ends a pregnancy. Mifepristone and
methotrexate are the two FDA approved abortion pills
available. Mifepristone works by blocking the hormone
progesterone, which causes the lining of the uterus to shed
(menses). Methotrexate was FDA approved for treating
a cancer, but can also be used to end a pregnancy. It can be
injected with a hypodermic needle or it can be taken orally.
Methotrexate stops the implantation process that takes
place during the early weeks of pregnancy. A third drug
is indicated and is to be taken in conjunction with one of
the above medications. It is called Misoprostol and causes
the uterus to contract and empty, which ultimately ends
the pregnancy.

e The abortion pill, unlike the aspiration procedure,
takes much more time to complete termination.
Women who choose the abortion pill will generally
have to wait 2—3 weeks before termination is complete.
Mifepristone is a quicker method for completing abor-
tion compared to methotrexate. There are several
symptoms that are likely to occur after taking the
abortion pill that users should be aware of. They
include vaginal bleeding after taking the first drug,
which may be light or heavy, cramping, which may
be light or heavy, and both bleeding and cramping may
be more than what a woman may experience on her
period. Complication from taking the aforementioned
medications include dizziness, strong cramping, nau-
sea or vomiting, diarrhea, temporary fever or chills,
and temporary abdominal pain.
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Synonyms
Concept formation; Mental mapping

Definition

Abstract mapping refers to the process of linking the
essential conceptual elements from two sets of informa-
tion to form new knowledge.

Description

Abstract mapping is a psycholinguistic model that
attempts to explain the processes needed to form concepts
as well as to organize and to integrate information to
support memory, reasoning, and learning [1, 2]. Abstract
mapping is an extension of models used to describe young
children’s acquisition of new vocabulary, syntax, and
expressive language skills [1, 3, 5, 7].

Mapping refers to the connecting of the underlying
elements (abstract) from two sets of information to form
a new concept. The connections or correspondences are
made between a familiar knowledge base (source) with
new stimuli (target). The correspondences are based upon
similarities of perceptual features, functions, relation-
ships, and meanings. The process of forming and altering
connections contribute to the increase and expansion of
knowledge [1, 3, 4, 5, 7].

Correspondences can be created across linguistic and
spatial domains [1, 3, 4]. These correspondences influence
the development of schema or a framework to organize
knowledge domains. Language is used to divide domains
into smaller categories to facilitate storage and retrieval of
information from memory [1, 3, 4, 6].

Abstract mapping is a model used to depict the intri-
cate network of concept development and learning.
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Synonyms
Educational; Scholastic; School performance/achievement

Definition

Academic Achievement is the progress made towards the
goal of acquiring educational skills, materials, and knowl-
edge, usually spanning a variety of disciplines. It refers to
achievement in academic settings rather than general
acquisition of knowledge in non-academic settings.

Description

Unlike typical forms of achievement, academic achieve-
ment is usually viewed without a definitive endpoint.
Rather, the concept is understood as a spectrum along
which one can “achieve” certain skills and knowledge,
always with the possibility of further developing those
skills and increasing the depth, breadth, and specificity
of knowledge.

Academic achievement revolves around the central
goal of improving the educational knowledge of the
students. Because of this goal, the measurement of
achievement is often criticized for maintaining a focus
on content knowledge rather than problem-solving or
product-fashioning skills across a range of materials,
which many argue are equally crucial to the definition
and measurement. As a result, academic achievement
inevitably corresponds with what was taught; students
would be unlikely to “achieve” an understanding of
material that was not taught, and in this respect, aca-
demic achievement is very dependent on teachers and
curriculum.

With the overall goal of content evaluation, academic
achievement is considered a measure of the educational
material that was learned or acquired, with the effort,
attitude, motivation, intelligence, or potential of
a student having no bearing on the final academic achieve-
ment score. While these characteristics may be highly
related to the outcome measure, academic achievement
itself does not provide a measure of these characteristics.
Rather it measures the progress students have made
towards the goals set forth by the academic institution
and the state-wide or national standards. Academic
achievement may measure how well these characteristics
have been applied towards acquiring skills and knowledge,
but the assessment does not directly factor any of these
characteristics into the measure.

Academic achievement is typically measured through
two common methods: subject grades given by teachers or
professors and standardized test scores, either state-wide
or national. While these measures are widely used and may
be the best available measures of this concept, obvious
criticisms arise in using subject grades and large-scale
test scores as a standardized measure of academic achieve-
ment. Grades for the same level of achievement may
fluctuate widely between teachers and schools based on
curriculum and standards, and standardized testing may
include a measurement of a student’s test-taking ability
rather than only measuring the underlying content
knowledge.

In addition to these common measures, other assess-
ments have been developed in an attempt to eliminate
confounds of subject grades and standardized tests. Vari-
ous adaptations and revisions of the Woodcock-Johnson
psychoeducational battery and the wide range achieve-
ment test (WRAT) are two of the more commonly used
assessments in this area. However, these tests are admin-
istered on an individual basis and can become time-
consuming, making them difficult to administer on
a large scale.
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Relevance to Childhood Development
Academic achievement is widely used as a common out-
come measure in the field of child development. School-
based and developmental interventions very often target
improvement in academic achievement as a main indica-
tor of success, as academic achievement is widely
suggested to be an indicator for future success, both aca-
demic and otherwise. Research has outlined the direct
correlation between academic achievement and many
other outcomes of positive development, such as likeli-
hood of college enrollment, quality of future education,
prospective careers, and even a decrease in delinquent
behavior. In sum, research suggests that academic achieve-
ment is strongly related to overall positive development.

In establishing a need for intervention, a student’s
individual academic achievement scores are compared to
the standard scores, both within the school and state or
nation-wide, to determine if a student has acquired the
academic skills typical of their developmental cohort. In
addition, academic achievement scores are often used in
conjunction with intelligence testing to determine the
presence of a learning disability.
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Synonyms
Delay of gratification; Reward discounting; Self-control;
Self-regulation

Definition
Academic delay of gratification refers to students’ post-
ponement of immediately available opportunities to sat-
isfy impulses in favor of pursuing important academic
rewards or goals that are temporally remote but ostensibly
more valuable.

Description
Bembenutty and Karabenick [4, 5] develop the concept of
academic delay of gratification to apply the general

construct of delay of gratification to learning contexts.
This theoretical approach extends the work of Mischel
[6] on delay gratification. Bembenutty and Karabenick
[4] demonstrated extensive associations between aca-
demic delay of gratification and students’ achievement
motivation tendencies and use of learning strategies with
a scale specifically designed to assess students’ tendencies
to delay gratification in an academic context (academic
delay of gratification scale — ADOGS; [4]). Students
reporting greater preference to delay of gratification in
an academic context reported also high academic motiva-
tion (e.g., higher in self-efficacy and intrinsic interest in
learning). They are more likely to use cognitive (e.g.,
critical ~ thinking, elaboration, organization, and
rehearsal), metacognitive, and resource management
strategies (e.g., effort management, time and study envi-
ronmental control, and help seeking). Students’ amount
of time dedicated to study and the effective structuring of
their study environment, as well as their efforts to persist
on tasks are directly related to academic delay of gratifica-
tion. Further, students more likely to delay gratification
also reported higher levels of persistence when tasks were
less interesting or more difficult [1].

Students’ preferences for academic delay gratification
are related to self-regulatory processes considered essential
to academic success [7]. Self-regulation is an essential
component of development. Individuals use diverse strat-
egies to facilitate the implementation of intentions and
goals. These strategies may be especially important when
alternatives to studying become available. When individ-
uals experience internal or external distraction from
enacting intentions, such self-regulatory strategies as
selective attention and the control of encoding, motiva-
tion, emotion, the environment, and information
processing are assumed to help them remain task focused.
An example of the relevance of control strategies for delay
of gratification is the selective attention that children
employ to avoid visual contact with attractive alternatives
to the delayed reward [6]. Similarly, the studying student
could avoid thinking about the positive consequences of
attending the party and, using motivational control, focus
on the negative consequences of not studying for the
impending exam. Students who delay are also more likely
to have available and use self-regulated learning strategies.

Motivational analyses of academic delay of gratifica-
tion include such factors as the relevance, value, and
expectancy for immediate reward versus delayed reward
options. Bembenutty [3] found that willingness to delay
gratification depends on an individual’s expectancies,
beliefs, goals, and values. Expectancy and value influence
the decisions that learners will make regarding stay home
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studying for a test or going out to have fun with their
friend even when the homework may not be completed.
The expectancy and value placed on the delay task as well
as on the nondelay alternative will determine the feasibil-
ity of attaining a delayed reward. Students’ preference for
academic delay of gratification is a function of their
expected value of alternative courses of action. Whether
the student delays gratification (in order to study) would
depend on the likelihood of successful exam performance
given that she studies, compared to that of attending the
party, and the degree of interest, utility, importance and
cost of these alternatives [2].

Relevance to Childhood Development

Children’s preference for academic delay of gratification is
an essential component of their development and maturity.
To be responsible members of the society, children need to
acquire the skills and willingness to postpone immediate
available reward that are temporarily available but which are
less desirable. Learning to prioritize between what is more
valuable and conducive to reach long-term goals is
a desirable social element that parents and teachers could
instill on children. Children needs to learn the necessary
self-regulatory skills to learn academic materials, but they
also need to develop the ability to engage in goal setting,
selecting strategies, monitor goal attainment, engage in
effort regulation, time management, and self-evaluation in
order to reach their academic potentials. Longitudinal
studies have shown that children’s ability to delay gratifica-
tion positively predict adult’s self-regulatory competencies.
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Synonyms
Learning readiness; School readiness

Definition
Academic readiness is an estimate, based on qualitative
and/or quantitative information, about whether

a preschool child is ready to handle the various demands
of the structured educational environment.

Description

There is no universal definition for academic readiness.
Many kindergarten teachers, parents, and early childcare
providers believe that academic readiness involves being
“healthy, well-fed, and well rested; being able to express
their needs, wants, and thoughts; and being enthusiastic
and curious about new activities” [10, p. 23]. According to
Buntaine and Costenbader [4], developmental age, which
is the rate through which a child progresses through
developmental stages, is the most commonly used method
of assessing academic readiness. Still others believe a
more effective way of predicting later academic suc-
cess is through using psychometrically sound empirical
tests which measure specific cognitive, pre-academic, and
emotional regulation skills [1]. The Phelps Kindergarten
Readiness Scale (PKRS, [9]), for example, measures
domain-specific areas which are predictive of later aca-
demic achievement [1]. Specifically, the PKRS measures
Verbal Processing, Perceptual Reasoning, and Auditory
Processing. The Brigance Inventory of Early Develop-
ment-II (IED-II) is a measure of school readiness which
measures skills in motor, language, academic, daily living,
and social-emotional domains [3]. The motor section
consists of fine motor and gross motor functioning, the
language section consists of receptive and expressive lan-
guage areas, the academic section has a general/cognitive
section as well as a prereading/reading section, and the
daily living section consists of a self-help and
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a prevocational section. All these skills are considered
important in terms of success in academic learning
environments.

Some believe academic readiness is an ecological con-
struct dependent on a complex combination of a child’s
skills, their kindergarten teacher, the relationship between
the child’s family and the school, and the school system
[1]. Johnson-Fedoruk [6] believes that even among school
readiness assessment tools which are empirically vali-
dated, these tools do not consider the various complex
“Interactions and peculiarities” which occur inside
the actual classroom, and therefore even these empiri-
cally driven tests may lack validity (p. 2). According to
Johnson-Fedoruk, the child’s behaviors inside the class-
room, and their relationship with their teacher, are the
“most obvious attributes” which make a child most prone
to academic failure (p. 2). Therefore, although empirically
driven tests measure specific skills within domains which
are known to be predictive of later academic success, these
tests may not have actual predictive validity when it comes
to the real classroom. Rather, Johnson-Fedoruk believes
school readiness tests should consider variables such as
“student behavior, familiar structure, ESL status, age, and
personality,” which are more predictive of academic suc-
cess (p. 4).

McClelland and colleagues [8] believe that behavioral
functioning is an important factor to consider in school
readiness. Children are expected to master specific behav-
iors before they enter kindergarten, as commonly outlined
by early learning standards [7]. For example, when going
from preschool to kindergarten, children must be able pay
attention, follow instructions, and refrain from engaging
in inappropriate behaviors [8, p. 947]. When children
control their impulsive behaviors and pay attention, they
are better able to perform classroom appropriate behav-
iors, such as following instructions and completing tasks.
According to McClelland and colleagues [8], children in
prekindergarten who display higher levels of behavioral
regulation also display higher levels of “emergent literacy,
vocabulary, and math” (p. 955). Moreover, attention, work-
ing memory, inhibitory control, and social-emotional com-
petence were predictive of literacy and math skills from
Kindergarten to Grade 6 and predictive of growth in liter-
acy and math skills from Kindergarten to Grade 2. On the
other hand, kindergarten children who are rated by their
teachers as being disruptive and aggressive are also more
likely to be considered at risk for academic failure [7]. Not
only are these disruptive children more likely to under-
achieve academically and score lower on standardized
cognitive achievement tests, but they are also more likely
to be rejected by their peers [8]. Evidently, students who

lack these learning-related skills are at risk for performing
poorly in all areas of school performance.

Competence in the use of language is an indicator of
academic readiness as well [5]. The Bayley Scales of Infant
and Toddler Development: Third Edition [2] as well as the
Brigance IED-II [3] both measure expressive and receptive
language. Children’s success in school depends on their
child’s ability to verbally communicate with their teachers
and peers. Receptive language, which is the ability to
comprehend verbal information, is related to the ability
to understand directions from teachers. Even the ability to
tell stories, which is a form of expressive language, can be
used as a measure of school readiness [5]. Narratives
reflect how the child conceptualizes their current situa-
tion, which is indicative of their level of cognitive and
language development. Children who are unable to tell
stories in a clear and coherent manner are at risk for
development difficulties. These deficiencies in language
and intellectual functioning may be exposed in the class-
room as difficulties in following and participating in rou-
tines, poor early academic performance, and poor social
interactions with peers and/or teachers. Furthermore,
children who engage in numerous literacy activities in
preschool produce higher quality narratives than children
who did not engage in such activities [5]. Kindergarten
curricula have become increasingly academic, with stron-
ger emphases on literacy skills. Due to this trend, more
preschool children are being labeled as academically
“unready” to enter the educational world, and are being
placed in prekindergarten transitional programs. As
a result of this dilemma, some experts argue that kinder-
garten should be less focused on global academic goals
instruction, and instead provide individualized develop-
mental programs within the regular classrooms [4].

Social-emotional skills, such as “self-control, self-
concept, social competence, initiative and curiosity, and
persistence and reflection” are also important for aca-
demic readiness and later academic success [7, p. 38].
According to Logue [7] preschool children should dem-
onstrate the ability to contribute to the overall effort of
the group, demonstrate respect and fairness to others,
and display effective interpersonal communication skills
(p- 40). Many states now have preschool curriculums
which teach these social and emotional skills in addition
to the academic skills which are taught. For example, the
Maine Early Childhood Learning Guidelines are based on
the assumption that children will do better academically
when they have the “social skills and behavior that enable
them to develop meaningful relationships with adults and
peers” [7, p. 38]. Without having these appropriate social
skills, children miss out on the academic skills being




Academic Readiness

taught, especially if these children are being removed from
the classroom for behavior problems.

Preschool children who come from impoverished
home and neighborhood environments are often labeled
“unready” for preschool and/or kindergarten. Often these
children present with health, behavior, and social prob-
lems, which subsequently lead to academic difficulties.
In terms of behavior regulation, children who come
from chaotic and disorganized home environments have
difficulty matching their behavior and temperament to
the highly structured environment of the classroom [5].
Children with low socioeconomic status (SES) back-
grounds are also less likely to receive adequate verbal
stimulation and/or proper materials to play with than
their more affluent peers. Children who do not receive
adequate verbal stimulation in the home tend to have
difficulties functioning at age appropriate levels in “recep-
tive and expressive language, reading ability, and math
achievement,” which are all important skills later on in
school [5, p. 281]. Children who face these multiple risk
factors also show lower levels of executive functioning
skills, as indicated by lower scores on standardized cogni-
tive achievement tests which purport to measure aspects
of executive functioning, such as working memory [8].
These low scores on intelligence tests can be attributed
back to the fact that children with low SES are less likely to
have quality verbal interactions with their primary care-
givers and/or less likely to have intellectually stimulating
toys to play with, as mentioned earlier. For example, lack
of verbal stimulation from their parent(s) may affect the
child’s performance on tests measuring Verbal Processing
and lack of exposure to proper play materials, such as
puzzles, may affect performance on tests measuring Per-
ceptual Reasoning.

Parents have the choice of sending their child to
daycare and/or preschool. Day cares tend to focus more
on social and behavioral development, as they provide
activities such as art, singing, cooking, and gardening;
preschools tend to focus more on pre-academic skills.
The multiple risk factors which low income children expe-
rience are compounded when they receive poor quality
daycare. In fact, research has proven that poor quality day
care leads to lower intellectual levels and higher behavioral
problems, at early and middle childhood, among children
from lower socioeconomic groups [5]. According to
Logue [7], poor quality preschool programs not only
neglect to teach appropriate preacademic, social/emo-
tional, and behavior skills, but actually reinforce negative
social behaviors which lead to poor social adjustment and
poor academic performance. Conversely, higher quality

day care has been shown to lead to higher levels of intel-
lectual functioning and social-emotional development,
and lower levels of behavior problems amongst its stu-
dents [5]. This is especially true for at-risk children who
come from impoverished home environments and attend
high quality day care facilities [7]. In fact, high quality
daycare has been shown to be a protective factor which
contributes to the resilience of at-risk children. Unfortu-
nately, disadvantaged children are far less likely to receive
quality child care than children from higher SES groups as
their parents cannot afford to send them to such pro-
grams. In light of the fact that high quality day cares
produce positive results and poor quality day care pro-
duces negative results amongst at-risk preschoolers, many
states are adopting standards for early education [7].
Early child care programs should attempt to increase
the overall competence of the child, and increase the
amount of support in their lives. For example, the
Maine Early Childhood Learning Guidelines requires
preschools to address skills related to social development,
the learning of literacy, math, science, social studies,
health, physical education, and creative arts. The quality
of preschool child care is dependent upon the train-
ing the child’s educator receives and the quality of social
interactions the child and educator have with each other
[5]. In fact, early childhood teachers should be trained
to foster social and emotional development in their
students [7].

According to Buntaine and Costenbader [4], nearly
half of all children entering kindergarten are at risk of
future academic failure because they are not developmen-
tally mature enough for structured classroom instruction.
Members of the Gesell Institute believe that learning dis-
abilities, emotional disturbance, and underachievement
are due to developmentally immature children being
expected to perform at levels outside of their abilities
(p. 41). Children in kindergarten or preschool who are
believed to be unready for the next level of instruction
either stay home an additional year before entering kin-
dergarten, attend a prekindergarten program, spend
2 years in kindergarten, or attend a prefirst grade class
after kindergarten. Those who advocate for holding
children back a year argue that doing so is a preventive
technique aimed at avoiding academic failure before it
can occur. They believe that spending an additional year
in a learning environment which is less demanding
allows a child to become ready for the next level of
education. This hypothesis, however, has not been
supported by research. In fact, the majority of “prefirst”
programs have not been shown to produce significant
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advantages in the later academic performance. Studies
have found that children who attended “prefirst” pro-
grams did not outperform their non-retained counter-
parts in Grade 1 in areas such as math achievement, social
maturity, self-concept, and attention. Additionally, it has
been shown that students who waited an extra year
between kindergarten and first grade did not perform
better academically in Grade 3 compared to their peers
who were not held back a year. Students who have been
held back a grade also have higher rates of social/emo-
tional problems and significantly higher drop rates com-
pared to their non-retained peers [4]. Plevyak and Morris
[10] stress that students who are older than the majority of
their peers are more likely to engage in high risk sexual
behaviors and use alcohol and cigarettes (p. 24). There-
fore, the practice of holding preschool children back a year
before entering kindergarten is questionable.

Relevance to Childhood Development
Academic readiness depends on a multitude of child char-
acteristics including pre-academic skills, language compe-
tency, behavior regulation, social-emotional development,
and the level of development enrichment in earlier home
and other care environments. A child’s level of functioning
in any of these areas will contribute significantly to their
later achievement in the actual classroom. Unfortunately,
children who come from impoverished environments are
at-risk for being underdeveloped in one or more of these
areas. Research indicates children who seem to be devel-
opmentally unready for the next level of education should
not be held back a year, but rather, they should have
individualized plans which cater to their strengths and
needs.
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Synonyms
ACT (pronounced as one word rather than as individual
letters (e.g., “ACT” not “A-C-T7))

Definition

Acceptance and commitment therapy is a third-wave
behavioral psychotherapy based on relational frame the-
ory (RFT), a comprehensive behavioral account of lan-
guage and cognition, whose primary treatment goal is to
increase psychological flexibility.

Description

A comprehensive account of language and cognition from
a behavior analytic perspective has emerged: RFT [6].
Several dozen studies have tested the tenants of the theory
(see [6] for a comprehensive review), which in brief claims
that human beings learn at an early age to derive bidirec-
tional relations among events in certain contexts and
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to alter the functions of events due to these relations.
For example, a young child may learn that “cat” is the
same as “C-A-T” and a small furry animal. With these two
trained relations, (a) all bidirectional relations among
these three events will probably be derived without explicit
training (e.g., “C-A-T”=a small furry animal), and (b) the
functions of each related event will alter those of the
others. For example, if that child is now scratched by this
small furry animal, fear may be shown when the child
hears “oh, there’s a cat,” even though the oral name and
aversive events have never occurred together.

RFT leads to important implications for the under-
standing of language and cognition and thus for psycho-
therapy. It helps explain why core beliefs or “schemas”
tend to be resistant to change, for example, or why sup-
pression and avoidance of thoughts, feelings, memories,
bodily states and other private events are both likely to be
counterproductive. It also suggests a number of alterna-
tives to currently popular psychotherapy methods: instead
of trying to alter negative thoughts, for example, and thus
elaborating an already troublesome cognitive network,
one might alter the contexts in which these thoughts
have behavior regulatory functions. Empirical RFT litera-
ture suggests that direct attempts to challenge cognitions
may be ineffective or counterproductive [6].

Overview

The Acceptance and Commitment Therapist’s main goal is
to alter the social/verbal context in which negative private
experiences relate to destructive forms of overt behavior
[9]. Altering the context is effective because the disruption
of the context shows the client that such relationships
between stimuli are just talk rather than prescribed reali-
ties. In addition, adding more constructive relations to
problematic relational networks is more effective than
trying to eliminate existing relations.

The goal of altering the context is accomplished in
three ways: (a) by reducing experiential avoidance; (b)
by reducing excessive literality; and (c) by helping people
make and keep commitments to behavior change.

Experiential avoidance is the tendency to attempt to
alter the form, frequency, or situational sensitivity of pri-
vate events (e.g., painful thoughts) even when doing so
interferes with valued actions. A vast literature (see [10])
shows that experiential avoidance is among the more
pathological psychological processes known to psychol-
ogy. Yet this process seems virtually ubiquitous [9]. In
ACT, the agenda of attempting to control or eliminate
negative private events are not viewed as the solution to

psychological suffering, but rather they are viewed as
a core feature of psychological suffering. They are the
problem because attempts to control private events are
often unsuccessful, counterproductive, and invalidating
[9]. They are also unnecessary. Instead of altering the
form of private events (e.g., changing an irrational
thought to a more rational alternative), ACT therapists
seek to alter the social/verbal context. This is preferred
because attempting to control private events is often inef-
fective and because altering the context is effective in
allowing clients to embrace their fear.

Thoughts and feelings emerge from a person’s unique
history. When a deliberate attempt is made to control
these events as a means of behavior regulation, one’s
history immediately becomes “the enemy.” Histories do
not change, however, except by the addition of new fea-
tures. For example, a history of sexual abuse may lead to
feelings of vulnerability and a fear of intimacy. A person
desiring close, committed relationships may attempt to
reduce these feelings so that relationships are possible, but
some degree of vulnerability and fear is a natural result of
such a history. Unable to make time go backwards, the
person may dissociate, drink, or use drugs to “get
through” the fear, but this only makes the fear more
important, and more linked to overt behavior, while it
also reduces closeness — the very goal of relating with
others. Furthermore, if fear is something one must not
have then fear is something to be afraid of and to focus
on — as a result the fear only increases. This provides
a concrete example of the reasons why emotional avoid-
ance is likely to be unsuccessful, counterproductive, and
invalidating.

In ACT, clients are taught instead to embrace their fear,
to defuse from their thoughts, and to focus instead on
valued actions that will create a meaningful human life.

Scores of techniques are used, but a few examples can
be given. Clients may be asked to say fearsome words (e.g.,
“I'm bad”) out loud rapidly until all verbal meaning is
momentarily lost and only the sounds remain. Clients may
be asked to watch their own thoughts float by like leaves
on a stream, leaving a psychological distance between the
person who is aware of these thoughts and the literal
thoughts themselves. Clients may be asked to deliberately
produce painful emotions in a context of dispassionate
observation of their experiential features: where they begin
and end in one’s body, what words are triggered by them,
what memories pop up in association with them, what
behavioral urges emerge when they are contacted, and so
on. Clients may be asked to label their own ongoing
behavioral streams with such phrases as “now I am having
the feeling of anger” rather than “I am angry” or “now
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I am having the thought that I am bad” rather than “I'm
bad” The client may be asked to say negative thoughts
very, very slowly, or to sing them, or to say them in a funny
voice (see [8] and [9] for more therapeutic techniques).

The purpose of such methods is to reduce the literal
importance of thought, but without a direct, literal chal-
lenge to thought, and to replace emotional avoidance with
acceptance and open exploration. In so doing, the auto-
matic effects of one’s history are an interesting focus of
observation, not a focus of deliberate change needed in
order to produce new behavior. Metaphorically, private
events are the exhaust of life, not the engine or steering
wheel.

Once this shift has occurred, the focus of ACT shifts to
values and overt action. Once one need not accomplish the
difficult job of first altering one’s insides before beginning
to live a valued life, clinical attention can turn to living
a valued life itself. Values clarification exercises help focus
the client on the life he or she would choose to live if they
had a choice. Specific behavioral commitments and exer-
cises then create new behaviors that move in that valued
direction, all the while watching for thoughts and feelings
that heretofore would have been barriers to movement
and now are instead to be accepted and experienced.

ACT is not unique in promoting acceptance. Several
traditional methods (e.g., Gestalt therapy) have done so.
What is unique is that (a) a scientifically viable theory of
language and cognition is now driving and coordinating
acceptance based interventions into a new and more
coherent whole, and (b) these methods are entering into
empirical clinical work, based on clinical manuals and
careful experimental research.

The impact of these methods can be significant as
controlled empirical work shows that ACT can have
a significant impact on many forms of psychopathology
(see [7] for a recent review).

The Hexaflex

The ACT therapist directly targets empirically supported
processes of change that are grouped into two general
categories: mindfulness and acceptance processes and
commitment and behavior-change processes. Together,
these two groups of processes foster psychological
flexibility.

