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Overview

Abandonment generally refers to a person (or
persons) permanently leaving another (or
others). That generality, however, masks many
complexities and nuances, as abandonment can
have different meanings and effects. In the
context of adolescence, the effects of abandon-
ment can emerge in a variety of ways
depending on the nature of abandonment and
the outcomes of interest. For example, one
must consider the differences between emo-
tional and physical abandonment, as well as
whether the adolescent is the one being aban-
doned. Adolescents can be abandoned by their
parents, leave their parents by running away, or
abandon their own child. Each situation creates
a unique set of circumstances and is accompa-
nied by its own complex laws. With a lack of
adequate statistics or research, it can be diffi-
cult to pinpoint the severity of the impact each
of these situations can have on an adolescent’s
development. Nevertheless, an impact of some
degree is evident.
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Abandonment

Although children who are abandoned tend to be
infants or young children (who are called found-
lings), abandonment still is important to consider
when studying the period of adolescence. Aban-
donment potentially relates to adolescents in two
major ways. First, abandonment is relevant to
adolescents in that they can be abandoned or in
that the feeling of being abandoned leads youth to
leave their parents by, for example, running away
from their homes (i.e., the abandon their parents)
(Thompson et al. 2008). Second, abandonment is
relevant to adolescents because they may be at
risk for abandoning their own children. It also is
expected that the variety of ways that adolescents
can experience abandonment lead to different
developmental outcomes.

The above propositions may be true but, regret-
tably, research on abandonment is considerably
inadequate and does not support them conclu-
sively. For example, researchers and policy
makers lack reliable statistics regarding how
many children are abandoned, their basic charac-
teristics and situations, as well as the characteris-
tics of those who abandon them. Even the most
comprehensive federal statistics reporting on the
incidence and common features of child maltreat-
ment do not report abandonment rates or charac-
teristics (US Department of Health and Human
Services 2009). Thus, studies do not have a

https://doi.org/10.1007/978-3-319-33228-4


2 Abandonment
firm grip on the number of cases involving aban-
donment, but they do provide a sense that it is an
important issue that may affect adolescents.
The Social and Legal Complexities
of Abandonment

Abandonment turns out to be a much more com-
plicated legal and social concept than might be
initially imagined. Legally, children are aban-
doned when their parents leave them without the
supervision of an appropriate person for what is
deemed to be an inappropriate amount of time.
Typically, the parents do not intend to return and
relinquish their control over the child’s care, and
the child is abandoned outside of legal adoption.

As with other types of child maltreatment,
abandonment is regulated by both civil and crim-
inal law. Child abandonment is a criminal offense
in every state, but what constitutes abandonment
varies from one state to another. Variations focus
on what the parents do, the child’s characteristics,
and the penalties. Much variation exists in the civil
context as well. Variation in this context also
focuses not only on what parents do as well as on
the child’s characteristics and situations but also
on the rights of parents involved and the types of
resources that might be provided to the parents and
families. In the civil context, abandonment also
arises when a court decides to terminate the natural
rights of parents on the grounds of abandonment in
order to permit adoption or other state interven-
tions on behalf of the child. Importantly, pursuing
abandonment in criminal or civil contexts has
consequences, especially in terms of protections
individuals would have and what would be appro-
priate outcomes for the parents as well as the
children: criminal justice systems would aim to
prosecute and punish parents in ways that might
remove them from their homes while civil, child
welfare systems would aim to consider, in appro-
priate cases, the potential rehabilitation of parents
as well as reunification with their families.

The law remains equally complicated when
dealing with abandonment from the perspective
of adolescents who might be the ones to abandon
their own children. Adolescents who have
children may be at higher risk of abandoning
their infants, and this supposition has led to
important legal developments relating directly to
the legal regulation of abandonment. Although
adolescents may be deemed at higher risk,
research has yet to provide supporting evidence
to that effect. It has been adolescent (and other
young) mothers, however, who have tended to
attract attention from society and policy makers.
That attention recently contributed to the devel-
opment of “Safe-Haven Laws.” Every state now
has laws permitting parents to abandon their chil-
dren at a safe place, such as with fire station
departments, emergency medical personnel, hos-
pitals, police departments, and, in some cases,
churches (Pollock and Hittle 2003). Although
these laws have been described as permitting par-
ents to abandon their children anonymously and
without fear of prosecution, that description may
not be the case depending on state laws. Again
and as with all other areas of child welfare and
criminal law, laws can be quite complicated and
can vary from state to state.

State laws vary considerably in their
approaches to regulating safe havens for children
who would be abandoned. They vary in the man-
ner that they restrict the age of babies who can be
legally relinquished, vary in terms of who they
allow to relinquish the children, and vary to the
extent that they assure anonymity. Equally impor-
tantly, they vary in the specific protection granted
to those who seek to relinquish, for example, if a
child has been abused; the case is likely to be
treated as an abandonment rather than relinquish-
ment, and the relinquisher can be prosecuted for
their abusive actions. States also vary in terms of
who can accept the baby and the protections that
they would get from liability. In addition, states
vary in terms of the rights of the relinquishing
parent (e.g., whether they can change their
minds) as well as the rights of the children (e.g.,
whether their medical history can be taken by the
relinquisher). The rights of fathers also vary, with
some states requiring a search for the natural
father. Although it may be a general rule that
safe-haven laws permit abandonment without
fear or prosecution, then, what is permitted cer-
tainly varies and that variation highlights well
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some of the important considerations that can
arise in cases of abandonment.

In addition to their remarkable variation, safe-
haven laws are notable for the extent to which
they have attracted considerable controversy as
well as their relative ineffectiveness (Sanger
2006). Although they have helped assuage fears
of children being killed or otherwise harmed by
parents who no longer wanted them, available
evidence has yet to support their effectiveness
(see Pollock and Hittle 2003). The legal responses
also have been seen as problematic in that they do
not seek to identify and serve the young women
who feel isolated and lack access to resources and
support in times of crisis leading to abandonment.
This lack of a broader perspective makes this area
important to the study of adolescence as it neces-
sarily involves the need to address broader issues
relating to adolescent sexuality and pregnancy;
enhance communication among youth, families,
and communities; and develop supportive net-
works for adolescents in need. These broader
issues go to the core of the study of adolescence
as well as the core of efforts that can eventually
address abandonment and its consequences.
Parents’ Abandonment of Adolescents

Another form of abandonment can involve the
death of parents. The nature of a parent’s death
could cause even further complexities such that
the child may cope differently depending on
whether the death was sudden (such as by an
accident or suicide) or due to prolonged illnesses.
However, regardless of how a parent dies, it seems
to severely affect a child’s development.

While it may seem inappropriate to consider a
parental death as abandonment, one must consider
the situational similarities. For example, a child is
in either case abandoned because in either case
they are left without a parent. However, like tra-
ditional abandonment cases, there is a lack of
research on the effects of adolescents losing their
parents. But some research has found that parental
loss of any type – parental rejection, separation
from a parent, or loss through death – causes a
disturbance in psychological development. This
disturbance may extend well into adulthood and
cause, for example, children to be less confident in
their own parenting abilities, which may cause a
cycle of abandonment as well (Keenan 2014).

Although the different forms of abandonment
may be similar, it seems that bereavement during
adolescence may still have its own unique conse-
quences. For example, researchers have found that,
compared to peers from divorced or intact homes,
parentally bereaved adolescents expressed higher
levels of discomfort, inferiority, and inadequacy
(Servaty and Hayslip 2001). It seems that adoles-
cent grievingmay be very unique and very likely to
interfere with the normal developmental processes
(Garber 2000), but when adolescents have experi-
enced their losses matters (Cerniglia et al. 2014).
And, like any other aspect of this developmental
period, the periodmay be one of heightened impor-
tance of peers in responding to parental loss (see
Dopp and Cain 2012; LaFreniere and Cain 2015).
Conclusion

Abandonment, while potentially manifested in
many forms either by the adolescent’s parents or
by the adolescent parent, seems to have severe
consequences on adolescents’ development into
adulthood. Unfortunately, there is a lack of ade-
quate data and research on this topic. Still, even
without robust data, it can be clear that, due to the
period of adolescence being ordinarily fraught
with many potential internal and external strug-
gles while transitioning into adulthood, adding the
extreme stressor of parental loss likely shapes
development in many ways.
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Overview

Conceptions of abnormality are at the center of the
study of mental health and healthy development,
both generally and as applied to the adolescent
period. Yet, what constitutes abnormality continues
to be the subject of considerable debate and con-
troversy. A close examination of the study of
abnormality and disorder reveals that there are
many ways to approach the notion of abnormality,
all of which have their limitations and strengths.
Abnormality

Controversies surrounding conceptions of disor-
der and abnormality emerged quite forcefully a
few decades ago, especially in popular culture, as
they were sparked by the writings of Thomas Szaz
(1971, 1974) who argued that mental disorders
could be conceived as a function of subjective
societal values and were, in essence, myths.
Although his model was unable to explain why
some socially disapproved beliefs were not
deemed pathological (such as rudeness or some
forms of racism), his conceptualization did focus
on a key point of abnormality, which is that abnor-
mality at least partly constitutes conditions
deemed undesirable and that societal conditions
figure prominently in determining what should be
deemed undesirable in the first instance.

Szaz’s approach was championed by many
who questioned whether the concept of mental
disorder actually existed and viewed it as a myth
that justified the use of medical power to intervene
in socially disapproved behavior (see Foucault
1964/1965; Sarbin 1969). This skeptical view,
having made important points, still left much to
be examined, as highlighted by other efforts to
define and understand abnormality.
Conceptualizing Abnormality

One of the most expected ways to conceptualize
abnormality relies on the statistical conception of
normal. Cohen (1981) provided the most author-
itative statement on a statistical approach to dis-
order in which he viewed disease as a quantitative
deviation from the statistical norm. The approach
has considerable merit, as statistical deviations are
critical to several definitions of disorders, such as
intelligence. Yet, statistical deviation above the
norm may be viewed as healthy and even arguing
that deviation must be in the negative direction to
be deemed abnormal in the sense of being a dis-
order remains problematic since some behaviors
can be statistically deviant but still not disorders
(such as immoral or criminal behaviors). Still,
disorders often are statistically deviant, and deter-
mining what would constitute a disorder would
require imposing either subjective or objective
judgments on that statistical deviance.

Another approach to determining what consti-
tutes abnormality relies on the notion that it
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simply is what health professionals treat (see Tay-
lor 1976). This approach has some appeal in that it
takes a pragmatic approach focusing on condi-
tions that elicit interventions from mental health
professionals, centers on patients and profes-
sionals, and may circumvent issues relating to
broader societal value judgments. Still, the
approach has its limitations in that many condi-
tions treated by professionals (e.g., pregnancy or
parent–child conflicts) may not be pathological
yet still evoke a need for professional assistance.
Perhaps even more problematic, this approach
runs the risk of having both patients and profes-
sionals being wrong about what constitutes a dis-
order, and, equally problematically, it can lead to
not viewing disorders as disorders until those in
treatment view them as such. Thus, this approach
may have considerable merit but it still lacks a
general concern for broader societal or group
judgments.

Other models focus less on enlisting social
criteria and personal value judgments and more
on invoking biological criteria. Some, for exam-
ple, have argued that abnormality should be
defined by relying strictly on such biological
criteria derived from evolutionary theory (see
Kendell 1975). These would include identifying
as abnormal conditions that reduced one’s life
span or reduced reproductive fitness. Although
this approach has the advantage of trying to be
objective, it still necessarily relies on value judg-
ments in determinations of what would be consid-
ered disadvantageous. The approach also
encounters important limitations in that many dis-
advantages may be due to environments, and
many disadvantages are tied to intrinsic condi-
tions (males die younger than females) and not
to disorders.

Yet another approach conceives of abnormality
as harmful dysfunction. This approach (seeWake-
field 1992) champions a view that takes into
account social values in the concept of harm and
more objective approaches through focusing on
dysfunction. The approach seeks to distinguish
conceptions of abnormality that are socially
constructed from those that are arguably more
scientific. Although the approach has consider-
able merit, it too is subject to limitations in that
there are no clear-cut definitions of dysfunction
and adaptive functions, and there may not be clear
dividing lines between normal and abnormal
functioning.

Arguably, the most widely accepted view of
abnormality and disorder comes from the Diag-
nostic and Statistical Manual (DSM), now in its
fourth edition and published by the American
Psychiatric Association (2000). The DSM’s defi-
nition has been relatively unchanged since its
third edition. Its criteria for disorder focus on
notions of distress, disability, expectability, and
dysfunction. The concept of disability is meant to
capture behavioral and observable components,
while the notion of distress seeks to capture the
more subjective and experiential aspects of mental
disorder. The focus on expectability highlights a
focus on statistical norms and what is likely within
a normal range. The focus on dysfunction denotes
a breakdown or disruption indicating a failure to
perform functions, which was meant to provide a
more objective view of abnormality that resisted a
focus on social value judgments. Although the
DSM’s approach brings together many others, it
too has been widely criticized, as illustrated by
studies highlighting different manifestations of
mental disorders worldwide (see, e.g., Kleinman
and Cohen 1997) as well as by commentaries
highlighting the inherent problems with the use
of terms like “dysfunction” to define disorder (see,
e.g., Wakefield 1992) and arguing that the
approach to diagnoses lacks sufficient clinical
utility (see Andersson and Ghaderi 2006).
Conclusion

Controversies revolving around definitions of
abnormality are likely to continue. They likely
are to do so given the challenges of identifying
clear criteria for abnormality and changing socie-
tal views of what can be deemed valued. Still,
despite these controversies, researchers and theo-
rists do tend to rely on overlapping criteria for
what constitutes abnormality, a tendency that
helps to account for the remarkable consensus
that does exist regarding whether specific condi-
tions could be deemed abnormal.
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Overview

One of the most dramatic situations that an
adolescent can experience is an unintended
pregnancy and deciding what to do about it.
These situations generally require counseling,
both professional as well as informal, such as
from trusted adults and peers. Yet, research that
examines what adolescents do in these situations
remains undeveloped, controversial, and marked
by inconsistencies. The best research in the area
focuses on basic statistics about the prevalence of
pregnancies and abortions. Research on the out-
comes of abortion has emerged, but much of it
tends to not focus on adolescents. Commentaries
relating to adolescents tend to focus on their
rights, and little research has sought to understand
how those rights are actually addressed in prac-
tice. Despite limitations in research, existing find-
ings do reveal important findings that underscore
the need for more research.
Prevalence of Abortions
and Controversies

Unwanted pregnancies leading to abortions are
common life events, and they relate directly to
youth. Approximately 22% of the 205 million
annual pregnancies end in abortion (Sedgh
et al. 2007). In 2004 individuals less than 19 com-
prised approximately 17.4% of completed abor-
tions, while 32.8% were ages 20–24 (Sedgh
et al. 2007). Recent analyses (using data from
2011) reveal that, despite recent declines, teen
pregnancy rates remain high in many countries,
and the proportion of teen pregnancies that end in
abortion varies widely across the countries (over
20) with complete estimates. For example, the
adolescent abortion rate among those countries
ranged from 17% in Slovakia to 69% in Sweden,
and in half of the countries, 35%–55% of preg-
nancies ended in abortion (Sedgh et al. 2015).

Research also reveals an inverse relationship
between pregnancy rates and the proportion of
pregnancies ending in abortion. Countries with
high teen pregnancy rates have a smaller propor-
tion of those pregnancies end in abortion. This
means that birth rates spread even greater in coun-
tries with high pregnancy rates. The example that
is often given to understand this finding uses the
rates from the USA and Switzerland. The US teen
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pregnancy rate is about seven times that of Swit-
zerland, but the US birth rate is 15 times that of
Switzerland (Sedgh et al. 2015).

Despite its prevalence, abortions raise a host of
social and legal issues that challenge basic values
and foster intense controversy. Indeed,
researchers often charge that the scientific enter-
prise in this area of study is being manipulated and
that research findings are being misrepresented to
justify particular social agendas, especially efforts
involving access to contraception and abortion
(see Russo and Denious 2005). As expected,
these controversies raise important concerns, not
the least of which is the ability to get a firm grip on
what research actually finds and what it means.

Controversies are likely to continue as they
relate to mothers’mental health outcomes relating
to abortions and particularly as they relate to ado-
lescents and their status. Research notes varied
outcomes and mostly focus on adult women (see
Major et al. 2009). Many reviews find similar
conclusions, which is that, in the aggregate,
women who terminate an unintended pregnancy
are not at increased risk of mental health problems
compared to women who carry an unintended
pregnancy to term. But one meta-analysis found
that abortion actually increases women’s risk of
mental health problems, and it noted that it
increases it by 81% and that 10% of mental health
problems are attributable to abortions (Coleman
2011). That study has been subjected to many
criticisms, such as the quality of the studies that
it included (see Steinberg et al. 2012). Given the
overall quality of studies in this area and the
challenges facing efforts to provide more rigorous
findings, it does appear that controversies will
continue.

The existing controversies are important, but
they also are limited. They tend to focus on elec-
tive abortions, and they also tend to ignore ado-
lescents. This poses important challenges for
understanding adolescents’ use and access to
abortion counseling. Still, existing research does
provide a springboard for uncovering important
issues relating to other types of abortion (e.g.,
therapeutic and spontaneous abortions) and some
of the important legal and clinical issues they
might raise for adolescents.
Elective Abortions

Therapeutic and elective abortions typically are
considered together, although they can be deemed
considerably different. Therapeutic abortion is the
deliberate termination of a pregnancy aimed at
preserving the mental or physical health of the
mother, preventing the birth of a lethally defective
fetus, or reducing the number of fetuses in multi-
ple conceptions to reduce health risks. Thus, an
elective abortion is one done for any other reason.
Over 90% of abortions occur during the first tri-
mester, either utilizing surgical or nonsurgical
procedures. Vacuum aspiration may be used dur-
ing weeks 6–12, and medicinal abortion between
weeks 0–9. Surgical options available after the
first trimester are dilation and curettage used dur-
ing 12–15 weeks, and dilation and evacuation is
used 15–12 weeks. Dilation and extraction,
performed after 21 weeks, are largely illegal in
the USA since the passing of the Partial-Birth
Abortion Ban of 2003, which the Supreme Court
upheld in Gonzales v. Carhart (2007). The legal
foundation of that case is important to consider
given that it directly concerns many of the legal
and policy issues relating to elective and thera-
peutic abortions, and those issues directly relate to
counseling contexts.

In Carhart, the Court held that the partial-birth
abortion ban did not impose an undue burden on
the due process right of women to obtain an abor-
tion. The Court did so by noting that the burden
was not impermissible as framed under precedents
assumed to be controlling, such as the Court’s
prior decisions in Roe v. Wade (1973) and Planned
Parenthood of Southeastern Pennsylvania
v. Casey (1992). Roe v. Wade had recognized
that a right to privacy under the due process clause
in the Fourteenth Amendment to the US Consti-
tution extends to a woman’s decision to have an
abortion, but it had noted that the right needed to
be balanced against the government’s legitimate
interests for regulating abortions (protecting pre-
natal life and protecting the mother’s health).
Finding that the state’s interests grew over the
course of the pregnancy, the Court ruled in favor
of permitting greater state regulation depending
on the trimester of the pregnancy. That approach
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would be modified later to permit a right to abor-
tion up to the point of viability, which is usually
placed at 7 months (28 weeks) but may occur
earlier. The Court adopted the viability approach
in Planned Parenthood of Southeastern Pennsyl-
vania v. Casey (1992).