The mindfulness and acceptance processes consist of
contact with the present moment, acceptance, defusion,
and self-as-context. Contact with the present moment is
defined as consciously experiencing internal and external
events as they are occurring. Acceptance refers to
a behavior, rather than an attitude, of actively embracing
feared private events. Acceptance does not mean “white

knuckling” or resignation, but rather truly opening up to
experiencing what one experiences when one experiences
it. Defusion involves experiencing one’s thoughts simply
as thoughts rather than their referents. Finally, self-as-
context is perhaps best understood in contrast to two
other common senses of self: the conceptualized self and
the self as process of ongoing self-awareness. The concep-
tualized self is the sense of self one experiences when one
experiences oneself as a collection of verbal categoriza-
tions (e.g., 'm shy, tall, Caucasian, nice, smart, etc.)
whereas the self as process of ongoing self-awareness is
conscious awareness of present experiences with mere
description and explicitly without judgment (e.g., I'm
having the thought that ’'m nice). Self-as-context involves
ongoing self-awareness with the added awareness of the
locus from which one observes one’s private experiences
(i.e., I/here/now).

The behavior-change processes also consist of contact
with the present moment and self-as-context, but include
the additional processes of values and committed action.
Values are life domains we choose to pursue on a moment
by moment basis. They are more like directions in that one
can never achieve a value in the way that one can achieve
a goal. For example, one may value being a loving spouse,
and no matter where one is with respect to this value one
can always be more loving. Values are also not feelings.
Committed action involves acting toward concrete goals,
which are generated based on idiosyncratic valued direc-
tions, while simultaneously attending to the other pro-
cesses of change. Committed action is aimed at achieving
larger and larger patterns of effective behavior.

ACT with Children

Empirical work on ACT with children is still in it’s infancy,
and although several are underway no randomized trials
of ACT have yet appeared with children or adolescents.
A book-length description of acceptance-based methods
for child and adolescent psychopathology recently
appeared [4] which summarizes some of this early work.

One empirical reason to believe that the extension of
this work to children is warranted is that measures of ACT
processes in child and adolescent populations operate very
similarly to those in the adult population. For example,
age appropriate measures of psychological inflexibility
have found positive correlations with measures of child
internalizing symptoms and externalizing behavior prob-
lems, and a negative correlation with quality of life [5].

A second reason is that early trials have been quite
supportive. For example, in an open trial with a group of
14 adolescents with idiopathic chronic pain Wicksell,
Melin, and Olsson [13] found improvements follow ACT
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in functional ability, school attendance, catastrophizing,
pain intensity, and pain interference. These gains were
retained at a 3- and 6-month follow-up. Additionally,
a small randomized controlled trial [12] compared
a brief ACT intervention to multidisciplinary treatment
plus amitriptyline for chronic pediatric pain. The ACT
group showed substantial and enduring improvement
and when follow-up assessments were included the ACT
group performed significantly better on perceived func-
tional ability in relation to pain, pain intensity and pain
related discomfort.

Parental experiential avoidance has also been exam-
ined. The impact of parental experiential avoidance on
children’s emotional development and behavior has been
demonstrated [3] as has it’s impact on parenting
effectiveness [1]. Parental and child outcomes have been
improved as changes in parental mindfulness processes
occur [2, 11].
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Synonyms
Classroom modifications

Definition

Classroom accommodations are adjustments made in the
classroom that allow students with special needs to par-
ticipate in regular education. These accommodations
remove the barriers that would otherwise impede
a child’s ability to participate due to the nature of the
disability. Accommodations and modifications are often
used interchangeably. However, they have slightly different
connotations. Modifications alter the nature of the
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classroom including standards and expectations. Accom-
modations remove barriers without altering what is
expected and being measured.

Description

For students who have disabilities and meet criteria for an
individualized education plan (IEP) under The Individ-
uals with Disabilities Improvement Act of 2004 (IDEIA)
typically have accommodations written in the IEP. These
are individualized accommodations that have been iden-
tified as being essential in educating the particular student.
For students who do not meet the requirements for clas-
sification but still have a disability are covered by Federal
law under Section 504 of the Rehabilitation Act of 1973
and can have classroom accommodations written into
their 504 plan. Classroom accommodations are individu-
alized based upon the specific disability and needs of the
student [3].

There are accommodations used for making the classroom
and school environment accessible for those with physical
disabilities. Computers, technology, ramps, and elevators
are some accommodations used to allow these students
equal access to education. For example, voice recognition
software may be used for a student with limited use of his
hands.

Accommodations for students with visual or hearing
impairments can include Braille, sign language interpreter,
computer software, or large print [2].

Accommodations for students with learning disabil-
ities often include testing accommodations such as extra
time, the use of a computer, the use of a word processor,
the use of a calculator, being allowed to record answers,
and having directions and questions read [1].

Accommodations for students with health impair-
ments may include being allowed to eat and drink during
class and frequent rest breaks.

Other accommodations that can be used for students
with various disabilities include being allowed extended
time to complete assignments, breaking down assign-
ments into manageable parts, and giving a student
a second set of textbooks to keep at home [4].
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Synonyms
Adaptation; Adjustment; Change; Modification

Definition

A term coined by Jean Piaget; a cognitive process that
involves developing or changing a schema (i.e., mental
representation) to fit information encountered in the
environment [1].

Description

Jean Piaget’s theory of cognitive development includes the
concept of accommodation. This cognitive process
involves the development and alteration of mental repre-
sentations, schemas, as individuals encounter new situa-
tions. It is the process by which we learn and develop our
cognitive abilities. Accommodation, unlike the process of
assimilation, requires a great deal of mental energy, thus
individuals typically prefer to assimilate (i.e., a cogni-
tive process that involves encountering something in the
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environment that fits into an existing mental representa-
tion, or schema) more than they accommodate [1].

Relevance to Childhood Development
Children prefer routine in their environment so that they
are able to assimilate information that they encounter.
When put into a new situation, some children take longer
to accommodate to the new environment. For example,
when taking young children to a restaurant for the first
time, they may have to accommodate their behavior (e.g.,
lowered voice, staying in their seat, etc.) to fit the expec-
tations of the environment. They are accommodating the
information, and as caregivers will attest, some children
do it more quickly than others.

Another example of accommodation involves family
separation. Some children face separation from family
members (due to divorce, military service, relocation, etc.)
and are forced to accommodate this information into their
schema for daily life. The accommodation process may take
children awhile as they seek to understand the change in
their environment. Experts typically recommend that care-
givers keep children’s routine as normal as possible as they
deal with this type of separation. Piaget would explain that
by keeping their routine normal, you are providing more
opportunities for assimilation, so that they are able to use
some of their mental energy to accommodate the separation.
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Synonyms
Adaptation; Assimilation; Cultural transmission

Definition

The term acculturation, used in social science research,
was first proposed and defined as a “phenomena which
results when groups of individuals having different cul-
tures come into continuous first-hand contact, with sub-
sequent changes in the original culture patterns of either
or both groups” by anthropologists Redfield et al. [9].

Description

Acculturation refers to the process whereby the attitudes
and behaviors of people from one culture changes when
they interact with the people of another culture, typically
the dominant or host culture. It is generally accepted that
there will be mingling of both cultures as each culture
interact and changes one another to a certain degree.
Assimilation on the other hand refers to the process
where the minority culture will be absorbed into the
dominant culture until people of the minority culture
adopts the dominant culture completely. Acculturation
focuses on the group level rather than at the individual
level.

Another term — psychological acculturation, which is
termed by Graves [3], refers to the effects of acculturation
at the individual level of study. Two dimensions exist at the
individual level — behaviors and values. Behavioral dimen-
sions of acculturation involves the choice of language use
and participation in cultural activities while values dimen-
sions involves the relational style, person-nature relation-
ships, beliefs about human nature, and time orientation. It
is common to observe faster behavioral changes to fit in
with the dominant culture within one generation while
values changes are slower and occurs across different gen-
erational level.

Two model of acculturation exists to explain how
groups acculturate. The linear or unidimensional model
suggests that acculturation occurs on a continuum where
the group either holds strongly to the original culture or
adopts the dominant (host) culture. The bidimensional
model on the other hand suggests that groups can vary on
the continuum of how strongly they hold on to the orig-
inal culture and simultaneously vary on the continuum of
how strongly they adopt the dominant (host) culture.
Berry [1] suggests that there are four possible outcomes
of the bidimensional acculturation model — assimilation
(involves the adoption of the
completely), integration (involves the synthesis of both

dominant culture

cultures), rejection (involves the rejection of the dominant
culture), and marginalization (involves the rejection of
both original and new culture). While this fourfold
model of possible outcomes of acculturation are appeal-
ing, other researchers have call this into question (see
Rudmin [10] for further reading).

Psychological acculturation is an important construct
for physical and mental health professionals because it
allows researchers and providers alike to understand the
extent to which the minority individual may be receptive
to the treatment goals and plan that may be developed for
the dominant culture (White, middle class Americans for
the most part). To this end, researchers, to understand
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better the acculturation process of the ethnic minority
individuals, have developed many psychological accultur-
ation measures. Most of these measures were developed
with specific ethnic groups in mind, which limit the gen-
eralizability of any one instrument across different cultural
groups.

Relevance to Childhood Development
The large number of first generation Asian American and
Hispanic/Latino/Latina population that are in the United
States currently suggests that they may experience psycho-
logical acculturation that may influence their mental and
physical well-being. First generation ethnic minorities that
were born in America or at an early age, came to America
would have an easier time acculturating to the dominant
(host) culture easier and faster compared to those who
immigrate here in their adolescence or at a later age.

At the same time, the parents of the child who immi-
grate to the United States may have a harder time
adjusting to the local culture, custom and norms after
they had strongly socialized to the original culture, cus-
toms and norms of their place of origin. This may results
in conflict between the parents and the child whereby the
parents may want the child to hold on to their ethnic/
racial, country of origin values, and custom while the child
may choose to follow the dominant culture values and
customs. The pressure of fitting in with their peers, espe-
cially for ethnic minority adolescents, to escape ridicule
from peers and be more American is a strong motivator to
acculturate quickly. Depending on the resolution of the
conflict between the parent and child, professional helpers
may need to be recruited to help mediate and educate the
family about this struggle to fit in with the dominant
culture.

A positive resolution of this conflict between holding
on to the values and customs of the country of origin or
ethnic background and adapting to the dominant culture
values and customs will result in an individual who is
biculturally competent in negotiating the intricacies of
both cultures. Children who are have the opportunity to
learn about their own cultural history and values by their
parents and community while at home and to be allowed
to learn the dominant culture at school will have a better
chance to be a biculturally competent individual than
their peers who are forced or choose to adopt one culture
over the other.
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Synonyms
Chemical compound; Neurotransmitters
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Achievement Motivation

Definition

A neurotransmitter, C;H,;,NOs, that is released at the
neuromuscular junctions. It has been associated with
learning and memory.

Description

Acetylcholine (ACh) is one of the first identified neuro-
transmitter in the nervous system. Similar to electrical
signals, neurotransmitters are the means by which neu-
rons communicate with each other in biological processes,
including sleeping, cognition, emotion, memory, hunger,
and movement. Neurotransmitter communication is
mediated by several mechanisms that either accelerate or
decelerate release of neurotransmitter. It has been
documented that coexistence of more than one neuro-
transmitter in a neuron makes it possible to exert multiple
effects simultaneously [4].

Acetylcholine is the most studied neurotransmitter
because it is released at the readily observable neuromus-
cular junctions. Typically, ACh is synthesized and stored in
synaptic vesicles that are catalyzed by choline
acetyltransferase. Once ACh is released, it is binds to
receptors, then is degraded and re-synthesized. Acetylcho-
line is associated various systems in the body, such as with
neurons that excite skeletal muscles, neurons in the auto-
nomic nervous system, and the central nervous system [4].

In addition to stimulating muscle-skeletal move-
ment, researchers have documented that Acetylcholine
is linked to brain regions that carry out memory and
learning. Injections of cholinergic agent enhance the
performance of learning and memory in animal and
human experiments. For example, it has been observed
that the presence of ACh in the hippocampus increases
when rats engage in hippocampus-dependent tasks [8].
Furthermore, the release of ACh has a positive correlation
with improved task performances [2]. Studies have pro-
vided additional evidence that the release of ACh in the
amygdale may enhance memory formation. Studies also
suggested that decreased ACh might affect learning. For
example, intra-amygdala injections of histamine Hj recep-
tor antagonists not only reduce ACh release but also
impede learning [7].

Finally, studies in Dementia of the Alzheimer type
offer further verification that Acetylcholine is related to
memory. It is observed that there is a massive depletion of
ACh and loss of cholinergic projections in the brain [9]. It
is hypothesized that ACh boosts the magnitude of visual
search and reduce interference [6]. At the neuronal level,
ACh has differential effects on the firing of cortical and
thalamic neurons [5], as well as inhibition of distracted
variables [1].
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Synonyms
Need for achievement

Definition

Achievement motivation is the need for excellence and
significant accomplishment, despite what rewards may
be offered after the achievement has been met.

Description
Atkinson and his colleagues formed the concept that
achievement motivation stems from two separate needs.
One is the motivation to achieve and is related to one’s
desire to accomplish successful goals and the other is the
motive to avoid failure.

Some people may be hesitant to take on the responsibil-
ities of having to accomplish goals or employ in activities
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because they are afraid to fail. The motive to avoid failure
includes worries about the consequences of failing, self-crit-
icism, and diversion of attention, accelerated heart rate or
nervousness, which can all lead to poor performance.

In contrasts, those who feel the need to achieve successful
goals are more motivated to persist at goals they know they
can accomplish. By doing this, individuals are more likely to
avoid running into failure. Most people develop both forms
of motivation for achievement. However, achievement
behavior is dependent on which need is more dominant.

Individuals high in motive for success are character-
ized by a tendency to tackle challenging tasks because they
have a relatively low motive to avoid failure.

Relevance to Childhood Development
Children can develop high achievement motivation when
parents encourage independence in childhood, praise success,
and associate achievement with the child’s ability and effort.
Recent literature shows that specific tasks, environ-
ments, and contexts, influence the development of
achievement motivation. In addition, children’s need to
outperform other students or to avoid negative feedback
also influences achievement motivation. As students move
up from middle to high school they are expected to
accomplish more difficult work while keeping up with
their peers. With these expectations, children need to be
able to develop the appropriate form of motivation in
order to achieve normative success with their peers.
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Definition
Achievement testing refers to the practice of using achieve-
ment tests to efficiently measure the amount of knowledge

and/or level of academic skills an individual has acquired
or mastered through the planned instruction that typically
occurs in educational settings [1]. The practice of admin-
istering achievement tests may take place in the fields of
school psychology, clinical psychology, and special education
to assist in assessing academic proficiency or diagnosing
learning disabilities, as well as in the field of clinical neu-
ropsychology to assist in detecting individual strengths and
deficits in patients with neuropsychological disorders
affecting reading, computation, or writing skills [4].

Description

Achievement testing is a procedure of utilizing standard-
ized achievement test batteries to assess the academic skills
and abilities acquired from the process of direct educa-
tional instruction or intervention. Standardized achieve-
ment tests are characterized by being available from large
publishers that have sufficient resources to employ profes-
sionals and test developers, by including a fixed set of test
items designed to measure a clearly defined subject area
across a wide span of age and/or grade levels, and by follow-
ing specific directions for administering and scoring the tests
[2]. The procedure of administering and scoring the tests in
a consistent manner to nationally representative groups
produces a statistical profile composed of data (test scores)
that form norms, which enable comparisons between an
individual’s test score and a large group of individuals at
the same age or grade level who have also taken the test 2, 3].

A useful standardized achievement test battery must
actually measure what it claims to measure (validity) and
give consistent results over time (reliability) Achievement
tests may be designed to comprehensively assess skills in
reading (e.g., decoding, fluency, and comprehension),
mathematics (e.g., reasoning and computation), writing
(e.g., fluency, spelling, and prose writing), and language
(e.g., receptive and expressive) within one battery, such
as two widely used comprehensive norm-referenced
achievement test batteries, the Woodcock-Johnson III
Tests of Achievement (W] III ACH) and Wechsler Individ-
ual Achievement Test — Second Edition (WIAT-II) (3, 4].
Achievement tests also may be developed to assess knowl-
edge/skills only in a specific subject area, such as the Gray
Oral Reading Tests — Fourth Edition (GORT-4), or to be
used as a limited screening battery, such as the Wide Range
Achievement Test-3 (WRAT-3) [4].

Norm-referenced, standardized achievement tests can
be designed for individual or group administration. Indi-
vidually administered standardized achievement tests are
used primarily for evaluating individual students who
demonstrate learning difficulty in school, as well as stu-
dents suspected of needing additional support or special
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education services [2]. The tests can be administered by
a trained school psychologist, clinical psychologist, neuro-
psychologist, resource teacher, or psychometrician to an
individual student in a quiet, confidential setting. Group
administered standardized achievement tests can be devel-
oped by large national test publishers or state-level testing
programs that are typically administered at least once a year
to a large group of students, an entire classroom, or across
grade level(s) to assess what students are able to do in
specific subject areas including reading, mathematics, writ-
ten expression, and scholastic subjects such as science and
history [2, 5]. Student performance that is less than
expected of a specific grade/age level is usually character-
ized as academic underachievement which may indicate
a need for additional instruction and/or intervention.
Individually administered tests tend to be more compre-
hensive, reliable, and valid than group-administered tests.
Nonetheless, individually administered tests require more
monetary costs to administer because of the limitation of
working with just one subject at a time by a trained school
psychologist or other professionals.

References

1. Dowd, L. R. (1993). Glossary of terminology for vocational assessment,
evaluation and work adjustment. Menomonie, WI: Materials Devel-
opment Center.

2. Frisby, C. L. (2001). Academic achievement. In L. A. Suzuki, J. G.
Ponterotto, & P. J. Meller (Eds.), Handbook of multicultural assess-
ment — clinical, psychological, and educational applications (2nd ed.,
pp. 541-568). San Francisco: Jossey-Bass.

3. Sattler, J. M. (2001). Assessment of children: Cognitive applications
(4th ed.). La Mesa, CA: Jerome M. Sattler.

4. Strauss, E., Sherman, E. M. S., & Spreen, O. (2006). A compendium of
neuropsychological tests. New York: Oxford University Press.

5. Venn, J. J. (2006). Assessing students with special needs (4th ed.).
Upper Saddle River, NJ: Prentice-Hall.

|
Acne

Joy JANSEN
Neurology, Learning, and Behavior Center, Salt Lake City,
UT, USA

Synonyms
Blackheads; Pimples;
Whiteheads; Zits

Pustules; Skin inflammation;

Definition

A skin disease caused by the over activity of the oil (seba-
ceous) glands resulting in a localized, irritation of the skin
at the base of the hair follicles.

Description

The built-up oil than acts as a host to bacteria; thus, creating
inflammation of the skin. Types of skin inflammation vary
depending on the depth of the blockage. Blockage close to
the surface of the skin is a pustule. A papule, commonly
known as a pimple, is also near the surface of the skin by
a little deeper than a pustule. Cyst is the deepest type
of blockage of oil secretion. Skin inflammation can also
occur when the oil breaks through the surface of the skin,
commonly known as a “whitehead” And, if the
“whitehead” becomes oxidized, oil changes from white to
black, the result is a “blackhead.” The exact cause of the
condition is unknown. However, the increase of hormonal
levels and heredity are two factors researchers associate to
the over activity of oil glands. The condition begins at the
age of puberty and decreases or disappears after the early
twenties; however, occurrence is not restricted to any spe-
cific age range. Areas of the body commonly effected are the
face, neck, back, shoulders, and scalp.
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Synonyms
Autism; Autism spectrum disorders; Autistic; Autistic
disorder; Enterocolitis; Regression; Regressive autism

Definition
The sudden presence of autism at 18 months of age
following typical development.

Description

Acquired autism is distinguished from autistic disorder,
a neurodevelopmental disorder present at birth and
detected through the observation of delays in language,
social, and vestibular development. Acquired autism is
observed when a child develops normally and then
“regresses” or appears to develop autism around 18 months
of age. Children receive the measles, mumps, rubella
(MMR) vaccine around this age and a small body of
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research suggests the disorder is related to the MMR vac-
cine. However, a larger set of data suggests no correlation
between autism and the MMR vaccine. Many factors, such
as bowel problems, are thought to contribute to acquired
autism, but the specific mechanisms remain unknown. The
prevalence of acquired autism has been found to be between
22 and 50% of autism cases.
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Synonyms

Acquired immune deficiency syndrome; AIDS; Immuno-
deficiency syndrome acquired; Immunologic deficiency
syndrome acquired

Definition
AIDS stands for acquired immunodeficiency syndrome.
AIDS is a viral disease that destroys the body’s ability to
fight infection.

Description

AIDS is the final stage of the human immunodeficiency
virus (HIV) infection. HIV finds and destroys white blood
cells (T cells or CD4 cells) that the immune system needs
to fight disease. HIV disease is transmitted through blood
or semen and occurs in three major ways: through sexual
activity if the body fluids become exposed to each other, in
intravenous drug use if contaminated needles are shared,
and from an infected mother to her baby. The diagnosis of
AIDS is made when an individual is infected by the HIV,
has a CD4-positive T-lymphocyte count under 200 cells/
microliter or less than 14% of total lymphocytes, and
increased susceptibility to opportunistic infections and
malignant neoplasms [1].

Opportunistic infections are common in individuals
with AIDS, targeting areas that include the brain, intesti-
nal tract, lungs, eyes, and other organs [2]. Additional
health complications include debilitating weight loss,
diarrhea, neurologic conditions, and chronic illnesses
such as diabetes, heart disease, and cancers like Kaposi’s
sarcoma and certain types of lymphomas [2].

In the absence of treatment, data from large epidemi-
ological studies in Western countries indicate that the
median time from infection with HIV to the development
of AIDS-related symptoms is approximately 10-12 years
[3]. However, there can be a wide variation in disease
progression. The most efficacious treatment for HIV/
AIDS is with antiretroviral drugs that fall into four
major classes: Reverse transcriptase (RT) inhibitors; pro-
tease inhibitors; entry and fusion inhibitors; and, integrase
inhibitors. Combinations of these drugs also are employed
and can significantly reduce the presence of the virus.
Specifically, using a combination of antiretroviral medica-
tions and protease inhibitors commonly referred to as
highly active anti-retroviral therapy (HAART) has been
found to be effective in prolonging the lives of children
and adolescents with HIV. Currently, drug treatment does
not cure HIV infection or AIDS. Retroviral drugs can
effectively suppress the virus, even to undetectable levels,
but the drugs cannot eliminate HIV from the body.

Medical advances in the prevention of mother-to-
child transmission are particularly encouraging given
that fewer than 300 children annually are born infected
with HIV in the United States [6]. However, there are still
more than 8,500 previously infected children and youth
less than 19 years old living with HIV or AIDS [6]. In
addition, over 50% of all new HIV infections occur in
individuals under the age of 25 [4].

Almost all HIV-infected young children in the United
States get the virus from their mothers before or during
birth when proper prenatal care is not obtained.
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Adolescents become behaviorally infected with HIV
through either sexual activity or drug use. Similar to
adults, the most effective treatment for HIV-positive
children and adolescents is antiretroviral therapy. Antire-
troviral treatment reduces illness and mortality among
children living with HIV in much the same way that it
does among adults. In the United States, all infants with
HIV are started on treatment, regardless of CD4 percent-
age, clinical status or viral load [5]. Adolescents that are
behaviorally infected are monitored and generally begin
antiretroviral treatment when they present with a history
of an AIDS-defining illness or with a CD4 T-cell count
<350 cells/mm [7].

Relevance to Childhood Development
Over the course of a child’s life, HIV infection results in
detrimental effects on the development of the central
nervous system (CNS), impairs psychosocial functioning,
and ultimately reduces life expectancy. The ramifications
of these risks to successful development may occur at any
age, and often vary with disease progression to AIDS.

Compromised development of the CNS in children
with HIV infection may result in cognitive, social, and/or
emotional delays that can become apparent at varying
points in the child’s life. These deficits vary from acute
or specific functioning problems to global difficulties
affecting multiple areas of neurocognitive functioning
[8]. Impaired functioning is often observed in areas that
include social emotional regulation, visual-spatial and
perceptual organization, expressive and receptive lan-
guage development, and attention. Deficits in functioning
can be caused by static encephalopathy or by deterioration
of the attained brain development by repeated severe
infections (e.g., toxoplasmosis, cytomegalovirus).

Additionally, rapid declines in neurocognitive func-
tioning and motor delays often indicate the disease pro-
gression to AIDS due to either the failure of the current
medical treatment or nonadherence. Disease progression
can lead to greater neurocognitive decline and symptoms
consistent with AIDS-related dementia (e.g., cognitive,
motor, and behavioral slowing, progressive memory
impairments, apathy, and deficits in frontal lobe
functions).

Similar to other life threatening chronic illnesses, chil-
dren living with AIDS may experience feelings of sadness,
hopelessness, and intense fears of death [9]. Additional
internalizing and externalizing symptoms experienced by
children with AIDS include depressive symptoms, adjust-
ment problems, feelings of isolation, fear of rejection,
and posttraumatic stress symptoms [11]. Psychological
and social challenges also may be the result of physical

differences from their peer groups such as wasting,
descended stomachs, small stature, or atopic dermatitis.
Children with AIDS experience repeated and painful med-
ical procedures, recurring hospitalizations and medical
visits, frequent school absences, and disruptions in daily
routines. However, for children with AIDS, these stressors
may be further complicated by feelings of shame about the
disease and social stigma.

Psychosocial problems can often hinder adherence to
medical care and overall disease progression [10]. Adher-
ence is a primary challenge for children with HIV and
nonadherence is a predictor of when children will progress
to the final stage of HIV infection. Nonadherence has
major consequences in this population including
increased viral load, development of resistance to the
primary medications, and death.

The neurological, psychological, and social issues
faced by youth with HIV disease are complex, requiring
careful and supportive assessment and intervention that
take into account all of the above influences. Having
counseling resources available or making referral to men-
tal health professionals is an important component of
providing comprehensive care to children and adolescents
with HIV or AIDS.
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Synonyms
Assisted suicide; Mercy-killing

Definition

Active euthanasia occurs when one takes active steps to
terminate a patient’s life, such as administering a lethal
dose of medication.

Description

The term euthanasia is derived from the Greek, literally
meaning good death; eu refers to good and thanatos refers
to death. Active euthanasia refers specifically to the case in
which a person’s life is ended through a deliberate act, such
as the administration of a lethal dosage of a medication.

Three types of active euthanasia have been identified. The
most common is voluntary active euthanasia in which the
person who has a terminal illness asks another person,
often a physician, to perform the deliberate, life-ending
act. Non-voluntary euthanasia occurs when a person other
than the patient acts on the behalf of the patient and asks
a third person to perform the deliberate, life-ending act.
Lastly, involuntary euthanasia refers to the circumstance
in which the patient’s death is hastened by a deliberate act
without the patient’s consent [1].

Active euthanasia that is carried out by a physician is
referred to as physician-assisted suicide (PAS). The U.S.
Supreme Court has held that there is no constitutional
right to PAS [6]. The Court was willing to let the States,
not the federal government, regulate PAS. Oregon is cur-
rently the only state in the U.S. to have legalized physician
assisted suicide. Oregon’s Death with Dignity Act is
a comprehensive piece of legislation outlining the steps
patients and physicians must follow to end the life of
a terminally-ill patient. Between 1998 and 2007, 341 Ore-
gon patients have legally ended their lives with prescribed
medication [5].