In Planned Parenthood of Southeastern Penn-
sylvania v. Casey (1992), a deeply divided Court
rendered a plurality opinion that recognized via-
bility as the point at which the state interest in the
life of the fetus outweighs the rights of the
woman and abortion may be banned entirely
except where it is necessary, in appropriate med-
ical judgment, for the preservation of the life or
health of the mother. The plurality opinion in
Casey also crafted the rule that a restriction
would be impermissible if it posed an undue
burden on women’s rights to seek an abortion,
with the undue burden defined as a restriction that
had the purpose or effect of placing a substantial
obstacle in the path of a woman seeking an abor-
tion of a nonviable fetus. Specifically in this case,
the Court used the standard to find impermissible
the need for spousal notifications but upheld the
use of 24-h waiting periods, informed consent,
and parental consent requirements on the grounds
that they did not pose undue burdens. The focus
on informed consent was to ensure that women
had fuller knowledge of what abortions were, and
parental consent requirements were efforts to
ensure (with some exceptions) that parents were
involved in the minor’s decision-making. These
provisions highlight the tension between a focus
on individual rights and a focus on seeking to
ensure that individuals make deliberate
decisions.

The tension between individual rights and
those of others who might have a stake in the
abortion decision is worth highlighting in that it
is particularly important for adolescents. As noted,
the Court in Planned Parenthood of Southeastern
Pennsylvania v. Casey (1992) had considered,
among other provisions, the parental consent mea-
sure of an abortion statute. The statute provided
that, except in a medical emergency, the informed
consent of at least one parent (or guardian) was
required before an unemancipated minor could
obtain an abortion. The statute also provided a
judicial bypass procedure, if neither parent gave
consent, upon a finding that the youngwomanwas
sufficiently mature or that an abortion would be in
her best interests. The Court ruled that a state may
require a minor seeking an abortion to obtain the
consent of a parent or guardian, provided that
there is an adequate judicial bypass procedure.
That approach confirmed what the Court had pre-
viously noted, in passing, in prior cases, most
notably Bellotti v. Baird (1979).

It was in Bellotti that the Court had noted
criteria that could make for a constitutional bypass
provision. The provision must allow the minor to
bypass the consent requirement if she establishes
that she is mature enough and well enough
informed to make the abortion decision indepen-
dently, must allow the minor to bypass the consent
requirement if she establishes that the abortion
would be in her best interests, must ensure the
minor’s anonymity, and must provide for expedi-
tious bypass procedures. The Court strictly
foreclosed parents’ absolute right to be consulted
about, much less veto, their child’s decision to
abort. This recognition has led the Court to require
states to provide access to an alternative decision-
maker, such as a judge, when the state imposes
parental notice and consent conditions on the
minor’s abortion decision. This balance serves as
a compromise position between according minors
the right to make their own decisions concerning
the continuation of a pregnancy and according
parents or guardians’ unchallenged authority to
determine whether the pregnancy must be contin-
ued to term. But it does recognize that parents can
serve important functions in that minors typically
lack valuable attributes and resources (such as
financial stability, education, and maturity) that
an adult would be more likely to bring to a situa-
tion of unwanted motherhood. Clearly, whether
parents are notified or give consent raises impor-
tant tensions, and these same tensions emerge in
counseling.

Important issues arise in counseling contexts,
and they can vary throughout the decision-
making process. In therapeutic abortion, individ-
uals must first decide whether to continue with the
pregnancy despite the risks. If indeed the preg-
nancy is wanted and possibly difficult to achieve,



Abortion Counseling 9

A

efforts are made to address potential feelings of
uncertainty, grief, or despair. In these contexts,
ethical and religious questions likely arise. In
procedures involving elective abortion,
pre-abortion counseling seeks to aid in the
decision-making process and consideration of
reasons and options. Counseling involves consid-
ering not only obstacles from their academic,
career, and life plans but also responses from
families or communities. Adolescent girls likely
are in different positions than adults in that they
also likely must consider their readiness for par-
enthood, stunted development, and family dis-
cord. In elective abortion contexts, postabortion
counseling may not be necessary, as a range of
emotions may be present including sadness, anx-
iety, guilt, and regret, but also positive emotions.
Counseling most likely is needed in contexts
where the adolescent lacks social support, feels
coerced in the decision-making, has high ambiv-
alence, or has other preexisting circumstances
that can contribute to negative postabortion reac-
tions. For postabortion counseling, no standards
have been published; however, women generally
are helped to identify emotions and life circum-
stances impacted by their decision.
Psychoeducation may be given regarding new
coping skills, and religious aspects may be con-
sidered to facilitate personal resolution. Impor-
tantly and depending on resolutions, counseling
may be provided during the process itself, and it
also may be needed later.
Spontaneous Abortions

Spontaneous abortions, or miscarriages, occur
before 27 weeks of pregnancy and result in infant
death.While 12–15% of clinically known pregnan-
cies end in miscarriage, many more occur before
anyone recognizes the pregnancy, thus increasing
the miscarriage rate to an estimated 45–50% of all
pregnancies. Risk appears to increase with age,
with women ages 20–24 having a 9% chance.
Sometimes miscarriages may be physically painful
processes, with the negative experiences some-
times compounded by the very private nature of
the event. Miscarriage puts individuals at risk for
depressive symptoms, major depression, anxiety,
obsessive-compulsive disorder, and post-traumatic
stress disorder (Klier et al. 2002; Geller et al. 2004).
Some women may be concerned about immediate
medical issues and underlying factors for the mis-
carriage. Here, post-loss counseling aims to vali-
date death and normalize feelings of grief.
Symptom reduction, grief management, utilization
of coping resources, and psychosocial factors also
may be addressed. Research in this area has not
centered on the needs of adolescents, although
adolescents’ status and developmental needs may
raise distinct issues.
Mature Minors

One of the most important issues regarding
counseling for minors involves, as noted above,
the involvement of adults. In 38 states in the
USA, pregnant minors can obtain an abortion
without parental consent through a judicial
bypass. To obtain that bypass, a court must deter-
mine that the minor is either sufficiently mature
and well enough informed to intelligently decide
whether to have an abortion or that notifying her
parents is not in her best interests (such as due to
the risk of abuse). Few studies have sought to
describe the characteristics of minors who do
seek these options and the outcome of the
proceedings.

One important study was recently completed in
Ohio (see Friedman et al. 2015). The study, which
took 3 years to conduct, evaluated 55 cases. Their
average age was 16 and the vast majority (95%)
received permission to seek their abortions with-
out parental consent. Importantly, the study also
found that the minors who sought the judicial
bypass had long-term boyfriends who were close
in age to them. It also found that they had
consulted trusted adults but did not want to
approach their parents for fear of violence or of
being shunned from their families. It is not clear
what percentage of adolescents seeking an abor-
tion request judicial bypasses, but it does seem
clear that parents tend to be aware and play at least
an informal role in counseling minors, especially
teens below the age of 16.
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Conclusion

Whether intentional or unintentional, abortion
remains prevalent. It necessarily involves numer-
ous complex and difficult issues. Those issues are
likely even more complex when dealing with ado-
lescents. In addition to dealing with psychological,
moral, and social considerations, this area of ado-
lescents’ experiences also involves complex laws
that raise important issues and try to balance many
rights and responsibilities. Despite those complex-
ities and perhaps because of intense controversies,
research relevant to adolescents has been sporadic
and much of the research in this area, including
writings that focus on clinical issues, tends not to
focus on adolescents’ particular needs (see
Coleman 2006; Levesque 2000). Despite the lack
of research, there is no doubt that this remains an
important part of normative adolescence that
affects adolescents in many ways.
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Overview

Controversy often surrounds efforts to recognize
adolescents’ rights, partly because adolescents are
deemed as needing parental guidance and as
lacking the capacity to make sound decisions.
These controversies arose most acutely in efforts
to recognize adolescents’ right to control their
abortion decisions – decisions to terminate preg-
nancies. In addressing the set of issues that arises
in this context, the Supreme Court clearly articu-
lated when adolescents could control abortion
decisions and crafted an approach that can be
used to recognize and develop other important
rights for adolescents. That articulation reveals
that adolescents’ rights can be recognized, but
that the protections they receive likely will remain
limited, particularly when compared to adults’
rights.

https://doi.org/10.1007/978-3-319-33228-4_762
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Adolescents’ Abortion Rights

One of the most important issues facing adoles-
cents involves the extent to which their right to
privacy will be respected, and that right is impli-
cated in a broad variety of potential contexts and
circumstances. In the United States, an important
and influential area where this issue has been
litigated has been in the context of abortion. This
context is of significance in and of itself as well as
for demonstrating how the legal system
approaches the rights of adolescents. As a result,
Bellotti v. Baird (1979), the leading Supreme
Court case dealing with adolescents’ rights to
access abortions without the involvement of their
parents, is one of the most important United States
Supreme Court decisions dealing with the adoles-
cent period (Levesque 2016). The case and this
area of law address the fundamental issue of the
extent to which adolescents can control the exer-
cise of those rights.

Bellotti involved a Massachusetts law requir-
ing parents to consent for minors who were seek-
ing to terminate their pregnancies. The law had
provided that if one or both parents of the minor
refuse consent, the minor could obtain a judicial
order permitting the abortion if they were able to
show good cause. On appeal to the United States
Supreme Court, the justices were unable to agree
on a single opinion that would announce the rule
and reasoning for its decision, but eight members
of the Court agreed that the Massachusetts statute
violated the United States Constitution. The law,
according to the Supreme Court, violated the
independent rights of minors to seek and obtain
abortions. Among other findings, the Court
required states to respect mature minors’ rights
to exercise their right to access abortions and, by
doing so, recognized minors’ own rights without
requiring parental involvement. That general rule
is worth exploring in greater detail as it has impor-
tant consequences for protecting the rights of ado-
lescents, especially those rights that would be
deemed fundamental and highly protected if they
were adults.

The case had multiple opinions that focused on
different aspects of adolescents’ rights. One of the
opinions (by four members of the Court) provided
the key ruling in the case. The opinion reasoned
that states need not require parental involvement
in adolescents’ decisions regarding abortions.
However, if they do seek to require a pregnant
minor to obtain one or both parents’ consent to an
abortion, they also must provide an alternative
procedure for obtaining authorization for the abor-
tion. Alternative procedures must allow a preg-
nant minor the opportunity to show either (1) that
she is mature enough and well enough informed to
make her abortion decision, in consultation with
her physician, independently of her parents’
wishes, or (2) that even if she is not able to make
the decision independently, the abortion desired
would be in her best interests. The state also must
ensure that such proceedings assure that a resolu-
tion of the issue, and any appeals that might fol-
low, will be completed with anonymity and with
sufficient expedition to provide an effective
opportunity for an abortion to be performed. Fol-
lowing that reasoning, the Court held that the
Massachusetts statute unduly burdened the con-
stitutional right to seek an abortion because it
permitted the withholding of judicial authoriza-
tion for an abortion for a minor found to be mature
and fully competent to decide to have an abortion;
it was also unconstitutional because it required
parental consultation or notification in every
instance, without affording a pregnant minor an
opportunity to receive an independent judicial
determination that she is mature enough to con-
sent to an abortion or that an abortion would be in
her best interests.

The case also had an important concurring
opinion and a strong dissent. A concurring opin-
ion (also by four members of the Court)
expressed the view that a pregnant minor’s right
to make the abortion decision may not be condi-
tioned on the consent of one parent, especially
given the Court’s earlier decisions holding that a
woman’s right to decide whether to terminate a
pregnancy is entitled to constitutional protection.
Given that reasoning, the statute was unconstitu-
tional because under it no minor, no matter how
mature and capable of informed decisionmaking,
might receive an abortion without the consent of
either both of her parents or a judge, there thus
being, in every instance, an absolute third-party
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veto to which a minor’s decision to have an
abortion was subject. A dissenting opinion
expressed the view that the statute was not uncon-
stitutional in requiring parental consent when an
unmarried woman under 18 years of age seeks an
abortion.
The Repercussions of Abortion Rights

In addition to being important for this area of
jurisprudence, as noted above, the case was
important for what it highlighted about the rights
of minors. The Court emphasized that minors are
not beyond the protection of the Constitution. The
Court noted that the legal system typically favors
the rights of parents to raise their children as they
see fit, it did so by highlighting three fundamental
rationales for justifying the conclusion that the
constitutional rights of children cannot be equated
with those of adults: the peculiar vulnerability of
children; their inability to make critical decisions
in an informed, mature manner; and the impor-
tance of the parental role in child-rearing. By
supporting the power of parents to control the
rights of adolescents under those conditions, the
Court also laid the groundwork for the opposite.
That is, when dealing with fundamental rights,
adolescents are increasingly given control over
those rights if they can show that they are not
peculiarly vulnerable and can make informed
and mature decisions and the parents’ role is
attenuated in the matter. If these conditions are
met, then adolescents are more likely to be able to
control their own rights or states are more likely to
provide mechanisms for them to demonstrate that
they should be able to exercise their rights. The
legitimacy of this approach was confirmed in this
case’s approval of the “judicial bypass”
provision – the stipulation that states must provide
minors with an opportunity to demonstrate that
they are mature enough to not engage their parents
and can make their own decisions or, in the alter-
native, another decision maker can decide what
course of action should be taken if the minor is not
mature enough.

The case is of significance for recognizing the
rights of minors to control some very important
decisions, as it arguably includes the right to pri-
vacy on which abortion decisions are made
(Levesque 2016). But the case actually is consid-
erably limiting (see Levesque 2000). For exam-
ple, in practice, the judicial bypasses have tended
to be unnecessary since adolescents tend to be
quite mature if they can figure out that they can
seek a judicial bypass, and, as it turns out, most are
found mature by judges. Also in practice, espe-
cially as it relates to abortions, the need for
appearances in court results in delays and other
obstacles which, in theory, should be avoided due
to the urgencies involved and, as many have
argued, since the use of the judicial bypass brings
little of value to the minors or their families.

Despite important criticisms, the bypass
requirements are likely to continue given that
they do provide a balance between the rights of
parents and those of their children, and they do, in
many ways, help reinforce parental rights, which
remain the dominant standard. In fact, the focus
on judicial bypasses was what allowed the
Supreme Court to permit laws requiring parental
notification that minors were seeking abortions
(see Hodgson v. Minnesota 1990). The provision
of alternatives means that the major rule, the
rights of parents, remains. That conclusion is
something of considerable significance given
that it is not clear whether and how adolescents
will know of alternatives and thus avail them-
selves of them.
Conclusion

Adolescents’ rights continue to grow, a growth
that brings with it considerable controversy. The
controversies particularly are pronounced when
dealing with already controversial aspects of life.
Remarkably, the controversies often mean that
what appear to be radical developments recogniz-
ing adolescents’ rights still remain limited. Yet, it
is difficult to play down the importance of these
developments in adolescents’ rights. They are sig-
nificant both because of the developments in spe-
cific areas of law and because they influence other
areas’ approach to recognizing and protecting
adolescents’ rights.
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Overview

As a period of socialization and transition, ado-
lescence can be understood as society’s efforts to
structure limitations placed on youth and the need
for adolescents to place appropriate limitations on
themselves. As a result, abstention, the ability to
deprive oneself, is an important consideration.
Abstention during adolescence, however, tends
to be understood by studying other phenomena,
most notably behaviors that place adolescents at
risk for negative outcomes. After providing a
broad overview of abstention, the discussion pro-
vides two examples to highlight important aspects
of abstention as it relates to adolescents.
Abstention

Abstention refers to a deliberate act of self-denial.
The period of adolescence involves considerable
abstention, especially as a result of social and
legal efforts to encourage adolescents to abstain
from engaging in numerous types of behaviors.
Included among the most frequent behaviors that
adolescents abstain from are smoking (Jacobsen
et al. 2005), consuming alcohol and illicit drugs
(Rosenberg et al. 2008), engaging in sexual activ-
ity (Loewenson et al. 2004; Byers et al. 2016), and
general delinquency (Boutwell and Beaver 2008).

Our society has developed and continues to
support numerous institutions that help adoles-
cents abstain and can use the force of law to
have adolescents abstain from activities deemed
problematic. Illustrative of these efforts are the
juvenile and criminal justice systems, schools,
health-care institutions, as well as families.
These institutions also embrace efforts to help
adolescents abstain from more socially acceptable
and legally permissible activities, such as using
potentially harmful products like caffeine
(Oberstar et al. 2002), sugared products (French
et al. 2003), and even the media (Levesque 2007).

Given the recognition of the need to protect
society as well as prevent negative health and its
associated outcomes, the period of adolescence
always has been a period that has attracted efforts
to foster habits that would result in having adoles-
cents abstain from an ever-increasing amount of
activities deemed potentially problematic. These
efforts always have attracted considerable contro-
versy, as evidenced most strikingly in abstinence-
based sexuality education (Levesque 2000), since
they go to the heart of what it means to be an
adolescent: someone who is in transition and who
needs special supports to transition effectively
through a period that likely will have an important
impact on their later development.
Illustrative Examples of Abstention

Two particular examples of adolescent abstention
reveal well the dynamics and underlying issues
involved in the phenomenon in general: smoking
and sexual activity. In addition to serving as
examples, however, both activities have been
studied extensively and are important to consider
in and of themselves.

In terms of smoking, certain trends and mech-
anisms of abstention illustrate patterns expected
during adolescence. For instance, much of the
motivation behind adolescent abstinence from

https://doi.org/10.1007/978-3-319-33228-4_722
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smoking is initially external rather than internal.
Public schools, pediatricians, and public service
ad campaigns all have taken youth and young
adolescents as a key target audience for anti-
smoking messages. Given the propagandistic
nature of modern smoking advertising – equating
smoking with “coolness,” power, wealth, and sex-
uality, among other qualities – it is understandable
why antismoking messages wanting to increase
their effectiveness need to start reaching youth as
young as possible (Andrews et al. 2004). More-
over, abstention from smoking can be largely
influenced by proximity to others who smoke.
Having a sibling who smokes might well cause
an adolescent to try cigarettes, while losing a
parent or other close relative to lung cancer caused
by smoking can evidently have the exact opposite
effect (Andrews et al. 2004). Partly due to a large
decline in adolescent cigarette use in the past
50 years, it is also easier to resist peer pressure.
While still undoubtedly present in certain cases,
there are also plenty of allied adolescents equally
against smoking cigarettes who can help generate
pro-abstention peer pressure. This makes it worth
noting that adolescents themselves can be a source
of quasi-internal motivation for abstention, espe-
cially within close-knit peer groups that might
otherwise deride or reject interventions by outside
adults.

The example of abstention relating to smoking
also illustrates why adolescent abstention is so
critical in the eyes of public health advocates.
Eighty percent of adult smokers began during
adolescence. This indicates that, without absten-
tion, habits formed during the relatively malleable
period of adolescence have a tendency to last and
become permanent, regardless of whether they are
in the best interests of the adolescent or their
health (Siegel and Biener 2000).

The long-term effects of failing to abstain dur-
ing adolescence have led to efforts to create inter-
ventions. These interventions have been found to
be useful in helping adolescents abstain (see
Simon et al. 2015; Jensen et al. 2011). But these
successful interventions have been successful
mainly in the short term, with studies examining
long-term effects finding less support for
noticeable effects during later adulthood and actu-
ally concluding that the short-term impact does
not endure to young adulthood (see Peterson
et al. 2016). In general, the dynamics of abstention
from alcohol and other illicit substances are sim-
ilar to those of abstention from cigarettes: careful
educational campaigns and awareness of social
pressures are the best ways to encourage healthy
choices about the use of substances, but it remains
debatable whether cessation and interventions
have the long-term effects found in the short term.