PAS does occur in other countries. For example, in the
Netherlands, terminally ill persons have requested and
received PAS. In the Netherlands, PAS is permitted when
the physician faces an unresolvable conflict between the
law, which makes euthanasia illegal, while also facing the
responsibility to help a patient whose terminal illness and
suffering makes euthanasia necessary [4].

Relevance to Childhood Development
Although the issues surrounding death and death plan-
ning may be thought of as affecting older adults more
often than younger adults, death and decisions regarding
death planning have relevance to all stages of human
development. Children may be born with life-threatening
conditions or develop terminal illnesses. Parents of such
children can face difficult decisions related to the
prolonging of life and/or the hastening of death through
medical intervention. It has been estimated that approxi-
mately 1 in 33 babies born in the United States each year
has a physical deformity [2]. Birth defects are a leading
cause of infant mortality [3].

In 2002 in the Netherlands, a procedure was developed
for the euthanasia of infants. It has been referred to as the
Groningen protocol [7]. It requires that there is a joint
decision made by physicians, parents and social workers
that further medical treatment would be of no use and
then a waiting period of several days. During the waiting
period, parents may reconsider the decision. After the
euthanasia is performed, the records of the case are
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submitted to the prosecutor’s office for review. Legal pros-
ecution will not occur if the appropriate protocol has been
followed. The Groningen protocol remains controversial;
however, with the increase in the use of technology that
sustains the lives of fragile newborns, the discussion sur-
rounding the care of critical ill children will, no doubt,
continue.
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Synonyms
Diversive exploration; Epistemic behavior; Inquisitive
behavior; Inspective behavior; Specific exploration

Definition

Exploration refers to the act of gathering information
about an environment as result of being curious [1]. The
discrepant properties of objects and events arouse curios-
ity (e.g., in the form of a question), and exploratory
responses to satisfy this curiosity expose one to informa-
tion from the environment that was not previously avail-
able [5]. By exploring the environment, new information
is acquired and learning ensues. After a child becomes
curious about an exciting new computer game, for exam-
ple, her passive exploration might entail merely observing
how a peer plays the game; active exploration would

involve actually playing the game to learn its properties.
In effect, active exploration of an environment is more
likely to result in greater knowledge acquisition than pas-
sive exploration [2].

Description

Both animals and humans engage in exploration for the
purpose of adapting to environmental contingencies.
There are many varying perspectives about exploration,
with most embracing the notion that it arises as the result
of being curious [1]. Human exploration and exploratory
behavior have both motivational and developmental
implications that can be useful for guiding educational
thinking and practice [4].

Epistemic or knowledge-seeking curiosity results in
specific exploration for the answer, for instance, to
a child’s question. Diversive or experience-seeking curios-
ity results in diversive exploration of sensory properties,
like exploring how it would feel to dive for the first time
into a body of ice cold water on a hot summer’s day.
Specific exploration is motivated by a desire to know
a specific answer; diversive exploration is motivated by
boredom or a desire to experience a new sensation or
experience [1]. Active forms of both types of exploration
more likely result in knowledge advances versus more
passive forms.

A number of major psychological theories embrace
active exploration [3]. Ecological, attachment, psychoso-
cial, and Piagetian theory, among others, each embrace
exploration as an integral part of its developmental per-
spective. The thinking in general is that active exploration
is vital for learning, healthy human functioning, and
development. In an ecological sense (perceptual learning
and development), a child must actively explore to learn
about the opportunities for action (affordances) in his
environment. Moreover, attachment theorists propose
that having a strong emotional bond and therefore
a secure attachment with a primary caregiver is essential
to active exploration and learning in a toddler’s environ-
ment. From a psychosocial perspective, identity formation
among adolescents is a function of actively exploring to
find information about oneself in the context of diverging
from parental relationships, and instead making new peer
associations and experimenting with new roles in such
associations. Finally, Piaget’s [4] cognitive theory suggests
that active exploration of a child’s environment leads to
information acquisition, knowledge transformation, and
eventual mastery of one’s environment. In each of the
aforementioned developmental perspectives, active explo-
ration leads to greater learning and more favorable
development.
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Relevance to Childhood Development
Active exploration is one of the cornerstones of child
development [4]. Without sufficient opportunities for
actively exploring their worlds, children’s cognitive, social
and emotional, and even physical development may suffer
unnecessarily. Designing learning environments in homes,
playgrounds, and schools that motivate active specific and
diversive exploratory behavior will promote optimal
learning and development [3].
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Synonyms
Attentive listening; Reflective technique of mirroring what
is spoken

Definition

Active listening entails the listener’s involvement in
hearing for intellectual and emotional messages. The lis-
tening focus is with what the person is saying, while
confirming the accuracy of the content and affect of the
message.

Description
Active listening involves the intent to listen for meaning,
in which the listener checks-in with the speaker to verify
a correct understanding of the presented message. The
listener’s attention is to the process: what is heard and
what is implied.

Active listening involves identifying explicit and
implicit patterns of communication. Verbal communica-
tions are received and reflected along with the underlying
expression of feelings in an attempt to understand or
explain a core message. Active listening is a learned skill
and effort to avoid misunderstandings by paying close
attention to a speaker. Active listening can be facilitated
by creating an environment conducive to listening by
eliminating distractions and remaining aware of internal,
and physical limitations such as fatigue that may interfere
with the listening exchange.

Active listening can be used to express empathy by using
questions and the following techniques: encouragement,
restatements, reflections, and summaries.

e The encouraging prompts may include nodding or
saying “I see” or “tell me more.”

e Restating responses may offer feedback in line with “it
sounds like you did not do very well on your test” or
“you forgot your homework” which can be used to
mirror facts that have been shared.

o Reflecting responses such as “you seem to feel that you
are,” or “what I hear you saying is that you are afraid of
school,” can be used to capture the essence of the
feelings expressed.

e Summary responses pull important ideas and facts
together and can be used to establish the basis for
further discussion or help with review of prior gains.

Relevance to Childhood Development

Active listening is a skill for recognizing and exploring
a child’s pattern of communication. Without active com-
skills, a child’s concerns often go
unrecognized. By the age of 5, children are aware of their
power in listening and being heard. They may be able to

munication
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demonstrate their ability to speak and hear yet still have
difficulty listening. This can be observed in the following
example: complying with detailed directions. Differences
in children’s ability to listen are developmental and may
include: attention disorders, emotional disturbances, pre-
natal drug exposure, and language proficiency. Listening
can also be influenced by physiological auditory acuity
(ability to hear), and auditory perception (ability to dis-
criminate among sounds).

In the classroom, active listening is the process of
summarizing and relaying feedback to the student
about expressed feelings and identified concerns. In
group, inviting the children to restate what they have
heard another child say functions as practice in active
listening. Other active listening activities may be intro-
duced with pausing in the middle of a story and invit-
ing the children to tell what they think has occurred;
giving directions and having the children repeat what
they have heard. Equally important is value of giving
feedback to encourage the children’s active listening
skill development.

Early childhood programs that promote communication
between parents and teachers can help to build a strong
working relationship to support home — program collab-
oration. These communications help early childhood pro-
fessionals to better understand the parent’s perception and
expectations of their child in relationship to the school
program.

The goal in active listening is to develop an under-
standing of the parent’s concern and to clearly communi-
cate the listener’s interest in the parent’s message.

Through the use of active listening skills, educational
professionals can gain important information with which
to work with.

In sum, active listening has been described as
a process, which includes making empathetic comments,
asking appropriate questions, paraphrasing and summa-
rizing for the purposes of verification.
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Synonyms
Self-care behaviors; To participate in regular activity asso-
ciated with independent living

Definition

Activities completed on a regular basis that involve self-
management (examples include: bathing and dressing).
Daily living activities entail the person’s involvement in
personal care of intellectual, physical, psychological, and
social needs.

Description

Activities of daily living include routines integral to self-
sufficiency [4]. Evaluations of daily living activities gener-
ally involve psychological and/or medical determinations
to understand the person’s ability to care for self on a day-
to-day basis. Focus of daily living activities becomes
a consideration in the assessment of adaptability to deter-
mine cognitive function and self-sustainability.

Daily living activities are developmental and are
influenced by intellectual capacity.

During infancy and early childhood, daily activities are
moderated and managed externally by care-givers. As nor-
mal child development occurs, greater levels of autonomy
result in increased daily activities. By the age of 7, activities
are expressed in physical self-care, some which include:
bathing, dressing, toilet management, eating, and
sleeping. It is at school age that daily living activities
become a decision consideration in assessing normal
development. Decisions about normal as desirable or
acceptable are frequently assessed in the child’s fulfillment
of one’s own personal daily living needs [1].

Psychological and social daily living activities increase
with maturation and instruction. As the child recognizes
and explores immediate environments, appropriate pat-
terns of social communication are reinforced adding to
the child’s daily living activity repertoire. Some of these
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basic daily living activities include: eating, dressing, speak-
ing and interacting with others. The child learns culturally
appropriate emotional, psychological and social behaviors,
for example: smiling at a friend, shaking hands when meet-
ing someone for the first time, and excusing self when
leaving the table. For the child who begins failing to exhibit
the appropriate daily living activities, concern arises. With-
out the demonstrated psychological, emotional and social
daily living activities, the child is placed in a vulnerable
position that may lead to mistreatment by others.

By school age, children are aware of their ability to self-
manage. Teachers are active participants in modeling and
teaching appropriate daily living activities. Children learn
that school activities of daily living involve self-control,
and self-management. Classroom examples may include:
sitting behaviors or waiting to be recognized before speak-
ing. While interactive play may involve conflict manage-
ment using appropriate language rather than fighting. The
children learn to develop the social skills and self-managed
behaviors that assist with personal development [3].

Early childhood programs working with parents in part-
nership with teachers to prepare the child for school daily
(life) activities have an advantage. These communications
help the child better understand the core values and
importance of daily living activities as they apply to
home and the school environment [2].

In sum, activities of daily living can be described as
those critical skills that address self-care in a variety of
setting. The goal in teaching daily living activities is indi-
vidual self-sufficiency.
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Synonyms
Adaptation; Adaptive; Creativity

Definition

Adaptation is a biological process, which modifies cogni-
tive operations and psychological structures in order to
respond to environmental demands and interactions [11].
Additionally, an adaptive person is defined as someone
who consistently responds in a positive manner during
a stressful situation. An adaptive person’s choices and
behaviors would not augment the stress. Instead, said
choices and behavior would alleviate or at least maintain
the original level of stress [1].
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Description

Piaget has stated that adaptation is “any modification of
an assimilatory scheme or structure by the elements it
assimilates” [6]. Adaptation is comprised of two opposing
processes: assimilation and accommodation. Assimilation is
defined as amalgamation of various external various into
“into evolving or completed structures of an organism”
[6]. Dichotomously in the operation of accommodation,
the child will then adapt himself or herself into the spec-
ifications of his or her reality. The plasticity of said mod-
ification exists because assimilation exists in a temporal
state. “However much the view of reality is shaped into the
form of the child’s current form of understanding, there is
always an aspect that resists the transformation, in that the
assimilating scheme must adapt to the exigencies and
particularities of reality” (van Geert, 1998).

Plasticity can be defined as the variability of each
individual. Said variability is “an indication of the indi-
vidual’s potential for different levels of functioning
or development” [8]. Specifically in the case of psycholog-
ical and cognitive functioning, plasticity refers to the indi-
vidual’s capability to adapt and be flexible in dealing
with various changing environmental factors. It also
refers to “an individual’s potential (or reserve capacity)
to learn new things or increase the level or speed of
performance” [8].

There is fluidity in adaptability, where the process of
assimilation and accommodation becomes a dynamic
process [5]. Piaget defines assimilation as “integration
into previous structures” [7]. Despite the integration of
new understanding, the structures continue to exist,
although, modified by the novel integrations [10]. Accom-
modation is defined as “any modification produced on
assimilation schemata by the influence of the environ-
ment” [7]. Piaget views assimilation and accommodation
as “functional invariants of life” unchanged as the child
develops [10]. “There is no need for them to change, since
they only supply the rules for how to accomplish certain
tasks independently of what the specific tasks happen to
be. The way a mathematician solves a problem really is
different from the generalization of the infant. Neverthe-
less, the difference is not in the processes of assimilation
and accommodation but in the schemata or structures
used and created in those processes” [10].

Relevance to Childhood Development

In order for adaptation to occur, there must be an accom-
panying environmental factor. In a face of adversity,
having positive adaptation can impact, childhood devel-
opment specifically sociability, resilience, and social

competence. All are interconnected and are integrated in
a symbiotic relationship [3].

For example, an aspect of social competence is socia-
bility. Sociability is defined as a “tendency to prefer the
presence of others to being alone” [9]. Their definition of
sociability is not limited to children’s engagement towards
strangers but to everyone, such as family members, friends
and strangers. They found that shyness is a category of the
sociability construct, not a contradictory definition of
sociability. Children who are unsociable might not be
labeled as shy and vice versa. Children’s general sociability
can “directly predict the child’s tendency to behave
prosocially in a given situation. In two observational stud-
ies of preschool children, the incidence of children’s
helping behavior in the classroom was positively corre-
lated with the number of social interactions in which
they engaged” [9]. Interestingly enough, even though
extraverts offer more “active” help towards others, in
comparison to introverts, introverts instead offer a com-
plementary level of “passive” help [9]. Active help was
described, as more physical task while an example of
a passive help would be offering knowledge in order to
help others.

Children who exhibit a high degree of social compe-
tence also have a correlating high degree of resilience.
Resilience occurred when positive adaptation exists
despite the experience of considerable amount of stress
and adversity. By definition, it is also “encompasses atyp-
ical processes, in that positive adaptation is manifested in
life circumstances that usually lead to maladjustment” [3].
Because resilience is a product of two factors, it can never
be really measured but instead, its existence can be “indi-
rectly inferred based on evidence of the two subsumed
constructs” of positive adaptation and exposure to risky
environmental factors [3].

Experiencing a positive adaptation can be best
described as an “adaptation that is substantially better
than what would be expected given exposure to the risk
circumstance being studied. In many studies of resilience
across diverse risk circumstances, this has been defined in
terms of behaviorally manifested social competence or
success at getting stage-salient developmental tasks” [3].
In children who are young, being socially competent can
be measured by the security of attachment towards the
primary caregiver. Children, who are socially competent
or exhibit competence, have secure attachments to their
primary caregiver [13]. For older socially competent chil-
dren their positive functioning can be observed in their
positive peer and social relationships and positive aca-
demic achievements [4, 12].
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In summary, a person who is adaptable or who expe-
riences positive adaptation would be better equipped in
several aspects of childhood development. When facing
risky or difficult circumstances, a person with a positive
adaptation would have a substantially better outcome than
those who exhibit maladaptive adaptation. He or she
would be more resilient, exhibit higher degree of sociabil-
ity and would be more socially competent [3].

Discussion

Currently there are several studies researching the various
aspects of adaptability in order to provide effective pre-
ventive and intervention policies for childhood adversity
[2]. The study of the adaptive capability of children is
a vast, growing and exciting field of development and
further exploration will provide important information
about the intricacies of childhood development and its
subsequent consequences.
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Synonyms
Self-care; Self-help skills

Definition

Adaptive behavior can be defined in various ways,
the simplest being that it is the performance of daily
activities required for personal and social sufficiency [8].
Furthermore, it is how individuals are able to cope
with common life demands and how well a person
meets the standards of personal independence expected
of someone in their particular age group, sociocultural
background, and community setting. A persons adaptive
functioning could be influenced by a variety of factors,
including education, motivation, personality characteris-
tics, social and vocational opportunities [2, p. 40]. For
those that may have significant limitations in adaptive
behavior, these barriers can easily impact their daily life
and affect their ability to respond to a particular situation
or to the environment [3].
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Adaptive Behaviour Scales

Description
Adaptive behavior can be difficult to define because it is
not independent of intelligence and the number of dimen-
sions associated with adaptive behavior is unknown [8].
The DSM-1V identifies ten areas of adaptive functioning,
which include: communication, self-care, home living,
social skills, use of community resources, self-direction,
academic skills, work, leisure, health and safety [5].

According to Sparrow et al. [8], adaptive behavior is
the interaction of personal, cognitive, social, and situa-
tional variables. However, there are several important
principals that are inherent when using this definition of
adaptive behavior. The first is that adaptive behavior is age
related, in that it increases and becomes more complex as
a person gets older. Second, adaptive behavior is defined
by the standards of others. For example, those who live,
work, and interact with an individual. Third, adaptive
behavior is variable because it can become worse or pro-
gress depending on changes in the environment, interven-
tions, or other events. Last, adaptive behavior is defined by
typical performance, not ability. It is meant to measure
what a person actually does day to day, despite their actual
ability to do it [8].

The following is a list of the ten areas of adaptive
functioning and their definition, as defined by Harrison
and Oakland [4]:

1. Communication: Speech, language, and listening
skills needed for communication with other people,
including vocabulary, conversation skills, etc.

2. Community use: Skills needed for functioning in the
community, including use of community resources,
shopping skills, etc.

3. Functional academics: Basic reading, writing, math-
ematics, and other academic skills needed for daily,
independent functioning, including telling time,
writing notes and letters, etc.

4. School/home living: Skills needed for basic care of
a home, living, school and classroom setting, includ-
ing cleaning, performing chores, etc.

5. Health and safety: Skills needed for protection of
health and to respond to illness and injury, including
using medicines, showing caution, etc.

6. Leisure: Skills needed for engaging in and planning
leisure and recreational activities, including playing
with others, following rules in games, etc.

7. Self-care: Skills needed for personal care including
eating, dressing, bathing, toileting, etc.

8. Self-direction: Skills needed for independence, respon-
sibility, and self-control, including starting and com-
pleting tasks, keeping a schedule, making choices, etc.

9. Social: Skills needed to interact socially and get along
with other people, including having friends, showing
and recognizing emotions, assisting others, and using
manners.

10. Work: Skills needed for successful functioning and
holding a part- or full-time job in a work setting,
including completing work tasks, working with
supervisors, and following a work schedule.

Relevance to Childhood Development

A child’s adaptive functioning will change as the child
grows older, and must be considered relative to a child’s
age. What is expected of a child at age 5 will be quite
different from what is expected at age 15. It is therefore
very important to maintain a developmental sense of
adaptive behavior. Children who have mental retardation
are defined as having deficits in their adaptive behavior in
at least two areas. Depending on the severity of the mental
retardation, adaptive skills can be taught to a child, but
may need to be done at a very basic level [5].
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» Stimulant Medications

| Adderall (Amphetamine)

JANA SANDER
Texas A&M University Corpus Christi College of
Education, Corpus Christi, TX, USA

Definition
A brand name amphetamine used in the treatment of
attention deficit hyperactivity disorder.

Description

Adderall is a stimulant drug which contains an amphet-
amine. It is used to improve attention span and decrease
impulsivity. It is available in two different types:
Adderall IR (instant release) or Adderall XR (extended
release). Generally Adderall XR has only been approved
for use in the treatment of attention deficit hyperactivity
disorder.

Some of the side effects include: increasing appetite,
decreasing appetite, headache, stomachache, trouble
sleeping, nervousness, and dizziness. As always, only
a doctor can determine if adderall is appropriate for
a child to take.
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Synonyms
(Superfluous.)

Definition

A drug which, due to its desired, pleasurable effects, has
the ability to cause physical and/or psychological depen-
dence to its user. Via the mechanism of positive reinforce-
ment, addiction can develop.

Description

For a drug to be considered addictive, many different
factors, both physical and psychological, must be assessed.
An educated conclusion can be reached after medical and
scientific evaluation, traditionally involving:

1. Anassessment of the risk of physical harm: What level
of physical harm (if any) is the user placed in, as
a result of their use of the drug?

This assessment involves, for example, such varied
risks as that of a intravenous drug user contracting dan-
gerous communicable diseases (e.g., HIV, hepatitis C, etc.)
through sharing needles; the physical risks of overdose
(e.g., severe central nervous system depression); and
the relative threshold of how much drug causes an over-
dose: is a lethal amount of the drug easily obtained, or
extremely difficult to obtain? Is a lethal amount 10 pills
or 10,0007

2. An assessment of the risk of physical and/or psycho-
logical dependence. e.g., What is the likelihood of
physical and/or psychological dependence on the
drug? Put in other words, does this drug induce feel-
ings of pleasure? If so, how intense are these pleasur-
able feelings? Is it possible for a habitual user to
completely stop their use with no adverse reactions?

3. An assessment of possible social and societal harm.
e.g., How does a person’s use of this drug affect
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society? Is the highest foreseeable cost to society only
a minor nuisance, or a serious and grievous threat to
the lives of other members of society? Is it foreseeable
that this drug will influence society’s health-care costs?
If so, will it reduce or raise overall health-related
financial expenditures? [1]

[Preceding conditions adapted from Nutt et al.]

The United States National Institute on Drug Abuse
(NIDA) separates “commonly abused drugs” and “drugs
of abuse” into the following categories (Figs. 1 and 2):

Alcohol

Nicotine

Cannabinoids, including marijuana and hashish

Depressants, encompassing barbiturates, benzodiaze-
pines, GHB, methaqualone

3.0

2.5

2.0 —

1.5 —

Mean score (from independent experts)

Dissociative Anesthetics: ketamine, PCP

Hallucinogens: LSD, mescaline, psilocybin

Opioids and Morphine Derivatives: codeine, fentanyl, her-
oin, morphine, opium, oxycodone (OxyContin),
hydrocodone (Vicodin)

Stimulants: amphetamine, cocaine, MDMA (“ecstasy”),
methamphetamine,  methylphenidate  (Ritalin),
nicotine

Other: anabolic steroids, dextromethorphan, inhalants [2]

The legality of the use of addictive drugs varies by
country, and by specific substance. Efforts to legislate the
use of addictive drugs have led to the 1961 United Nations
Single Convention on Narcotic Drugs, the creation of the
Drug Enforcement Agency (DEA) and declaring a “war on
drugs” in the United States. The 1961 convention’s

@}
[
7]

OE0UN
Ow>n

No class

1.0 -
0.5
O T e "o Te T Te "o "o To Te o To e 10 To Lo To 1o Lo Ta
J\\ é}(\ ‘b‘@ & é\o & (\Q; R ®Q Q}o\ @(‘\\ $ ) ‘66\ O X \’b% 6‘@ \J\S{b
& FP S RS PRV &
S I S N AP O N © F 2NN
& & S ¢ NS S
& & ¥ & &P ¥
& ) J N

Addictive Drugs. Fig. 1 Mean harm scores for 20 substances. Classification under the Misuse of Drugs Act, where appropriate, is

shown by the color of each bar. (From [1].)
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Addictive Drugs. Fig. 2 Correlation between main scores from the independent experts and the specialist addiction
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preamble stated that its signatory nations are “concerned
with the health and welfare of mankind” and are “con-
scious of their duty to prevent and combat” drug
addiction [3].

Especially as of late, there has been a plethora of public
discourse on the morality and legality of drug use.
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Synonyms
Accommodation; Adaptation; Allowance; Alteration;
Modification; Piagetian

Definition

Adjustment involves the behavioral process as the person
maintains physiological and psychological needs in
a response to environmental changes or challenges.

Description

Adjustment involves the act of making suitable accommo-
dations in response to a new environment. The act of
adjusting connotes adaptation to a particular condition,
position or purpose. Implied in its meaning is the act of
making it right, to regulate, adapt, or settle. It can be
defined as the natural human response to a discrepancy
or change in the environment. For instance, consider
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a child moving abroad for several years. The challenges the
child will encounter throughout the foreign country expe-
rience will cause alterations to daily routines and ulti-
mately lead to an P adjustment or accommodation in
response to the conditions of that particular country and
new environment. This process does not occur rapidly; the
child may endure a series of cultural shocks and adjust-
ment phases. These phases include a preliminary stage,
initial euphoria, irritability, gradual adjustment, adapta-
tion and biculturalism, an lastly re-entry phase. In con-
sidering any new school experience as a condition
requiring personal adjustment, the phases of adaptability
may proceed as follows.

In the preliminary stage there is excitement and prepara-
tion in response to the new challenge. The student pre-
pares for the first day of school. There is a feeling of
excitement about beginning a new school year, and setting
personal goals. Also facing the student is a sense of uncer-
tainty in response to the new environment. The student
will attempt to work out an adjustment either by modify-
ing or changing a position to cope with the new setting.
The student may ask for assistance or set up a support
system to aid with the transition. In this phase everything
is exciting, and the obstacles the student may face have not
surfaced. The student may also experience a feeling of
fascination and idealism. There are assumptions that are
developing; both rational and irrational that may prove to
be false with the upcoming change.

Because the student is optimistic, there may be built in
negative assumptions that can be detrimental to self-adjust-
ment. The student at this period is not in the classroom
environment, and therefore lacks the reality of the experi-
ence and any support or motivation the teacher can provide.

In this phase, the reality of the school experience occurs.
Anticipations from the previous stage are met with the
student’s “first day of school” excitement of making new
friends, and meeting new people. Unfortunately, as the stu-
dent becomes more accustomed to school, and things begin
to become routine, enthusiasm fades, and the obstacles that
were never present before are now prevalent. It is here that if
the teacher can execute engaging activities, this phase will last
longer, and thus minimize the following phases.

The third stage is the most difficult stage. In this stage the
student becomes accustomed to the environment, and has

adjusted to the new culture that is now becoming more
demanding. The student exhibits irritability at having to
deal with difficult situations. There no longer is the excite-
ment of new friends, or starting a new school, or even
a new phase of life. During this stage, the student begins to
make comparisons with previous years’ experiences, and
sometimes these comparisons can become overwhelming
and difficult to deal with. For example, a student may
compare how prior teachers allowed them to do things
that the current teacher does not allow. Throughout this
time, the student becomes irritable with any changes
presented. These can be insignificant changes, but can
cause the student to become extremely stressed and
upset. This stage is the most difficult stage of adjustment
because of the comparisons that are made. The changes
that face the students make the situation more difficult to
accept, because of the student’s desire to have things the
way they used to be. It is important for students to main-
tain a positive attitude, and accept the modification(s) as
assets instead of hindrances.

At this point, the student is able to orient and organize
self in the school environment. By this time, the student
has made new friends, become acquainted with the
teacher, and has become aware of any course challenges.
The student will be gradually adjusting, and may become
aware of the transition. For students who are struggling
here to make sense of presented information, it will be
important to monitor for a negative attitude toward the
obstacles presented. The teacher may consider reaching
out to these students before they develop a negative
attitude.

The student is now able to function normally in the new
environment. What seemed to be a hardship in the past is
now part of the daily routine. School is becoming easier
because of the increasing knowledge and ability to apply
what has been learned. An important aspect of the stu-
dent’s progress of adjustment is their ability to handle
difficult situations. The student generally will no longer
let disruptions interfere. It is important for the student to
stay active in school, and with the new friendships devel-
oped. The confidence level of the student by this time has
increased dramatically. The student is no longer fighting
challenges to change. Rather the student is more likely to
have an optimistic approach to accomplish personalized
goals. New insights are being made and the student
develops a new perceptive.
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The student has completely adjusted to the new culture,
and has changed to accommodate a new way of life.
The student continues to immerse self in the new
(school) culture and is forced to consider deeper cultural
issues. This requires self-awareness, study and interac-
tion with the school culture, to ultimately resolve and
accept another way of life. Eventually the students
begin to respect and enjoy the material being learned,
while simultaneously feeling that things are becoming
routine and easy. The student is finally comfortable
with the new environment, and has reached a new level
of maturity.