In regard to sexual abstinence, the dynamics
are much more nuanced and controversy is mark-
edly more present than few other topics involving
abstention. Still, the domain does provide impor-
tant lessons about adolescent abstention in gen-
eral. First, abstention from sexual activity is often
influenced by religion, zeitgeist, and “normative
attitude” in general. While that point may seem
trivial, it is important to understand that adoles-
cents accept and express a spectrum of reasons for
and degrees of adherence to abstinence. It also is
important to understand that they do not live in a
vacuum, but rather they live in a time of their lives
when they are most susceptible to the opinions of
others (Lowenson et al. 2004). Indeed, adolescent
females who abstain from sexual activity have
been noted to most commonly do so because
they believe that the timing of sexual intercourse
is not appropriate for them in their life stage,
which can indicate a belief in waiting for marriage
(religious or otherwise), an acquiescence to social
pressures (e.g., a belief that girls of their age who
have any sexual activity are too promiscuous), a
concession to peers (e.g., a possible desire for
sexual activity but choosing not to act because of
the potential impact on their social circles), or a
combination of all three, among other possible
reasons (Paradise et al. 2001). Additionally, with
sexual abstinence there is an additional nuance
that is appropriate in most (if not all) types of
abstinence: primary vs. secondary abstention. In
the case of sexual intercourse, this refers to the
distinction between virgins and adolescents who
are already sexually experienced but have decided
going forward to refrain from sexual activity
(Duerst et al. 1997).
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The degrees and distinctions among sexual
abstinence are of significance. They are helpful
in understanding and responding to adolescents.
For example, taking a narrow view of abstinence
can alienate those adolescents who abstain sec-
ondarily from sex (or any other common target of
abstention for that matter) because, although they
have technically broken the boundary of any
absolute zero tolerance, they still have the correct
intentions and desire to make the right choices
moving forward with their lives. This means that
when interacting with adolescents (whether in a
family, educational, medical, or other capacity)
and addressing issues of abstention, it is important
to highlight why abstention is important rather
than narrow, individualized perceptions of what
abstention really is.

Recent research on sexual and romantic
avoidance supports the above view of the variety
of ways that adolescents abstain and their broad
range of reasons for doing so. A large study of
adolescents’ avoidance of sexual and romantic
activity concluded that adolescents revealed
considerable agency in their decision-making in
intimate contexts (Byers et al. 2016). Adoles-
cents gave many reasons for sexual avoidance,
such as values, fear of negative outcomes, and
lack of enjoyment. They also provided several
reasons for avoiding romantic relationships,
such as sexual concerns, lack of interest, nega-
tive emotions, other priorities, and effects of
previous relationships. In terms of the character-
istics of adolescents who had avoided sexual
activity, girls were more likely to have experi-
enced sexual coercion than other girls, while
boys were more likely to be religious and also
likely to have experienced sexual coercion than
other boys. For avoiding romantic relationships,
no pattern emerged for girls while boys who
abstained were more likely to be more sexually
distressed and to have experienced sexual coer-
cion. These findings highlight well how adoles-
cents do make choices as well as how some of
their experiences may be out of their control, as
illustrated by the role of sexual coercion in lead-
ing adolescents to abstain from relationships and
sexual activity.
Conclusion

Abstinence during adolescence is very important
both because of the role it can play leading
into an adolescents’ adulthood and also because
it is a confluence of self-expression, self-
determination, and managing peer and adult
influences simultaneously. Considering ciga-
rettes and sexual activity as two illustrative exam-
ples, the underlying factors influencing
abstention can include family influences, uncon-
trollable external factors like religion, zeitgeist,
and consumer culture, and especially personal
history. These two examples should be construed
as comprehensively exploring every avenue of
abstention. Rather, the examples provide insight
into broader mechanisms of abstention that can
be found in other domains involving abstention.
In the end, adolescent abstinence –what adoles-
cents abstain from, why they do so, and how they
do so – can be as varied and unique as individual
adolescents themselves, and so to understand
abstinence as a personal choice of self-denial is
in essence its most important part.
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Synonyms

Sexual abstinence
Introduction

The majority of teenagers in the USA begin their
adolescence in a state of sexual abstinence and
end it sexually active (Martinez et al. 2011).While
fewer than one in eight 15-year-olds have ever had
sex, 70% of 19-year-olds have had vaginal sexual
intercourse (Abma et al. 2004). These before and
after points are known, but there is much about
adolescents’ abstinence behavior and meaning-
making that is not. This entry will summarize
what is known about abstinence in the lives of
teenagers while highlighting gaps in knowledge
and areas of controversy.
Overview

The majority of teenagers in the USA begin their
adolescence in a state of sexual abstinence and
end it sexually active. These before and after
points are known, but there is much about adoles-
cents’ abstinence behavior and meaning-making
that is not. This entry summarizes the state of
scientific and scholarly knowledge about absti-
nence in the lives of teenagers. It places absti-
nence in its social and political context,
discusses various definitions of abstinence, exam-
ines research on the goals of abstinence and
whether it achieves them, and considers potential
benefits and harms of abstinence to adolescents,
while highlighting gaps in knowledge and areas of
controversy.
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The Social and Political Context
of Abstinence in the USA

Any consideration of abstinence among US
adolescents must be situated within the sociopo-
litical context of “abstinence-only” education
(“▶Abstinence Education” entry). Unlike other
wealthy, industrialized democracies, the USA has
long emphasized sexuality education programs
for teenagers that instruct adolescents to abstain
from sex until they are married or to become
“secondary virgins” by ceasing sexual activity
until marriage (Bay-Cheng 2013; Boonstra
2009). Federal support for “abstinence-only”
sexuality education is dwindling, but abstinence
advocacy continues at the state level. Currently,
25 states require that school-based sexuality edu-
cation programs stress abstinence, versus only
13 that require sex education be medically accu-
rate (Guttmacher Institute 2016).

This history has brought the concept of absti-
nence to prominence among those who study and
provide care for adolescents but has left it
ill-defined and not well understood. Abstinence
is most often studied in the context of research
into sexual behavior, cognitions, and emotions.
This context has had several effects upon the
populations generally studied. It can be difficult
to obtain parental consent, institutional approval,
and funding for the study of sexuality-related
phenomena among young adolescents, unless
these adolescents are members of a group seen
as particularly vulnerable to negative sexual out-
comes such as teen pregnancy or sexually trans-
mitted infections (STIs) (Halpern 2010). Thus, the
majority of studies that investigate abstinence
either work with older, easier to reach adolescents
such as college students, or they focus on these
“at-risk” groups, especially African-American
teenagers and girls. Two important exceptions
are data on abstinence and sexual behavior from
the National Longitudinal Study of Adolescent
Health, a nationally representative study of
seventh- to twelfth-graders that began in 1995,
and data from a nationally representative sample
of adults reporting on their adolescent experiences
in the National Sexual Health Survey, carried out
in 1995–1996.
What Is Abstinence?

Clinicians, educators, and parents often assume that
adolescents regard “having sex” and “being absti-
nent” as opposites. In fact, research suggests that
youths’ understanding of these constructs is more
complex. There is a solid consensus across studies
of how adolescents define abstinence that vaginal
intercourse “counts” as having sex and that
avoiding all erotic contact, even kissing, constitutes
abstinence. However, much less agreement is found
about behaviors such as mutual masturbation, oral
sex, and anal sex. Some adolescents define these
acts as sex, while others, possibly working from an
“anything but vaginal intercourse” point of view,
define them as abstinence (Byers et al. 2009).

The appropriate role of abstinence in youths’
lives is another topic on which adolescents’ per-
spectives may diverge from those of some adults.
Some adolescents report thinking of abstinence as
a way of protecting themselves against potentially
negative social and physical consequences of sex.
Others report viewing the practice of abstinence as
a moral or religious choice. However, most youth
also see abstinence as a developmental stage
rather than a steady state and perceive it as part
of the trajectory that eventually leads to partnered
sexual activity (Ott et al. 2006). In this conceptu-
alization, adolescents who have stepped onto the
“sexual escalator” start at abstinence and move
toward sex (Masters et al. 2008).

Abstinence may be consciously chosen by
some teenagers as a values-driven practice, as a
sexual risk reduction method, or as a combination
of both. This notion of abstinence applies to youth
who have opportunities to engage in partnered
sexual behavior but chose not to do so. However,
research suggests that many teenagers, both those
who have already experienced first intercourse
and those who have not, simply lack frequent
sexual opportunities. They may not have a sexual
partner, or if they do, may not have the privacy,
space, or time for sex. These youths’
behavior – not having sex – may appear from the
outside to be identical to that of youth who are
abstinent on purpose, but the behavior’s meaning
to them, and its role in their sexual and relational
development, is likely to be very different.
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These definitional issues are of both practical
and conceptual interest to those who work with
youth. Practically, adolescents who view their
behavior (e.g., oral sex) as abstinence rather than
as sex may be less likely to practice sexual risk
reduction, thus increasing their risk of STIs.
Attempts to be abstinent according to the “anything
but vaginal intercourse” definition apparently held
by some teenagers may paradoxically lead to even
higher risk sexual behavior, such as the anecdotal
reports of young women substituting anal sex, with
its attendant higher risk of HIV transmission, for
vaginal sex as a method of “virginity preservation.”
Conceptually, researchers and clinicians
attempting to assess adolescents’ abstinence prac-
tices may need to be more behaviorally explicit
about how they ask their questions, rather than
assuming a shared definition of abstinence. Atten-
tion to why adolescents are abstinent also seems
warranted: There are likely to be important differ-
ences between the abstinence of an 18-year-old
Catholic girl who is saving intercourse for marriage
and that of a 15-year-old boy from a secular family
who also has never had partnered sex, but aspires to
do so at his earliest opportunity.
Does Abstinence “Work”?

Abstinence is sometimes described as being 100%
effective in preventing pregnancy and STIs. How-
ever, if abstinence is considered as a contraceptive
or STI prevention method rather than as a values-
governed practice, it has, like all such methods, a
failure rate (Dailard 2003). This failure rate is the
difference between perfect use (abstaining from
sex at every sexual opportunity) and typical use
(intending to be abstinent but not having complete
success doing so). Prevention methods such as
condoms are susceptible to both user failure and
method failure; all abstinence failure, clearly, is
user failure.

Very little research investigating the failure rate
of abstinence as a contraceptive or STI preventa-
tive has been done. Mathematical modeling based
on the assumption that typical abstinence use is
less than 100% demonstrates that partial absti-
nence (infrequent sex) provides some protection
against infections with a low per-act probability of
transmission, such as HIV. However, for those
infections with a high per-act probability of trans-
mission, such as syphilis and Chlamydia, and for
pregnancy, abstinence needs to be nearly perfect
to reduce risk effectively (Pinkerton 2001).
A study using nationally representative data
examined the effectiveness of virginity pledges
(public statements of commitment to abstinence
until marriage) in reducing STI rates among
young adults. Rates of STI, as measured with
biomarkers, did not differ between young adults
who had taken abstinence pledges as adolescents
and those who had not (Bruckner and Bearman
2005). Both of these findings suggest the relative
ineffectiveness of abstinence, as practiced in real
life, at preventing most STIs and pregnancy.
Is Abstinence Good for Adolescents?

The median age of marriage in the USA – now
29 for men and 27 for women – is older with each
generation (Finer and Philbin 2014). Abstinence
until marriage thus seems increasingly unlikely for
most adolescents. Nonetheless, some abstinence
advocates assert that premarital sex is inherently
dangerous to teenagers, likely to result in physical
and psychological harm. Any given sex act may
indeed result in a negative physical, social, or
emotional outcome such as contracting an STI,
becoming unintentionally pregnant, being teased
or stigmatized by peers, or wounded feelings.

However, research suggests that whether peo-
ple’s initial sexual experiences occur before mar-
riage does not affect their long-term physical or
emotional health. Rather, the context in which an
adolescent begins to have partnered sex is the
more critical factor: If the experience is prepuber-
tal, incestuous, forced, or coerced, then this is
likely to affect later functioning, otherwise pre-
marital sex is not associated with negative health
outcomes in adulthood (Else-Quest et al. 2005).
Another study using nationally representative
data classified ages at first intercourse as early
(lowest quartile, mean age 14), normative
(middle two quartiles, mean age 17), or late
(highest quartile, mean age 22) based on adults’
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reports of their adolescent experiences. Both early
and late sexual initiations were associated with
problems in sexual functioning, especially
among men. Initiation before marriage, but within
normative age ranges, was not associated with
sexual difficulties or general ill health (Sandfort
et al. 2008).

Other research suggests that not only may
abstinence offer little benefit to youth, it may
also have its own potentially harmful effects.
Teenagers’ identification of themselves as people
committed to abstinence may keep them from
considering situations in which they might some-
day choose to engage in sexual behavior and from
learning how they might then protect themselves
against unwanted pregnancy and STIs. “Virginity
pledging” is associated with a reduced likelihood
of contraceptive or condom use at first intercourse
(Bearman and Bruckner 2001).

Abstinence advocacy by parents, educators,
policy makers, and health care providers can
also cause harm to adolescents, particularly sexual
minority adolescents, young women, and youth of
color. Abstinence-only-until marriage discussions
rarely acknowledge the experiences of sexual
minority adolescents (Elia and Eliason 2010).
Since same-sex marriage was not legal in the
majority of states until recently, sexual minority
teens were long left with no guidance on how to
make an informed, values-driven decision about
whether or when to begin partnered sexual activ-
ity. This exclusion may have contributed to the
marginalization of this vulnerable group of ado-
lescents. Young women, particularly those who
are sexually active, are often stigmatized by the
traditional gender roles and double standards
prominent in most abstinence advocacy (Fine
and McClelland 2006; U.S. House of Representa-
tives 2004). Endorsement of abstinence as the
only appropriate choice for adolescents is fre-
quently linked with a perspective on sexual
behavior that minimizes the role of young
women’s agency in making sexual decisions and
can thus set them up for negative outcomes
(Tolman 2002). Youth of color, particularly
young women, may also be vulnerable to harmful
stereotypes in abstinence programming
(Bay-Cheng 2003; Fine and McClelland 2006).
Conclusion

For some adolescents, in some situations, absti-
nence can be a positive choice. Most youth will
experience an abstinent period during which they
are riding the “sexual escalator” but do not yet feel
ready for intercourse. They may experiment with
physical intimacy and participate in relationships
that include noncoital sexual behavior during this
period. Some youth are members of communities
with a moral or religious framework that values
abstinence until marriage. Choosing to enact this
value in their own lives may be a practice of
empowerment, safety, and integrity for them.
However, it is equally possible for sexually active
youth of all genders to be empowered, safe, and
ethical.

Adults seek to protect adolescents from the
potential ill effects of sex by emphasizing absti-
nence. But an exclusive focus on abstinence sac-
rifices youths’ freedom to express themselves
sexually and engage in developmentally appropri-
ate intimate relationships (Bay-Cheng 2013).
Adolescents have many choices for safe, healthy,
ethical expression of their sexuality, including the
choice of abstinence. Teenagers who are informed
of all their options by adults, and taught skills both
for refusing unwanted sex and for negotiating
wanted sex, sexual safety, and pregnancy preven-
tion, will be more likely to traverse adolescence
successfully and establish fulfilling adult
relationships.
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Overview

“Abstinence education” (also known as
abstinence-only, abstinence-plus, abstinence-
only-until-marriage, community-based absti-
nence education, or sexual risk avoidance educa-
tion) has, in recent years, become a specialized
label, a technical term employed by educators,
politicians, youth advocates, and public health
workers in the USA. The label identifies a partic-
ular moral and educational agenda shaping what
has been taught about human sexuality within
USA public schools, since the 1980s. Approaches
to teaching sexuality that lack the characteristics
of this particular agenda (described in more detail,
below) are titled, in turn, “comprehensive sexual-
ity education.” Labeling or branding these educa-
tional efforts has facilitated their polarization,
their validation as entrepreneurial efforts, and
their entanglement in an ongoing, bitter dispute
over the best strategies to teach children and ado-
lescents about sexual health.

This entry – far from an exhaustive account of
the issue – reviews the polemics surrounding
abstinence education, summarizes abstinence
education’s history in the USA, and reflects on
the role sexual abstinence plays in adolescent
development. In each of these segments, readers
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will find the views of abstinence education pro-
ponents presented alongside the perspectives of
its critics. As abstinence education and compre-
hensive sexuality education have coexisted within
US public schools, the juxtaposition presented
here is intentional, because it highlights the com-
plex dynamics and “subtle dance” between two
distinct sexuality education paradigms.

It is important to bear in mind that abstinence
education is not unique to the USA, however.
Uganda, for instance, has promoted a public health
campaign to prevent the spread of HIV/AIDS
based on the “ABC” approach (“abstain, be faith-
ful, condomise”; see http://www.avert.org/abc-hiv.
htm for details on the variations on the ABC defi-
nition). Nevertheless, many of the abstinence edu-
cation initiatives being implemented in various
countries have their philosophical and methodo-
logical origins in the USA movement. Due to
space constraints, this entry will focus exclusively
on abstinence education efforts in the USA.
Abstinence Education or Comprehensive
Sexuality Education?

Participants on both sides of the issue tend to
agree on a basic, bare-bones definition of absti-
nence education: Abstinence education directs
children and adolescents to deliberately and vol-
untarily avoid “having sex” (specifically, to avoid
penile–vaginal intercourse) until they are married,
in order to prevent an unintended pregnancy or
various sexually transmitted infections (or STIs).
Such restraint is viewed as the healthiest way of
circumventing the undesirable consequences
associated with certain sexual behaviors and
maintaining the sexual health of children and ado-
lescents. While proponents and critics of absti-
nence education tend to agree on this basic
definition, however, they differ significantly
regarding the scope and methods for teaching
abstinence in a developmentally appropriate man-
ner. Some of the questions fiercely debated by
friends and foes include, for example, “Absti-
nence from which behaviors, specifically, should
be taught?” and, “Should information about sex-
ual anatomy and physiology also be presented?”
When evaluating a particular type of absti-
nence education – programs funded by Title V in
Texas between the years 2000 and 2005 (see
description of Title V funding, below) – the
authors of this entry and their evaluation team
quickly learned that programs’ definitions of
abstinence (and, by extension, of abstinence edu-
cation) were surprisingly more nuanced and com-
plex than the bare-bones definition presented
above. The team learned that abstinence consisted
of not only avoiding sexual activity (however
sexual activity was defined) but also adopting or
assimilating a series of behaviors, intentions, and
attitudes, pertinent to an “abstinent-life-style.” In
other words, to truly be considered “abstinent” by
abstinence education proponents, adolescents
should also adopt a positive view of sexless rela-
tionships, of their own academic/professional
future, and of themselves as worthy human beings
(i.e., possess high levels of self-esteem). Along-
side this repertoire of attitudes, “truly abstinent
teens” should also avoid many noncoital sexual
behaviors (in some instances, even hand-holding)
and other practices such as becoming friends with
peers who are sexually active, using/abusing alco-
hol and drugs, and consuming media with sexual
content (pornography, erotic movies, rap lyrics).
For a detailed study of the nuances associated with
various definitions of abstinence, see Goodson
et al. 2003 and Wilson et al. 2013. For a discus-
sion of what constitutes abstinence, from the per-
spective of one abstinence education program
funded by Title V, see Mann et al. 2000.

Motivated by such an idiosyncratic and multi-
factorial definition of abstinence, programs
anchor their pedagogy in the teaching of virtues
such as honesty, integrity, and loyalty. Abstinence
education curricula also place a strong emphasis
on influencing/shaping individual-level psycho-
logical factors such as perceptions of social
norms and, ultimately, self-esteem. Little (and
sometimes no) emphasis is placed on teaching
about healthy sexuality in its various dimensions
(relationships, sexual communication, sexual
identity, sexual anatomy, physiology, reproduc-
tion, contraception, infection prevention).

In contrast, comprehensive sexuality education
is less directive and places stronger emphasis on
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teaching about all the dimensions of sexual health,
including abstinence, using developmentally
appropriate strategies. Those who support com-
prehensive sexuality education do so grounded
in the assumption that knowledge is power, and
withholding information from youth (information
that could, potentially, save their lives and protect
their health) is nothing short of unethical and
tantamount to educational misconduct. Compre-
hensive sexuality education, therefore, proposes
that youth should have access to all available
knowledge about human sexuality, in ways that
are appropriate for their age. While such knowl-
edge includes information about sexual anatomy,
physiology, and protection from diseases or
unwanted pregnancies, abstinence from risky sex-
ual behavior is equally an essential element of this
knowledge-base.