Relevance to Childhood Development/
Education

There are many ways in which adjustment occurs in
childhood and beyond. Facing a new school culture is
only one example. It is how the child receives the chal-
lenge, and adjusts to it that becomes the largest con-
sideration to the accomplishment of personal goals.
Suggested are stages in how the student enters a new
classroom, school, or even grade level. Educators should
regard the beginning of the school year as a new cultural
experience for each student. The suggested phases serve
as an insight for the teacher to be able to relate to the
students, and overall allow the educator an opportunity
to cultivate the best student functioning at their fullest
potential. The emotions involved in these adjustment
stages can affect the student’s performance in school. It
is helpful for teachers to understand and find ways to
lessen the cultural shock of school in order to attain the
highest level of achievement, and to ensure that the
students grow in both their acquisition of knowledge
and maturity.

Teachers, however, are not the only tools in easing the
adjustment (transition) for students. As the students enter
new phases of their lives, especially as adolescents, it is not
only the culture of school that they have to become
acquainted with, but also their own identity and emo-
tional development. Adolescents at the ages of 12-14 are
entering a new phase in their lives where they are
experiencing new emotions and are in quest for self-iden-
tity. Many adolescents are confounded on how best to
handle these experiences, causing many to turn to items
beyond their maturity level, such as sex, drugs, and other
delinquent behaviors. The teacher cannot be the sole ini-
tiator of the intervention in the student’s lives, and in fact
research has proven that quality parent-child relationships
can ease the stresses and provide a coping mechanism for
adjustment.
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Synonyms
Transient situational disturbance

Definition

Adjustment disorder is a diagnosis used to describe emo-
tional and/or behavioral disturbances resulting from
exposure to a stressor.

Description

The Diagnostic and Statistical Manual of Mental Disor-
ders, Second Edition (DSM-II) was the first diagnostic
manual to include a diagnosis describing symptoms expe-
rienced after exposure to a psychosocial stressor [3]. In this
version, the diagnosis was termed a transient situational
disturbance. In the DSM-II], a specific section was created
for adjustment disorders which could be classified
according to eight different subtypes [4]. After the DSM-
III, slight modifications were made, leading to the most
recent diagnostic criteria included in the DSM-IV-TR [5].

The DSM-IV-TR defines an adjustment disorder as,
“The development of emotional or behavioral symptoms
in response to an identifiable stressor(s) occurring within
3 months of the onset of the stressor(s)” (p. 683).
According to the diagnostic criteria, an individual’s emo-
tional or behavioral difficulties must reach a clinically
significant level, as determined by one of two possible
factors. The person is responding in either “marked
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distress that is in excess of what would be expected
from exposure to the stressor” or they are exhibiting
“significant impairment in social or occupational (aca-
demic) functioning.” Additionally, adjustment disorder
should not be diagnosed if the symptoms meet criteria
for another Axis I disorder or if the symptoms are only
representing a worsening of a preexisting disorder. This
diagnosis should not be used in bereavement situations.
Additionally, the symptoms exhibited by the individual
should not last for longer than 6 months after the initial
stressor occurred or after the consequences of the stressor
have ended. The diagnosis of adjustment disorder is
unique in that it allows for a focus on the importance of
various psychosocial factors and stressors in children’s
lives [14].

The DSM-IV-TR also provides for the use of several
specifiers when making this diagnosis. An adjustment
disorder can be described as acute, indicating that the
emotional or behavioral disturbance has lasted less than
6 months, or it can be described as chronic. The chronic
specifier is used when the emotional or behavioral diffi-
culties last longer than 6 months due to a chronic stressor
or a stressor that has lasting consequences. As a require-
ment of the diagnosis, an individual’s symptoms may not
last longer than 6 months after the stressor has terminated,
meaning that in those instances, another diagnosis must
be applied, if warranted.

There are six subtypes of adjustment disorder, chosen
based on the most predominant type of symptoms that are
displayed. These include: adjustment disorder with
depressed mood, with anxiety, with mixed anxiety and
depressed mood, with disturbance of conduct, with
mixed disturbance of emotions and conduct, and
unspecified. Unlike other disorders in the DSM-IV-TR,
there are no separate criteria for use with children or
adolescents, although some research has found that ado-
lescents are more likely to present with behavioral distur-
bances. Specifically, one study reported that 77% of
adolescents with adjustment disorder presented with
behavioral symptoms, in contrast to 25% of adults diag-
nosed with adjustment disorder [6].

The International Classification of Diseases, Tenth Revi-
sion (ICD-10) also provides criteria for the diagnosis of
adjustment disorder. The ICD-10 diagnostic criteria are
very similar to those in the DSM-IV-TR. Specifically, the
diagnosis requires that individuals experience “states of
subjective distress and emotional disturbance, usually
interfering with social functioning and performance, and
arising in the period of adaptation to a significant life
change or to the consequences of a stressful life event”
(p- 121). The manual states that symptoms usually begin

within 1 month after the stressor occurs and generally do
not last longer than 6 months, except when classified as
a prolonged depressive reaction. The diagnosis can be
specified as a brief depressive reaction (lasting 1 month
or less), a prolonged depressive reaction (lasting up to
2 years), a mixed anxiety and depressive reaction, with
predominant disturbance of other emotions, with mixed
disturbance of emotions and conduct, and with other
specified predominant symptoms [17].

Several authors have described problems associated
with the diagnosis of adjustment disorder. These include
questionable reliability of the diagnosis and the use of this
diagnosis as a way to minimize the stigma associated with
mental disorders.

The reliability of the diagnosis of adjustment disorder
can be impacted by the fact that there is no specific set level
of symptoms required in order to diagnose adjustment
disorder or to select the specific subtype of adjustment
disorder. Therefore, clinicians are relying heavily on clin-
ical judgment [13, 16]. Authors have recommended that
the requirements of the diagnosis be made more stringent
in the DSM-V, such as requiring a certain number of
criteria to be met, similar to other diagnoses [14]. Reli-
ability can also be impacted by difficulties with the time
frames that are required for diagnosis, in that it may be
difficult to pinpoint exactly when a stressor began and
when it ended [14]. It also can be difficult to distinguish
between a “normal” reaction to a stressor versus
a “maladaptive” reaction [8].

The diagnosis of adjustment disorder can be problem-
atic when used as a way to avoid the stigma associated with
a more severe diagnosis or as a way to avoid more serious
diagnoses in children. When clinicians use the diagnosis
like this, they may be avoiding the application of a more
valid diagnosis, which would impact treatment decisions
[12, 16].

Two studies have examined the diagnosis of adjust-
ment disorder in children. One study examined the
criterion and predictive validity of the diagnosis of
adjustment disorder in a population of 92 children
who had recently been diagnosed with acute onset insu-
lin-dependent diabetes mellitus. In terms of the crite-
rion validity, the requirement that the distress develop
within 3 months of the stressor was consistent with the
experience of 94% of the children. The requirement
that the emotional or behavioral disturbance can only
last 6 months was relatively consistent with the experi-
ence in this population. The average episode of distur-
bance was 3 months, and 85% of the children’s symptoms
had resolved after 6 months. In follow up, it was discov-
ered that children who had developed an adjustment
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disorder as a result of this stressor were 3.4 times more
likely to develop a new psychiatric disorder over the next
5 years [11].

Another study examined the characteristics of adjust-
ment disorder in a group of clinically referred 8-13 year
old children diagnosed with this classification. The chil-
dren were followed over time and it was discovered that
during the follow-up period of several years, 29 out of 30
of them recovered. The average length of time the adjust-
ment disorder lasted was 8.87 months, ranging from 2.7 to
24.2 months. Specifically, after 6 months from the onset,
38% of the participants no longer met criteria, and by
12 months, 76% had recovered. When examining other
relevant factors, it was found that children who were older
when the adjustment disorder began recovered from the
diagnosis significantly faster. To examine the predictive
validity of the diagnosis, subjects were followed for an
average of 7-8 years. There was no indication that the
previous diagnosis of adjustment disorder contributed to
a decrease in “well time” during the time of the study or to
the likelihood of the participants developing new disor-
ders. The results of this study suggest that the diagnosis of
adjustment disorder has clinical value and has a good
prognosis in children. One implication of this study is
that the criteria of adjustment disorder that requires
symptoms to dissipate within 6 months may be problem-
atic [10].

In clinical populations, prevalence estimates of adjust-
ment disorder in children and adolescents have ranged
from 6.8 to 42% [12]. Although there is a wide range
in the prevalence of this disorder in clinically referred
children, it is clear that it is a disorder which is seen
frequently in clinical populations.

Unfortunately, not much prevalence information
exists regarding the occurrence of adjustment disorder in
the general population, especially among children. The
large epidemiological studies that have been done in the
United States, such as the Epidemiologic Catchment
Area study or the U.S. National Comorbidity Study,
have not included adjustment disorder among the diag-
noses being screened for. One large scale study was
done to examine the frequencies of various psychiatric
disorders among 5,813 children who were 8-9 years old
and living in Finland [2]. Adjustment disorder was
diagnosed in 6.8% of these children based on their
responses on three screening instruments completed by
the child, a teacher, and a parent. Adjustment disorder
was diagnosed in 7.7% of the 435 children who com-
pleted the second stage of the study, which involved

a semi-structured parent interview. The subtype of
mixed disturbance of emotions and conduct was the
most frequently diagnosed subtype.

Another study examining 386 children living in Puerto
Rico found that when children scoring in the mild to
moderate range of impairment in academic and social
functioning were included, the rate of adjustment disorder
was 7.6%. When only those children with severe impair-
ments in functioning were counted, the prevalence rate
was found to be 4.2% [7].

The assessment of adjustment disorder is complicated by
the fact that there are not specific criteria regarding symp-
toms expression that are required to make a diagnosis.
Since a child could have been exposed to any number of
different life stressors to qualify for this diagnosis, the way
in which a child is presenting may vary quite a lot. Many
different factors can impact how a child responds to
a stressor, including the child’s cognitive and psychologi-
cal development, ability to use adaptive defense mecha-
nisms, self-esteem, self-perception of competence, and
physiological factors [14]. Several authors provide recom-
mendations for clinicians assessing for adjustment disor-
der. These include a thorough clinical interview as well as
the use of standardized checklists.

A clinical interview conducted with both the child and
the parent is a requirement of an effective assessment and
an accurate diagnosis of an adjustment disorder. Authors
suggest that during an assessment several areas of infor-
mation be obtained. These include the relationship
between the stressor and the current symptoms (i.e., spe-
cifically examining the temporal relationship and the
symptoms that the child is exhibiting) [9, 13]. It will also
help to determine the impact of the stressor on the child’s
functioning or the presence of a reaction in “marked
excess” of that which would be expected [13]. In addition,
an effort should be made to understand how the child
perceives the stressor, the parents’ attitudes about the
stressor, and any psychopathology evident in the parents.
It will be important for the clinician to assess how the
child and parents have coped with stressful events in the
past, as well as how they are coping with the current
stressor [9].

In addition to the clinical interview, assessment mea-
sures may be used. Authors suggest the use of various
behavioral checklists including the Child Behavior Check-
list, Youth Self-Report, the Children’s Depression Inven-
tory, the Revised Children’s Manifest Anxiety Scale, the
Adjustment Scales for Children and Adolescents, and the
Children’s Global Assessment Scale (C-GAS) [9, 13].
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These are all tools which can assess how the symptoms
that are being exhibited by the child compare to behaviors
typically exhibited by children their age.

When assessing for adjustment disorder, it is impor-
tant to differentially diagnose between adjustment disor-
der and other disorders which may occur following
a stressor, or may present with similar symptoms
[13, 14]. It is important to differentiate between adjust-
ment disorder and depressive disorders, anxiety disorders,
disruptive behavior disorders, Post-Traumatic Stress Dis-
order, and a psychological factor affecting a physical con-
dition [13]. It is also important to keep in mind that
adjustment disorder is only used when the criteria for
another specific disorder are not met. Therefore, if criteria
are met for another disorder, that diagnosis should be
given.

Given the frequency with which the diagnosis of an adjust-
ment disorder is given, it is surprising that so little empir-
ical research exists about effective modes of treatment
[1, 9]. When treating a child who has been diagnosed
with an adjustment disorder, it appears that treatment
needs to focus on: (1) coping with the symptoms that
have resulted from the stressor; and (2) teaching the
child coping skills that can be used to deal with future
stressors and possibly prevent the future development of
emotional or behavioral difficulties in response to stressful
events.

In the most simplistic of situations, the stressor could
be removed from the child’s life or the child could be
removed from the stressful situation, thereby resulting in
a reduction of symptoms [9, 13]. If this type of simplistic
intervention is not possible, other treatment options
discussed in the literature include individual psychother-
apy, family psychotherapy, or pharmacotherapy. Since
parents or caregivers will have a significant impact on
the way a child perceives, experiences, and copes with
a stressor, the family should be involved in the treatment
of the child, even if this does not take the form of tradi-
tional family therapy [14, 16].

In terms of individual treatment, authors describe
several techniques used to treat symptoms of adjustment
disorder in children, including relaxation training and
cognitive techniques such as increased problem solving
abilities and cognitive restructuring. These treatment
techniques would be tailored to the types of symptoms
present (i.e., anxiety, depression, or externalizing behav-
iors) [13]. One author recommends that treatment
proceed by acknowledging the stressor, reframing prob-
lematic behaviors, teaching emotional vocabulary,

focusing on coping skills, and correcting any misinterpre-
tations or misperceptions of the stressor [9].

Although there is a lack of empirical research on the
treatment of adjustment disorder, one author presented
a case study of a cognitive-behavioral treatment with a
10-year-old child diagnosed with adjustment disorder.
The interventions that she wused consisted of
psychoeducation, cognitive restructuring, reframing of
situations, validation of emotions, problem solving, and
homework. Although no quantitative measures were used,
at the end of treatment the client’s grandmother reported
that the problematic behaviors exhibited at the beginning
of treatment had ceased. The client was also able to engage
in several behaviors for the first time, including going to
camp and staying overnight at a friend’s house. The client
reported feeling happier, and these gains were maintained
at a 6 month follow up [1].

When working with the family, it is important that the
parents receive education about how to help their child
effectively cope with the stressor [13]. This education
could also include information about the cognitive and
behavioral techniques being used with their child, and
how they can encourage the child to engage in these
techniques.

Any treatment with psychotropic medications is
recommended only when used as a supplemental treat-
ment to psychotherapy [13]. It is possible that some med-
ications may be helpful in treating the symptoms of
adjustment disorder; however, there is no substantial
research on the use of pharmacology to treat adjustment
disorders [14].
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Introduction

Alfred Adler was the first family therapist and the first
to do group therapy. Alder established holistic view
on a person called Individual psychology, meaning
undivided. Adler psychology is the basis of many
therapies today.

Alfred Adler was born in Penzing Vienna Austria,
February 7, 1870 to parents from Hungry. The family
was all musicians at home, and Alfred a tenor, loved to
sing attend the opera and the theater. He was the second to
the oldest child of six children. Adler’s early life he suffered
rickets and could not walk until 4 years of age and almost
died of pneumonia when a doctor told his family there was
no hope for him to live. This statement motivated him to
one day become a doctor. Alfred was twice run over by
a car on separate occasion, which gave him a fighting
spirit. Alfred was a flower lover and felt unhappy because
his older brother was favored by his mother and did not
feel bonded to her. He was always in completion with is
brother and he was able to draw closer to his father with
whom he spent much time and saw his father who was
a Jewish grain merchant pull himself and his family up
through the classes of that time period in Vienna. This
brought the family into the Vienna society and was not
a part of the Jewish community. Alfred was very friendly
and outgoing like his father and felt that mankind was
judged by their actions and not by their words alone.
Alfred was extremely thoughtful and gained trust by adults
and his peers. In school he was faced with a barrier of math
and could not resolve it and knew he must try and over
come this fear and was able teach himself how to do math.

Educational Information

At age 25 he received his medical degree from the univer-
sity of Vienna. During that time he met his wife Raissa
Timfeyewna Epstein who was a Russian Social activist, and
in 1897 they married. Love he felt was a task for two and
believed in equal status of women, which in his time was
not well accepted. Adler’s wife, would become upset
because he would not take a political stand and he did
not believe in revolution or violence but that better people
make better systems. Adler believed in being monogamist
and the conflicts of his political beliefs in his marriage was
not resolved until a war broke out and his wife was
stranded in Russia for 5 months, and she came back
from the experience with a different view and never
again tried to force the issue of Adler becoming involved
in activism again. He never followed or joined in any
political groups but followed common sense, fairness,
open-mined sane practical ideas. He thought that it
was easier to fight for one’ principles than to actually live
up to them.

They had four children together and he treated all of
them equally and his two boys became psychiatrists and
his one daughter a scientist and his other an actress.

In the beginning of his career he was an ophanologist
and had a firm belief in science. Adler open up his first
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general practice in a lower class area of Vienna across from
and amusement park and circus where most of his clients
were performers. And many of these people remained
friends.

There was much political unrest in his country during
this time and he was strongly motivated to write and
examine personality and became a psychiatrist. Alder in
1907 joined a discussion group with Freud who was
15 years his senior and all went well and, Freud even
named him president of Analytic society co-editor of
organization newsletter. Adler became very popular and
had a great following. Everyone loved him and allowed
conversations with all people no matter there class and
never tried to make disagreements and if directed to him-
self he would be truthful in his responses and did not
go along with improvable theories. His popularity was
growing because he believed that personality problems
stemmed from feeling if inferiority deriving from restric-
tions on the individuals need for self-assertion that
maintained people had control of their lives. This went
against what Freud’s ideas and Adler rejected Freud’s
theories on sex and he also attacked Freud’s ideas over
repression. Adler believed that the repression theory
should be replaced with the concept of ego-defensive
tendencies the neurotic state derived from inferiority
feelings and over compensation of the masculine protest,
and that Oedipal complexes were insignificant. Freud
idea was women had penis envy and Adler’s stand was
that women where oppressed. Alder abruptly left the
Vienna society and formed the Society of Free Analytic
Research, renamed the Society of Individual Psychology
in 1912 [1].

Adler loved the Café’ as a place to chat and express,
enjoy social situations with food or drink in a relaxed
atmosphere. He was a social being and loved a good
joke, humor with a truth injected was his favorite and he
lived on humor. He never talked down to people and
would talk on their level. No one knew whom his clients
were he referred to everyone as his being his friend. Adler
had a way of reading people that helped him in his work.

Adler did not delve into any improvable theories and
objected to spiritualism, theosophy, astrology and telepa-
thy. These ideas took away our free choice and responsi-
bility and trusted in any real form of religion based on
moral principles and thought god was for all people not
for a promised few. He also believed in a broken heart and
contrite spirit in praying for discretions and thought we all
are repentant sinners.

The catastrophe of 1918 also affected the 48-old Adler
who was sent to Russian front in the Austrian Army.

This time would change his personality from jovial to
more of serious in nature. Adler struggled in trying to
help young men who were shell shocked (Post Traumatic
Stress Disorder) become well enough to go back out to
battle field which this tore his heart. He work many long
hours with little sleep, and was able to acquire a direct
knowledge of war neuroses. He was also called to a work in
the hospital with children where he saw the damages of
war in the truest form [14].

After the war he began to continue his writing and
worked with children in schools and established educa-
tional consulting teams in child guidance for the Vienna
public school with his ideas to pre-empt the problems in
the child by encouraging and promoting social interest
and also by avoiding pampering and neglect. This was
a time of very little food after the war and a rebuilding
was taking place. The advent of the new political regime
offered him the possibility of materializing his project.
The years 1920-1932 were, in spite of political upheavals,
the years of Adler’s greatest achievements. A division
took place in methods and the Adler published more
books and became a professor at Vienna’s Pedagogical
Institute.

But he did not wait for Hitler to come to power, and
immigrated to the United States in 1932. Adler did not
know how to speak any English and taught himself by
emersion in the language He felt so strongly about his
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individual psychology and would prepare his speeches and
was able to communicate his messages without any prob-
lems because of his passion for his work. Black clouds were
gathering over Europe when he suddenly died in 1937 two
and one-half years before the catastrophe he had foretold
would happen, WW II, and died of a heart attack lecturing
tour in Scotland.

Adler influence on psychology would take volumes to
write and in summary some of his key points are as
follows:

1. That the individual’s approach to life is result of early
self-training due to his interpretation of his situation.
He can change it in later years only if he realizes that
his disturbing, conditioned responses are nothing
more than inappropriate, inadequate holdovers from
childhood. The adult is expected to replace such
behavior with more useful responses to be help and
not a burden. He should realize it is useless to try to
escape the pain he creates for himself in trying to solve
adult problems are only situations for which we have
not trained ourselves [13].

2. That the problems of behavior, which make us feel and
act like inferior second-class passengers in life, are no
more than the results of our failure to develop the
habit of both emotional and physical self-reliance.
We retain from childhood the mistaken expectation
that other should “hold up our pants” for us emotion-
ally and physically and be interested in as well as
responsible for our welfare.

3. That leaning on others emotionally or physically is
a child’s way of life. We should not permit this habit
to follow us into adult life, since dependency is the
root of all feelings of inferiority. Dependency generates
the feeling of second-class citizenship. Out of this
grows the habit of competition, envy, making compar-
isons and similar mistaken compensatory strivings we
create in our effort to assuage the pain of feeling
second class in relation to others. Humiliating feelings
of inferiority produce the gnawing, distracting, dis-
ruptive, destructive craving for personal recognition
and prestige, with its inescapable fear of failure.

4. That unhappiness, loneliness, neurotic symptoms,
crime and similar distress arise directly from this
unresolved process of learning and depending on
others whom we try to control, rule, dominate or
exploit for our won benefit, since we cannot otherwise
support ourselves physically and emotionally.

5. That only those who are self-reliant emotionally and
physically can function as adult human beings able to

cooperate with other adults, because life demands that
we be useful and productive or as Adler said, to “be
a help and not a burden” [17].

6. That the inadequate responses of envy, greed, compe-
tition and sabotage-with which we try to solve
confronting problems of life-are only reactions which
would not arise in the first place if we were in the habit
of standing on our own feet and not always trying to
find someone on whom to lean and exploit; whom we
demand prop us up and hold us there [10].

7. That defects of self-reliance and the inescapable pain
that accompanies them can be changed only when we
fully realize that the pain we suffer is but the other-
end-of-the-stick of our leaning, dependent, subaltern
habits of mind. Our problems do not have mysterious,
hidden sources in some hypothetical “Id.” We do not
have to look far or deep to find the source; we keep
stumbling, tripping and falling over it all day long,
enough though we refuse to identify it as our own
childishness [15, 13].

8. That all human beings are the product of evolution,
and that we share the inheritance of all human poten-
tialities and are each equally based in evolution. Each
can evoke his own reality. Each is his own architect.
Whatever one human being has done by others. Cre-
ation is a built-in attribute of each of us. It waits,
however for the awakening of self-reliance to shape
its parts and aspects [3].

Adler taught that social determinants as goal directedness,
or that people are motivated by social forces to achieve
certain goals. People are striving for significance, moving
forward to fulfill the feeling of belonging [12]. Most peo-
ple have the need to belong and think they are unique or
different [9, p. 16]. This search for significance comes
from the feeling of inferiority and is based on our reac-
tions to others. This is the motivational factor as we strive
for mastery. Many issues present due to the feeling of
inferiority which can create perfectionism, which can
become the goal of one’s life. Adler stressed that it is self-
determination, and our consciousness, that is at the heart
of personality, and, that we create our fate by our behav-
iors and actions. Our choices determine the actions that
have purpose and meaning in our lives. In understanding
behavior, all actions need to be investigated including the
lifestyle development of interactions, experiences and the
view one has of the world through living their life [16].
Whatever behaviors are chosen are steps to attain those
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goals. Adler calls this approach the movement from “a
perceived minus to a perceived plus” [3]. This growth
model is used because individuals need to be taught that
life has challenges and that there are better ways to handle
these “life tasks.” Once individuals are provided with
a better direction they can change the way they think
and replace the negative notions through the encourage-
ment of others.

Holism

Individual psychology was practiced because the term
when translated from German to English meant “Holism.”
The undivided view of a person by their thoughts, feelings,
actions, attitudes, and beliefs, uniquely their own by the
sum of all parts are united. This holistic approach refers to
a person who is part of a larger social system [18].

Environment or Heredity

Adlerians believe that people are not destined because of
their environment, or heredity, yet these are the stepping-
stones of life. Healthy people can make life what they
desire and have the capacity to recognize that the condi-
tions under which they are born is not as important as
what they do with life. On occasion conditions can limit
what one can accomplish and this then can limit choices.
People have a choice in how they react to the way other
people behave by either participating or not. The power to
change one’s own reactions and attitudes gives a person
the tools to become master of one’s own fate. The key is
striving toward perfection yet, not becoming a perfection-
ist [11]. The role a person plays in their daily life is
imparted through the choices they make, like characters
in a play.

Germeinschaftsgefiihl

The German concept Germeinschaftsgefiihl, meaning
“social interest,” refers to a person’s attitude in working
with other people and the world, humanity within a global
future. This attitude is of concern to the happiness and
well being of others and the ability “. . .to see with the eyes
of another, to hear with the ears of another, to feel with the
heart of another” (Ansbacker, 1956, p. 135). Adler [2]
wrote how people have a strong need to be accepted and
needed in society. One must master three main life tasks:
(1) building friendships, (2) establishing intimacy, and
(3) contributing to society. Adler affirmed that the degree
to which one is successful in working toward concern
for the welfare of others is the basis for mental wellness.
An individual who willingly demonstrate they have the
capacity to give and receive for the benefit of all, under-
stands the key concept of Social Interest. Self-centered

behavior goes against the grain and produces the opposite
of Social Interest. In group therapy the goal is to increase
a person’s self-esteem to help them attain social interest [4,
6, 12].

Inferiority and Superiority

Adler believed that most children are born with a degree of
inferiority, because of the feelings of helplessness. Inferi-
ority helps us to master our environment by giving one
motivation. If the inferiority becomes a problem by
restricting our self-worth and growth it can become
a negative force. A person moves from the feeling of
inferiority to one of superiority as goals are attained in
life [5].

Birth Order

The family place or position in which a person is born
plays an important part in the development of one’s per-
sonality. Understanding one’s role in the family is impor-
tant to understanding one’s own position regarding
relationship with siblings. The family constellation is
important to understand how this gives rise to personality
characteristics. The child may have characteristics of the
parents, yet it is the siblings who the have the most effect
on the child’s personality. There are specific indicators
regarding birth order.

Lifestyle

The individual’s family constellation and the family atmo-
sphere promote the lifestyle. The early years, and the
reflections of those years in striving for goals, and the
formative experiences within the family make up
a person’s lifestyle. The earliest impressions are the build-
ing blocks of lifestyle. How one perceived the experiences
becomes personal interpretations of these life events, and
is extremely significant. Learning about the experiences of
how one interpreted past events can help them to become
aware of the patterns that have continued throughout
their life. Once an individual is made aware of inaccurate
assumptions, changes can then be made. Childhood
events create one’s personal lifestyle [2].