This assumption – that information imparted in
developmentally appropriate ways is empowering
and ethical – led one of the major organizations
involved in promoting comprehensive sexuality
education in the USA – the Sexuality Information
and Education Council of the United States
(SIECUS) – to propose a set of guidelines for
educators teaching sexual health to various age
groups. These recommendations can be found in
the Guidelines for Comprehensive Sexuality Edu-
cation: Kindergarten – 12th Grade (National
Guidelines Task Force 2004). The document was
heralded as a significant “breakthrough in sexual-
ity education” at the time it was released and
remained an important resource for comprehen-
sive sexuality educators until the publication of
the National Sexuality Education Standards in
2012 (Future of Sex Education Initiative 2012).
The National Sexuality Education Standards are
now the primary resource that identifies clear,
consistent, and straightforward guidance on core
content that is age and developmentally appropri-
ate for youth in grades K-12.

Despite the emphasis on teaching all dimen-
sions of sexual health, comprehensive sexuality
education has consistently highlighted the mes-
sage that abstinence from intercourse is the health-
iest form of “sexually being in the world” for all
children and most adolescents. As in the case of
abstinence education, comprehensive sexuality
education views the teaching of sexual abstinence
as healthy and desirable. The dispute between
comprehensive sexuality education and absti-
nence education centers in abstinence education’s
approach (not providing information about the
various aspects of sexual health), its assumptions
(that teaching abstinence from sex and teaching
ways to protect oneself provide youth with mixed,
ambiguous messages), and the socially conserva-
tive and pro-marriage agendas being championed
through these programs (for instance, the promo-
tion of marriage as the only acceptable venue for
sexual relationships).

To better understand comprehensive sexuality
education’s various concerns, it is important to
learn about the legislative efforts put in place to
support both comprehensive sexuality and absti-
nence education programs in the USA, in recent
decades. The section below provides a brief out-
line of these laws.
Brief History of Legislation Efforts
Supporting Comprehensive Sexuality
and Abstinence Education in the USA

Attempts to educate USA children and adoles-
cents in the public school system about health
and sexuality enjoy a lengthy, yet conflicted, his-
tory. Prior to the 1980s, schools focused on pro-
viding students basic information about puberty
and personal hygiene, obedient to the charge of
forming healthy and productive citizens.

In the early 1980s, conservative groups (led by
political and religious leaders) initiated focused
and systematic efforts to influence the teaching of
sexuality education in public schools. These
efforts hinged on, and were nourished by, the
argument that the then-available approach to sex-
uality education (comprehensive) had been inef-
fective in halting the epidemics of unplanned
teenage pregnancies and STIs in the USA. Com-
prehensive sexuality education had achieved lit-
tle, if anything, in terms of prevention and was
deemed a “miserable failure” by these conserva-
tive groups. According to abstinence advocates,
what was needed was a different modus operandi,
a different worldview for teaching adolescents
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about healthy sexuality: an approach that went
beyond merely minimizing risk behaviors and
emphasized eliminating sexual risks, altogether.
Abstinence education was proposed, therefore, as
a “much-needed” variant of school-based sexual-
ity education or as an alternative approach to
comprehensive sexuality education. Many propo-
nents viewed it as the only alternative, however,
and claimed abstinence education should replace
all comprehensive sexuality education (Mann
et al. 2000).

This latter point-of-view hinged on the belief
that comprehensive sexuality education, besides
having proven ineffective for prevention, bore the
potential, in fact, to harm adolescents. Defenders
of abstinence education claimed (then and now)
that comprehensive approaches send teenagers an
ambiguous message: the message that youth can
(and should) choose to abstain from all forms of
risky sexual behaviors yet, in circumstances
where they cannot, they should protect them-
selves from unintended consequences. This
“ambiguous message” communicates the notion
that abstinence is, indeed, too difficult a choice,
and there are other ways to negotiate sexual rela-
tionships (Mann et al. 2000). According to absti-
nence education proponents, this apparent
contradiction generates too much uncertainty for
children and adolescents regarding their sexual
decision-making and should not be taught as a
healthy option. In an effort to purge this ambiguity
from the school-based sexuality education avail-
able then, religious and politically conservative
groups began (in the 1980s) to effectively advo-
cate for federal funding of abstinence-only educa-
tion, in which the message regarding abstinence
from coital activity would be strengthened, and
the information about protection from pregnancy
and STIs would be weakened.

Below is a brief outline of the main legislative
efforts put forth in the last four decades to support
comprehensive sexuality and abstinence educa-
tion. It is important to bear in mind that, while
attempts to promote abstinence were in place as
early as the 1980s, it was the 1996 legislation that
represented a major shift in the history of school-
based sexuality education. The 1996 legislation
had, at that time, the most significant impact on
the teaching of sexuality education in US public
schools. With the Teen Pregnancy Prevention Ini-
tiative (TPPI) introduced in 2010, efforts
increased to ensure students received evidence-
based interventions and programs to prevent teen
and unplanned pregnancies. The teaching of sex-
uality education evolved to include a focus on
teen pregnancy prevention with a shift in govern-
mental funding resources from 2010 to current. It
stands out as a unique innovation in the realm
of morality politics and government oversight of
the content taught in health and sexuality educa-
tion classes (to better understand why the 1996
legislation represents an innovation in public
policy and sexuality education, see Doan and
Williams 2008).

Through the Consolidated Appropriations
Act of 2010, “. . .the Obama administration and
Congress ushered in a new era of sex education
in the United States, eliminating two-thirds of
federal funding for ineffective abstinence-only-
until-marriage programs and providing funding
for initiatives that support evidence-based teen
pregnancy prevention and more comprehensive
approaches to sex education totaling nearly $190
million” (SIECUS n.d.). Since this overhaul of
prevention funding that supports adolescent
health and teen pregnancy prevention, there
have been several changes in funding levels and
sources.

1970 – Family Planning Services and Popula-
tion Research Act (PL 91–572). The Act
established the Office of Population Affairs in
the Department of Health, Education, and Wel-
fare. Title X funds were allocated for “family
planning services, training, information, and edu-
cation programs” (Doan and Williams 2008,
p. 26).

1978 – Adolescent Health Services and Preg-
nancy Prevention Care Act. Spearheaded by Sen-
ator Edward Kennedy (D-MA), “this act intended
to reduce teen pregnancy by increasing access to
federally funded contraception and abortion ser-
vices” (Doan and Williams 2008, p. 26).

1981 – Adolescent Family Life Act (AFLA; PL
97–35). This represented the first “federally
funded, and sanctioned, sex education legislation”
(Doan and Williams 2008, p. 28). Generated in



24 Abstinence Education
response to pressure from conservative Chris-
tians, it was included in the Omnibus Budget
Reconciliation Act of 1981 – “signed into law as
Title XX of the Public Health Service Act” (Doan
and Williams 2008, p. 28). Title XX funded many
initiatives emphasizing “abstinence and adoption
as an alternative to abortion” and, therefore,
opened wide the doors for funding focused exclu-
sively on abstinence-only-until-marriage educa-
tion in 1996 (Doan and Williams 2008, p. 28).

1996 – Personal Responsibility and Work
Opportunity Reconciliation Act (PRWORA). This
was a welfare reform omnibus bill. According to
Doan and Williams (2008), “omnibus legislation
refers to the practice of packaging numerous, dis-
parate policy issues into one massive bill” (p. 15)
whose details often get approved without discus-
sion. Thus, absent any public or Congressional
debate (similar to the creation of Title XX in
1981), $50 million of federal funding were allo-
cated, annually, for abstinence-only-until-
marriage programs. Title V funding, then, became
available for “educational or motivational” pro-
grams willing to comply with eight well-defined
parameters for the teaching of abstinence (known
as the “A-through-H Definition” – see Glossary
for definition).

2000/2001 – Special Projects of Regional and
National Significance – Community-Based Absti-
nence Education (SPRANS-CBAE). This was an
abstinence program advocated by the George
W. Bush administration that “bypasse[d] state
intervention by providing [federal government]
money directly to community organizations,
including faith-based organizations” (Doan and
Williams 2008, p. 41). Recipients of these funds
had to comply with the requirements spelled out in
Title V (described above), including abiding by
the “A-through-H Definition.” SPRANS-CBAE
programs were required to shift from a focus on
reducing risky behavior to one promoting prepa-
ration for marriage (Doan and Williams 2008,
p. 32). Between 2001 and 2006, funding for
CBAE increased over 450% (SIECUS 2008).
According to Advocates for Youth, “from 1998
to 2003, almost a half a billion dollars in state and
federal funds were appropriated to support the
Title V initiative” (Hauser 2008).
2007 – Legislation passed by Congress requir-
ing abstinence education programs funded by
Title V comply with all of the eight characteristics
of the “A-through-H Definition.” In addition to
the compliance mandate, states were now required
to provide assurances that funded curricula and
materials “meaningfully represent[ed] each ele-
ment of the definition” (SIECUS 2008).

2009 – End to Reauthorization of Title
V funding. Funding for the Family Life Act
remained stable, but significant cuts were made
to CBAE’s budget for fiscal year 2009.

2009 – Baucus Amendment (The Personal
Responsibility Education for Adulthood Training)
and Hatch Amendment (Abstinence-Only-Until-
Marriage Education). Both amendments were
approved by the Senate Finance Committee on
September 29, 2009. The Baucus Amendment
proposed to fund comprehensive sexuality educa-
tion, with $75 million allotted to evidence-based
programs and $25 million, to “innovative pro-
grams as well as research and evaluation”
(SIECUS 2009). The Hatch Amendment pro-
posed to reinstate Title V funding for abstinence
education. Both amendments are part of the
Patient Affordable Care Act (also known as the
“Healthcare Reform Bill” – H.R. 3590) that will
be voted by the US House and Senate, in the near
future. At the time of this writing, the USHouse of
Representatives had voted in favor of the Act, and
the Senate had approved a motion to move for-
ward with discussion (consideration) of the Act.

2010 – Patient Protection and Affordable Care
Act (P.L. 111-148). This legislation created the
Personal Responsibility Education Program
(PREP) funded at $75 million annually from
2010–2014. Of the $75 million, $55 million is
allocated to state grants, $20 million towards
innovative approaches, funding tribal organiza-
tions and research, training, and technical assis-
tance. This funding stream required that programs
replicate evidence-based programs that focus on
both abstinence and contraception, and that pro-
grams address at least three of the following adult-
hood preparation subjects: healthy relationships,
adolescent development, financial literacy, educa-
tional and career success, and healthy life skills.
Programs are required to be medically accurate,
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age appropriate, and culturally relevant (SIECUS
n.d.). This legislation “also reauthorized the failed
Title V abstinence-only program, awarding $250
million from 2010-2014. States now may choose
to apply for comprehensive sexuality education
funds, abstinence-only funds, or both” (SIECUS
n.d.). These programs are required to comply with
the A-H federal definition of abstinence educa-
tion, which prohibits the discussion of contracep-
tion (SIECUS n.d.).

2011 – FY2012 Appropriations bill; Competi-
tive Abstinence Education Grant: This bill added
funding for Competitive Abstinence Education
programs “funded at $5 annually through
FY2015” (The National Campaign to Prevent
Teen and Unplanned Pregnancy n.d.).

2015 – Title V Abstinence-only-until-marriage
Program. “Beginning in FY2015, a new provi-
sion made unclaimed money (roughly $12 million
from the 14 states and D.C that do not take this
funding) available for states that were already
taking funds, provided they use that funding for
a stricter definition of abstinence-only education”
(The National Campaign to Prevent Teen and
Unplanned Pregnancy n.d.).

2015 – FY2016 Omnibus Appropriations bill;
Competitive Abstinence Education Grant. The
FY2016 Omnibus Appropriations bill renamed
CAE programs “Sexual Risk Avoidance Educa-
tion” and increased funding to $10 million annu-
ally from FY2016–2018. “Grantees educate youth
on how to voluntarily refrain from non-marital
sexual activity and prevent other youth risk
behaviors. The program now requires some evi-
dence criteria” (The National Campaign to Pre-
vent Teen and Unplanned Pregnancy n.d.).

Although extensive, the list above does not tell
a complete story: it fails to reflect many other
streams of funding (from both federal and state
monies) that have supported abstinence educa-
tion. Specifically, the list does not include support
being provided through earmarked grants
awarded to certain states and to specific organiza-
tions (SIECUS 2008). Moreover, according to a
recent SIECUS report: “Abstinence-only-until-
marriage providers are also receiving funds
through traditional HIV/AIDS and STD [sexually
transmitted diseases] prevention accounts such as
those administered by HHS and the Centers for
Disease Control and Prevention (CDC)”
(SIECUS 2008).

Finally, it is important to note that, in addition to
all government-generated support, abstinence edu-
cation initiatives have spawned a multimillion-
dollar business in the USA, centered on nonprofit
organizations and curriculum developers. Exam-
ples include organizations such as “Aim for Suc-
cess” (www.aimforsuccess.org) and curricula such
as “Worth the Wait,” sponsored by a healthcare
agency (www.worththewait.org). Therefore,
despite shifts in funding to support Title V and
other major abstinence education initiatives from
2009 onward, the impact this had on the abstinence
education agenda in the USA remains unknown.
What we do know is the Consolidated Appropria-
tions Act of 2010, signed by President Barack
Obama, created the Teen Pregnancy Prevention
Initiative (TPPI), housed under the Office of Ado-
lescent Health (OAH). The TPPI created a funding
stream of $110 million to “be utilized for more
comprehensive approaches to sex education”. The
TPPI first round of grants were funded from
FY2010–2014 and the second round of grants
awarded for FY2015–2019 (The National Cam-
paign to Prevent Teen and Unplanned Pregnancy
n.d.). Of the allocated TPPI funds, programs were
supported to replicate evidence-based programs;
replicate, research, and support innovative
approaches to teen pregnancy prevention; and pro-
gram evaluation (SIECUS n.d.).
Evaluations of Abstinence Education
Initiatives

In July 2009, the CDC reported data from the
National Vital Statistics System in the USA focus-
ing on the sexual and reproductive health of per-
sons aged 10–24 years. The data were collected
over a 5-year period, 2002–2007 (Centers for
Disease Control and Prevention 2009). The report
concluded that after a significant decline between
1991 and 2005, birth rates as well as syphilis
infection among teenagers 15–19-year-old
increased between the years 2005 and 2007
(Centers for Disease Control and Prevention

http://www.aimforsuccess.org
http://www.worththewait.org
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2009, p. 02). When the initial declines were
documented, abstinence education advocates
were quick to claim the credit for these statistical
improvements. As the rates began to increase,
however, critics readily pointed to the ineffective-
ness of abstinence education programming as the
main culprit.

While documentation of abstinence education
programs’ successes or failures was scarce prior to
the Title V authorization in 1996, evaluations of
these programs and concomitant publication of
evaluation reports have grown exponentially,
since then. A few states that received Title
V funding, for instance, opted to carry out an
independent evaluation of their initiatives
(perhaps instigated by the requirement that states
provide a substantial amount of matching funds of
their own, to support these programs). Texas was
one of the states putting in place a multiyear,
multiphase evaluation (carried out by an evalua-
tion team that included the authors of this entry).
Other states conducting their own evaluations
during the first 5 years of Title V funding included
Maryland, Missouri, Nebraska, Arizona, Florida,
Oregon, Washington, Iowa, Pennsylvania, and
California (who ceased to receive Title
V funding after its evaluation revealed the pro-
grams were not effective) (Hauser 2008). The
only attempt to evaluate Title V, nationwide, was
implemented by the research/evaluation firm,
Mathematica Inc. (Trenholm et al. 2007).

Findings from all of these evaluations have
been mixed and nonconvincing: state-level eval-
uations as well as Mathematica national data sug-
gest abstinence education programs fail to foster,
among participants, both the intention and the
practice of waiting to have sex until marriage.
Findings do suggest, however, that in terms of
changing youth’s attitudes toward abstinence
(“It’s ‘cool’ to be abstinent!”), improving their
perceptions of the social norms regarding sexual
activity among teens (“People around me think
abstinence is best for me . . .”), and increasing
their awareness of the benefits of postponing sex-
ual relationships, the programs have experienced
some measure of success. The programs have
failed, however, in helping teens “translate” this
awareness, these attitudes, and these beliefs into
actual intentions, motivations, and behaviors
(Guide to Community Preventive Services 2009).

Evaluations of abstinence education have failed
to demonstrate strong and long-term, sustainable
indicators of program effectiveness, but the reasons
for such failure are multiple and complex. Most of
the evaluations, themselves, have failed to employ
rigorous experimental or quasi-experimental
designs (for various, often valid reasons), limiting
confidence in the findings (United States Govern-
ment Accountability Office 2006). According to a
report evaluating abstinence education interven-
tions to prevent HIV/AIDS, other STIs, and preg-
nancy, released by the Task Force on Community
Preventive Services at the CDC, “there is insuffi-
cient evidence to determine the effectiveness of
group-based abstinence education . . . evidence
was considered insufficient due to inconsistent
results across studies” (Guide to Community Pre-
ventive Services 2009). Unquestionably, reasons
for lack of effectiveness also lie within the pro-
grams. For example, most evaluated programs
revealed a conspicuous absence of sound theoreti-
cal grounding. Only 2 of the 32 programs evalu-
ated in Texas proposed to develop their curricula
based on well-tested health behavior or youth
development theories (Goodson et al. 2006b).

According to the Texas and the Mathematica
evaluations, programs had, instead, an implicit,
unstated theory-of-action (or causal explanations
for why certain activities in the program might
promote abstinent behavior among participants).
Remarkably, these theories-of-action, more often
than not, mirrored the wisdom available in the
scientific literature, and targeted variables corre-
lated with teens’ sexual behavior. Nonetheless,
when it came to delivering the programs, lesson
plans frequently placed too much emphasis on
factors only minimally associated with behaviors
and intentions.

A telling example of this misplaced focus has
been the forceful messages targeting adolescents’
self-esteem. The logic behind the messages:
higher self-esteem will lead to more confident
and healthier choices, thus fostering avoidance
from risky behaviors. While self-esteem has
been found, at times, to be correlated with sexual
attitudes, intentions, and behaviors among youth,
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the quality of the evidence is questionable, the
strength of the association is modest, at best, and
at times the relationship between self-esteem and
sexual behavior has been inverse (i.e., higher
levels of self-esteem are associated with lower
levels of preventive/protective behaviors; for a
systematic review of this issue, see Goodson
et al. 2006a). Empirical evidence does not support
the disproportionate importance abstinence edu-
cation programs have placed on the self-esteem
factor; therefore, despite an internal logic that
echoes scientific findings, abstinence education
programs tend to – in practice – “overdo” certain
factors and ignore others, thus transforming their
efforts into atheoretical interventions with dimin-
ished probabilities of success (Goodson 2010).

In 2009, the Department of Health and Human
Services Office of Adolescent Health developed
an evidence-based Teen Pregnancy Prevention
Program database. Programs funded by OAH
must select curricula from this approved list.
This evidence review used “a systematic process
for reviewing evaluation studies against a rigor-
ous standard in order to identify programs shown
effective at preventing teen pregnancies, sexually
transmitted infections, or sexual risk behaviors”
(Office of Adolescent Health 2016). The most
recent update, released August 2014, currently
includes 37 “programs with impacts on teen preg-
nancies or births, sexually transmitted infections
(STIs), or sexual activity” (Office of Adolescent
Health 2015). Of these 37 programs, 3 are
abstinence-only and 5 focused on youth develop-
ment approaches (Office of Adolescent Health
2015). The database includes information for
each intervention and indicates the program
type, implementation setting, intervention length,
age, race/ethnicity, outcomes affected, and study
rating. The three abstinence-only curricula on the
list of evidence-based programs are (1) Heritage
Keepers Abstinence (Study level moderate),
(2) Making a Difference! (Study level high), and
(3) Promoting Health Among Teens! Abstinence-
Only Intervention (Study level high) (Office of
Adolescent Health 2015).