Contributions
Alfred Adler’s career was an example of the social ascension
of a man who remained emotionally attached to the lower
class of the population and the betterment of all. His idea
was “The test of one’s behavior pattern: relationship to
society, relationship to one’s work, relationship to sex” [7].
Several schools dedicated to carrying on the work of
Alfred Adler such as The Adler School of Professional
Psychology which was founded as The Alfred Adler
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Institute of Chicago by Adler’s protégé, Rudolf Dreikurs,
also, the Alfred Adler Institutes of San Francisco and
Northwestern Washington, dedicated to Adler’s original
teachings and style of psychotherapy. There are also vari-
ous organizations promoting Dr. Adler’s orientation
towards mental and social wellbeing. These include
ICASSI and the North American Society for Adlerian
Psychology (NASAP).
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Synonyms
Teenagers; Teens; Youth

Definition

Adolescence is the life stage that bridges childhood and
adulthood. This transitional period is characterized by
significant biological, cognitive, and psychosocial changes.
Although the age range of adolescence varies by cultural
and historical circumstance, the beginning is typically
marked by the onset of puberty and the conclusion is
associated with the full assumption of adult roles. This
means that in the United States and most industrialized

countries today adolescence roughly describes the second
decade of life.

Description

Adolescence is typically divided into two periods. Early
adolescence corresponds with the middle school or junior
high school years, and late adolescence corresponds with
the latter half of the second decade of life. Early adoles-
cence is characterized by the significant biological changes
associated with puberty while late adolescence features
identity, career, and relational exploration. There is
a growing recognition that college aged young people do
not resemble adolescents in terms of their developmental
activities. Instead, Arnett and a growing group of others in
the field refer to young people between 18 and 25 years of
age as emerging adults [2].

Historically, adolescence has been viewed as a time of
“storm and stress.” Early adolescent researchers believed
the adolescent life stage was a time of irrationality, mood-
iness, and turbulence (see G. Stanley Hall). However, little
empirical research supports this negative view. While ado-
lescence is a period of significant change, research finds
that most adolescents around the world have a positive
self-image, are self-confident and optimistic about their
future, are happy most of the time, enjoy life, value work
and school, have positive feelings toward their families,
and demonstrate the capacity to cope with life’s stresses
[19]. As a result, most psychologists and practitioners
today embrace a more positive view of adolescents, and
research increasingly emphasizes their hope, optimism,
creativity, and purposes in life [5].
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Following is a brief discussion of the biological, cog-
nitive, and psychosocial changes that represent the pri-
mary areas of growth associated with normative
adolescent development.

Biological Development

The onset of adolescence is marked by the physical
changes associated with puberty. According to Marshall
[18], puberty is characterized by significant height and
weight gain, the development of primary and secondary
sex characteristics, changes in body composition, and
changes in the circulatory and respiratory systems. The
endocrine system, which is responsible for producing,
circulating, and regulating hormonal levels, plays an
important role in triggering and regulating puberty.

Puberty is associated with the most significant increase
in growth since infancy. The release of growth hormones,
thyroid hormones, and androgens stimulate the rapid
increase in height and weight. At least as noteworthy as
the absolute increase in size is the rate of growth during
adolescence; nearly half of adult weight is gained during
adolescence [22]. At the peak of pubertal change boys
grow about 4 in./year and girls about 3% in./year.

The timing and tempo of puberty are influenced by
a combination of highly variable genetic and environmen-
tal factors. In the United States boys typically start puberty
between 9% and 13%: years of age, and girls typically
experience the onset between 7 and 13 years of age. In
boys puberty tends to last between 2 and 5 years, while for
girls it typically extends between 1% and 6 years. Over the
past 100 years the average age of the onset of puberty has
dropped due to improvements in health, nutrition, and
living conditions [1].

As young people undergo puberty they often become
preoccupied with their changing bodies (Brausch &
Gutierrez, 2009). Throughout puberty, boys tend to
develop a more positive self-image as their bodies fill
out, their faces take on a more angular appearance, and
their voices deepen. Girls, on the other hand, are likely to
become less pleased with their changing bodies as they
gain weight and fat [4]. Changes in self-image affect the
way adolescents perceive themselves and the way others
treat them. For example, a young person who has recently
gone through puberty may feel older and seek to be treated
more like an adult, and other people expect more adult-
like behavior from a fully mature adolescent.

Cognitive Development

Along with the rest of the body, the adolescent brain
experiences noteworthy physical changes. For example,
as a result of synaptic pruning — the process through

which unnecessary connections between neurons are
eliminated — the brain undergoes considerable
restructuring during adolescence. Myelination, or the pro-
cess in which the neuronal projections that connect to
form brain circuits become encased in a fatty substance,
facilitates the transmission of impulse flow. The combina-
tion of myelination and synaptic pruning allows the brain
to process information more quickly and more efficiently
[13].

It is not just that adolescent’s become more efficient at
processing information; they also begin to think and rea-
son in qualitatively different ways. Whereas children tend
to think in a concrete and absolute manner, adolescents
become increasingly able to engage in thinking and rea-
soning that is abstract and relative. Deductive (reasoning
in which one draws logically necessary conclusions from
a general set of premises), and inductive reasoning (in
which one draws a general conclusion from a set of specific
facts) emerge, and adolescents develop the ability to
engage in metacognition, or thinking about thinking.

Several scholars, including Piaget and Vygotsky, have
offered theories that describe the process of cognitive
development during adolescence. Piaget’s cognitive devel-
opmental theory situates most adolescents in the formal
operational stage, which is characterized by the develop-
ment of abstract, propositional, and hypothetical-
deductive reasoning. Idealism and possibilities are the
hallmark of formal operational thought. At the same
time as Piaget was devising his theory of cognitive devel-
opment, Vygotsky was engaged in the same task. However,
he came to a somewhat different conclusion regarding the
nature of cognition. Vygotsky proposed a sociocultural
cognitive theory that emphasizes the central role of learn-
ing from more skilled others. According to Vygotsky
learning is situated in a particular cultural context and
collaborative, meaning that social interactions guide
development [14].

The more contemporary information processing the-
ory represents a third influential perspective on adoles-
cent cognitive development. Comparing the functioning
brain to a computer, this theory emphasizes the way
that adolescents manipulate, monitor, and strategize
about information in order to make decisions and solve
problems [20].

Psychosocial Development

In addition to the biological and cognitive changes that
accompany this stage of life, adolescence is also character-
ized by significant psychosocial development, including
growth in the areas of identity, gender, sexuality, morality,
and intimacy. According to Erik Erikson [10-12], the
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establishment of a coherent sense of self, or identity, is the
major task of adolescence. Prior to adolescence, children
have a scattered, inconsistent conception of who they are,
but during adolescence they develop a more unified and
enduring picture of who they are and of who they hope to
become. For some adolescents, especially minority youth,
integrating a sense of ethnic identity into their overall
sense of self is an important part of their identity
development.

Like ethnicity, gender represents a significant compo-
nent of an individuals’ identity. From birth, boys and girls
are socialized to act in gender specific ways. According to
the gender intensification hypothesis [15], pressure to
behave in sex-appropriate ways may temporarily intensify
during early adolescence.

The development of sexuality coincides with the
greater understanding of what it means to be male and
female. While much attention is given to adolescent prob-
lems in the area of sexuality, most adolescents have healthy
sexual attitudes and engage in sexual behaviors that are
not likely to have long-term, negative consequences [9].
According to a national survey of adolescents, sexual
intercourse is rare among early adolescents but common
among late adolescents [8]. For instance, in the United
States only 22% of girls and 27% of boys report being
sexually active at 15, but 76% of girls and 85% of boys say
they have had sex by 19 years of age.

Moral development, another important feature of
adolescent psychosocial development, encompasses rea-
soning, behaviors, and feelings regarding standards of
right and wrong. According to Kohlberg [16] most ado-
lescents reason about moral matters at the conventional
reasoning level, meaning they abide by standards of right
and wrong that they view as external to themselves, typi-
cally belonging to either their parents or society. While
Kohlberg’s theory helps explain how adolescents reason
about moral issues, it does not explain why adolescents
ultimately act in moral or immoral ways. Instead, Bandura
[3] social cognitive theory of moral development is useful
in explaining how adolescents learn to enact moral behav-
ior. According to this model, young people learn what is
right and wrong through observation. Over time, young
people internalize the broader society’s standards of right
and wrong, and self-sanctions keep their actions in line
with their beliefs. In other words, adolescents experience
a diminished sense of self-worth when their actions con-
tradict their moral sense. Moral identity offers another
perspective on moral action. During adolescence some
young people develop a sense of moral beliefs or commit-
ments that are central to their sense of who they are [6].
For these youth, acting in ways that violates their moral

sense, or moral identity, jeopardizes the integrity of their
sense of self [17].

Balancing a growing desire for autonomy with
a continued need for connectedness is another important
task of adolescence. As young people mature, they begin to
crave the independence associated with adulthood. How-
ever, at the same time as adolescents seek more autonomy,
they also begin to seek more intimacy in their relations
with others. Peer and family relationships during adoles-
cents differ from relationships during childhood in they
are more likely to be characterized by openness, honesty,
self-disclosure, and trust. While family support and con-
nections remain important to adolescents, peer relation-
ships become increasingly significant. In early
adolescence, peer relationships tend to feature same sex
friendships, but during middle and late adolescence, they
often include opposite sex friendships and sexual relation-
ships, too [21].

Identity, morality, gender, sexuality, autonomy, and
intimacy are issues that resurface throughout the lifespan.
However, because of the biological and cognitive changes
associated with adolescence, they are particularly salient
issues during this stage in life. It is also important to keep
in mind that each of these aspects of development takes
place within a variety of contexts including family, peer,
school, and cultural contexts that influence adolescent
development in important ways. Bronfenbrenner’s eco-
logical systems model describes the way an individual’s
development is simultaneously influenced by and influ-
ences the multiple contexts in which it is embedded [7].
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Synonyms
Egocentrism; Imaginary audience; Personal fable

Definition

Adolescent egocentrism is generally a heightened preoc-
cupation with the self occurring during adolescence.
Specifically, newly developed cognitive abilities give ado-
lescents an exaggerated sense of uniqueness from others
and also allows the adolescent to monitor their own
thoughts though they do not clearly distinguish their
own thinking from the thinking of others.

Description

Egocentrism is generally the tendency to view the world
from one’s internal point of view with less recognition that
others beyond oneself may hold different views, perspec-
tives, and beliefs. Egocentrism is particularly strong dur-
ing infancy and childhood, though it manifests itself in
different ways, while egocentrism to some extent remains
throughout adulthood as well. Adolescent egocentrism is
defined by the fact that egocentric thought and behavior is
heightened in adolescence when compared to typical
adulthood, as well as the fact that newly developed cogni-
tive abilities lead to specific manifestations of egocentrism
that are distinct to adolescence.

Piaget [3] introduced the concept of egocentrism in
childhood through his description of his Cognitive Devel-
opmental Theory. Piaget’s [3] work for the most part
describes the various ways that egocentrism is displayed
in infancy and childhood. Piaget explains that infants and
young children are unable to differentiate their self from
the rest of the world in which they exist. Children are also
unable to differentiate the possibility that others may view
(both literally and figuratively) situations from
a perspective other than their own [3]. Piaget also
describes the concept that children endow inanimate
objects with intention and emotion (known as “child
animism”) and ...believe that everything gravitates
around us” (p. 244). While Piaget describes in detail
egocentricity during the developmental periods of infancy
and childhood, he gives less attention to egocentricity in
adolescence specifically.

Elkind [1, 2] later expounded upon the concept of
egocentrism in adolescence in his description of two
phenomena he terms the imaginary audience and personal
fable. The imaginary audience occurs when the adolescent
believes that everyone near them is preoccupied with
the adolescent’s appearance and/or behavior. Elkind [1]
conceptualized the imaginary audience consisting of
two parts; the self-critical and the self-admiring. For
example, the adolescent may be overly critical of a physical
imperfection and views everyone around them as being
equally attentive and critical of this imperfection. The
opposite is also true in that the characteristics that
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adolescents possess during this stage (e.g., loudness, vul-
garity) are largely due to the adolescent feeling the need
to be the center of attention. This need is driven by the
self-admiration an adolescent feels and the belief that
everyone around them is also admiring their behavior
and appearance. Like other manifestations of egocentrism,
the imaginary audience is due to the inability of adoles-
cents to differentiate between the interests of themselves
and others [1]. Elkind [2] postulates that the imaginary
audience phenomenon declines with age as the adolescent
continues to differentiate the self from the rest of the
world, thus recognizing that every person has their
own preoccupations in life. It should also be noted that
there are times throughout an individual’s adult life
when the imaginary audience can be experienced, though
this differs from the adolescent experience because the
phenomenon tends to be fleeting and less pervasive
in adulthood [2].

Subsequent to the imaginary audience is another
form of adolescent egocentrism, which is the personal
fable. The personal fable can be defined as a grandiose
sense of uniqueness leading to a belief that nothing bad
will happen to one personally [1]. The personal fable is
established by the failure of the adolescent in differentiat-
ing between what is unique to one’s self from that which is
ordinary to everyone. This exaggerated belief of being
“unique” may largely be due to quickly developing cogni-
tive abilities that occur in adolescence. For example, as
adolescents begin to realize that they can infer the inten-
tions of others based on subtle nonverbal behavior (part of
one’s developing social cognition), they falsely believe that
they are the only ones with such advanced cognitive abil-
ities. Thus adolescents may believe that they are too
important or special to die, get arrested, become pregnant,
fail school, etc. [2]. For example, adolescents may engage
in risky behaviors such as drinking and driving, believing
that this behavior might lead to an accident for others, but
that it would not happen to them. Unlike the imaginary
audience, the personal fable begins to decrease when the
adolescent begins to develop intimate relationships with
friends. The participation in intimate relationships by the
adolescent helps them understand that their personal
thoughts and feelings are not as unique as they original
thought [2].
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Description

The adolescent family life (AFL) demonstration and
research program, created in 1981 as Title XX of the Public
Health Service Act, supports both demonstration and
research grants. Within OPA, the Office of Adolescent
Pregnancy Programs (OAPP) is responsible for adminis-
tering the program. The AFL program is funded at $29.8
million in fiscal year 2008.

The AFL program supports demonstration projects to
develop, implement and evaluate program interventions
to promote abstinence from sexual activity among adoles-
cents and to provide comprehensive health care, education
and social services to pregnant and parenting adolescents.
The program supports two basic types of demonstration
projects: (1) prevention demonstration projects to develop,
test, and use curricula that provide education and activities
designed to encourage adolescents to postpone sexual
activity until marriage, and (2) care demonstration projects
to develop interventions with pregnant and parenting
teens, their infants, male partners, and family members in
an effort to ameliorate the effects of too-early-childbearing
for teen parents, their babies and their families. The AFL
program also funds grants to support research on the
causes and consequences of adolescent premarital sexual
relations, adolescent pregnancy and parenting.

The Title XX funds not only help the teens and families
they serve directly, but also provide valuable information
and evaluation findings that can serve as a basis for future
strategies. Every program that receives AFL grant funds is
required to include an independent evaluation compo-
nent. This ensures that the lessons learned by each com-
munity will benefit others in the future.

In addition, to ensure that all AFL project staff at the
local level have the necessary skills and training to imple-
ment these programs, the AFL program has conducted
numerous technical assistance workshops annually since
1998 to train front line care and prevention project staff to
provide more comprehensive services to their clients.

In 2007-2008, the AFL program is supporting 67 dem-
onstration projects across the country. These projects consist
of 36 abstinence education programs and 31 care programs.
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Synonyms
Teen mothers; Teenage mothers

Definition
Adolescent mothers are women between the ages of 11 and
19 who become pregnant and parent their children.

Description

While the birth rate for adolescent mothers in the US has
declined over the past decade, the US continues to have
the highest level of teenage parenting of any industrial
nation, with approximately 900,000 adolescent pregnan-
cies each year [7]. Because adolescent mothers are more
likely than older mothers to drop out of high school, to
require public assistance, and to have children who are at
risk for poor birth outcomes and developmental difficul-
ties, adolescent pregnancy and parenting are considered
social problems. Although adolescent mothers and their
children tend to have special needs, there is heterogeneity
within this population with regard to the outcomes for
both parents and children.

The majority of adolescent pregnancies are unplanned.
There are a variety of psychosocial risk factors for adoles-
cent pregnancy. Adolescent girls who become pregnant are
likely to be poor, single, and to have a history of negative
school experiences [4]. A history of childhood sexual or
physical abuse is also a risk factor for early sexual activity
and pregnancy [6]; children who have been maltreated
may be at greater risk of pregnancy due to a lack of
parental supervision or a because of sexualized efforts to
obtain closeness with others. Finally, risk factors for
becoming an adolescent parent include having been born
to an adolescent parent, or being part of a cultural group
in which younger parenting is common.

While poverty, abuse and lack of parental supervision
are risk factors for early sexual activity, not all sexually
active adolescents become parents. In some instances,
adolescents who are sexually active become parents
because they lack awareness of their access to options,
including contraceptives, abortion, or adoption. However,

it is the case that even when the pregnancy is unplanned,
many adolescent mothers chose parenthood as a defining
role for themselves.

There is also a high risk among adolescent mothers
that they will become pregnant a second time within a few
years of their first pregnancy. This second birth is often
intentional, reflecting the adolescent mother’s goal to
focus on parenthood [1]. A primary risk factor for
a second teenage pregnancy is not returning to high school
within a few months of having the first child. Ironically,
having family support with child care, which is associated
with better mother and child outcomes, is also a risk factor
for a second pregnancy, as is having a stable relationship
with the child’s father. Finally, cultural norms for young
parenting may also support the trend to have multiple
children at a young age [7]. Having multiple children as
an adolescent decreases the likelihood of the mother com-
pleting high school.

Adolescent mothers face the same stressors associated with
child rearing as do older mothers, as well as some that are
specific to being a younger mother. Thus, just as some
older mothers do, some adolescent mothers experience
postpartum depression, while all must address the daily
challenges of parenting.

Many of the characteristics specific to adolescent
mothers are related to the risk factors for adolescent par-
enting; thus, a majority of adolescent mothers are poor,
single parents. The typical adolescent mother is likely to
have had little, if any, prenatal medical care. She is also less
likely than an older mother to have poorer prenatal nutri-
tion and weight gain, and more likely to use alcohol, drugs
or tobacco during her pregnancy. As a result, adolescent
mothers are more likely than older mothers to experience
birth-related problems including infant mortality and to
have premature and low birth-weight babies [6].
A majority of adolescent mothers have not completed
high school, and are not able to support themselves finan-
cially. Consequently, many live with extended family and
receive public assistance to support themselves and their
children.

Nevertheless, adolescent mothers are diverse in terms
of their commitment to parenting, their environmental
supports, and, consequently, their personal outcomes and
the outcomes of their children. Further, it is unclear
whether the negative outcomes associated with adolescent
pregnancy and parenting are a function of the age and
maturity of the mother, or a result of the adverse environ-
ments which put them at risk for the early pregnancy.
While both appear to have some impact, controlled
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studies point to the greater impact of environment over
the age and maturity of the mother; that is, many of the
problems noted for adolescent mothers and their children,
from negative birth outcomes to ongoing maternal stress
and financial needs, can be attributed to the circumstances
that created the risk for the adolescent pregnancy rather
than the age or maturity of the mother herself [5, 7].

Conversely, adolescent mothers who live under less
adverse circumstances tend to have better outcomes.
Familial support in particular has been associated with
positive outcomes for the adolescent mother, including
greater likelihood that the adolescent mother will com-
plete high school and less parental stress, as well as better
developmental outcomes for the child [2]. A majority of
adolescent mothers live with their parents, the child’s
grandparents, for several years after giving birth, with
grandparents providing housing, financial assistance and
childcare [3]. This support can be very beneficial, but
obtaining this support requires a complex balance of
roles and responsibilities for mother and grandmother.
For example, while the adolescent mother needs the
instrumental as well as psychological support of her fam-
ily, she may also want to retain parental authority for
decision-making, even though she is not the only one
taking care of her child. The grandparent, on the other
hand, may make sacrifices in order to meet the needs of
their grandchild, and may experience some resentment
regarding these sacrifices when her authority is usurped.
Thus, the roles of all adults in the household need to be
negotiated in order to create supportive rather than con-
flictual relationships with one another.

The impact of the father of the child on family stress
and stability is less clear. In approximately half of all cases
the father of the child is also an adolescent, while in the
remainder the father may be several years or considerably
older than the mother. Regardless of age, men who father
children with adolescent parents tend to have low income
and education [4]. In most instances, the mother and
father of the child do not marry or live together. While
instrumental support from the father of the child can
reduce stress for the adolescent mother, a continued rela-
tionship with the father of the child can also be stressful,
and, regardless, that relationship is often not available to
the adolescent mother [3, 6].

In addition to programs designed to help the adolescent
mother once she becomes pregnant, there are many pro-
grams nationwide with the objective to reduce adolescent
pregnancy. Programs that are more effective at delaying

pregnancies focus both on early abstinence and using birth
control, as well as helping adolescents develop other inter-
ests in their communities.

Interventions to help pregnant and parenting adoles-
cent mothers have been implemented in schools, homes
and community centers [7]. School-based programs
encourage adolescent mothers to complete high school
by providing academic programs which they can utilize
while they are pregnant as well as post-partum. These
programs address the practical needs of the adolescent
mother by providing on-site childcare so that the she can
attend classes. In addition, these school programs may
provide opportunities to learn about infant development
or to discuss concerns and questions about parenting.
Programs have been successful in helping adolescent
mothers complete their high school education and
increase the time to their next pregnancy. Home-based
and community-based programs have also been
implemented. Home-based programs often focus on help-
ing the adolescent mother with her parenting skills,
through instruction and in situ modeling of effective
infant—adult interactions. Community-based programs
typically provide respite for adolescent mothers by pro-
viding childcare while the mothers meet to share concerns
specific to adolescent parenting as well as those which can
occur for any parent, such as post-partum depression.

Other specialized interventions focus on the preven-
tion of developmental delays and improvement of devel-
opmental outcomes for the children of adolescent
mothers. Because these children are at greater risk for
developmental problems, these programs are designed to
assess the child’s strengths and weaknesses and to provide
early intervention to stimulate language acquisition and
the development of cognitive skills and social behavior as
needed. In addition, programs may help children indi-
rectly by working with adolescent mothers on their par-
enting skills. These programs increase the knowledge and
reduce the stress of the adolescent mother so that she can
address the developmental needs of her child.

Relevance to Childhood Development

Adolescent parenting can affect the continuing develop-
ment of the mother as well as the development of her
child. In western industrial societies, adolescents are not
expected to assume adult responsibilities, and are still in
process of procuring their education and developing the
knowledge and interests, skills necessary to function as an
adult. Parenting typically interrupts the educational devel-
opment of the adolescent; unless adolescent mothers
return to high school and obtain a diploma they are at
a long-term disadvantage with regard to their ability to
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become financially self-sufficient. In addition, younger
adolescent mothers experience an interruption in the per-
sonal exploration of interests and values that is considered
part of “normal” adolescent development [4]. The long-
term impact of adolescent parenting on one’s psychosocial
development is unclear, however, as a majority of adoles-
cent mothers live within limited economic circumstances
which could limit their options regardless of whether or
not they had children.

While some children born to adolescent mothers
develop normally, they are still at greater risk than are
children of older mothers to have academic, emotional
and behavioral problems. These differences in develop-
ment are attributed to differences in the commitment of
adolescent parents to caring for their children, and to
diversity in the resources available to the mother and
child in the broader social environment. Maternal age
may affect mother—child interactions, as adolescent
mothers tend to be less patient and provide less stimula-
tion to their children than do older mothers. However,
studies find that many of the developmental problems of
children of adolescent parents can be attributed to their
social and economic circumstances [7]. Child develop-
ment is more likely to be on track for adolescent mothers
who are committed to parenting and have greater support
from other adults.
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Synonyms
Attachment measures; Attachment patterns; Attachment
representations; Attachment styles; Mental models

Definition

The Adult Attachment Interview (AAI) is a method of
classifying a current state of mind with respect to attach-
ment in adults.

Description

The AAI is a semi-structured interview, and it is used to
categorize adults’ state of mind with respect to attachments.
These classifications are secure-autonomous (F), dismissing
(D), preoccupied (E), and disoriented/ disorganized (U/d).
The interview consists of twenty questions focusing on early
relationships with parents and the family environment, and
takes between 45 and 90 min to administer [4, 6].

The AAI was developed as narrative assessment of an
adult’s state of mind with respect to attachment figures and
reflects patterns of organization of experiences. Some sample
questions ask the participant to describe their relationship
with one of their parents as young as they can remember,
what they did when they would get upset, and how they
think their relationship with their parents has affected their
adult life. Additionally, participants are encouraged to talk
about the feelings of sadness, anger, and loss. This way the
interview prompts the description of subjective memories
forming an autobiographical narrative [8].

One of the most interesting things about this measure
is that in addition to taking the content of the answers into
account, the way in which the participant present their
story becomes a relevant piece of information. When
classifying the interview, the tone of voice, the pauses,
the degree to which the participants are self-reflective,
and the degree to which they have achieved a coherent
interpretation of their lives is taken into account. Addi-
tionally, involvement in the narrative, lack of recall, ideal-
ization of parents, length, cohesiveness, and coherence of
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the arguments are all indicative of state of mind in rela-
tionship to attachment [8].

The interview assesses the adult’s general orientation
and mental model in respect to other attachment figures
and intimate relationships throughout life, without giving
a specific categorization to the relationship between the
participant and a particular parent or person. The classi-
fications take place after extensive analysis of the transcript
of the interview giving importance to content and form of
the discourse. Grice’s [5] four maxims of discourse are
guidelines for the coding, and violation in quality (state-
ments supported by evidence), quantity (length and com-
pleteness of thought), relation (relevance), and manner
(clarity) are recorded. Additionally, the participant’s par-
ents or caregivers are scored for the extent to which the
rater believes they were loving, rejecting, role-reversing,
involved when present, or pressuring. The interview does
not claim to be an exact account of the past, but
a reflection of the adult’s present working models [8].

This measure has been found to be predictive of the
quality of attachment between adults and their children.
The measure does not correlate with features of adult
personality, suggesting that it is actually measuring aspects
of the adult life that are highly dependent on experiences
with caregivers in the early home environment [2].
Research has also shown that the attachment interview
classifications are not related to social adjustment
suggesting that the AAI assesses a unique dimension of
adults’ life that is not better defined as adjustment. Clas-
sification in the AAI does not correlate with measures of
social desirability, and it appears that subjects are not able
to predict what a good AAI answer is. This way, adult’s
working models seem to be responsible for the biases in
the subject’s answers [2]. The AAI has shown to be stable
across assessments for 4 years, which indicates that it is
measuring a construct that is robust, and persists across
time [8]. Similarly, the AAI has shown to have good test-
retest reliability and inter-rater reliability [1].

Adult’s Secure/Autonomous State of Mind
with Respect to Attachment

The narratives typical of this interview are coherent and
consistent, and give ample examples and details to support
their description of their parents and relationships. These
memories do not always convey ideal parenting and pos-
itive feelings, but they express a balanced understanding of
the past, fluidity of narrative, and the ability to reflect on
early experiences. These adults have secure mental models,
can recognize the impact of early relations, and are free to

live the present without being impaired by past experi-
ences or worries for the future [8].

Adults Dismissing State of Mind

These interviews, in general, show an overall lack of emo-
tional connections during childhood. This discourse usu-
ally lacks details and examples, and the adults in this
classification generally insist that they cannot recall spe-
cific experiences. The participants fail to support their
general ideas about early experiences with evidence, and
their responses are generally short. The internal working
models of these adults are dismissive, because these adults
have developed from a young age adaptive strategies based
on the perception of an unreliable world. As a result, they
have developed a sense of agency and independence, but
a lack of feelings of connection, attunement, and emo-
tional communication [8].

Adult Preoccupied State of Mind

These interviews are categorized by a state of mind that
has not solved issues of the past. The past affects the adult’s
life in the present and prevents him or her from living the
present in full. Past fears are expressed in relationships of
the present and in worries about the future. These adults
have not resolved the question of whether the attachment
figure would be available to them. They feel a powerful
need for closeness and interrelations, and at the same time,
fear of losing these intimate relationships. Relationships in
the present are experienced as inconsistent and unreliable
and as sources of ambivalent feelings. This discourse is
categorized by lack of boundaries between past and pre-
sent experiences, as the past still has an impact of the
present state of the subject, not allowing him or her
freedom to experience the present [8].

Adult Unresolved Disorganized State

of Mind

These interviews commonly have the underlining theme
of lack of resolution of trauma or loss. This discourse is
generally categorized by lack of coherence and organiza-
tion, inability to regulate emotional discussion, disruptive
behaviors, shifts in states of mind, and a lack of adaptive
strategies. The narrative reflects incomplete processing of
past events, usually, as a result of traumatic experiences.
These adults typically become confused or disoriented
when discussing negative events with parents. In these
cases, the mind is impaired by traumatic events from
accessing memories and processing these memories in
coherent ways. This state of mind is thought to be
a result of repeated interactions which a caregiver that
was frightening and could not sooth and help regulate
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the child’s emotions. This categorization is often but not
always found among adults whose parents were abusive or
suffered from a mental illness [8].

Earned Secure Classification

Researchers had encountered a group of adults that were
generally classified as secure even in the face of their
descriptions of negative parental care experiences. These
adults have the ability to present their story in coherent
and congruent ways, and to be emotionally involved as
they describe negative memories. In general, these adults
are thought to have experience repair of early relationships
by finding a secure base in a new relationship such as
a caregiver, spouse, teacher, or therapists. They have been
able to interpret their life stories in ways that make them
tolerable and coherent, achieving resolved states of mind
and resilience. This allows them to live the present free
from unresolved states related to the past. In general,
earned secure adults have rewarding intimate relation-
ships, nevertheless, research points at higher levels of
depression in this group compared to the secure autono-
mous group [7].

Relevance to Childhood Development
The use of the AAI has resulted in a body of knowledge
related to the importance of adults’ representations of
attachment for child development. There is an important
association between the classifications in the AAI and the
quality of parenting an adult can offer. Research suggests
that the way in which a mother recalls her own childhood
experiences has a strong association to the quality of her
relationship with her children. There seems to exist
a transmission of attachment patterns through genera-
tions, as the caregivers interaction patterns are internal-
ized in the child and affect his or her behavior as an adult.
Interviews of autonomous mothers describe a mother
who is free from unresolved experiences and can respond
to her children’s attachment needs. Dismissing interviews
present a mother who is reluctant to admit attachment
needs, as her needs have often been rejected, and shows
rejection and insensitivity to her infant’s needs. Similarly,
preoccupied interviews reflect a mother who is still dealing
with unresolved concerns about her attachment figures
and her need for a secure base. Such mothers are likely
to show inconsistent and confused responses to their
infants, and still feel the need to be nurtured [8].
Research has shown that the AAI can predict the
quality of attachment between the mother and child in
the strange situation in 75-80% of the cases, when

categorizing into secure and insecure attachments. Addi-
tionally, autonomous classification predicts secure attach-
ment, dismissing predicts avoidant, and in many cases,
preoccupied predicts ambivalent attachments. Similarly,
predict disorganized
attachments in the strange situation. The predictive

unresolved-disorganized states

power of the AAI resides not in the quality of early expe-
riences but in the organization of mental representations
of attachment and relationship issues. These mental rep-
resentations reproduce themselves as the internal working
models that infants develop about their caregivers and
about themselves [3].

The AAI can enable researchers to learn about the
processes that facilitate change in the adult’s classifica-
tions. This can have an effect on the care that children
experience, it could help develop clinical services that
improve the quality of the parent-child relationships,
and could help interrupt the generational transmission
of insecure attachments [3].
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Synonyms
Emotions; Feelings; Mood

Definition

A person’s feelings or emotions that can be observed
by others based on facial expressions, body language,
and tone.

Description

Affect is the display of one’s emotions. It is displayed by
surface-level behavior and observations such as smiling,
laughing, crying, etc. It can be easily influenced by events
surrounding the person such as surprises, celebrations,
arguing, or violence. Affect should not be confused with
mood; affect is a more visible and shorter-term experience
of emotion. Affect may be described in many different
ways; for example, “flat” (i.e., little or no display of
emotion), “labile” (i.e., many changes in mood),
“euphoric” (i.e., manic), and “dysphoric” (i.e., down or
depressed affect).
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Synonyms
Mood disorders

Definition

Affective disorders are otherwise known as mood
disorders and include a group of emotional, psycho-
logical, and behavioral disturbances. These disorders
include major depressive disorder, bipolar I and II
disorders, schizoaffective disorder, and seasonal affec-
tive disorder.

Description

The DSM-IV-TR (2000) defines mood disorders in dis-
tinct groups including depressive and bipolar disorders.
Major depressive disorder differs from bipolar disorder
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because there is no history of manic episodes, which is
a defining characteristic of bipolar disorder [4].

In children, symptoms of a major depressive episode are
shown through irritable or cranky moods and academic
problems. Also, these symptoms are different from everyday
irritability or frustration and are often comorbid with other
childhood disorders, such as ADHD [4]. Finally, depressive
episodes emerge more during adolescence along with the
onset of puberty [1, 4].

Symptoms of bipolar disorder in children are displayed
through difficulties with mood regulation, and may be
associated with antisocial behavior, academic problems, or
substance use [4, 9]. 10-15% of adolescents with major
depressive episodes may develop bipolar disorder as an
adult [4] and bipolar disorder is the 6th leading cause of
disability among adolescents worldwide [7].

Schizoaffective disorder is defined as meeting the
criteria for schizophrenia and major depressive episodes
[4]. The onset of schizophrenia is usually between the
late teens and early 30s, but early onset has been recorded
[4]. In children, symptoms include delusions, visual
hallucinations, disorganized speech, and disorganized
behavior [4].

Another affective disorder is seasonal affective disorder
(SAD). This disorder is defined as a negative change in
mood when the seasons change. Children suffering from
this disorder may not be aware of the mood changes; they
begin to feel depressed in the fall and these feelings increase
throughout the winter [8]. Symptoms include feeling tired
and washed out; feeling cranky and irritable; temper tan-
trums; difficulty concentrating; physical complaints; and
increased cravings for junk foods [8].

One of the most widely used assessments for affective dis-
order in children is the Kiddie Schedule for Affective Disor-
ders and Schizophrenia for School Age Children (K-SADS)
[6]. This interview asks the child about his/her symptoms
and doesn’t just rely on the parent to explain the child’s
behavior [9]. However, this tool is not without criticism
because it only rates current affective symptoms and other
symptoms are rated for their occurrence over a lifetime
[2], meaning that some important symptoms may be
overlooked.

Finally, treatments for affective disorders among
children are not where they should be due to a lack of
controlled studies [9]. At this time, cognitive-behavioral
therapy and interpersonal therapy have been identified
as effective psychosocial treatment approaches for
childhood depression [5], and mood stabilizers and

atypical antipsychotic medications are considered

first-line treatment approaches for bipolar disorder in
children [3].
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Definition

African-American English (AAE) is the term often used by
linguists to define a variety of English spoken by most
African-Americans.

Description

AAE has been identified by several idioms in the research
literature that are indicative of the socio-political and
cultural climate of the time. For example, during the
Black power movement in the 1970s, the term Black
English or Dialect was often used to describe Black speech.
In the nineties, the term Ebonics was used to define the
language of some in the African-American community
[4]. The thrust of the Ebonics debate in the mainstream
media was a by-product of the Oakland School District in
California’s decision to validate the home language of
many of its African American students. The Oakland
School District’s goals were to increase achievement and
to address the media’s lack of understanding of the lan-
guage. The backlash that followed Oakland’s decision
highlighted the great theoretical divide between bidialectic
and bilingualism programs [5].

Geneva Smitherman, in her groundbreaking work in the
seventies, defined AAE from a socio-linguistic perspective:
“an Africanized form of English reflecting Black America’s
linguistic-cultural African heritage and the condition of
servitude, oppression and life in America” [7, p. 2].
Smitherman further stated that Black speech has two
dimensions: language and style. Language refers to the
sound and grammatical structure; style refers to the ways
in which speakers combine words to communicate mean-
ing in a larger context. AAE may also be defined as “a
variety that is used by some African Americans and that
has lexical, phonological, and syntactic and semantic pat-
terns that are intertwined with structures in general English”
[5, p. 676]. This definition suggests that language produc-
tion operates on a continuum. At any given time, you may
have speakers of AAE at different points on the language
continuum. In other words, some may be pure speakers of
AAE, others may be bidialectical with proficiency in both,
while others may be proficient in Standard American
English (SAE) with limited proficiency in AAE [5].

Due to AAE’s shared history with SAE, some argue that
AAE users engage in a poor version of SAE. However,
speakers of AAE do follow a rule-governed pattern. The
pronunciation sounds of AAE are very similar to the sounds
used in SAE; however, the rules governing the production
of sounds have different patterns of distribution [5, 7]. For
example, words ending in clusters in SAE do not also end
in clusters in AAE; as a result, the final clusters of “st, sk,
sp, pt, kt, nd, 1d” are often reduced to a single consonant.

For instance, the following SAE words “list, desk, wasp and
accept” are pronounced in AAE as “lis, des, was, and
accep.” The omission of the last consonant is not an indi-
cation of poor grammar but a rule-governed production.
In addition, speakers of AAE tend to do some of the
following: pronounce the initial /th/ sound as /d/ (e.g.,
them = dem; then = den); pronounce the final /th/ sound
as /f/ (e.g., south = souf; mouth = mouf); delete the middle
and final /r/ (e.g., during = doing; more = mow; star =
stah); delete the middle and final /1/ (e.g., help = hep; will =
wii); and place primary stress on first syllable and front
shifting (e.g., police = PO-lice) [7].

One of the most distinctive and critical features in the
structure of AAE is use of the “be” pattern in communi-
cating. This pattern is used to denote a recurring or
habitual condition. “Be” is omitted from conversation to
describe an action that has happened once. For example,
the sentence “The coffee bees cold” means the coffee is
cold everyday, versus “the coffee cold” which means that
the coffee is cold today. In addition, “be” is often used in
conjunction with “do” to convey a recurring behavior
expressed in the format of a question (e.g., “do they be
playing all day?” which translates as “do they play all
day?”). In applying the non-be rule, the AAE speaker
communicates with the absence of be before nouns (e.g.,
he a doctor now), adjectives (e.g., he too tall for me),
adverbs (e.g., they shoes right here), prepositional phrases
(e.g., my momma in the hospital), and in auxiliary con-
structions (e.g., they talking about school now) [7].

Speakers of AAE often use “been” to communicate
a past action that has recently been completed. The con-
text of the sentence symbols the time past versus the actual
amount of time. For example, an AAE speaker may say
“she been tardy twice this semester” to suggest that she has
been late twice during the semester. In addition, “done” is
also used to represent past action that is recently com-
pleted (e.g., I done my homework today). The context of
the immediate sentence or the entire conversation is used
as a time marker. Therefore, AAE speakers do not use the
“ed” in past tense or past participle conjunction. Conse-
quently, the same verb format serves for both past tense
and past participle (e.g., “the bus pass me up last week” or
“the bus pass me up everyday”). Moreover, AAE verbs are
not marked for person. Hence, the same verb format
serves for both singular and plural nouns. Additionally,
AAE speakers tend to use triple and quadruple negatives in
their sentence structure (e.g., don’t nobody never help me
do my homework) and place stresses on the subjects of
sentences (e.g., my son, he have a new car). For additional
information on AAE structure, the reader is referred to
Smitherman’s extensive work [7].
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AAE and Literacy Development

The association between AAE and early literacy
skills is of paramount importance due to the low
reading performance of African American students. It
was the desire to raise the achievement scores of
students in the Oakland School District that prompted
the school board to recognize the home language of its
students. Based on the examples provided above, it
becomes clear how educators may mistake AAE as
poor grammar. Recent studies have documented the
phonological structure of AAE production in preschool
and elementary age students, suggesting that many
children enter school speaking some variation of
the language [1]. The linear relationship between
AAE production and early literacy skills is far more
complex than earlier established. In fact, a U-shaped
association between preschoolers’ use of AAE and
their literacy skills was found. The authors found that
children who use AAE features more or less frequently
in an implicit SAE task (i.e., oral narrative elicitation)
demonstrated stronger overall emergent literacy
skills than students who produced AAE features mod-
erately. Additionally, in a literacy task which required
explicit SAE usage, preschooler used less AAE features
in traditional SAE activities. In fact, they appeared to
decrease their use of AAE features as the expectations
for SAE increased. Hence, even in preschool, students
are able to dialect shift between contexts. Moreover,
students who produce less AAE features in their speak-
ing demonstrated stronger literacy skills than those
students who produced AAE features moderately. Like-
wise, students who were most prolific and proficient at
both languages demonstrated emergent literacy skills
[1]. Similar findings were noted in AAE features of
middle class elementary age students who were able to
code-switch depending on the demands of the
activity [6].

In conclusion, students of AAE tend to produce
more phonological features at the elementary school
level [2]. Phonemic awareness skills are closely aligned
with students’ ability to read well. As such, pro-
grams aimed at increasing the awareness of phonolog-
ical skills in speakers of AAE need to be attuned to
the features of the home language and teach the
explicit structure of SAE [3]. Although AAE has been
identified as a rule-governed language spoken by
many African American children and adults living
in low and middle socio-economical environments,
educational practitioners continue to struggle with
designing language programs to meet these students’
needs.
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Synonyms
Age attribution; Age prejudice; Ageism; Ageist stereotype;
Older worker discrimination

Definition

Age bias is the result of prejudicial, evaluative judgments
being made toward an individual or individuals merely
because of their age [1]. In general, age bias is negative and
directed toward those who are older, although age bias is
possible toward those who are younger as well [2].

Description

Age bias occurs when age-related stereotyping and preju-
dice causes one to treat another person or persons with
partiality because of their age [3]. Preconceived notions
about age then direct biased actions toward that person
within the context of the age group in question. For
example, age bias tempered by notions of older adults
being incurious, resistant to change, technically outdated,
and susceptible to physical ailments, might lead a manager
to hire a younger job applicant over an equally qualified
older applicant. Likewise, possible preconceptions of
younger workers as being lazy, less loyal, harder to satisfy,
and more likely to miss work because of having young
children might bias a manager’s decision to hire. To be
clear, however, the research demonstrates that age bias is
far more prevalent toward those who are older, female,
and a member of the non-dominant culture [3, 4].

Age bias is not simply an abstraction to be argued by
scholars; it exists and it is pervasive in western cultures [3].
Such bias exists because one’s culture supports it in a
number of ways, especially through the use of language [4].
Through words like “old,” ageist notions are perpetuated.
A quick peek at the dictionary yields terms like worn, no
longer in use, discarded, tiresome, and obsolete to name
a few. Each term has negative connotations that at least
unconsciously support age bias. In addition, humor and
jokes propagate age bias because age always has been
a form of derogatory humor. Modern television, newspa-
per, and magazine advertisements are notable too in
perpetuating age bias in their systematic avoidance of
featuring older adults, except when exploiting negative
stereotypes such as deteriorating physical appearance

(i.e., female beauty is akin to “looking young” and
avoiding wrinkling). Similarly, elderly characters on tele-
vision shows regularly are marginalized into minor roles,
poorly developed as characters, and typically described in
stereotypical terms (e.g., fading memory, being comical).
Indeed, print and electronic media are powerful language
forms that continuously inform and shape culturally-
accepted ideas of being “older.”

In the workplace, age bias toward older workers is
problematic, despite laws being passed to lessen its likeli-
hood [5]. In the US, the Age Discrimination in Employ-
ment Act (ADEA) was passed in 1967 to promote the
employment of individuals on the basis of ability and
not age-related stereotypes, with modest success. ADEA
permitted exceptions to certain occupations, such as
pilots, fire fighters, police officers, bus drivers, air traffic
controllers, and others responsible for public safety.
The biggest workplace problem associated with age
bias is hiring and promotional practices [5]. Older
workers in many industries are defined as being 50 or
older, but this varies widely. In the computer industry, for
example, 35-year-old programmers are considered “old.”
For fashion models, being near 30 can be a considerable
liability; youthful beauty is what sells in this instance.
Of course, older workers can be valued for their positive
attributes like experience, knowledge, positive attitude,
loyalty, and commitment to quality. Yet, organizational
research demonstrates that frequently managers have
clearly biased perceptions of older workers as being more
resistant to change, technology-phobic, less creative, and
less capable of handling stressful situations. In study after
study, when equally qualified younger and older workers
apply for a job or promotion, the younger worker has
been more favored in the majority of cases [5].

To combat age bias, people need to be made aware of
its insidiousness, pervasiveness, and possible negative con-
sequences. We must be careful to remember that age bias
has mostly negative consequences, even more so for
females and non-dominant culture members. Those
involved in producing print and electronic media could
take a leading role in sensitizing its citizens to the issue of
age bias and begin addressing it systematically through
promoting more positive, but realistic portrayals of older
people. In the workplace, conducting intergenerational
training and making age a major part of diversity aware-
ness training would be welcome first steps.
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Synonyms

Age equivalent score; Age score; Developmental norms;
Norm-referenced scores; Phylogenetic equivalents; Relative
performance indexes

Definition

Age Equivalent is the individual’s ability; skill, knowledge,
or measurement expressed as the age at which most indi-
viduals reach the same level (age norm). The Age Norm is
the average score of a particular test completed by children
of a given chronological age.

For example, the mental age norm of a 6-year old
female is determined by collecting a sample of 6-year old
female children’s mental abilities, then calculating that
average cognitive function as the age norm. This average
mental function is the age norm for that group. The
cognitive function equivalent of the 6-year-old female
will then be compared against this age norm.

Description

Age Equivalents are not only used in intelligence measure-
ment, but also physical development such as physical
growth (i.e., height and weight, verbal quantity and qual-
ity) and motor skills. There are age equivalents, timetables
of development, for both prenatal and throughout
childhood.

Some tests which use age equivalents include: WIAT,
Oral and Written Language Scales-Written Expression
(OWLS WE), Peabody gross motor scale, Mullen Scales
of Early Learning for the Assessment of Young Children
with Autism Spectrum Disorders, and some early
intervention tests. Some tests will use age norms as an
additional evaluation tool with standard scores.

Age equivalents only report relative standing of different
students on the same test and are more intuitively

understandable. They give a frame of reference for growth
and can provide problem-warning signs.

Since there is a relationship between maturation and
learning, it suggests a timetable. But because individuals
are different, they cannot be expected to be in the same
place at the same time. Even though two children are the
same mental age, they may not both be ready for the same
school tasks, such as reading.

Because of comparisons to norms, failing to master
developmental tasks as expected may cause unfavorable
social judgments and a limited foundation for later tasks.
Care should be taken to avoid a negative (self) judgment
resulting in feelings of inadequacy.

Age equivalents are ordinal data, which means there
are not equal units between scores. The development
curves are higher in younger children and plateau with
older children and adults. Because of this, there are larger
differences between scores of younger as compared to
older children. Unless the practitioner understands the
difference in the amount of variance, it may cause diffi-
culty with the interpretation; as such, should not be used
alone to make decisions.

Standardized tests usually use normative scores, so
there is a measurement within an age group. Standard
scores provide a more accurate view of an examinee’s
ability because they are based not only on the mean at
a given age level but also on the distribution of scores
within the age group. Age equivalents are measured in
groups between ages. Age norms are calculated from
group scores, not individuals within the group.

Analysis of variance from the mean cannot be calcu-
lated with age equivalents. Age norms assume scores are
evenly distributed, but there is no way to know how the
scores are in actuality clustered. If scores cluster around
the top or bottom of the scale it means that change can
only be detected in the other direction. This introduces
a bias called “ceiling” or “floor” effects. In a ceiling effect,
the majority of scores is at or near the maximum possible
for the test and is limited by a lack of variability. This
presents statistical problems. The test can’t measure traits
above its ceiling. This violates statistical assumptions and
limits reliability results.

Relevance to Childhood Development

Age equivalents are used to make decisions about intellec-
tual development, academic achievement, and the
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discrepancy between them to help identify Learning Dis-
abilities (LD). It also measures comparisons of intellectual
ability. IQ is a measure of intelligence calculated by mental
age divided by actual age. Even the fact that IQ can change
illustrates the problem with analyzing mental age. To
minimize this occurrence, it is statistically calculated as
a distribution on the bell curve.

One of the more universally accepted theories is that child
development is sequential in nature; that there is often
a hierarchy of skills creating milestones or stages. Since all
humans go through the same steps, comparisons should
be able to be made. Stages are monitored from babyhood
on up, observing these steps. The approximate ages at
which steps occur are charted on developmental scales.
Generally, development is measured in the following
areas: fine motor, gross motor, cognitive, self-help, social
emotional, and expressive and receptive language. Age
equivalents are compared to age norms to determine if
development is occurring as expected.
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Synonyms
Fetal survival; Premature infant survival

Definition

The age of viability refers to the period of time when
the developing fetus is able to survive outside of its
mother’s womb.

Description

Generally, the age of viability of a fetus is considered to be
between 22 and 26 weeks after conception. Survival ofa child
born prior to the full gestational age (40 weeks) improves
greatly during the third trimester. The survival rates at
different times during the age of variability are as follows:

21 weeks or less: survival rate is 0%

22 weeks; survival rate is 0-10%

23 weeks; survival rate is 10-35%

24 weeks; survival rate is 40-70%

25 weeks; survival rate is 50-80%

26 weeks; survival rate is 80-90%

27 weeks; survival rate is 90% or more

Neonates born during the age of viability usually need
assistance to survive and share some common, but often
temporary, disorders. These include seizure disorders,
heart defects, blindness, problems controlling body tem-
perature, respiratory difficulties, neurological problems
including hemorrhage, among others.

Although some of these issues may persist, the prog-
nosis for the premature children born at the normal
weight for their period of gestation is generally better
than that of small-for-date children (babies born weighing
less than is typical for their gestational age, including
children carried full term).
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Synonyms
Generational effects

Definition

The term cohort effects refers to traits, attitudes and/
or behaviors shared by individuals growing up under
similar sociocultural conditions at a particular point in
history.

The term age-graded influences refers to effects on
development that tend to occur at approximately the
same chronological age in most people, and can be
either biological effects (e.g., puberty), or environmen-
tal effects (e.g., entering the school system, in many
countries).

Description

The developmental researcher Paul Baltes discusses the
concept of history graded effects on development. This
term refers to the concept that each generation experiences
certain historical events, fads, etc. that have a unique effect
on their growth and development that other cohorts do
not experience in the same way. These effects are thought
to be strongest when a cohort is in adolescence or young
adulthood; thus, at some level, making them age-graded
as well. One example might be how each generation hones
its own musical styles and then tends to cling to the music
of its youth throughout life. Imagine the effects, particu-
larly in the short term, that the protest music of the
1960s had on the activism of that generation. Another
example might be the effect of Watergate on the genera-
tion who came of age at in the 1970s. Their attitude toward
government and politicians is typically more cynical than
that of previous generations, according to some authors.
The concept of history graded effects is that, as each
cohort experiences the unique sociocultural forces at
play during their adolescence and young adulthood,
there are some commonalities in their effects on the
growth and development of traits, attitudes and behaviors
of that cohort.

Cohort effects have been shown to be significant.
Research has shown, for example, that the development
of personality in teens was affected as much by cohort-
related factors as age-related factors. Similarly, it was
found that cohort differences in adult intellectual devel-
opment were as large as longitudinally-studied age
differences.

Cohort effects can also be important in the study of
development and the study of change with age. The two
predominant methods for studying change with age are
the cross sectional study and the longitudinal study.
Cohort effects can be problematic in both types of
research.

In cross-sectional studies, researchers study change
with age by, at one general point in time, measuring people
of different ages on some trait or behavior of interest. For
example, a researcher might wish to study the develop-
ment of memory with age. To do so she loads her test on
a computer in her lab, and does a cross-sectional study,
testing a group of 20-year-olds, 30-year-olds, 40-year-olds,
and so on by decade up through 80-year-olds. Suppose that
the researcher finds that 80-year-olds score significantly
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lower on the test than 20-year-olds and, at each progressive
age tested, that scores are lower. Can we therefore conclude
that memory decreases with age? We cannot; one of the
major reasons is cohort effects. For example, today’s 20-
year-olds have much more computer experience on aver-
age than today’s 80-year-olds. Therefore the differences we
see may be attributable to cohort differences in comfort
with the method of testing, and not, in fact, decreases in
memory with age. It is also true that today’s 20-year-olds
typically have more recent and extensive experience with
memorizing information, given their more recent experi-
ence in a school setting memorizing information and
using mneumonic strategies. Although this may make it
seem as if the younger cohort is more adept at the memory
than the older, it may just represent that they have more
recent experience and practice in using strategies to mem-
orize quickly. So, once again, cohort effects may make it
appear that age-related differences exist when they may
not.

Likewise, in longitudinal studies, cohort effects can be
an issue. In longitudinal studies, change across age is
examined by testing individuals of a single cohort on
a trait or behavior of interest, and then continuing to
test that group of individuals over time. In this case,
a researcher might give a test for a trait like frugality, and
follow the members of his original study, testing them
every 5 years throughout their lifetimes. The cohort effect
issue in longitudinal studies is that only one cohort is
studied. The changes across age with the cohort studies
might differ if another cohort were studied. Imagine how
changes in baby boomers would be different than those of
the Depression generation in terms of that trait of
frugality.

Typically, cohort effects in research are dealt with by
combining cross-sectional and longitudinal approaches in
the same study. One might do a series of cross-sectional
studies, or a series of longitudinal studies, for example.
These are often referred to as sequential designs.
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Synonyms
Callosal agenesis

Definition

Agenesis of the corpus callosum (ACC) is a rare congenital
defect; it is literally a failure in proper development of the
corpus callosum, which is normally the largest commis-
sure or interhemispheric pathway, between the two brain
hemispheres of the cerebral cortex. The reported fre-
quency of this condition in the United States is approxi-
mately 0.7-5.3% of all births; presumably, the
international incidence falls in the same range [5].

ACC may be complete, partial or atypical. In complete
ACC, the corpus callosum is totally missing. Such callosal
disorders are diagnosed via brain imaging studies such as
MRI, CT scan or other technologies [3, 4].