Since the publication of this entry, no other
attempts to evaluate Title V programs could be
found in the literature, further demonstrating a
lack of evidence for a majority of abstinence-
only programs.

Continued evaluations of abstinence education
programs will remain an important area of study,
even if these programs find themselves stripped of
federal funding in the future: the question of how
to teach human sexuality with emphasis on absti-
nence from risky sexual activity, in developmen-
tally appropriate manners, remains a valid and
pedagogically important question. Only since the
advent of federally funded abstinence education
initiatives have sexuality educators begun to pay
any serious attention to the question.
Abstinence Education: Its Role in
Adolescent Development

Despite the political and pedagogical controversies
surrounding the teaching of abstinence, as they
have played themselves out in the history of sexu-
ality education in the USA, does abstinence educa-
tion have a role to play in the healthy development
of children and adolescents? The answer to this
question is quite simple: While abstinence educa-
tion as an ideological agenda may have proven less
than helpful to American teenagers given these
programs’ inability to affect youth sexual behavior,
the notion of abstaining from practices that may
pose health and social risks for adolescents is,
undoubtedly, valid and valuable.

Abstinence from sexual/coital behavior during
childhood and adolescence is the healthiest and
ideal practice for youth and – as an ideal
construct – finds support at many levels of argu-
ments: for children and adolescents, it makes
sense to avoid sexual intercourse, based on bio-
logical, psychological, social, economic, legal,
and spiritual arguments. Because children’s and
adolescents’ bodies, sexual organs, sexual physi-
ology, and emotional make-up lack maturity, they
are considerably more vulnerable to diseases,
infections, and emotional traumas with lasting
consequences (sometimes life-long effects, such
as in the case of infertility caused by Chlamydia
infection or infection with the cancer-causing
strain of the Human Papillomavirus (HPV) and
HPV Vaccines). From a psychological
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perspective, adolescents do not have the cognitive
and emotional maturity to make wise decisions
regarding personal relationships that might impact
their futures. From a social interaction perspec-
tive, choices to couple with certain partners have
important implications for teens’ existing social
networks, either exposing them to risk-prone
environments (where they may engage in other
risky behaviors such as alcohol consumption or
drug use) or destroying extant supportive net-
works. Economically, because adolescents are,
mainly, consumers and not producers in a capital-
ist economy, they are not equipped to face the
financial challenges posed by an unplanned preg-
nancy and the consequences associated with rais-
ing an unexpected child. Legally, sexual
relationships with minors are against the law in
the USA, a notion that often seems neglected,
only to be resurrected when a “case” happens, a
couple is “caught,” and the justice system is
invoked. Lastly, the spiritual lives of adolescents
can become seriously affected by premature sex-
ual relationships, leading to existential angst,
doubt, and uncertainty. Because sexual relation-
ships do not occur in a vacuum but are, instead,
embedded in people’s set of values, beliefs, and
commitments, the potential ramifications for
youth’s spiritual lives, of engaging early in a sex-
ual relationship (or more than one) can lead to
cognitive dissonance, lack of healthy attachments,
and personal distress.

While the notion of abstinence from risky sex-
ual activity is defended on many grounds as the
ideal for children and adolescents, it is important
to remember that youth (worldwide) inhabit an
imperfect world and live nonideal lives. Granted,
many teenagers engage in sexual activity without
experiencing any of the difficulties outlined
above. Nevertheless, most of the available scien-
tific and social science evidence supports the
notion that, the younger the child or adolescent,
the higher his/her vulnerability to experiencing
these ills. The odds are not in teenagers’ favor,
compared to their adult counterparts, when it
comes to their sexual health and well-being.
While teaching the ideal, sexuality educators
must also ground themselves in their social reali-
ties and provide teens with the resources
(information and social support) to minimize
potential risks.

The intrinsic value of sexual abstinence for
children and adolescents is easily supported
by empirical data and logical arguments, from
multiple perspectives. It is, indeed, a healthy prac-
tice and it plays a major role in adolescents’ psy-
chosocial, physical, and spiritual development.
Unfortunately, abstinence education debates in
the USA have been mired in controversies about
political agendas, pedagogical approaches, and
content coverage; it is here that expert opinions
conflict and clash, often to the neglect of the
adolescents themselves.
Conclusion

The field of abstinence education flourished until
evidence-based programs were reinforced
through the teen pregnancy prevention initiative
in 2010. The current essay of recent research has
demonstrated that evidence to support abstinence
education is limited but not extant. The programs
supported has demonstrated the impact on pre-
venting adolescent and unplanned pregnancy to
vary greatly. There is a need to understand the
developmental impact of abstinence education
that includes a consideration of adolescent behav-
ioral patterns and how that extends into young
adulthood. Abstinence plays a role in adolescent
development, but education and risk prevention
efforts should not ignore patterns of health risk
behaviors among adolescents. Additionally,
trends in abstinence education have established
patterns for oppressive practices that support a
movement that inhibits medical accuracy and sup-
ports prevention efforts based on political and
ideological agendas rather than strengths-based
work to provide young people opportunities to
enact healthier sexual behaviors.
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Overview

Academic achievement subsumes a number of
indicators to measure cognitive gains and progres-
sion through the US educational system. Regard-
less of the operationalization, the link between
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academic achievement and later life prospects is
well established in the extant literature. Adoles-
cents who earn poorer grades in school are more
likely to be retained in grade, to fall behind in
credit accrual, and to earn lower achievement
test scores, all of which are associated with
lower high school completion rates and higher
dropout rates (Battin-Pearson et al. 2000; Fall
and Roberts 2012). High school dropouts, in
turn, have lower household incomes, lower occu-
pational status, difficulty finding and maintaining
employment, higher incarceration rates, and
greater morbidity and mortality rates, all of
which cost society in terms of lost tax revenue
and increased reliance on governmental social
services (Elo 2009; Rumberger 2001; Snyder
and Dillow 2015). Although academic achieve-
ment is strongly associated with cognitive ability
and motivation (Eccles et al. 2003), a comprehen-
sive understanding of adolescents’ academic
achievement must take into account how the eco-
logical contexts in which adolescents are embed-
ded promote or hinder their academic
achievement.
Academic Achievement in Context

There is a growing recognition among develop-
mentalists that environmental contexts, such as
families, schools, and peers, affect numerous
developmental domains, including academic
achievement (Cook et al. 2002; Smetana et al.
2006). Ecological theory provides one lens for
exploring the interactions between the individual
and both proximal and more distal ecological
contexts, interactions that ultimately drive adoles-
cent development, including academic achieve-
ment (Bronfenbrenner 1979). During adolescence,
the most common proximal contexts in individ-
uals’ lives are families, schools, and peers
(Steinberg and Morris 2001). The structures of
these environments as well as the interactions that
occur therein can either support or impede adoles-
cents’ academic achievement.

An exploration of adolescents’ academic
achievement must also be situated in an under-
standing of larger stratification systems. In the
USA, social stratification is reflected in the
achievement gap between low income and more
affluent youth as well as the gap between African-
American and Latino youth as compared to their
White and Asian-American peers (Jencks and
Phillips 2011; Reardon 2011). Although more
distal, the sociohistorical context in which adoles-
cents develop, including existing stratification
systems and the larger educational system, shapes
educational opportunities and academic pros-
pects. As such, a comprehensive understanding
of adolescents’ academic achievement must entail
understanding the larger stratification systems as
well as the more proximal contexts of adoles-
cents’ development.

Stratification and Academic Achievement
The achievement gap between African-American
and Latino students and their White and Asian-
American peers is well established, as is the
achievement gap between poor and nonpoor
youth in the USA. Nationally representative and
community-based studies consistently document
the racial/ethnic divide in achievement test scores
(Anderson and Keith 1997; Kena et al. 2015; Lee
2007). These differences are observed across con-
tent areas (i.e., English/language arts, writing,
mathematics, science, history) and widen from
early to late adolescence (Gregory and Weinstein
2004). Parallel race/ethnic achievement gaps are
also observed for adolescents’ grades in school
(Fuligni 1997; Lohman et al. 2007) and their high
school completion and dropout rates (Murnane
2013; Snyder and Dillow 2015).

Consistent with research on the achievement
gap across race/ethnic groups, achievement gaps
between low-income and high-income youth are
also observed for achievement test scores
(Reardon 2011), and the proportion of life spent
in poverty is associated with lower reading com-
prehension achievement test scores during adoles-
cence (Eamon 2005). Moreover, high school
completion rates for low-income youth remain
stubbornly lower than those of high-income
youth (Murnane 2013), and high school dropout
rates of the poorest students are almost four times
that of their high-income peers (Kena et al. 2015).
A more detailed discussion of the effects of
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household socioeconomic status (SES) (including
not only income but also family structure and
educational and occupational status) as a struc-
tural characteristic of families is discussed in
greater detail below.

Academic Achievement and the Family
Context
Numerous studies have explored the link between
the structural characteristics of families and ado-
lescents’ academic achievement, with a vast
majority focusing on various facets of family
socioeconomic status (SES). Higher family SES,
as measured by parental educational and occupa-
tional status and income, is associated with higher
achievement test scores (Felner et al. 1995;
Gregory and Weinstein 2004; Lee 2007). More-
over, adolescents from higher-SES families earn
higher grades in school (Crosnoe and Muller
2014; Fuligni 1997; Lohman et al. 2007) and are
less likely to drop out of school (Lee and Burkam
2003). More extensive reviews of the poverty
literature (see Bradley and Corwyn 2002; Huston
and Bentley 2010) detail the pernicious effects of
being poor or low SES for adolescents’ academic
achievement measured in a number of ways (i.e.,
achievement test scores, class failure, retention in
grade, graduation rates, dropout rates). In addition
to SES, family structure is also associated with
adolescents’ academic achievement – adolescents
reared in single-parent-headed households earn
lower achievement test scores (Caldas and
Bankston 1997; Lee 2007) and lower grades in
school (O’Malley et al. 2015; Stewart 2008), are
less likely to complete high school, and are more
likely to drop out of school (Rumberger 1987)
than those reared in intact, two-parent families.

Although familial structural characteristics
play an integral role in young people’s achieve-
ment, the processes that occur within families also
influence adolescents’ academic success. Parents’
support for academics, discussions around aca-
demics, and provision of educational enrichment
in the home are associated with better academic
performance, in terms of adolescents’ achieve-
ment test scores and grades in school (Eamon
2005; Gordon and Cui 2012; Steinberg
et al. 1992). Parents’ direct involvement in their
adolescents’ schools, via activities such as open
house attendance, parent-teacher association par-
ticipation, and classroom volunteering, is posi-
tively associated with higher test scores and
grades (Gutman and Eccles 1999; Park and
Bauer 2002; Shumow and Miller 2001). In their
meta-analysis of middle-school-aged adolescents’
parental involvement, Hill and Tyson (2009)
found that academic socialization practices (e.g.,
discussions around academics, fostering educa-
tional aspirations) were more effective in promot-
ing academic achievement than home-based
supports or school-based involvement, findings
consistent with an earlier meta-analysis of second-
ary students residing in urban areas (Jeynes 2007).
Recent work also suggests that parents’ school-
based involvement is particularly advantageous
for low-income and low-performing youth
(Benner et al. 2016).

In addition to direct involvement in their chil-
dren’s education, other processes within the home
also play a role in adolescents’ academic success.
For example, adolescents who believe their par-
ents are warm and supportive tend to earn higher
grades in school (Bean et al. 2003; Benner and
Kim 2010; Lowe and Dotterer 2013), have higher
achievement test scores (Portes 1999), and show
greater growth in achievement test scores across
adolescence (Gregory and Weinstein 2004). In
contrast, adolescents who report greater emo-
tional distance between themselves and their par-
ents as well as those who report higher levels of
conflict and harsh discipline often earn lower
grades and score more poorly on standardized
achievement tests (Benner and Kim 2010;
Crosnoe 2004; Dotterer et al. 2008; Gutman and
Eccles 1999). Taking a broader view on these
family processes, noteworthy scholars have also
examined multiple aspects of parenting simulta-
neously to identify parenting profiles or typolo-
gies, generally focusing on parental warmth and
control (see Baumrind 1971; Maccoby andMartin
1983). Studies examining the link between par-
enting profiles and adolescents’ academic
achievement find that youth whose parents
employ authoritative parenting (high warmth
combined with high levels of control) earn higher
grades and better achievement test scores than
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those whose parents employ other parenting
styles, although some differences emerge across
race/ethnic groups (Jeynes 2007; Pinquart 2015;
Steinberg et al. 1992).

Overall, this body of research suggests that
family characteristics, particularly those directly
related to family economic well-being, influence
the academic achievement of adolescents. How-
ever, the processes that occur within families can
promote stronger achievement – adolescents ben-
efit academically when they have families who are
involved in the educational process and who pro-
vide warmth and support but also appropriate
monitoring of adolescents’ day-to-day lives.

Academic Achievement and the School
Context
Secondary school is another key context of social-
ization during adolescence, and the relationship
between school structural characteristics and ado-
lescents’ performance is well established. Adoles-
cents in high-poverty schools (generally
measured by the percentage of students qualifying
for the federal school lunch program) and schools
with high percentages of race/ethnic minority stu-
dents generally experience more academic diffi-
culties than their peers attending more affluent
schools and schools with fewer race/ethnic minor-
ity students (Benner and Graham 2009; Caldas
and Bankston 1997; Lee and Croninger 1994;
Leventhal and Brooks-Gunn 2004). Although
not as consistent, in general greater school diver-
sity is associated with higher grades in school and
stronger educational attainment (Borman
et al. 2004; Goza and Ryabov 2009). Additionally,
adolescents enrolled in large schools tend to per-
form more poorly on standardized tests and
exhibit less growth in achievement across time
(Lee et al. 1997), earn lower grades in school
(Benner and Graham 2009), and have higher
dropout rates (Baker et al. 2001; Lee and Burkam
2003) than students attending smaller schools.
Similar academic difficulties emerge for adoles-
cents in schools with higher student-to-teacher
ratios (Baker et al. 2001; McNeal 1997).

Tracking systems are other structural character-
istics of many American secondary schools.
Academic tracking, whether it emerges de facto
or as a more systemic practice, “places students
who appear to have similar educational needs and
abilities into separate classes and programs of
instruction” (Oakes 1987, p. 131). Higher socio-
economic diversity and race/ethnic diversity are
associated with more pronounced de facto tracking
in mathematics and English courses in American
schools (Lucas and Berends 2002), and in general,
research suggests that track placement serves to
only promote and reinforce existing academic
inequalities, with African-American and Latino
adolescents and low-income adolescents being
placed in the lower tracks at substantially higher
rates than their White, Asian-American, and more
affluent peers (Oakes 2005; Werblow et al. 2013).
Not surprisingly, adolescents’ academic track
placement has a significant influence on changes
in their achievement across time, such that place-
ment in higher tracks (i.e., honors, advanced) pro-
motes greater achievement than placement in
lower tracks (i.e., very basic, basic; Hallinan
1994; Oakes 2005). The structure of academic
tracking systems also influences adolescents’
achievement – when there is immobility within
tracking systems (i.e., little movement of students
changing academic tracks across time), a greater
achievement gap in achievement test scores exists
between tracks, whereas high levels of inclusive-
ness in a tracking system (i.e., proportion of stu-
dents in a college preparatory curriculum) are
associated with a smaller gap in achievement
across tracks (Gamoran 1992).

School transitions, normative experiences that
occur when adolescents enter middle or junior
high school and high school, involve a shift in
both the structural characteristics of the schools
adolescents attend and the relationships and inter-
actions that occur within and across the school
contexts. As such, it is not surprising that school
transitions are influential for adolescents’ aca-
demic achievement. Initial research posited that
the academic challenges experienced in early ado-
lescence were due to the developmental transition
into adolescence, but Simmons and Blyth’s
(1987) groundbreaking work illustrated that the
transition to middle school was a driving force in
explaining early adolescents’ academic declines
above and beyond entry into puberty. Subsequent
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research has corroborated these initial findings,
documenting substantial declines in both grades
and teacher-rated academic performance from
middle to high school (Gutman and Midgley
2000; Rudolph et al. 2001; Vasquez-Salgado and
Chavira 2014). Although less is known about the
transition to high school, scholars identify similar
achievement disruptions across the high school
transition (Benner 2011). Research suggests that
the declines observed across the high school tran-
sition persist across the first 2 years of high school
and are particularly disruptive for African-
American and Latino adolescents who transition
to high school with few same-ethnicity peers
(Benner and Graham 2009).

Interactions that occur within schools, beyond
the changes in those interactions observed across
school transitions, also influence adolescents’
academic achievement. Interactions specifically
around academics, beyond the obvious instruc-
tional activities, promote academic achievement
during adolescence. For example, when adoles-
cents believe their teachers have high regard for
them as students, they earn higher grades in
school (Roeser and Eccles 1998), consistent with
the extensive teacher-expectancy literature that
highlights a strong link between teachers’ educa-
tional expectations for students and students’ aca-
demic achievement (Smith et al. 1998; Benner
and Mistry 2007). Although teacher opinions
about particular students can influence academic
achievement, teachers’ overall views of the aca-
demic caliber of students in their schools are also
linked to adolescents’ academic success. For
example, teachers’ general ratings of the achieve-
ment orientation of the student body are associ-
ated with adolescents’ reading and math
achievement test scores and their grades in school
(Brand et al. 2008).

In addition to interactions and processes
directly tied to academics, the emotional connec-
tions within schools are also important for adoles-
cents’ academic achievement. When adolescents
feel closer to their teachers and express more
positive perceptions about student-teacher rela-
tionships, adolescents exhibit stronger academic
achievement, in terms of achievement test score
growth, grades in school, and dropout status
(Crosnoe 2004; Gregory and Weinstein 2004;
Lee and Burkam 2003; Wentzel et al. 2016),
although interestingly, teacher perceptions of the
student-teacher relationship are not predictive of
adolescents’ achievement (Brand et al. 2008).
Similar trends are observed for more general rat-
ings of school climate – adolescents who view
their schools more favorably and feel more
connected to their schools receive higher grades
(Jia et al. 2016; LeCroy and Krysik 2008;
O’Malley et al. 2015) and earn higher scores on
achievement tests (Eamon 2005) than those who
view their schools more negatively. Perceptions of
specific aspects of the school climate are also
important for adolescents’ academic success. For
example, adolescents who report more positive
evaluations of their schools’ interracial climates
have better academic achievement (Benner
et al. 2015; Mattison and Aber 2007). Similarly,
perceptions of school safety also promote aca-
demic performance – when adolescents are in
schools that they perceive as more safe or that
their teachers rate as more safe, they perform
better on achievement tests (Brand et al. 2008;
Leventhal and Brooks-Gunn 2004) and are less
likely to drop out of school (Rumberger 1995).

Overall, the patterns of influence observed in
the school context closely mirror those observed
at the family level. The structural characteristics
of schools, particularly the SES and racial/ethnic
makeup of schools, are directly related to adoles-
cents’ academic achievement. Yet this body of
research suggests that the processes and interac-
tions that occur within schools can promote the
academic achievement of all students, with ado-
lescents benefitting from close bonds with their
teachers specifically and their schools more
generally.