The corpus callosum normally begins to form in the
tenth or eleventh week of pregnancy. ACC has no single
cause but can be due to genetic factors, prenatal exposure
to infectious agents or toxins, among other possible
causes; in most cases, the exact cause is unknown. Regard-
less of the cause, normal formation of the corpus callosum
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is disrupted between the fifth and sixteenth week of pre-
natal development [4].

The symptomology, if any, resulting from ACC varies
greatly from one case to another, but includes visual
impairments, poor muscle tone and motor coordination,
delayed motor milestones, reduced pain perception, and
difficulties in chewing and swallowing. Since the emer-
gence of present day brain imaging technologies, it has
become known that there are individuals with ACC who
do not have any psychological delays or deficits. When
psychological symptoms or deficits are apparent, these are
either idiosyncratic and or typically difficult to detect in
most tasks of everyday life. Subtle difficulties in sensory
integration and simultaneous dexterity requiring use of
both hands have been observed but distinguishing these
from normal inattention or “clumsiness” may be a fine
discrimination to make; the individual’s IQ is generally
normal or in the lower end of what is considered normal
[1, 4]. One of the most intriguing aspects of ACC is the
lack of symptoms and deficits relative to those observed
after ablation of the corpus callosum in a mature brain.
Individuals with ACC have been found to have brains with
enlargement of what are typically the other minor
interhemispheric pathways, namely the anterior and pos-
terior commissures. It is assumed that the enlarged ante-
rior and posterior commissures are a means by which
brain or neural plasticity has compensated for the lack of
a corpus callosum [, 2].
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Synonyms
Anger; Antagonism; Assault; Bullying; Hostility; Violence

Definition
Any type of behavior or action that is used to harm or
dominate another.

Description

Aggression is part of human nature; therefore, all children
must learn to deal with their own aggression and the
aggression of others. Even though aggression is an innate
component of all human societies, societies vary in degree
of acceptance and condemnation of aggressive acts. In
addition to variations in societies, individuals vary in
their levels of aggression. Great debate surrounds what
constitutes aggressive actions. For example, is intention
necessary for an act to be considered aggressive? Should
the context be accounted for? When does an action change
from play to aggression? Aggression is a complex and
rather elusive field of study.

Aggression can come in many forms, such as verbal,
physical, relational, can be committed by groups or indi-
viduals, can be emotional or non-emotional, and can be
targeted to a specific person or can be a random act.
However, most researchers can agree on the basic distinc-
tion between hostile and instrumental aggression. Hostile
aggression involves acts that have the goal of hurting
others or injuring victims. In contrast, instrumental
aggression is acts that are motivated by non-aggressive
reason but often harm others as a by-product. The major
distinction between hostile and instrumental aggression
seems to be intention.

Even with the vague and conflicting definitions of
aggression used by researchers, children tend to follow
a particular developmental pattern focused on amount,
type, causes, and thoughts about aggression. Specifically,
the amount of aggression decreases with age. Toddlers use
aggression directed at other children about 50% of the
time, whereas preschoolers use aggression only about 17%
of the time during interactions with other children. Some
research does suggest a slight increase in the amount of
aggression between ages 9 and 14 years, but this increase is
evident in boys only. The gender difference may be due to
the expression of aggression. Boys use more overt actions
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(e.g., hitting, yelling, pushing), whereas girls use more
subtle or covert actions (e.g., exclusion, gossip, name
calling).

Another developmental pattern is seen in the type of
aggression children use. Given increases in social interac-
tions and language use as children get older, aggression
switches from more physical to more verbal actions. Tod-
dlers have limited language skills and have no choice but
to express frustration or anger through physical means.
However, by middle childhood, children can understand
and use language in more complex forms leading to more
verbal expression of anger or frustration, such as name-
calling, taunting, teasing, joking, and sarcasm. Also, across
preschool and middle childhood, instrumental aggression
decreases in frequency, whereas hostile aggression remains
relatively stable. Change in type of aggression can be
attributed to children being able to intentionally use
aggressive acts. Rather than aggression being a by-product
of actions as is common in younger children, in older
children are able to deliberately manipulate aggression
toward targets.

Given that social situations change across childhood
with children gaining entry into more groups and orga-
nized events, the contextual elicitors of aggression also
changes with age. For toddlers, aggressive acts are most
often directed at playmates and center around possession
or lack of possession of toys and play objects. Also, in
early childhood, toddlers direct aggressive acts toward
parent based on disagreements over daily routine activities
like bathing, eating, bedtime, etc. Because children are
spending more time in larger group settings like school,
older children often use aggression not only for individual
gain but for the betterment of the group. For example,
children may use aggression to obtain the prime spot
on the playground so that the entire group may play
together.

The final developmental pattern seen in childhood
aggression is due to increased awareness of social situations
and interpretation of social events. With age, children
are able to better understand their motives and the motives
of others. Also, children are able to predict behaviors in
social situations and use that knowledge to change social
interactions. Older children are better able to take on the
perspective of others during social situations and can
better anticipate the actions and emotions of others. As
a result of children’s increased social savvy, aggressive
behaviors become more subtle and sophisticated. Older
children are now able to control their behaviors and emo-
tional responses to override the impulsive aggressive acts of
early childhood and are better able to deliberately plan
complex aggressive acts. Intense emotional reactions can

still elicit violent behaviors but children are now able to use
aggression more effectively to harm others.

Socialization has a large impact on the individual
developmental path of aggression. Parental style has been
shown to influence aggression in adolescent boys. Specif-
ically, when parents are rejecting or indifferent to their
male adolescents, they have little motivation to control
hostility. Also, when parents are too permissive and fail
to set limits, male adolescents may feel freer to use aggres-
sion. Parents may also model the rewards of using
aggression. For example, frequent use of physical punish-
ment and repeated demonstration of aggression increases
the likelihood of children using aggression as a means to
an end. Also, differential rewarding may encourage aggres-
sion. Parents of aggressive adolescent males are more likely
to punish their sons for aggressive acts directed at parents
but rewarded for aggressive acts directed toward peers.

Individual differences in aggression levels are fairly
stable across development. Children, who are considered
aggressive compared to their peers in toddlerhood, will
most likely be considered aggressive compared to their
peers in preschool and beyond. Individual differences in
aggression are also relatively consistent across situations.
Children who are aggressive with peers tend to be aggres-
sive with parents, teachers, and others, as well as across
contexts like school and home. However, this does not
mean that individual levels of aggression are fixed and
cannot be altered. Children can learn the precursors of
their aggression and therefore, can learn to control aggres-
sive tendencies. Modeling prosocial actions is another
important way to teach children to control their aggres-
sion. If children have other more acceptable behavior
options, they will be more likely to use positive versus
negative actions. Changing children’s interpretation of
social situations may also help decrease aggression. If
children can come to recognize other possible motives
for behaviors, they may be able to control their impulsive
reactions to potentially threatening social interactions.

Several theories have described possible biological and
social determinants of aggression. Freud’s instinct theory
and Lorenz’s ethological theory both characterize aggres-
sion as instinctual reactions and therefore an inescapable
part of life. For Freud, the death instinct, inborn in every
human, was the drive to outwardly destroy property or
hurt others. This death instinct builds energy overtime
that must be released in socially acceptable ways, via
catharsis, or violence is inevitable. According to Lorenz,
aggression has adaptive value, like hunger, sexuality, and
flight, that ensures the strongest will survive.

Based on learning theories, the Frustration-Aggression
Hypothesis and Bandura’s Social Learning Theory put
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more emphasis on contextual influences on aggression.
According to the Frustration-Aggression Hypothesis,
aggression is a learned response when faced with frustrat-
ing social situations. Children learn that expressing
aggression helps to alleviate their frustration when their
goals are blocked. Although the link between frustration
and aggression makes common sense, research has failed
to make a clear and reliable link between frustration and
aggression. Being frustrated does not always lead to acting
aggressively and aggressive acts are not always caused by
being frustrated. Bandura’s research explored the link
between observing aggression and expression of aggres-
sion. Through observational learning, children see the
usefulness of aggressive acts for obtaining goals and
come to use aggression in similar situations. Bandura’s
Social Learning Theory is the foundation for the argument
that television and other forms of media increase aggres-
sion levels. However, a causal link between aggression and
media has not been established. Television may increase
aggressive behaviors or aggressive tendencies may lead to
watching violent television.
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Synonyms
Agnosis Primary; Monomodel Visual Amnesia; Visual
Amnesia

Definition

Agnosia is a relatively rare neurological disorder which
refers to the inability to recognize common objects, per-
sons, sounds, shapes, or smells, even when basic sensory
modalities are intact. An individual diagnosed with an
agnosia is able to receive sensory input such as vision,
hearing, and touch, yet is unable to understand or recog-
nize what they see, hear or feel. Visual and auditory agno-
sias are the most common identified in the literature. This
inability for recognition is not due to issues with alertness,
intelligence and language [3].

Background and Overview

Agnosia, as a term to describe this phenomenon, was first
introduced in 1891 by Sigmund Freud (1856-1939).
Agnosia comes from the Greek word for “not knowing”
or loss of knowledge. Agnosia was described by Teuber
(1916-1977) as a “normal percept stripped of its mean-
ing.” The phenomenon of agnosia is frequently discussed
in the literature but is relatively rare. Due to the rarity of
the disorder, there is no standard taxonomy for describing
it, which complicates the clinical understanding [4]. Most
reported cases have been patient-based of single subject
design, with no two cases exactly alike. Limitations of
patient-based research have been cited by Farah [2] as
not being readily available for replication. The inability
to accurately classify the disorder has led some skeptics in
the past to question whether or not the phenomenon
actually exists. Currently there is a broad consensus that
the disorder does exist, in part due to advances in neuro-
imaging. Additionally, there are many types of agnosia
identified in the literature [7]. Each specific type of agno-
sia affects a specific sensory modality in a specific way. The
phenomenon can range from an inability to recognize
familiar faces (prosopagnosia), to the inability to recog-
nize familiar voices (phonagnosia). Other types of agnosia
identified in the literature include autotopagnosia, the
inability to identify the parts of one’s own body, and
color agnosia, the inability to recognize color despite
intact color discrimination.
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Agnosia is most commonly seen in persons who suffer
from a stroke or from dementia. The inability to recognize
sensory stimuli can be partial or complete, depending on
the extent of the damage to the brain [8]. For example, an
individual suffering from a visual agnosia may be able to
visually describe the object that they are seeing, yet is
unable to recognize what it is or identify it by name. This
curious phenomenon is often confined to a singular sen-
sory area, such as vision, hearing, or tactile (touch), but can
manifest concurrent with other sensory areas. For example,
a person with a visual agnosia would not be able to identify
or demonstrate how to use a common object, such as a
hammer, even though they can see it and accurately
describe it. They would, however, likely be able to identify
the hammer by touch or by sound if they heard it banging
onwood, as these sensory modalities would not be affected.
Individuals can have a spontaneous recovery, or recovery
can be slow and incomplete. Others must learn to cope
with their strange disability. No specific treatment exists.

Anatomical Clinical
Gerschwind (1965) published a monograph, “Disconnec-
tion Syndromes in Animals and Man”; his primary thesis
was that certain types of behavioral deficits were caused by
disconnections between hemispheres, within a hemi-
sphere, or a combination of both. Gerschwind advanced
the concept that an agnosia was the result of disconnecting
the posterior speech area from the visual association cor-
tex, and is caused by dysfunction due to brain damage in
the parietal, temporal, or occipital lobes [4]. According to
Luria [6], visual agnosias are the result of a disturbance of
visual perception that develops as a result of lesions of the
secondary visual cortex. Agnosia is a symptom of a brain
disorder. The term is most often used when the primary
sense organ involving sight, touch, or hearing is involved
and is not impaired. Knowledge of the neuropathology of
agnosia is currently incomplete. However, there is evi-
dence to suggest that bilateral occipital lobe lesions
extending deep into the white matter contribute to this
disorder. The parietal and temporal lobes of the brain are
implicated, as they are involved with storing memories
and the association of objects to those memories. Damage
may be due to head trauma, stroke, carbon monoxide
poising, anoxia, dementia or other neurological disorders.

There are many different subtypes of agnosia described
in the literature, but all generally fall under the three main
categories; visual agnosia, auditory agnosia, and tactile
agnosia.

Visual agnosia is a neurological disorder confined to
the visual modality in which the person is unable to
recognize familiar objects despite intact visual processes.

Lissauer (1890) was the first to suggest that there was
a distinction between a deficit in the ability to perceive
stimuli consciously and a deficit reflecting an inability to
ascribe meaning to what has been perceived, a disorder
that he identified as “soul blindness.” He identified two
broad classifications or categories for visual agnosia,
apperceptive agnosia and associative agnosia. Most neu-
ropsychologists continue to use these broad classifications.
While there is a distinction between apperception and
associative agnosia, the distinction is not always clear [7].

Apperceptive agnosia is identified when object recogni-
tion fails, due to impairment in visual perception. Apper-
ceptive agnosia is the inability to visually assemble
incoming information through the visual system and to
form an image, while other visual functions such as acuity,
color vision, and brightness discrimination remain intact.
These individuals have obvious difficulty with visual per-
ception and are unable to process features and, as such, are
not able to accurately develop a perception of the overall
shape of the object. As a result, they have difficulty recog-
nizing, copying, or discriminating between different visual
stimuli. Individuals with apperceptive agnosia are unable
to copy images accurately. Simply stated, these individuals
cannot see objects normally and, as a result, they cannot
recognize them. A review of the literature identifies carbon
monoxide poisoning as a known cause of apperceptive
agnosia. Damage to the brain caused by carbon monoxide
poisoning is frequently profuse and is primarily located in
the posterior regions of the brain. The posterior regions of
the brain are responsible for the analysis, coding, and
storage of information. Lesions in the occipito-temporal
and occipito-parietal visual association areas have been
implicated in the damage of visual shape or general visual
space recognition [2, 4, 5, 7].

Simultanagnosia, also known as Balint’s syndrome,
named after the Hungarian neurologist (1909) is the inability
to perceive more than one object at a time. It is a condition
where visual images containing multiple objects cannot be
interpreted as a whole. Individuals can recognize single
objects or details in their visual field, but only one at
a time. They cannot make a coherent picture out of the
various images within the scene or make whole images out
of details. They literally cannot see the forest for the trees.
Instead, individuals with simultanagnosia recognize only
portions of the visual scene and fail to describe the overall
nature of the scene and comprehend its meaning. Individ-
uals capable of seeing only one object at a time are said to
have dorsal simultanagnosia. Individuals with ventral
simultanagnosia retain the ability to recognize whole objects,
but the rate of recognition is impaired. The left inferior
temporo-occipital cortex is generally implicated in the
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deficit. This phenomenon has been described as an inability
to shift visual attention from one point to another [7].

Associative visual agnosia has been used broadly to
describe a heterogeneous set of symptoms, but most
often refers to an inability to recognize objects, despite
evidence that early stage perceptual processing is intact.
According to Farah [2], there are three main criteria that
identify an associative agnosia. The first criterion is the
difficulty of recognizing a variety of objects, as demon-
strated by an inability to categorize these objects by
semantic grouping or by gesturing to indicate normal
functioning of the object. The second criterion is normal
recognition of objects through modalities other than
vision, for example, by touching the object. The third
criterion includes intact visual perception that seems ade-
quate to the task of recognizing the object [3].

Unlike apperceptive agnosia, these individuals can
recognize shapes and objects. However, they cannot access
memory or knowledge of what the object is. The object is
perceived as an object but has no meaning; therefore it
cannot be identified. For example, the individual can
describe accurately visual scenes and/or various objects,
but they fail to recognize them for what they are. They
would be able to copy and reproduce images, but are
unable to identify them by name. This has led some to
believe that there is damage in the language centers of the
brain. Bilateral damage of the posterior cerebral arteries
has been frequently identified in associative agnosia. In
general, damage to the brain is more localized than in
apperceptive agnosia. Reported cases in the literature
identify that damage to several different areas of the
brain may produce the affect of an agnosia. Associative
agnosia is more common than apperceptive agnosia [1].

Auditory agnosia is a deficit in auditory recognition
confined to the auditory modality, despite intact auditory
sensory function. There are non-verbal and verbal forms
of auditory agnosia. Non-verbal auditory agnosia is
defined as a failure to recognize nonverbal acoustic stim-
uli, despite adequate hearing. For example, the individual
would be unable to recognize familiar sounds such as bells,
whistles, horns, or animal sounds. Like a visual agnosia,
this is sometimes described as a disconnect syndrome,
meaning that the brain cannot connect the sound to the
source of the sound. This disorder is associated with right
temporal or parietal lesions or bilateral lesions of the
auditory association cortex [4, 5].

Verbal forms of auditory agnosia refer to an inability
to comprehend language, despite normal hearing capabil-
ities. These individuals are able to copy and write sponta-
neously and follow written commands, but cannot write
dictation. Auditory verbal agnosia is thought to be

produced by damage to Wernicke’s area in the left primary
auditory cortex, or the tracts leading to it. Lesions leading
to the corpus callosum are also implicated.

Tactile agnosia, sometimes referred to as astereognosia,
is a deficit in object recognition confined to the tactile
modality, and occurs as a result of unilateral damage
resulting from lesions of the contralateral inferior parietal
cortex. Those with a tactile agnosia have difficulty identify-
ing a familiar object, such as a key or safety pin that is placed
in the hand on the side of the body opposite the damaged
area of the brain. These individuals cannot recognize an
item by touching or holding it, but can immediately recog-
nize the object when they look at it. Like visual and auditory
agnosias, this too is sometimes considered a disconnect
syndrome between the somesthetic perception area of the
brain and the knowledge of what an item is [4].
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Description

Aid to Families with Dependent Children (AFDC) was
established by the Social Security Act of 1935 as a grant
program to enable states to provide cash welfare payments
for needy children who had been deprived of parental
support or care because their father or mother was absent
from the home, incapacitated, deceased, or unemployed.
AllL 50 states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands operated an AFDC program. States
defined “need,” set their own benefit levels, established
(within federal limitations) income and resource limits,
and administered the program or supervised its adminis-
tration. States were entitled to unlimited federal funds for
reimbursement of benefit payments, at “matching” rates
that were inversely related to state per capita income.
States were required to provide aid to all persons who
were in classes eligible under federal law and whose
income and resources were within state-set limits.

During the 1990s, the federal government increasingly
used its authority under section 1115 of the Social Security
Act to waive portions of the federal requirements under
AFDC. This allowed states to test such changes as
expanded earned income disregards, increased work
requirements and stronger sanctions for failure to comply
with them, time limits on benefits, and expanded access to
transitional benefits such as child care and medical assis-
tance. As a condition of receiving waivers, states were
required to conduct rigorous evaluations of the impacts
of these changes on the welfare receipt, employment, and
earnings of participants.

The Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (PRWORA) replaced AFDC,
AFDC administration, the Job Opportunities and Basic
Skills Training (JOBS) program, and the Emergency Assis-
tance (EA) program with a cash welfare block grant called
the Temporary Assistance for Needy Families (TANF)
program. Key elements of TANF include a lifetime limit
of 5 years (60 months) on the amount of time a family
with an adult can receive assistance funded with federal
funds, increasing work participation rate requirements
which states must meet, and broad state flexibility on
program design. Spending through the TANF block
grant is capped and funded at $16.5 billion per year,

slightly above fiscal year 1995 federal expenditures for
the four component programs. States must also meet
a “maintenance of effort (MOE) requirement” by spend-
ing on needy families at least 75% of the amount of state
funds used in FY 1994 on these programs (80% if they fail
work participation rate requirements).

TANF gives states wide latitude in spending both Fed-
eral TANF funds and state MOE funds. Subject to a few
restrictions, TANF funds may be used in any way that
supports one of the four statutory purposes of TANF: to
provide assistance to needy families so that children can be
cared for at home; to end the dependence of needy parents
on government benefits by promoting job preparation,
work and marriage; to prevent and reduce the incidence
of out-of-wedlock pregnancies; and to encourage the for-
mation and maintenance of two-parent families.
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Synonyms

Attachment behaviors; Attachment classifications; Attach-
ment patterns; Attachment theory; Exploration; Internal
working models; Separation; Strange situation

Definition

Ainsworth’s procedure is a method that assesses the qual-
ity of attachment between infant and primary caregiver.
This procedure takes place in a laboratory, and categorizes
infants into secure (B), insecure-avoidant (A) and inse-
cure-resistant or ambivalent (C). Additionally, a forth
classification, disorganized (D) is recognized.

Description

Attachment theory was first articulated by John Bowlby,
who proposed that an attachment is an affectionate tie
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that develops between two people, and endures over time
[5]. In this relationship one person is viewed as stronger
and smarter and takes the role of caregiver and the second
person is viewed as needy of care and nurturance. This
relationship is based in the etiology and biology of
humans, since it served the role of protection and survival
of the human infant. This way the relatively helpless infant
has innate qualities based in the genetic programming that
prompt him or her to form attachments and the human
caregiver has innate qualities that facilitate caring and
nurturing.

According to Bowlby [6], the attachment figure fulfills
two important functions in the development of the child.
The first function is to provide the infant with a secure
based from which exploration can take place, and the
second function is to provide the guidelines for the inter-
nal working models. Sensitive and consistent responses
from a caregiver constitute a relationship in which the
infant feels safe and confident to explore the world.
These early experiences form a pattern in the infant’s
mind and are internalized as internal working models.
The experiences of protection, comfort and opportunities
for exploration form internal working models of self as
independent, lovable, worthy, and self-reliant. In contrast,
when an infant experiences the rejection of his or her
needs for comfort and exploration the infant is likely to
develop internal working models of the self as less worthy,
less lovable, and less self-reliant. This way, a child’s daily
explorations has the function of testing a hypothesis about
his or herself and the child’s world. The child’s learning to
attribute meaning to past, present, and future interactions
constitutes the basis for the development of internal work-
ing models. Therefore, these models can be described as
a group of expectation of self and others generated by the
attachment relationship [6].

Attachment behaviors are behaviors that aim to promote
attachment and survival, and they consist of seeking and
maintaining proximity through crying, following, cling-
ing, approaching, smiling, or calling [1]. These behaviors
are activated when infants perceive that their sense of
safety or integrity is being compromised. These behavior
emerge early in development, and they progressively
become more directed towards a specific caregiver, usually
the mother. Attachment exists even when the behaviors are
not present. Hence, once an attachment has been formed,
it is believed to be constant even in the absence of attach-
ment behaviors. This way, attachment is considered to be
an organization of the behavioral system [1].

Exploratory behavior is also an important element in
the attachment system and serves as a period of learning
and adaptation. The human infant can adjust to a wide
variety of environmental variation, when a balance
between the need of proximity to caregiver and opportu-
nity for exploration of the environment is available. Devel-
opment takes place through the equilibrium between
behaviors that draw the child close to the mother for
nurturance and behaviors that draw the child away from
the mother for exploration and learning [1].

One of the factors that give this theory empirical validity is
the fact that these ideas can be measured objectively and
reliably. The interaction between exploratory behaviors
and proximity-seeking behaviors has been explored in
naturalistic settings, bringing Ainsworth and colleagues
to develop the Strange Situation. In this procedure,
a shortcut to naturalistic observation is proposed as the
Strange Situation observes the infant in a variety of situ-
ations that prompt both proximity seeking and explora-
tion. These behaviors will take a long time to be observed
as activated naturally in the home environment. The pro-
cedure was designed to observe the extent to which the
infant can use the mother as a secure base from which to
explore an unfamiliar environment. This 20-min labora-
tory procedure constitutes a snapshot of attachment
behaviors. This technique exposes the child to
a controlled unfamiliar situation with and without the
mother and is very effective at evoking attachment behav-
iors. The balance of exploration-proximity is observed
when interpreting the results, as Ainworth’s procedure
provides the opportunity to observe how exploratory
behavior is affected by both the presence an absence of
mother and the presence of a stranger [1].

The procedure consists of eight episodes and was
described by Ainsworth as taken place in the following
way:

“Episode 1 (M, B, O). Mother (M), accompanied by an
observer (O), carried the baby (B) into the room, and
then O left.

Episode 2 (M, B). M put B down in the specified place, then
sat quietly in her chair, participating only if B sought
her attention. Duration 3 min.

Episode 3 (S, M, B). A stranger (S) entered, sat quietly for
1 min, conversed with M for 1 min, and then gradually
approached B, showing him a toy. At the end of the
third minute M left the room unobtrusively.

Episode 4 (S, B). If B was happily engaged in play, S was
nonparticipant. If he was inactive, she tried to interest
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him in the toys. If he was distressed, she tried to
distract him or to comfort him. If he could not be
comforted, the episode was curtailed, otherwise it
lasted 3 min.

Episode 5 (M, B). M entered, paused in the doorway to give
B an opportunity to mobilize a spontaneous response
to her. S then left unobtrusively. What M did next was
not specified, except that she was told that after B was
again settled in play with the toys she was to leave
again, after pausing to say ‘bye-bye.’ (Duration of
episode undetermined.)

Episode 6 (B alone). The baby was left alone for 3 min,
unless he was so distressed that the episode had to be
curtailed.

Episode 7 (S, B). S entered and behaved as in episode 4 for
3 min, unless distress prompted curtailment (...).
Episode 8 (M, B). M returned, S left, and after the reunion
had been observed, the situation was terminated”

(1, p. 54].

The behaviors displayed by infants in the Strange
Situation, are the basis for the coding system, and are
identified as proximity and contact-seeking, contact-
maintaining, contact and interaction resisting, and
searching behaviors. Contact-seeking behaviors are
behaviors such as approaching, climbing on, and reaching,
contact-maintaining behaviors are behaviors such as hold-
ing on or refusing to let go, contact and interaction
resisting behaviors are behaviors such as attempts to
push away or attempts to get down after being picked
up, and searching behaviors consist of the infant searching
for the mother in her absence, looking at the door or her
chair [1].

Classifications are based on careful observation of the
child’s attachment behaviors in the different composites
of the Strange Situation with special attention to the
reunion episode [2]. The securely attached child (classified
as B) displays the ability to play and explore happily in the
presence of the mother and to feel at ease in the presence of
a stranger. Securely attached children become distressed
when the mother leaves, but they are easily comforted by
her when she returns. Children in the anxious-avoidant
category (classified as A) are usually indifferent towards
the mother and are more interested in toys than in inter-
actions. Such children might exhibit distress when she
leaves and might be comforted by the stranger. However,
they generally behave with indifference in her return. The
insecure-ambivalent children (classified as C) play in close
proximity to the mother and exhibit anxiety in her

presence. They become very disturbed when she leaves
and are not comforted easily in her return. They hesitate
between seeking proximity and avoiding the mother dur-
ing reunion [2].

The behaviors the children exhibit in the Strange Sit-
uation reflect on the internal working models of the self,
the caregiver, and the world, and are directly related to
past experiences with the caregiver. The securely attached
infants have developed internal working models of auton-
omy, confidence, and reliance. Their behaviors reflect on
a caregiver who has been consistently available, and an
attachment relationship that has served as a secure base for
explorations. Insecurely avoidant infants have developed
working models of rejection and indifference, and their
behaviors reflect a caregiver who has been consistently
unavailable. The relationship does not constitute as
a secure base, and the infant has developed coping strate-
gies of indifference. Insecure-ambivalent infants have
developed internal working models of uncertainty. Their
behaviors reflect on caregivers who have been inconsistent
in their availability, have not offered a secure base for the
child’s exploration, and have limited the child’s autonomy.
Infants are ambivalent about the ability of the caregivers to
offer comfort, and therefore they alternate between prox-
imity seeking and resistance [2].

A fourth category has been found through extensive
observations of Strange Situations [8]. This category is
described as disorganized attachment (classified as D) and
portrays a child that lacks an organized strategy to cope with
both separation and reunion. This child looks disoriented
and confused at reunion and resorts to a mix of behaviors
including freezing and stilling. This classification is rare and
is mostly present in clinical populations or abusive parents. It
reflects a child who has a perception of the caregiver as the
source of fear and instability and as unable to sooth the
child’s emotions (Siegel, 1999). This child’s behavior reflects
an incoherent working model, and no possible strategy to
solve the paradox between seeking protection and avoiding
the feared object, as both the fear and the protection are
elicited by the same person (Siegel, 1999).

The Strange Situation has been used in numerous empir-
ical studies in many parts of the world. Attachment clas-
sification observed in many U.S. samples have shown
a similar distribution to the one proposed by Ainsworth
and her colleagues (1978). About 67% of infants observed
in the Strange Situation are securely attached, about
21% are classified as insecure-avoidant, and around 12%
are classified insecure-ambivalent (Van IJzendoorn and
Bakermans-Kranenburg). Cross-cultural research supports
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the idea that the B classification is the mode in all countries.
Yet, in some cultures some variations of the distribution has
been found. For example, in Western Europe and America
the avoidant classification is most common among inse-
curely attached children. However, in both Japan and Israel,
ambivalent attachment has been found to prevail, and
avoidant attachment is rare [13].

Some controversy evolved around the use of the Strange
Situation to measure attachment. A central issue in the
controversy is the argument that the Strange Situation
does not solely measure attachment styles. The behaviors
observed in the Strange Situation could easily reflect chil-
dren’s level of arousal and emotionality, distress, fear, and
other dimension of temperament rather than past experi-
ences with the caregiver.

However, research points at the role of past experience
and caregiver sensitivity to be better predictors of classifi-
cation in the Strange Situation. For example, in one study
level of child fearfulness was associated with the type of
insecure classification, as more fearful children were more
likely to be classified as insecure-ambivalent and less fear-
ful children were more likely to be classified as insecure-
avoidant. Yet, the history of maternal responsiveness was
associated to secure or insecure categorizations
(Kochanska and Coy, 2002). Similarly, researchers found
that categorizations into easy or difficult temperament
were not associated with attachment classification [14].
Likewise, a study has shown that insecure-avoidant chil-
dren were temperamentally easier than both ambivalent
and secure children [12].

Moreover, research found that the level of child dis-
tress by itself is not related to any attachment classifica-
tion, although heightened distress is often associated with
insecure patterns. However, the level of distresses influ-
ences the strategies children adopt during reunion. For
example, children who feel higher levels of distress during
separation might react in proximity-seeking behaviors
and or conflicted behaviors, corresponding to secure or
ambivalent classifications. Children who display low levels
of distress typically exhibit indifference and less proxim-
ity-seeking behaviors, corresponding to avoidant classifi-
cations (Kochanska and Coy, 2002).

In one study, children’s observations in their interac-
tion with their mothers and level of distress experience
in the separation episode were taken into account
(Kochanska and Coy, 2002). Children who have shown
more anger in their interactions with their mothers were
more likely to exhibit resistant behaviors at reunion, and
this was unrelated to the level of distress experienced.

Similarly, children who expressed less joy in their interac-
tions with their mothers resisted contact most often, and
children whose mothers showed unresponsiveness were
more likely to exhibit avoidant responses. This study con-
cluded that the child’s specific experiences in the mother-
child relationship such as anger and joy and maternal
responsiveness, were stronger influences on the children’s
choice of responses at reunion, than levels of distress
(Kochanska and Coy, 2002). This supports the idea that
the Strange Situation measures a construct that is strongly
related to early experiences with the specific caregiver in
the procedure rather then irritability or promptness to
distress.

Since the Strange Situation was established, many new
methods have been developed to observe the quality of
attachment. However, the classifications remain similar
between methods measuring attachment during infancy
and childhood [11]. Some of the most common measures
employed are the Q-sort, which is an observer’s rating
system based on home observations. The Q-sort gives
a continuous score on attachment security and does not
classify between secure and insecure styles. Additionally,
there are some variations to the strange situation such as
the Cassidy-Marvin system for 2.5-4.5 year-olds, the Pre-
school Assessment of Attachment, and the Main-Cassidy
system for 5 and 6 year-olds. Each of these measures
adheres to the categories established by Ainsworth and
her colleagues, yet the behaviors used to measure each
category vary with the child’s age [11]. Lastly, a popular
method is the doll-play procedure in which children are
asked to use a doll family to complete a set of standardized
attachment related stories. This method has many versions
and could be used from the age 3 until 7 [11].

Relevance to Childhood Development
The Strange Situation constitutes a reliable method of
observing a complex construct such as infant attachment.
The availability of this method has enabled theorists
and researchers to measure attachment and learn about
its crucial role in child development. Additionally,
researchers have gathered information about what consti-
tutes an effective intervention that could improve attach-
ment quality. Finally, extensive research has been
generated with attention to implications for social policy.
The Strange Situation has enable scientists to show
that security of attachment consistently predicts positive
emotional development. Securely attached children in
general, display pro-social behaviors, competence with
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peers, social skills, and empathy (Lamb et al., 1985). Inse-
curely attached children display higher rates of hostility,
impulsiveness, and negative affect [9]. Additionally, secure
attachment has shown to be an important factor in resil-
ience and an early predictor of socio-emotional develop-
ment in the contexts of cumulative risks (Belsky et al.,
2000). Attachment security has also proved to have
a central role in resilience. In the other had, attachment
insecurity has been found to be make children vulnerable
to the adverse contextual circumstances [4].

The Strange Situation has enabled scientists to deter-
mined whether interventions aimed at improving attach-
ment are efficient and in what way. Researcher have found
that interventions are particularly successful if they start
when the child is under 3 years of age, they are only a few
sessions long, and have clear behavioral focus [3]. More-
over, since attachment is closely related to the quality of
the responses from the caregiver to the infant, interven-
tions aimed at refining the quality of these responses are
most effective [3].

Finally, the use of the Strange Situation has given room
to research relevant to public policy regarding issues such as
child care. Studies using this method have shown that
children benefit from policies that encourage quality of
care during infancy and the preschool period. As more
mothers have joined the workforce, and infants experience
larger periods of separation these issues become vital. Large
controversies remained unresolved in determining what
constitute the ideal care for optimal development of infants
and young children (e.g., [10]). Nevertheless, research indi-
cates that whether infants experience maternal care, in home
care, or center-based care, the quality of interactions and
availability of the caregivers, including appropriate adult-
child ratio remain as some of the central indicators of opti-
mal care and of predictors of secure attachments (e.g., [7]).
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Albinism

Derived from the Latin albus meaning white, albinism is a
congenital disorder characterized by the complete or par-
tial absence of pigment in the skin, hair and eyes due to the
absence or defect in an enzyme involved in a production of
melanin. The condition results from inheritance of reces-
sive gene alleles and affects all vertebrates including
humans. Albinism is also associated with a number of
visual defects such as photophobia, nystagmus, and astig-
matism. A lack of skin pigmentation makes an organism
with albinism more susceptible to sunburn and skin
cancers.
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Definition

Alcohol is an organic chemical compound that is com-
prised of an alkyl group (carbon chain) and a hydroxyl
group (oxygen—hydrogen bound molecule). More com-
monly it is used to refer to a class of beverages containing
the chemical ethanol, a psychoactive drug that depresses
the central nervous system.

Description

The term alcohol can refer to any organic chemical com-
pound that includes one or more aliphatic hydroxyl
groups (—OH) attached to an alkyl group (C,H,1).
While alcohols can exist in many forms, the term alcohol
is more commonly used to describe the compound ethyl
alcohol (or ethanol, abbreviated EtOH). As its name
suggests, ethanol is comprised of an ethyl group (a two-
carbon chain) and a hydroxyl group (an oxygen—
hydrogen bound molecule), arranged in a straight chain
and having the molecular formula C,HsOH (Fig. 1). Eth-
anol is the primary psychoactive ingredient found in most
alcoholic beverages, and because of its depressant effects
on the central nervous system, it is considered a drug and
is regulated in many countries.

Ethanol is a clear, colorless liquid with a characteristic
refined odor. In dilute concentrations it has a sweet taste
while in concentrated solutions a burning taste is often
observed. It has a density of 0.789 g cm ™, a molar mass
0f46.07 gmol ™ ! and a molar volume of 59 cm?. It melts at
159 K (—130°C) and boils at 352 K (78°C). It is slightly
basic having a pH of 7.33, and is both flammable and
volatile [4]. Ethanol is classified as a primary alcohol,
meaning that its hydroxyl (—OH) group is attached
directly to a carbon atom that has at least two hydrogen
atoms attached to it as well. This, combined with its short
carbon chain, enhances its miscibility (solubility of one

Alcohol. Fig. 1 (a) Two-dimensional representation of
molecular structure for an ethanol molecule. (b) Three-
dimensional “ball-and-stick” model of an ethanol molecule.

liquid with another to form a homogenous solution) and
viscosity (resistance to flow). These properties further
enable ethanol to more easily participate in hydrogen
bonding with other molecules, being able to accept or
donate one hydrogen atom, and also render the ethanol
molecule more stable than some other organic com-
pounds of similar molecular weights.

The primary route of entry for alcohol into the human
body is through consumption (drinking) although it also
can be absorbed through the skin. Once ingested, alcohol is
transported down the esophagus into the stomach. There,
it acts as an irritant by increasing the levels of hydrochloric
acid (a chemical that aids in the process of digestion) that
are secreted from the stomach lining. Approximately 20%
of the alcohol consumed is absorbed through the stomach
where it is picked up by small blood vessels and
transported directly into the bloodstream. The remaining
alcohol passes into the small intestine where most of the
remaining 80% is absorbed through the intestinal walls
into the bloodstream. From there it is carried to the liver
and then on to the rest of the body. Because alcohol is
water-soluble, it mixes easily with the bloodstream and
is quickly circulated throughout the entire body, where it
is likely to come into contact with every major organ
including the heart, lungs, and central nervous system.

While in the liver, much of the alcohol is broken down
by enzymes through the process of metabolism. One of the
primary pathways (though certainly not the only one) for
this process involves the enzyme alcohol dehydrogenase
(ADH), which catalyzes the oxidation of ethanol into acet-
aldehyde (CH;CHO). While ethanol itself is not a carcin-
ogen, acetaldehyde is mutagenic, which means that it is
very often toxic and carcinogenic as well. It is this chemical
that is largely responsible for many of the physiological
consequences alcohol exerts on the body. This compound
is eventually broken down further by aldehyde dehydro-
genase 2 (ALDH?2) in the cell’s mitochondria where it is
converted into the acetate: acetic acid (CH;COOH),
whose effects include depression of the central nervous
system. The acetate is eventually metabolized to form
either carbon dioxide (CO,) in the heart, skeletal muscle,
and brain cells; or to form acetyl CoA (C,3H33N;0,,P5S),
which plays an important role in the production of energy
and the neurotransmitter acetylcholine [7].

The rate at which alcohol is eliminated from the blood
has been found to be on average 0.015% per hour, but as
high as 0.06% per hour. Given that most standard drinks
contain approximately 0.06% alcohol by volume, this
estimate suggests that the body can eliminate up to one
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alcoholic beverage each hour. However, a number of fac-
tors influence the rate of metabolism, including a person’s
genetics, gender, ethnicity, types and levels of enzymes
present in the metabolic system, amount of food present
in the stomach, and other variables as well. Recent
research has suggested that the rate at which alcohol is
absorbed and metabolized can vary by as much as three to
four times across individuals. However, new research
methods that allow precise dosing and specially grown
cultured cells show promise in improving our understand-
ing related to alcohol metabolism [6].

The effects of alcohol on the human body are numerous.
Perhaps the area most widely studied with respect to the
physiological effects of alcohol concerns its impact on the
brain. Research has demonstrated that different regions of
the brain vary in their levels of sensitivity to alcohol.
Unlike other psychotropic drugs, which tend to target
the receptors for specific neurotransmitters, alcohol
appears to exhibit an influence over a number of areas
and in variety of ways. Receptor sites for the neurotrans-
mitters gamma-aminobutyric acid (GABA, implicated in
inhibition of anxiety), N-methyl-p-aspartic acid (NMDA,
which may be implicated in the physical dependence of
alcohol), and serotonin (implicated in mood regulation)
are just a few examples of those that have been shown to be
specifically influenced by the presence of alcohol [1].

It has already been noted that alcohol is quickly
and easily mixed with the bloodstream and distributed
throughout the body. In fact, this process occurs so quickly
that alcohol carried by the circulatory system can reach
the brain in less than 1 min after consumption. Because of
the way the vascular system is structured in relation to the
brain, the blood (and consequently the alcohol) reaches
the outer cortical areas first, before making its way inward
and downward through the brain structures. This pattern
suggests that the first areas of the brain to be affected by
alcohol are those responsible for higher order processing
(affecting such domains as judgment, decision making,
and inhibition), followed by lower order processing
centers (affecting coordination, memory, emotion, and
sensory processing), and finally reaching the more prim-
itive areas of the brain (affecting levels of consciousness
and life functions such as breathing and heart rate).

While the initial impact of alcohol on the brain may be
immediate, the consequences of prolonged use have lon-
ger-lasting effects. Many of these effects are not seen dur-
ing the childhood or adolescent years (i.e., liver cirrhosis,
hepatitis, etc.) because their onset and course generally
require longer periods of development than adolescence

affords. Despite this, recent studies have begun to demon-
strate the negative impact of moderate to heavy alcohol
consumption among adolescents. These findings include
lower levels of sex hormones (estrogen in females, testos-
terone in males), lower levels of growth hormones,
increased levels of liver enzymes typically identified as
indicators of liver damage, and lower bone mineral den-
sity [3]. Further, alcohol use in adolescence is associated
with decreased hippocampal volume (associated with
memory impairment), abnormalities in the corpus
callosum, and overall smaller brains when compared to
control groups of adolescents who did use alcohol [5].
Beyond the problems already discussed, there also
exists growing evidence that alcohol use during adoles-
cence may further lead to long-term physiological conse-
quences. One suggestion is that because of the rapid
growth and development taking place during adolescence,
exposure to alcohol during this critical period may disrupt
cognitive development in such a way that it may predict
future psychological and physiological concerns [3]. There
remains much to be learned with respect to the short- and
long-term impact of alcohol consumption among adoles-
cents. the preliminary findings already
discussed, along with the recently observed trends in ado-
lescent alcohol consumption (see “Drinking,” this vol-

Moreover,

ume) underscore the need for continued investigation
into this important area of research.

One final area that must be addressed concerns the
impact of others’ alcohol consumption on child and ado-
lescent development. Children can experience the effects
of others’ alcohol use both directly and indirectly. For
example, the social environment plays a significant role
in adolescents’ decisions to consume alcohol, particularly
with respect to the influence of parents and peers [2].
Further, among the more notable examples of direct con-
sequences to childhood development are the fetal alcohol
spectrum disorders, including fetal alcohol syndrome.

Fetal alcohol syndrome is one of the leading causes of
birth defects as well as a leading cause of mental retarda-
tion. The disorder is believed to develop prenatally as a
result of heavy drinking by the mother during pregnancy.
Because alcohol is distributed so easily throughout the
circulatory system and because the developing fetus
receives its blood supply from the mother, the mother’s
alcohol consumption can have a direct and negative
impact on the fetus’s development. The problems associ-
ated with fetal alcohol syndrome are many. Children with
this disorder tend to exhibit retarded growth; cognitive,
neurological, and motor deficits; learning difficulties, and
social and behavioral problems. They may also display a
number of permanent physical abnormalities, particularly
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with respect to craniofacial malformations. These can
include widely spaced eyes, small eye openings, and skin
folds at the corners of the eyes; a short nose and lower
nasal bridge; small head circumference, small midface, and
receding chin; thin upper lip and a groove between the
nose and upper lip. Often brain development is also
impaired, with a number of brain structures including
the corpus callosum, cerebellum, and basal ganglia show-
ing decreased volume and size.

Summary

In summary, alcohol represents a significant problem for
children and adolescents throughout their development.
The consequences associated with exposure to alcohol
during critical developmental periods accentuate the
severity of this problem. While a majority of the available
research has focused on the effects alcohol has on the brain
and central nervous system, it is clear that the conse-
quences are many and far reaching. Many questions still
remain regarding the extent to which the chronic and
severe alcohol-related problems observed in adulthood
will also be observed in adolescence. However, the rela-
tionship between early alcohol use and later alcohol-
related problems has already been established. Despite
the magnitude of the current problems associated with
alcohol and adolescent populations, new technologies and
research methodologies suggest our understanding of
these important issues will continue to improve as future
investigations are undertaken.
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Suggested Resources

For the most up-to-date research on specific topics related to alcohol,
the reader is referred to the following internet resources:

The National Institute on Alcohol Abuse and Alcoholism (NIAAA).
Accessed November 2008 http://www.niaaa.nih.gov/

The National Institute on Drug Abuse (NIDA). http://www.nida.nih.gov/
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Synonyms

Alcohol exposed; Alcohol related neurodevelopmental
disorder (ARND); Fetal alcohol effects; Fetal alcohol spec-
trum disorder (FASD); Fetal alcohol syndrome (FAS);
Prenatal alcohol exposure

Definition

The term alcohol exposure is used to denote the adverse
effects of maternal alcohol consumption on the develop-
ing fetus. Alcohol exposure is a general term representing
the wide spectrum of physiological, cognitive, and behav-
ioral difficulties resulting from varying degrees of alcohol
use during pregnancy.

Description

The term alcohol exposure is used to denote the wide
spectrum of difficulties that may arise from maternal
consumption of alcohol during pregnancy. Conceptually,
alcohol exposure serves as a broad umbrella encompassing
the multitude of physiological, neurological, behavioral,
emotional, social, and academic deficits resulting from the
teratogenic effects of alcohol in utero. Fetal alcohol syn-
drome (FAS), fetal alcohol spectrum disorder (FASD), and
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alcohol related neurodevelopmental disorder (ARND) are
specific terms used to characterize the varying degrees of
impairment that result from maternal alcohol consump-
tion. Alcohol exposure serves as a general term used to
indicate exposure to alcohol during pregnancy without
describing the degree of resultant fetal impairment. His-
torically, FAS has been viewed as the form of alcohol
exposure resulting in the most severe physiological, cog-
nitive, and behavioral impairments in children.

Contemporary base rate estimates suggest that
between 9 and 10 per 1,000 live births or 40,000 children
are diagnosed with alcohol exposure each year, with rela-
tively fewer (2.8 per 1,000 live births) diagnosed with
FAS [1, 2, 4]. Diagnostic criteria for FAS is well defined
and includes the presence of facial dysmorphia (lack of
philtrum or ridge between mouth and nose, widely set
eyes or small eyes, and thick upper lip), growth deficiency
(low body weight and height), and central nervous system
dysfunction (structural brain damage and/or cognitive
impairment). However, whereas criteria for FAS is defin-
itive, criteria for alcohol exposure, also referred to as
FASD, is often vague, and may only include only one or
two of the aforementioned genres of impairment or
impairments in behavioral, emotional, and social func-
tioning [1, 4].

Holistically, those diagnosed with any form of alcohol
exposure may experience a plethora of impairments rang-
ing in severity from mild to severe. The most common
cognitive impairment resulting from alcohol exposure is
a reduction in overall IQ, with reductions ranging from
7 to 35 points below the mean; alcohol exposure, specifi-
cally FAS, is the most common cause of mental retardation
in the Western hemisphere [1]. Other cognitive deficits
common among those with alcohol exposure include
reduced verbal comprehension ability, memory deficits,
and difficulties in social learning and applying social
norms. Executive function deficits, including difficulty
sustaining attention, planning, organizing, and inhibiting
are exceedingly common. Those diagnosed with alcohol
exposure are particularly prone to emotional and behav-
ioral challenges, including hyperactivity, aggression,
oppositional behavior, stereotypical behavior, and inap-
propriate sexual behavior, among others [1]. Both exter-
nalizing difficulties, as previously mentioned, and
internalizing difficulties, such as depression, anxiety, and
low self-esteem, are common, although some have
asserted that continued parent alcohol use in the home,
as opposed to the effects of alcohol exposure in isolation,
is to blame for many behavioral challenges [3].

In sum, it has been estimated that between 84 and 94%
of those diagnosed with alcohol exposure experience

behavioral and emotional challenges. Common diagnoses
found among the alcohol exposed population include
ADHD, depression, oppositional defiant disorder, con-
duct disorder, and bipolar disorder [1, 3, 4]. Cognitive,
behavioral, and physiological difficulties have been found
to persist into adulthood, with some dissipation in the
appearance of physiological symptoms. Many of those
diagnosed with alcohol exposure have been found to
become dependent on alcohol use in adulthood [4].

Relevance to Childhood Development
Alcohol exposure, whether mild or severe, often leads to
pervasive and persistent cognitive and behavioral difficul-
ties influencing the individual throughout the lifespan.
Early detection and intervention has been cited critical
first steps toward mitigating the influence of alcohol
exposure on overall well-being [1]. Previously cited cog-
nitive and behavioral sequelae manifest during childhood
and stand to greatly impede academic performance.
Those working with children affected by alcohol exposure
must be attuned to the unique presentations of the disor-
der and resultant academic difficulties should proper
intervention ensue. Given the breadth of challenges and
needs that may arise as a result of alcohol exposure,
comprehensive academic and behavioral intervention
plans and supports are frequently warranted as part of
both general and special education programming. While
consideration for special education programming is not
necessary in all cases of alcohol exposure, design of appro-
priate Individual Education Plan goals and objectives,
including consideration of behavioral and social/
emotional supports, is integral in cases where special
education is required. Careful attention should be paid
to student needs surrounding attention, planning, orga-
nization, and self-regulation. Completion of functional
behavior assessments (FBA’s) and resultant behavior
intervention plans (BIP’s) should occur in cases where
behavior is found to impede learning and social function-
ing, regardless of eligibility or need for special education
supports. School based counseling can prove helpful in
assisting students struggling with issues related to peer
interaction, self-esteem, and other internalizing or exter-
nalizing behaviors.
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Definition
One member of a pair located on the same points of a pair
of chromosomes.

Description

Individuals inherit two alleles for each gene. One allele is
inherited from each parent. Various alleles produce varia-
tions of inherited characteristics. For example, if both
alleles are the same, the person will inherit dark hair.

However; if each allele is different, the dominant gene
will override the recessive gene. If one allele has the char-
acteristic of dark hair and the other allele has the
characteristics for light or blonde hair, the dominate
gene for dark hair will override the gene for light or
blonde hair.
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Life Dates
1897—1967

Educational Information
After graduating second in a class of 100 from Glenville
High School in Cleveland, Gordon Allport attended Har-
vard beginning in the fall of 1915 [7]. By 1919, he had
earned his bachelor’s degree majoring in psychology and
social ethics [10]. After graduation, Allport spent a year
teaching English and sociology at Robert College in Con-
stantinople. During this time Allport was offered
a graduate fellowship at Harvard, and so he returned to
earn a Ph.D. in psychology finishing in 1922 at the age of
24 [6, 7]. His dissertation, An Experimental Study of the
Traits of Personality: With Special Reference to the Problem
of Social Diagnosis, reflected his dual interests in psychol-
ogy and social issues [10].

After completing his Ph.D., Allport was awarded the
Sheldon Travelling Fellowship and spent the first year of
the fellowship in Germany and the second at Cambridge


http://www.genome.gov/glossary/?id&thinsp;=&thinsp;4
http://ghr.nlm.nih.gov/glossary&thinsp;=&thinsp;allele

Alpoxid

79

University. At the end of the fellowship Allport was offered
an instructor position in social ethics at Harvard [6]. He
remained there for 2 years and then accepted a position as
assistant professor in psychology at Dartmouth. In 1930,
after 4 years of teaching at Dartmouth, he returned to
Harvard and would finish his career there [10].

Accomplishments
Allport’s early focus was on personality. He stated that
“No other psychologist, at least at Harvard, seemed to be
interested in social values as an academic problem nor in
developing a lifelike psychology of personality” [7]. He is
generally thought to have been the first person in North
America to teach a college level course on personality [10].
As a faculty member, he helped to establish at Harvard
the Society for the Psychological Study of Social Issues, the
Department of Social Relations, the Department of Soci-
ology and served 18 years as the chair of the Committee on
Higher Degrees of the social relations department.

The book Personality: A Psychological Interpretation
[1] was an important introduction of his theory of per-
sonality [6]. Gordon would continue to write
a proliferation of articles and books. Among his more
influential books are: The Nature of Prejudice [2], Becom-
ing: Basic Considerations for a Psychology of Personality [3],
Pattern and Growth in Personality [4], Letters from Jenny
[5], The Person in Psychology [7] and The Psychology of
Rumor [8].

Contribution

Allport argued that psychology should use both idio-
graphic and nomothetic methods. It was his assertion
that the discipline focused too much on nomothetic
approaches and he insisted that if you wanted to know
something about an individual you should ask that indi-
vidual first [10]. He believed every person was unique and
that the best way to study psychology was to evaluate the
healthy person [9]. Perhaps his most radical and best
known concept is that of functional autonomy. Allport
believed that while adult motives developed out of child-
hood drives, adult motives become independent. In other
words, motivation occurs independently from past
experiences.

Allport’s personality theory asserted that within indi-
viduals were real traits that helped guide behavior. He
classified these traits into two major categories: (a) com-
mon traits, traits that may occur among a group of people
in any culture, and (b) individual traits, traits that are
uniquely expressed within the individual. He further
divided these traits into three levels. The first was what
he referred to as cardinal traits. These were traits that were

so dominant that the bulk of a person’s behaviors could be
linked directly to them. The second level was central traits.
These referred to characteristics that were easy to detect
and each person possessed an average five to ten. The third
level was secondary traits. He believed these were harder to
detect and only persons who were close friends of the
individual may even be aware of these traits. While Allport
attempted to identify each type of trait, he believed they
acted in an interdependent way. None of the traits were
separate from the influence of the others, and the trait that
exerted dominance was highly dependent on the situation.
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Synonyms
Neoteny; Nidicolous

Definition
An immature state of development following birth or
hatching that necessitates care by others.

Description

Altricial animals are born in an immature state and unable
to care for themselves. Owls, kangaroos, cats, dogs, and
humans are examples of altricial species. In contrast, pre-
cocial organisms are mobile and independent within
hours or days following birth or hatch (e.g., ducks,
zebras). Because of the extensive care altricial organisms
require, they are usually born as singletons or in small
numbers into social groups where there is the opportunity
to have more than one caregiver.

Humans require care for a long period of time and
reach sexual maturity and adulthood after a long period of
postnatal development. The benefit of this lengthy period
of immaturity is that the nervous system has an extended
period to develop, ultimately resulting in more complexity
and greater cognitive ability. Infancy, childhood and ado-
lescence provide humans with a range of experiences, each
of which have the potential to shape the ner