Academic Achievement and the Peer Context
Although research linking the structural charac-
teristics of peer/friendship groups to academic
achievement is more rare, evidence suggests that
these characteristics do in fact play a role in ado-
lescents’ achievement. For example, adolescents
with higher-SES peers generally earn higher
grades and are more likely to complete high
school than those with lower-SES peers, although
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these effects are often race/ethnic dependent
(Goza and Ryabov 2009). The academic achieve-
ment of an adolescents’ peer group is also linked
to their own academic achievement. Whether
examining reciprocated friendships or larger peer
networks, the grades of those with whom adoles-
cents are closest are positively associated with
adolescents’ own grades in school (Altermatt
and Pomerantz 2005; Mounts and Steinberg
1995; Ryan 2001). Similarly, when adolescents
are embedded in highly dense networks of high-
achieving peers, they have the highest achieve-
ment levels, whereas adolescents embedded in
highly dense networks of low-achieving peers
have the worst achievement (Maroulis and
Gomez 2008; Ryabov 2011). Related to this, ado-
lescents who have more friends who have
dropped out of school have a greater likelihood
of later dropping out themselves (Ream and
Rumberger 2008).

Above and beyond the structural characteris-
tics of peer and friendship groups, the quality and
support adolescents receive from these significant
others also influence their academic achievement.
Not surprisingly, when adolescents’ peers are
achievement oriented and provide academic sup-
port, adolescents typically earn higher grades in
school (Herman 2009; LeCroy and Krysik 2008;
Steinberg et al. 1992; Stewart 2008; Wentzel
et al. 2004) and have a lower likelihood of later
school dropout (Ream and Rumberger 2008).
More generally, associating with prosocial peers
is linked to higher grades in school (Wentzel
et al. 2004), whereas having more deviant and
disruptive peers is associated with poorer school
performance during adolescence (Berndt and
Keefe 1995; Fuligni et al. 2001). Feeling accepted
by peers, whether measured as a reciprocated
friendship or by more general ratings of support
and acceptance, is positively associated with ado-
lescents’ academic achievement (Bellmore 2011;
Hartup 1996; Wentzel et al. 2004). Victimization
by peers, in contrast, is associated with poorer
school performance at the individual and school
level (Cornell et al. 2013; Espinoza et al. 2013;
Graham et al. 2006; Lacey and Cornell 2013).

The link between peer processes and achieve-
ment has received particular attention from
scholars examining oppositional identity and the
“burden of acting White” for African-American
adolescents (Fordham and Ogbu 1986). Fordham
and Ogbu argued that the underachievement of
African-American adolescents is linked, in part,
to a peer culture that devalues academic effort and
achievement, labeling it “acting White.”
A number of studies have challenged the theses
of Fordham and Ogbu, acknowledging that
although adolescents of color may experience
peers’ accusations of acting White, these accusa-
tions do not influence their subsequent academic
achievement (Ainsworth-Darnell and Downey
1998; Bergin and Cooks 2002). Moreover,
Tyson and colleagues (2005) identify not only
racialized peer pressure with African-American
adolescents but also class-based peer pressure
with White adolescents, where lower-income
White adolescents equate academic achievement
with acting “high and mighty” (p. 598).

Overall, although the research linking adoles-
cents’ peer groups to their academic achievement
is more scarce, a clear pattern emerges. When
adolescents have friends who perform better in
school, are more oriented to school, and provide
more academic support, adolescents benefit aca-
demically. In addition to the academic character-
istics of peers and academically based
interactions, more general emotional support and
friendship quality also seemingly promote aca-
demic success during adolescence, whereas rejec-
tion and victimization by peers are detrimental to
adolescents’ academic well-being.

Future Directions of the Adolescent Academic
Achievement Literature
Across the primary contexts of adolescents’
development – families, schools, and peer
groups – a consistent pattern of findings links
both the structural characteristics of each context
and the processes and interactions that occur
therein with adolescents’ academic achievement.
When contexts are characterized by more
resources and less social marginalization, adoles-
cents perform better academically. Moreover,
warm, academics-oriented relationships within
each context promote academic achievement and
educational growth. Although these patterns are
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clear, much is left to explore in relation to adoles-
cents’ academic achievement, and ecological the-
ory serves as an important guide for future inquiry.

First, ecological theory suggests a fundamental
interplay between the structural characteristics of
a given ecological context and the processes that
occur within that context, yet researchers some-
times conflate structure and process and create
models that do not differentiate between the two.
Future research on adolescents’ academic
achievement should examine how the structural
characteristics of families, schools, and peer
groups influence the processes and interactions
that occur within these contexts (see Benner
et al. 2008 for an example). Investigations of the
differential effects of structure and process will
provide insights into what aspects of contexts are
more amenable and malleable to change in order
to better promote adolescents’ academic success.

A second area ripe for future inquiry relates to
the interplay across the ecological contexts of
adolescence. The contexts of adolescents’ devel-
opment do not exist within a vacuum – parents
attend activities at their children’s schools;
teachers promote academic involvement and sup-
port in homes; peers interact both within and out-
side the confines of school. These cross-context
interactions, as well as the consistency in relations
across contexts, influence adolescent develop-
ment, yet researchers have, with few exceptions,
ignored these mesosystemic influences. Those
scholars who have explored cross-system interac-
tions have highlighted the importance of these for
adolescents’ academic achievement. For example,
Crosnoe (2004) found that close relations to par-
ents were associated with higher grades in school
when adolescents also attended schools with more
positive student-teacher bonds. Similarly, Gregory
and Weinstein (2004) found that monitoring and
regulation by parents and teachers exerted an addi-
tive effect for adolescents’ mathematics achieve-
ment. Future research should further explore the
additive (and possibly compensatory) nature of
relationships across ecological contexts as well
as the extent to which the structural characteristics
of a given context might influence cross-context
interactions. It is through understanding these
more nuanced processes and interactions that we
will be able to more effectively promote the aca-
demic achievement of all adolescents in the USA.
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Overview

Time spent in learning accounts for a large por-
tion of an adolescent’s life. Enjoyment in learning
activities, adjustment in the school setting, and
academic achievement represent desired attain-
ments for both students and their families.
A vast literature additionally shows that these
attainments influence children’s course of life,
by affecting their scholastic choices and profes-
sional aspirations, as well as their psychosocial
development and well-being. Among the factors
contributing to these attainments are academic
self-efficacy beliefs and optimal experience
in learning. The first part of this essay will illus-
trate the two constructs and related assessment
methodologies. The short- and long-term
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developmental outcomes of the constructs will
also be outlined, as well as the contextual and
individual factors contributing to optimal learn-
ing environment and experience. The second part
will present a model combining academic self-
efficacy beliefs and optimal experience, and will
bring forward future directions for research and
practice.
Introduction

Learning at school is one of the major means
through which culturally relevant information is
transmitted, with the view to provide individuals
with the knowledge required to identify and fulfill
their role in society. On the one hand, a great
number of studies attest to the natural human
tendency to learn and the thirst for knowledge in
young children (Shernoff and Csikszentmihalyi
2009). On the other hand, findings in western
countries highlight that once children enter the
formal school system, they start to report lack of
interest, disengagement, and apathy toward learn-
ing, which can lead to poor concepts assimilation
and eventually to school dropout. Obstacles to
learning usually include disruptive thoughts, dys-
functional emotional reactions, negative interper-
sonal relationships, and poor organizational
skills. This is much more true of adolescents
who tend to be even less engaged in school activ-
ities. In order to shed light on the reasons for such
learning disaffection and to identify intervention
strategies promoting engagement in school activ-
ities, scholars in the 1960s and 1970s have advo-
cated the agentic role of students in regulating
academic learning. In particular, two theories
have proved successful in providing sound
empirical evidence and models of academic
learning: Bandura’s social-cognitive theory
(1997) and Csikszentmihalyi’s flow theory
(1975/2000). The first part of this essay will illus-
trate the two theoretical frameworks, related
methodology, and major findings connected to
the learning domain. The second part will present
a model building a bridge between the two theo-
ries, and will bring forward future directions for
research and practice.
Self-Efficacy Beliefs in Bandura’s Social-
Cognitive Theory

Bandura’s social-cognitive theory stresses the
active and proactive role individuals play in shap-
ing the course of their life (Bandura 1986, 2001).
People are viewed as self-regulating agents whose
development takes place in complex transactions
within a network of socio-structural and psycho-
social influences, where individuals are both pro-
ducers and products of their social systems.
During these transactions, individuals play a deci-
sive role in setting goals, in choosing which paths
to follow, and in selecting the activities and social
relationships that are most appropriate to their
choices.

Among the mechanisms of human agency, a
pervasive influence is played by self-efficacy
beliefs, namely, the beliefs that individuals hold
about their capacity to exert control over the
events that affect their lives, and to organize and
execute courses of action to attain designed goals.
Any other factor that may operate as motivator in
people’s efforts to reach their goals is rooted in the
core belief that one has the power to produce
effects by one’s own actions (Bandura 1997,
2001). Self-efficacy beliefs directly contribute to
decisions, actions, and experiences, as people
reflect upon their capacities when deciding
whether to undertake challenging activities or to
persist in pursuing difficult tasks. Findings have
documented the influential role of self-efficacy
beliefs in various domains of functioning such as
learning, work, sports, health, social adjustment,
and well-being, in different conditions and phases
of life (for a review, see Bandura 1997, 2001).
Moreover, the functional role of perceived self-
efficacy and the processes through which it
operates have been confirmed across cultures
(Bandura 2002).

Compared to other psychological constructs,
perceived self-efficacy has a variety of distinctive
characteristics. First, it concerns perceived capac-
ities to perform an activity or to manage a task,
and not personality traits (i.e., extraversion) or
other general psychological characteristics (i.e.,
self-esteem). Second, self-efficacy beliefs are not
only domain-specific, but may also be context-
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and task-specific. Moreover, they vary across sev-
eral dimensions, such as level, generality, and
strength. The level of perceived self-efficacy
refers to its dependence on the difficulty level of
a particular task (i.e., a math addition problem);
generality refers to the transferability of one’s
efficacy judgements across different tasks, con-
texts, or domains; finally, strength pertains to the
confidence with which one can perform a specific
task or activity.
Self-Efficacy Beliefs’ Assessment

The distinctive features of self-efficacy described
above have implications for the construct mea-
surement. As the efficacy beliefs system is not a
global trait but a differentiated set of self-beliefs
linked to distinct realms of functioning, only
multi-domain measures can adequately reveal
the pattern and degree of generality of people’s
sense of personal efficacy. The “one measure fits
all” approach has a limited explanatory and pre-
dictive value because most of the items in such a
measure may have little or no relevance to the
specific domain of functioning or task one is inter-
ested to evaluate. Self-efficacy beliefs covary
across distinct domains only when different
spheres of activity are governed by similar sub-
skills, or when skills in diverse domains are devel-
oped together.

All over the world, scales were developed to
measure people’s self-efficacy beliefs in different
life domains. In the academic settings, there are
scales assessing students’ perceived capabilities
to learn specific subjects (e.g., the “Self-efficacy
to Learn Statistics” scale; Finney and Schraw
2003); scales measuring the perceived capabilities
to apply successful learning strategies (e.g., the
“Self-Efficacy for Learning Form”; Zimmerman
et al. 2005); and multi-domain scales, assessing
students’ capacity to enlist social resources, to
learn specific subjects, and to self-regulate their
learning activities (e.g., the measure developed by
Bandura 2006).

New scales can be designed by scholars and
educators interested in measuring self-efficacy
beliefs in specific contexts and in relation to par-
ticular domains or tasks. The guidelines devel-
oped by Bandura (2006) enlist the main rules
that have to be respected in order to build a proper
self-efficacy scale. First, the construction of a
scale primarily relies on a good conceptual anal-
ysis of the domain of interest, as the knowledge of
the activity domain specifies which aspects of
personal efficacy should be measured. In particu-
lar, a comprehensive efficacy assessment should
be linked to the behavioral factors that mostly
determine the quality of functioning in the domain
and over which people can exercise some control.
Second, efficacy items should accurately reflect
the construct of self-efficacy. They should
be phrased in terms of “can do”, as the “can”
phrase reflects a judgment of capability (“Can
you finish your homework assignments by dead-
line?”). Perceived self-efficacy should be mea-
sured against levels of task demands that
represent challenges or difficulties to successful
performance. Self-efficacy judgements reflect the
level of difficulty individuals believe they can
surmount. If there are no obstacles to overcome,
the activity is easily performable, and everyone is
highly efficacious. For instance, every student can
state he or she feels able to “get him or herself to
study” when there is no challenge or impediment,
but only the most efficacious will judge them-
selves very capable to “get themselves to study
when there are other interesting things to do”. The
nature and level of the challenges against which
personal efficacy is judged will vary depending on
the sphere of activity and may be graded in terms
of level of exertion, accuracy, productivity, threat,
or self-regulation required. Constructing scales to
assess self-efficacy thus requires preliminary
work to identify specific challenges and impedi-
ments. In preliminary phases, people are usually
asked to describe the things that make it hard for
them to perform the required activities on a regu-
lar basis. The identified challenges or impedi-
ments are then inserted into the efficacy items,
and respondents are asked to judge their ability
to meet the challenges or to overcome the various
impediments. At last, item format should present
sufficient gradations to guarantee a variety of
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effects.
A

Self-Efficacy Beliefs in Educational
Settings

Research on adolescents’ academic perceived self-
efficacy, namely, their self-beliefs in managing
activities connected to learning processes and suc-
cess at school, is extremely wide and has been
conducted in different cultures (see for major
reviews: Bandura 1997; Pajares 1996, 1997;
Schunk and Pajares 2004). Studies used various
assessment scales and adopted different research
designs. In experimental studies, self-efficacy
beliefs were usually manipulated in order to assess
their effect on students’ performance. In non-
experimental studies, the relationship of efficacy
beliefs with indicators of students’ performance or
well-adjustment was evaluated cross-sectionally
or longitudinally. Other studies specifically evalu-
ated the effectiveness of long-term interventions
aimed to strengthen students’ perceived self-
efficacy through trainings based on the sources
of self-efficacy identified by Bandura. Overall,
research demonstrated that self-efficacy beliefs
influence students’ academic and career choices,
as well as motivational factors and learning strat-
egies that promote success at school.

Academic Choices and Career
Self-efficacy beliefs influence academic choices
as students are prone to engage in tasks in which
they feel confident and avoid those in which they
do not. Especially in high school and college,
where students have greater control over activity
selection, their efficacy beliefs strongly influence
course choices and academic career (Britner and
Pajares 2006). For example, several studies
conducted in the areas of science and mathematics
showed that perceived self-efficacy is more pre-
dictive of interest in and choice of these learning
domains than prior achievement and outcome
expectations (e.g., Lent et al. 1993; Pajares and
Miller 1995). In addition, adolescents’ academic
self-efficacy has been demonstrated to affect
career trajectories through occupational self-
efficacy (Bandura et al. 2001).

Motivation and Learning Strategies
Once an activity is chosen, self-efficacy beliefs
contribute to its accomplishment through a num-
ber of motivational factors (see Schunk andMiller
2002, for a review). Perceived self-efficacy deter-
mines the effort students will expend on activities
and their perseverance in front of obstacles and
difficulties (e.g., Bouffard-Bouchard et al. 1991;
Gore 2006). Confident students approach difficult
tasks as challenges to be mastered rather than as
threats to be avoided. They have greater intrinsic
motivation, set themselves challenging goals, and
maintain strong commitment to them. Moreover,
they more quickly regain their confidence after
failures or setbacks, and they attribute failure to
insufficient effort or lack of acquirable knowledge
and skills (Schunk 1998; Zimmerman et al. 1992).
Conversely, students with low self-efficacy tend
to believe that things are more difficult than they
really are, and they are likely to attribute their
failure to inborn and permanent lack of ability.
Both sets of thoughts foster negative emotions
and determine low confidence in personal capa-
bilities. Students with higher self-efficacy beliefs
also use more effective cognitive and meta-
cognitive learning strategies and show greater
flexibility in their use, as shown by Zimmerman
and his colleagues in their extensive line of
inquiry on the relationships between self-efficacy
beliefs, academic self-regulatory strategies, and
academic achievement. They demonstrated that
self-efficacy beliefs influence self-regulatory pro-
cesses such as goal setting, self-monitoring, self-
evaluation, and strategy use (Zimmerman and
Cleary 2006).

Academic Achievement
There is ample empirical evidence that self-
efficacy beliefs are related to and exert an influ-
ence on academic achievement, either directly or
through the influence of other personal achieve-
ment predictors, such as previous achievement,
skills, and mental abilities (see Pajares and
Schunk 2001, for a review). Early adolescents’
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perceived academic self-efficacy has also been
demonstrated to mediate the influence of external
factors such as parents’ own efficacy beliefs and
aspirations, and the family’s socioeconomic status
(Bandura et al. 1996).

Longitudinal studies attested to the long-
lasting effect of efficacy beliefs on academic
achievement and likelihood of dropping out of
school (Caprara et al. 2008). A general decline
in efficacy beliefs has also been observed from
junior high to high school, as a consequence of the
increasing demands and pressures on children’s
academic performance. However, that decline is
weaker for children with higher self-efficacy
beliefs. The effects of efficacy beliefs on achieve-
ment are usually stronger for high school and
college students than for elementary students. In
particular, recent empirical studies and meta-
analyses demonstrated the strong predictive
value of efficacy beliefs on late adolescents’ per-
formance in college (Gore 2006; Robbins et al.
2004). The strongest effects were obtained when
achievement was assessed through basic skills
measures or classroom-based indices such as
grades. Moreover, although a reciprocal influence
between self-efficacy beliefs and school attain-
ments can be hypothesized, Schunk and his col-
leagues showed the causal influence of perceived
self-efficacy on students’ achievement-related
behaviors. In particular, they detected that the
increase of self-efficacy through instructional
strategies resulted in improved academic perfor-
mances (e.g., Schunk and Swartz 1993).

Factors Promoting Students’ Self-Efficacy
Beliefs
Bandura (1986, 1997) identified four main
sources of self-efficacy: personal mastery, physi-
ological reactions, vicarious experiences, and
forms of persuasion. (1) Personal mastery experi-
ences are the strongest source for enhancing per-
ceptions of self-efficacy. In general, frequent
successes boost self-efficacy, whereas consistent
failure experiences usually undermine
it. However, this process is not completely auto-
matic, as personal accomplishments are
interpreted in light of one’s self-regulatory pro-
cesses, such as self-evaluations, attributions, and
goal setting. For instance, perceived self-efficacy
depends on the individual evaluation of circum-
stances and external factors; if a student does well
on a math test but judges it easier than typical
math tests, it is unlikely that his or her efficacy
beliefs will change. (2) Physiological reactions
can also influence a student’s efficacy judgement.
If a student gets extremely anxious during a
classwork, he or she may interpret the rapid
heart rate as an indicator of personal ineffective-
ness. (3) Adolescents also judge their level of self-
efficacy through vicarious experiences, such as
modeling, defined as the behavioral, cognitive,
and affective changes resulting from observing
other individuals. Models may be different types
of individuals (peers or adults) and can take var-
ious forms (live or symbolic). Their effectiveness
will be strongest when observers believe they are
similar to the model in terms of age, gender, and
ability. (4) Finally, also social persuasion can
shape students’ efficacy perceptions. In the learn-
ing settings, teachers and parents may promote
students’ positive efficacy beliefs using various
form of verbal persuasion aimed at encouraging
(e.g., “I’m sure you can do it”) and reassuring
them (e.g., “You will do better on the next
exam”), as well as providing specific feedback
that clearly link performance and its progress,
with strategy use (e.g., “You failed because you
used a wrong way to study. I’ll suggest. . .”). This
form of social persuasion has a strong long-lasting
effect as it encourages students to view academic
success and failure in terms of controllable per-
sonal strategies that can be learned and progres-
sively improved.
Optimal Experience and Psychological
Selection

Another line of research that has brought about
valuable contributions in the educational setting
focuses on the phenomenology of learning expe-
rience. Csikszentmihalyi’s flow theory (1975/
2000) belongs to the well-established humanistic
tradition in psychology, stressing the crucial role
of subjective experience in individuals’ interac-
tion with their daily context. Subjective
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experience comprises cognitive, emotional, and
motivational components, and represents the
conscious processing of information coming
from the individual’s outer and inner worlds. As
attentional processes regulating the stream of
conscious experience are a limited psychic
resource, only a selected amount of this informa-
tion will be processed (Csikszentmihalyi 1978).
Csikszentmihalyi has identified the quality of
experience as the selection criterion of the con-
tent in consciousness. In their daily lives, indi-
viduals associate activities and situations with
different experiential states, based on the chal-
lenges or opportunities for action perceived in
such activities and situations, and on the skills
they perceive to possess in facing such chal-
lenges. In particular, empirical findings showed
that people report a globally positive and com-
plex experience in activities or situations in
which they perceive high challenges matched
with adequate high skills (Massimini et al.
1987). Such condition has been defined as opti-
mal experience or flow. It is characterized by
deep concentration, absorption, enjoyment, con-
trol of the situation, clear-cut feedback on the
course of the activity, clear goals, and intrinsic
reward. The term “flow” expresses the feeling
of fluidity and continuity in concentration
and action described by most participants
(Csikszentmihalyi and Csikszentmihalyi 1988).

Several cross-cultural studies, conducted on
samples widely differing in age, educational
level, and occupation, have shown that optimal
experience can occur during the most various
activities of daily life, such as work, study, par-
enting, sports, arts and crafts, social interactions,
and religious practice (Delle Fave and Bassi 2009;
Delle Fave and Massimini 2004; Hektner et al.
2007; Massimini and Delle Fave 2000). However,
regardless of the activity, the onset of optimal
experience is associated with a specific condition:
The ongoing task has to be challenging enough to
require concentration and engagement, and to
promote satisfaction in the use of personal skills.

These studies also shed light on the psycholog-
ical structure of optimal experience (Delle Fave
and Massimini 2005). It comprises a cognitive
and stable core, represented by components such
as high concentration and control of the situation.
These components do not show remarkable vari-
ations across samples and activities. On the con-
trary, affective and motivational variables widely
vary across activities. Therefore, optimal experi-
ence represents a multifaceted construct with sta-
ble cognitive features, around which motivational
and emotional components fluctuate in intensity
according to the associated activities. More spe-
cifically, regarding motivational variables, wide
cross-domain variations were detected in the
values of perceived goals and short-term activity
desirability. In particular, in productive activities –
such as study and work – the perception of goals is
prominent, but the short-term desirability is per-
ceived as significantly lower than in other
domains. Social interactions and leisure activities
are characterized by both short-term desirability
and high values of long-term goals; passive enter-
tainment activities, such as watching TV, are char-
acterized by short-term desirability, but by the
lowest perception of goals.

Research has shown that, by virtue of its pos-
itive and complex characteristics, optimal experi-
ence represents an important indicator of
individuals’ optimal psychological functioning.
From the wider perspective of the theory of psy-
chological selection (Massimini and Delle Fave
2000), flow experience plays a key role in pro-
moting individuals’ long-term development. The
positive features of this complex state of con-
sciousness foster the active investment of time
and effort in the practice and cultivation of the
associated activities. This progressively leads to
an increase in related skills and competencies, and
to the search for higher challenges in order to
support the engagement, concentration, and
involvement that characterize optimal experience
(Delle Fave et al. 2009). This process therefore
gives rise to a virtuous cycle promoting individual
development, through both the selective acquisi-
tion of increasingly complex information and the
refinement of related personal competencies
(Massimini and Delle Fave 2000). It also supports
the creation of an individual life theme, that is, the
interests and goals a person preferentially culti-
vates during his or her life (Csikszentmihalyi and
Beattie 1979).
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The Investigation of Optimal Experience:
Instruments and Models

Several research procedures have been developed
to investigate the daily fluctuations of subjective
experience and the occurrence of flow. Among
them, the most widely used are Experience Sam-
pling Method (ESM) (Csikszentmihalyi et al.
1977; Hektner et al. 2007), Flow Questionnaire
(Csikszentmihalyi 1975/2000; Delle Fave and
Massimini 1991), and the Flow State Scale-2
(Jackson and Eklund 2002). The first two instru-
ments were widely used in the educational setting
and are thus described below.

Experience Sampling Method (ESM) provides
information on contextual and experiential
aspects of daily life through online repeated self-
reports that participants fill out during the real
unfolding of daily events and situations. In a stan-
dard ESM study, participants carry for 1 week an
electronic device sending random signals six to
eight times a day during waking hours. They are
asked to fill out a form at each signal reception.
ESM forms comprise open-ended questions
investigating the ongoing activities, location and
social context, the content of thought, the desired
activities, places and interactions, if any. Likert-
type scales assess the level of affective, cognitive,
motivational variables, as well as the level of
perceived challenges and skills, personal satisfac-
tion, short- and long-term importance of the activ-
ity. In order to explore the relationship between
challenge and skill perception on the one side and
the quality of experience on the other side, a
model of analysis has been developed, the Expe-
rience Fluctuation Model (EFM; Massimini et al.
1987). The analysis of ESM data through the EFM
showed a recurrent association between specific
challenge/skill ratios and specific experiences. In
particular, the perception of challenge and skill
values as balanced above average is associated
with optimal experience. On the opposite, the
balance between perceived below-average values
of challenges and skills is associated with a state
of disengagement and disorder defined as apathy.

Optimal experience can also be assessed by
means of single administration questionnaires,
among which Flow Questionnaire is the most
commonly used in the educational setting. Partic-
ipants are asked to read three quotations that
describe optimal experience, to report whether
they have ever had similar experiences in their
life and, if so, to list the associated activities or
situations (also defined optimal activities). Subse-
quently, participants are asked to describe such an
experience through 0–8 point scales investigating
cognitive, affective, and motivational variables.
The individual and environmental conditions
which contribute to the onset and maintenance of
optimal experience are also investigated.
Optimal Experience and Learning

Research on optimal experience and learning has
mainly been conducted with ESM, thus allowing
for the online investigation of learning activities
as well as the quality of associated experience.
Studies on adolescents were performed in differ-
ent countries and cultures, shedding light on the
quality of experience in learning, the contextual
and individual factors contributing to flow onset
in learning activities, as well as the impact of
optimal experience in learning activities on stu-
dents’ short-term well-being and long-term
development.

Quality of Experience in Learning
Based on ESM assessments, adolescents devote
between 40% and 78% of their daily time budget
to learning activities, be they academic tasks
performed at school or studying at home
(Hektner et al. 2007). Across cultures, learning
activities represent potentially challenging oppor-
tunities for self-expression and creativity (Delle
Fave and Massimini 2005; Hektner et al. 2007;
Shernoff and Csikszentmihalyi 2009). In particu-
lar, students associate them with high cognitive
investment, the perception of long-term goals, and
short-term stakes. However, they also describe
low levels of happiness, intrinsic motivation, and
short-term desirability. When students report a
match between high challenges and high skills,
as in optimal experience, the quality of the learn-
ing experience improves in its cognitive, emo-
tional, and motivational dimensions, even
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though short-term desirability still hits negative
values.

In addition, a difference emerged between
schoolwork activities – such as listening to lec-
tures and taking notes – and homework tasks
(Bassi and Delle Fave 2004; Hektner et al.
2007). The former are more frequently associated
with apathy and disengagement, whereas the latter
with optimal experience. Such difference can be
related to the degree of perceived autonomy and
self-regulation students describe in the two con-
texts. At school, learning activities are primarily
directed by the teachers, both in terms of lesson
contents and of amount of time devoted to a given
task. In this condition, adolescents mostly report
passively listening to lessons, finding in it low
meaningful challenges and no room for skill
investment. While at home, on the other hand,
they are in control of learning activities, are free
to decide how much time to devote to learning,
and are thus more likely to experience flow and
active engagement in the task at hand.

Contextual and Individual Variables Favoring
Flow in Learning
Contextual factors play a relevant role in the
occurrence and cultivation of optimal experi-
ence. The process of psychological selection is
partially regulated by the set of norms and rules
that characterizes the cultural system individuals
live in (Csikszentmihalyi and Massimini 1985).
Cultural constraints also contribute to define the
range and variety of activities available to the
individuals as potential opportunities for optimal
experiences (Delle Fave and Massimini 2004). In
particular, formal education is crucial both for
individuals’ adjustment to society and for the
transmission and perpetuation of cultural infor-
mation. Cultures differ in the importance
attached to academic learning and the strategies
adopted to transmit it. For example, studies have
shown that Asian and Asian-American students
tend to report a more positive learning experi-
ence, and to retrieve more opportunities for opti-
mal experience in school activities than their
Western Caucasian counterparts (Asakawa and
Csikszentmihalyi 1998; Shernoff and Schmidt
2008).
Family and school represent the proximal envi-
ronment in the first stages of development that
strongly influences individual’s discovery and
cultivation of optimal activities. The interaction
patterns within the family can facilitate or hamper
the natural tendency of children to selectively
reproduce rewarding activities. Studies on the
role of family in sustaining adolescents’ active
engagement in learning have shown that parents
can represent models of commitment to self-
determined goals (Hektner 2001). In particular,
children whose parents place high relevance on
academic activities and provide both support and
challenge in the learning process are more likely
to enjoy learning and to associate it with optimal
experience (Rathunde 2001).

At the school level, various factors have been
shown to impact on students’ retrieval of optimal
experiences. A notion-centered school environ-
ment can lead students to the development of a
passive and compulsory learning strategy; on the
opposite, a learning environment that enables stu-
dents to find meaningful relations between study
contents and personal experience and goals can
help them discover the rewarding features of
knowledge and the potential of learning tasks as
opportunities for optimal experience (Shernoff
and Csikszentmihalyi 2009). As shown above,
teachers play a major role in promoting students’
optimal experience at school through the degree
of autonomy they give to learners. Teachers fre-
quently report that students’ engagement in aca-
demic activities supports their optimal
experiences in teaching; in their turn, students
indicate that their flow in learning is related to
the teachers’ enthusiasm (Hektner et al. 2007).
However, the simultaneous ESM assessment of
students’ and teachers’ experience at school has
shown an alarming discrepancy: While teachers
mostly report flow while teaching, students
mostly report apathy while listening to classes
and taking notes. Again, this may be related to
the difference in perceived control. While teach-
ing, teachers are in control of instruction, but
students are not. This tentative explanation can
also apply to the different quality of experience
students associate with various learning activities.
Comparing five most common in-class activities
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(TV/video, lecture, group work, individual work,
and test/quiz), studies have shown that adoles-
cents are more engaged in group and individual
work than while listening to a lecture or watching
TVor a video; while taking a test or quiz, students
report very high levels of concentration but low
enjoyment (Shernoff and Csikszentmihalyi 2009).

Also individual factors play a relevant role in
the occurrence and cultivation of optimal experi-
ence in learning (Delle Fave et al. 2009). Evidence
has shown that biological predispositions and spe-
cific talents influence the orientations of psycho-
logical selection and the perceived opportunities
for optimal experience. Studies with talented teen-
agers (Csikszentmihalyi et al. 1993) have
highlighted the relationship between talents in
specific domains, such as music or mathematics,
and the selective long-term engagement in these
domains as opportunities for optimal experiences
and skill cultivation. Also, personality character-
istics are associated with the occurrence of opti-
mal experience in learning; these include
optimism, self-esteem, and extraversion
(Schmidt et al. 2007). Moreover, female high
school students tend to report flow in classrooms
more frequently than males (Shernoff and
Schmidt 2008). However, this may be related to
the higher frequency of optimal experience
reported by girls across all contexts. Finally, stud-
ies with US participants also identified differences
in optimal experience based on age, with older
students (12th graders) reporting more occasions
for flow than younger students (10th graders)
(Hektner et al. 2007; Shernoff and Schmidt 2008).

Short-Term and Long-Term Impact of Flow on
Adolescent’s Development
A great number of studies have shown that the
association of learning activities with optimal
experience has both short- and long-term conse-
quences (Hektner et al. 2007; Shernoff and
Csikszentmihalyi 2009, for a review). In the
short term, students derive enjoyment, intrinsic
reward, and sense of mastery from learning tasks
(Delle Fave and Bassi 2000). They additionally
report high levels of engagement which, in its
turn, is reflected in high academic achievement
and grades (Shernoff and Schmidt 2008). In the
long term, research has highlighted the role of
optimal experience in sustaining commitment in
learning and in shaping individual life themes
(Asakawa and Csikszentmihalyi 1998; Delle
Fave and Massimini 2005). Students report longi-
tudinal coherence in the amount of time devoted
to study over a 3-year period in secondary school
(Hektner 2001). The association of flow with
learning activities further contributes to predicting
the level of academic career students are willing to
pursue, and to shaping adolescents’ long-term
goals and future work interests (Csikszentmihalyi
and Schneider 2000; Hektner 2001; Wong and
Csikszentmihalyi 1991).
Merging Perspectives: Self-Efficacy
Beliefs and Optimal Experience in
Learning

In the learning domain, recent attempts have been
made to fruitfully join the social-cognitive per-
spective underlying academic self-efficacy
research with the humanistic-phenomenological
perspective underlying flow studies (Bassi et al.
2007). Both approaches share the view that indi-
viduals are active agents in the interaction with
their environment, and stress the role of self-
regulation processes in programming future
actions on the basis of expectations and beliefs,
on the one hand, and of perceived quality of
experience, on the other. In addition, both under-
line the role of perceived abilities and sense of
mastery in facing environmental challenges.
However, the two approaches also show some
differences: Social-cognitive theory places special
emphasis on expectancy about success or failure,
and on beliefs about one’s ability and perfor-
mance, while the theory of psychological selec-
tion focuses on the intrinsic value of engaging in
learning activities and its impact on achievement
and future plans.

With the aim to better understand adolescents’
learning behavior in the short and long term, the
cognitive and experiential constructs were com-
bined into a broader framework. It was suggested
that self-efficacy beliefs may influence behavior
through the mediating effect of associated quality
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of experience. To put this framework to the test,
two groups of Italian secondary school students
were selected on the basis of their high and low
perceived academic self-efficacy. Through ESM,
for 1 week online information was collected on
the daily activities and associated quality of expe-
rience of the two groups. In line with expectations,
high self-efficacy students devoted more time
to learning, especially at home, than low self-
efficacy students. They also reported a more
positive quality of experience during learning,
primarily associating schoolwork (listening to lec-
tures, taking notes), classwork (oral and written
tests), and homework with optimal experience.
On the contrary, low self-efficacy students did
not perceive a great amount of opportunities for
optimal experience in learning tasks, and they
reported different experiential profiles according
to the type of learning activities. More specifi-
cally, they primarily associated schoolwork and
homework with low challenging experiences,
such as apathy and relaxation, and tests and
exams with anxiety, reporting a perceived lack of
skills in facing the task.
Conclusions and Future Directions

Findings reported in this essay highlight the impor-
tance of adolescents’ academic self-efficacy beliefs
and optimal experience in learning activities as key
factors in the promotion of well-adjustment at
school, quality learning, and long-term develop-
ment. The centrality of these constructs is going to
increase in contemporary society, where informa-
tion technologies are introducing extensive
changes in educational settings and increasing
importance is assigned to students’ personal con-
trol over learning. Suggestions for intervention as
well as future directions in research can be derived
from these studies.

At the intervention level (see Pajares and Schunk
2001; Shernoff and Csikszentmihalyi 2009), results
bring forward the need to provide students with
learning activities which are challenging enough
in the face of personal skills. Lack of challenges
can lead to experiences of apathy or disengagement
that do not sustain enjoyment in learning and long-
term academic commitment (Bassi et al. 2007;
Delle Fave and Bassi 2000). At the same time,
sense of competence and confidence in one’s skills
can primarily be raised through successful experi-
ences with the task at hand, namely, through mas-
tery experiences. For example, a series of studies
(Pajares and Schunk 2001) showed that students’
self-efficacy beliefs increased through the use of
instructional strategies such as modeling, goal set-
ting, strategy training, as well as provision of prox-
imal rather than distal goals, rewards, and
attributional or progress feedback. Emphasis should
also be placed on the development of students’ self-
regulatory habits, providing students with optimal
learning environments in which both autonomy and
initiative are supported.

Concerning future research directions, further
studies are needed to devise and test a formal
model including academic self-efficacy beliefs
and quality of experience in learning. Self-
efficacy beliefs are expected to direct behavior
through the mediation of perceived quality of
experience, and of optimal experience in partic-
ular. However, optimal experience in learning
activities could have both synchronic and dia-
chronic, cumulative consequences. By providing
intrinsic reward, optimal experience can sustain
long-term perseverance and effort in cultivating
associated activities. It could also represent a
feedback to perceived self-efficacy. Direct expe-
rience of competence in high challenge/high skill
situations could be cognitively elaborated into
rather stable self-efficacy beliefs. In their turn,
these beliefs could direct time and energy invest-
ment into activities in which individuals perceive
themselves as highly competent in the face of
current challenges. This process would facilitate
the retrieval of optimal experiences and the
development of lasting high self-efficacy beliefs.
In the long run, this process could go on in a
virtuous circle, promoting individual develop-
ment, with respect to skill cultivation, satisfac-
tion, and goal setting. Shedding light on the
mutual influences between self-efficacy and
flow can advance understanding of adolescents’
motivational processes and offer guidelines for
promoting enjoyment and engagement in the
school setting.
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Overview

Acculturation was first defined as “phenomena
which result when groups of individuals having
different cultures come into continuous first hand
contact with subsequent changes in the original
culture patterns of either or both groups”
(Redfield et al. 1936, p. 149). This original defi-
nition stressed continuous, long-term change and
allowed for the process to be bidirectional,
wherein both of the interacting cultures could
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make accommodations. The course of the accul-
turation process has been described as flowing
from contact between dominant and nondominant
cultural groups to conflict or crises between those
groups that eventually results in adaptations by
one or both of the conflicting groups. Based on the
relationships to the immigrant’s culture of origin
and the host culture, researchers have emphasized
four cultural adaptation styles: separation, assim-
ilation, biculturalism, and cultural marginality.
Each style is associated with different outcomes.
For example, separation or enculturation has been
linked to higher self-esteem, assimilation appears
to be a risk factor for poor health and mental
health, and biculturalism appears to be the health-
iest cultural adaptation style and serves to bolster
overall functioning.
Background and Definitions

Acculturation
Acculturation was first defined as “phenomena
which result when groups of individuals having
different cultures come into continuous first hand
contact with subsequent changes in the original
culture patterns of either or both groups”
(Redfield et al. 1936, p. 149). This original defi-
nition stressed continuous, long-term change and
allowed for the process to be bidirectional,
wherein both of the interacting cultures could
make accommodations. During the Cold War
era, the definition of acculturation was gradually
modified to denote linear, unidirectional change
(Trimble 2003) as a result of interactions between
dominant and nondominant groups, with non-
dominant groups taking on the language, laws,
religions, norms, and behaviors of the dominant
group (Berry 1998; Castro et al. 1996). For exam-
ple, Smith and Guerra (2006) referred to accultur-
ation as “the differences and changes in values
and behaviors that individuals make as they
gradually adopt the cultural values of the
dominant society” (p. 283). Many factors, such
as differences in attitudes between generations
and sociopolitical trends, have influenced the con-
ceptualization of acculturation, leaving no univer-
sally accepted definition of the term. The political
climate dramatically impacts acculturation pro-
cesses by lending support to different attitudes
driven by higher or lower levels of xenophobia
and through the implementation of federal immi-
gration policy. For example, there were 701 inci-
dents of anti-immigrant harassment and hatred
reported to the Southern Poverty Law Center in
the 2 weeks immediately following the US presi-
dential election of Donald Trump in November
2016 (Southern Poverty Law Center 2016).
Acculturation processes are largely driven by
messages from the host culture; discriminatory
messages push immigrants to assimilate while
messages that value immigrants often result in
heightened biculturalism for both immigrants
and the host society.

Adding further complexity, many other con-
structs in cultural research, such as assimilation,
enculturation, acculturation stress, segmented
assimilation, and biculturalism, have been
invoked under the umbrella of acculturation
research. The term acculturation, which denotes
the bidirectional process of cultural contact and
adaptation, is often erroneously used interchange-
ably with the term assimilation, which captures
unidirectional adaptations made by minority indi-
viduals to fit into the host society. Consequently,
the original Redfield (Redfield et al. 1936) defi-
nition captures the bidirectional notion of accul-
turation, whereas the description offered
by Smith and Guerra (2006) denotes the unidirec-
tional assimilation approach. These competing
unidirectional and bidirectional approaches
dominate acculturation research, influencing con-
ceptualization, measurement, analytic strategies,
and results of empirical studies in this area
(Cabassa 2003).

Berry (1980) characterized the course of the
acculturation process as flowing from contact
between dominant and nondominant cultural
groups to conflict or crises between those groups
that eventually results in adaptations by one or
both of the conflicting groups. These accultura-
tion phases not only characterize large-scale
sociological group dynamics over long periods,
but also cultural interactions between social
groups during different eras as well as individual
psychological and social processes that affect a
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person’s adjustment to a new cultural situation.
Cultural conflict may develop gradually and
extend continuously over generations, as it did
for Native American people, or it may be quite
abrupt and intense, such as the unsettling immer-
sion experienced by a newly immigrated Latino or
Asian child who speaks no English when he or she
enters a US school for the first time. Although
acculturation stages describe a sociological phe-
nomenon that occurs between groups, a parallel
interpersonal process is thought to occur among
immigrant individuals and families.

Within this overarching sociological process
of acculturation, several theoretical frameworks
have been developed to describe what happens to
individuals and families during acculturation
(Lafromboise et al. 1993). These various
approaches can be divided into two competing
frameworks: assimilation theory and alternation
theory. While proponents of these two theories
agree that there are two criteria for acculturation –
whether or not the acculturating individual or
group retains cultural identity and whether or
not a positive relationship to the dominant soci-
ety is established (Berry 1998) – they posit dif-
ferent views on how the acculturation process
should end.
Assimilation and Alternation:
Acculturation Theories of Adaptation

Assimilation theorists posit that individuals lose
cultural identity in order to identify with the dom-
inant cultural group. The assimilation model
assumes that an individual sheds her or his culture
of origin in an attempt to take on the values,
beliefs, ways, and perceptions of the target culture
(Berry 1998; Trimble 2003). The dominant cul-
ture is seen as more desirable, while the culture of
origin is viewed as inferior. In this model, change
is directional, unilinear, nonreversible, and con-
tinuous. Assimilation theory is so pervasive that
many acculturation theorists incorrectly use the
terms acculturation and assimilation interchange-
ably (Lafromboise et al. 1993). This assimilation
concept is captured by the notion of America as a
“melting pot” where immigrants become
“American,” losing their prior culture and lan-
guage in order to adapt to the host culture.

Alternation theorists, or proponents of the
bicultural model, believe that individuals can
both retain cultural identity and establish a posi-
tive relationship with the dominant culture.
Researchers are now reconsidering linear concep-
tualizations of acculturation and are revisiting the
original definition that allowed for dynamic bidi-
rectional change (Trimble 2003). Alternation the-
orists believe that there is great value in the
individual maintaining her or his culture of origin
while acquiring the second culture. Thus, bicul-
turalism, or having the ability to competently nav-
igate within two different cultures, is the optimal
end point for the process of cultural acquisition
(LaFromboise et al. 1993).

In contrast to the unidirectional assimilation
approach, the bidirectional approach from alter-
nation theory considers enculturation (i.e., adop-
tion and maintenance of behaviors, norms, values,
and customs from a person’s culture of origin),
ethnic identity (i.e., a person’s self-definition
based on membership in a distinct group derived
from a perceived shared heritage), and bicultural-
ism (i.e., ability to integrate attributes of two cul-
tures and competently navigate between cultural
systems; Gonzales et al. 2002; LaFromboise et al.
1993) as important aspects of the acculturation
process.

To summarize, acculturation is the overall pro-
cess of contact, involvement, conflict, and change
that occurs when two independent cultural sys-
temsmeet.Within this large acculturation process,
there are two critical dimensions to consider: the
individual or families’ relationship to the culture
of origin and the relationship to the host culture.
Bringing these two dimensions together, accultur-
ation researchers discuss four different cultural
adaptation styles (Berry 1998) that are shown in
Table 1. The common notion of assimilation
entails persons losing their culture-of-origin iden-
tity to identify with the dominant (host) cultural
group. Integration, or biculturalism, would ensue
from both retaining ethnic cultural identity and
establishing a positive relationship with the dom-
inant culture. Retaining culture-of-origin identity
without establishing a positive relationship to the
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Host culture involvement

Culture-of-
origin
involvement

Low High

Low Cultural
marginality

Assimilation

High Enculturation Biculturalism
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dominant culture would indicate rejection of the
dominant culture, separation, and unwillingness
to assimilate. Finally, losing cultural identity with-
out establishing a positive relationship to the dom-
inant culture would be the hallmark of
deculturation or cultural marginality (Berry
1980; LaFromboise et al. 1993). Acculturation is
the overall process of cultural involvement.
Assimilation is generally associated with high
levels of host culture involvement. A moderate-
to-high level of involvement in both cultures
marks integration or biculturalism. Separation or
maintaining ethnic identity alone (enculturation) is
associated with high levels of involvement in the
culture of origin.

These cultural adaptation styles are important
when considering the research on adolescent
acculturation and health behavior. Several
decades of empirical research findings lead
researchers to conclude that assimilation is an
important risk factor for increases in negative
health behaviors, mental health problems, and
adolescent offending (Amaro et al. 1990; Bersani
et al. 2014; Marks et al. 1990; Miranda et al. 2000;
Vega et al. 1998). Conversely, biculturalism
appears to be emerging as a protective factor that
buffers acculturation stress, enhances socio-
cognitive functioning, and increases family rela-
tionships, self-esteem, optimism, academic
achievement, positive self-evaluation, prosocial
behavior, resilience, creativity, psychological
adjustment, and overall adjustment (Carlo et al.
2016; Chen et al. 2013; Choi et al. 2016; Feliciano
2001; Gil et al. 1994; Gomez and Fassinger 1994;
Haritatos and Benet-Martinez 2002; Miranda and
Umhoefer 1998; Nguyen and Benet-Martinez
2012; Schwartz et al. 2015; Sirikantraporn 2013;
Smokowski and Bacallao 2010). Each of these
acculturation adaptation styles will be examined
in the sections below.
Enculturation

There are several important underlying concepts
within the overarching acculturation process. In
contrast to acculturation, which occurs between
cultural groups, enculturation is the adoption and
maintenance of behaviors, norms, values, and
customs from a person’s culture of origin. Every
culture indoctrinates children by exposing them
to, or socializing themwith, specific ideas, beliefs,
routines, rituals, religious practices, languages,
and ways of being in the world. The resulting
cluster of beliefs and behaviors culminates in a
person’s ethnic identity. This sense of ethnic iden-
tity is a person’s self-definition based on member-
ship in a distinct group derived from a perceived
shared heritage (Phinney and Ong 2007). The
broad concept of enculturation encompasses the
individual’s level of involvement in his or her
culture of origin, which is nurtured through early
childhood exposure to cultural symbols and mes-
sages transmitted primarily through family inter-
actions. By early adulthood, consistent exposure
to these cultural beliefs and behaviors leads to an
individual’s working sense of ethnic identity (e.g.,
an affiliation with a cultural group and an under-
standing of how that cultural group expects its
members to be in the world). The enculturation
process both defines the characteristics of the
group and secures its future by indoctrinating
new members.

Retaining enculturation or culture-of-origin
identity alone without establishing a positive
relationship to the dominant culture would
indicate separation and unwillingness to assimi-
late. The enculturation quadrant in Table 1 repre-
sents strong enculturation and low assimilation
into the dominant or host society. Separation is
the adaptation style that characterizes most immi-
grant parents who cling strongly to their culture-
of-origin identity and who find the acculturation
process particularly stressful.

Enculturation is an important factor in the three
phases of acculturation given above. During
intercultural contact, differences in enculturation
between the two groups become apparent. For
instance, Native Americans believed that land
was a gift from the Creator, and no individual
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owned this gift. In contrast, the pilgrims, indoctri-
nated in the European currency economy and
believing that they were God’s chosen people,
saw no difficulty in buying, trading for, or taking
land for personal ownership. Differences between
worldviews make groups wary of outsiders, trig-
gering an urge to close ranks, and defend the way
of life the group understands. It is easy to see how
conflict may arise. With the future at stake, encul-
turation prompts individuals to choose us versus
them – our beliefs and ways of doing things or
theirs.
Assimilation

The central issue after different cultures make
contact becomes who has power and control, and
how will the dominant group use that power.
Usually, the nondominant group is strongly
influenced to take on norms, values, and behav-
iors espoused by the dominant group. The inten-
sity and negativity associated with this process is
largely contingent upon the receptivity of the
dominant group in welcoming, respecting, or stig-
matizing the nondominant group (Berry 1998).
Further, the attitudes held by the dominant group
influence the adoption of policies for relating to
the nondominant group. For example, dominant
group attitudes toward immigrants that influence
policy are reflected in the debate in the USA
regarding whether English should be declared
the country’s official language, whether school
districts support English immersion or bilingual
education programs, and restrictions requiring
certain forms of identification that are difficult
for immigrants to obtain in order to receive a
driver’s license.

During the conflict and adaptation phases of
acculturation, antagonistic attitudes from the
dominant group toward immigrants often prompt
calls for assimilation or elimination. The term
acculturation, which denotes the bidirectional
process of cultural contact and change, is often
erroneously used interchangeably with the term
assimilation, which captures unidirectional adap-
tations made by minority individuals to conform
to the dominant group. The common notion of
assimilation entails persons losing their culture-
of-origin identity to identify with the dominant
cultural group. That is, a movement in Table 1
from separation to assimilation, which a person
completes by swapping the positive relationship
with his or her culture of origin for a positive
affiliation with the dominant culture. The assimi-
lation model assumes that an individual sheds her
or his culture of origin in an attempt to take on the
values, beliefs, behaviors, and perceptions of the
target culture (Chun et al. 2003). The individual
perceives the dominant culture as more desirable,
whereas the culture of origin is seen as inferior. In
this model, change is “directional, unilinear, non-
reversible, and continuous” (Suarez-Orozco and
Suarez-Orozco 2001, p. 8).

Assimilation theory has been applied in a range
of policies and practice situations. For example,
English as a Second Language (ESL) programs in
which instructors speak only English and policy
proposals that declare English to be the state’s or
country’s “official” language have deep roots in
assimilationist ideology. In 1998, California
voters passed Proposition 227, which requires
that all public school instructions be conducted
in English, by a wide margin (61% versus 39%;
now EC 300–340 of the California Education
Code). Similarly, Arizona’s voters passed Propo-
sition 203 in 2000, which mandates school
instruction must be in English and severely limits
opportunity for bilingual instruction. Both propo-
sitions are examples of the assimilationist Struc-
tured English Immersion approach to educating
immigrants who are not proficient in English.

In general, higher levels of assimilation are
associated with negative health behaviors and
mental health difficulties for both adolescents
and adults (Behrens et al. 2015; Cano 2016;
Rogler et al. 1991; Miranda et al. 2000; Nakash
et al. 2015; Smokowski et al. 2009b; Tonsing
2014). In comparison to their less-acculturated
peers, Latinos who have becomemore assimilated
to the host culture display higher levels of alcohol
and drug use, less consumption of nutritionally
balanced meals, and more psychiatric problems
(Amaro et al. 1990; Cano 2016; Marks et al. 1990;
Vega et al. 1998; Alegría et al. 2008). Most
research on acculturation and adolescent health
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behavior has focused on youth violence and
aggressive behavior. Paul Smokowski et al.
(2009a, 2017) conducted a comprehensive review
of studies examining the relationship of Latino
adolescent acculturation and youth violence.
Among the studies reviewed, the association
between acculturation and youth violence out-
comes was examined in 17 studies; 14 of these
investigations examined the perpetration of vio-
lence as the outcome, and four of these studies
examined fear of being a victim of violence as the
outcome. The results favored a significant positive
association between assimilation and youth vio-
lence. Eleven of the 14 studies reported that
higher adolescent assimilation (defined in differ-
ent ways by time in the USA, generational status,
language use, or with multidimensional measures)
was associated with increased youth violence
(Brook et al. 1998; Bui and Thongniramol 2005;
Buriel et al. 1982; Dinh et al. 2002; Samaniego
and Gonzales 1999; Smokowski and Bacallao
2006; Smokowski et al. 2009b; Sommers et al.
1993; Vega et al. 1993, 1995; Schwartz et al.
2007). For example, in a nationally representative
sample of 18,097 youth from the National Longi-
tudinal Study of Adolescent Health, odds ratios
indicated that second- or third-generation
Hispanics were 60% and 88% (respectively)
more likely to report violent delinquency com-
pared to first-generation Hispanics (Bui and
Thongniramol 2005).
Integration

While assimilation theory continues to be popular,
a growing body of research has begun to question
whether it is indeed adaptive for a person to give
up his or her cultural identity to fit into the dom-
inant culture (de Anda 1984; Feliciano 2001;
Smokowski and Bacallao 2010; Suarez-Orozco
and Suarez-Orozco 2001). Critics of the assimila-
tion model usually support the further develop-
ment of alternation theory, a framework that
rejects linear conceptualizations of acculturation
and revisits the Redfield definition of accultura-
tion that allowed for dynamic bidirectional
change (Trimble 2003). Following Table 1,
integration, or biculturalism, would ensue from
both retaining ethnic cultural identity and
establishing a positive relationship with the dom-
inant culture. In contrast to the unidirectional
approach of assimilation, the bidirectional
approach considers enculturation (i.e., adoption
and maintenance of behaviors, norms, values,
and customs from a person’s culture of origin),
ethnic identity (i.e., a person’s self-definition
based on membership in a distinct group derived
from a perceived shared heritage), and bicultural-
ism (i.e., ability to integrate attributes of two cul-
tures and competently navigate between cultural
systems; Gonzales et al. 2002; LaFromboise et al.
1993; Schwartz et al. 2015) as important aspects
of the acculturation process.

Alternation theorists believe that individuals
can both retain cultural identity and establish a
positive relationship with the dominant culture.
Proponents of the alternation theory of cultural
acquisition assert that there is great value in the
individual maintaining her or his culture of origin
while acquiring the second culture (Feliciano
2001). These theorists believe that the unidirec-
tional change approach espoused by assimilation-
ists may have fit prior groups of white European
immigrants but does not adequately characterize
adaptations made by subsequent waves of immi-
grants from Latin America or Asia (de Anda
1984). In this perspective, biculturalism, or hav-
ing the ability to competently navigate within and
between two different cultures, is the optimal end
point for the process of cultural acquisition
(LaFromboise et al. 1993). For the immigrant
individual and her or his family, alternation theory
supports the integration of cognition, attitudes,
and behaviors from both the culture of origin
and the culture of acquisition. This integration
may result in bilingualism, cognitive code-
switching, and the development of multiple iden-
tities (e.g., immigrant adolescents behaving
“American” at school and “Latino” at home) to
meet disparate environmental demands (Dolby
2000; Suarez-Orozco and Suarez-Orozco 2001;
Trueba 2002).

Of course, the influence of the dominant or
host culture plays an important role in the accul-
turation process. Just as assimilation ideology
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pushes immigrants to accept host culture norms
and behaviors, environmental contexts that
actively support and value multiculturalism can
also prompt individuals and families toward inte-
gration or biculturalism (Berry 2001; de Anda
1984). Beginning in the 1960s, multiculturalism
gained traction, prompting melting-pot meta-
phors to be replaced with references to a cultural
salad bowl or cultural mosaic. In this newer mul-
ticultural approach, each “ingredient” retains its
integrity and flavor while contributing to a suc-
cessful final product. However, considering the
backdrop of stress and tension, these ethnic rela-
tions are better characterized as a simmering stew
than a salad bowl. In recent years, this multicul-
tural approach has been officially promoted in
traditional melting-pot societies such as
Australia, Canada, and Britain, with the intent of
becoming more tolerant of immigrant diversity.
Meanwhile, the USA continues to vacillate
between assimilation and alternation (or multicul-
tural) approaches to immigration and ethnic
relations. After the presidential election of 2016,
anti-immigrant sentiment sky rocketed in the
United States, and it remains unclear if and how
these sentiments will impact immigrants’ process
of acculturation and if biculturalism will remain
the ideal end point for immigrants to reach. It is
possible that this intense anti-immigrant political
ideology could decrease immigrants’ inclination
to retain elements of their own culture as they
strive to fit in and embrace American culture.
Conversely, it could also push immigrants to
cling more closely to their host culture and reject
US culture.

Alternation theory has been used in practice,
but few macro policies have been based on this
framework. English as a Second Language (ESL)
and Two-Way Immersion programs that teach
content in both English and Spanish are
underpinned by alternation theory. Bicultural
skills training programs are another reflection of
how alternation theory has been applied to prac-
tice (e.g., see Szapocznik et al. 1984; Bacallao and
Smokowski 2005; Schinke et al. 2000). Cultural
immersion programs that are commonplace at
universities and colleges also support bicultural
exchange and involvement.
Research findings have linked biculturalism
with more adaptive, positive mental health out-
comes than either low- or high-assimilation levels
(Smokowski and Bacallao 2010). Alternation the-
orists believe that biculturalism is an important,
positive cultural adaptation style within the accul-
turation process. There is research evidence for
this as a hypothesis. In a study of 574 USMexican
adolescents, biculturalism was significantly asso-
ciated with increased positive self-evaluation (i.e.,
self-esteem and self-efficacy) and prosocial ten-
dencies (Carlo et al. 2016). Schwartz et al. (2016)
reported that Hispanic adolescents with high
levels of bicultural identity integration displayed
significantly higher levels of self-esteem, opti-
mism, prosocial behavior, and family functioning
compared to adolescent with low levels of bicul-
tural identity integration. Other studies found
that bicultural individuals have increased psycho-
logical adjustment (Chen et al. 2013), resilience
(Sirikantraporn 2013), professional success,
and creativity (Tadmor et al. 2012) and decreased
rates of peer rejection (Choi et al. 2016). Benet-
Martinez et al. (2006) argue that the more
complex mainstream and ethnic cultural represen-
tations developed by bicultural individuals relate
to their higher levels of both cultural empathy
(i.e., the ability to detect and understand other’s
cultural habits or pressures) and cultural flexibility
(i.e., the ability to quickly switch from one cul-
tural strategy or framework to another).

Rivera-Sinclair (1997) investigated bicultural-
ism in a sample of 254 Cuban adults. She mea-
sured biculturalism using the Bicultural
Involvement Questionnaire (BIQ), and found
biculturalism was related to a variety of factors,
including length of time a person had lived in the
USA, age, family income, education level, and
general anxiety level. Her findings showed that
the study participants who were more likely to
report high levels of biculturalism were those
individuals who had been in the USA longer,
had higher incomes, and had more education. In
addition, she found that younger individuals were
more inclined to be bicultural than were older
persons. Most important, this analysis showed
that anxiety levels decreased as biculturalism
levels increased.
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Gil et al. (1994) found bicultural adolescents
had the lowest levels of acculturation stress and
were less likely to report low family pride as
compared with low- and high-assimilated Latino
adolescents. For these bicultural adolescents, the
acculturation process did not erode levels of fam-
ily pride – a dynamic that usually takes place as
adolescents become highly assimilated.

In a study with 323 Latino adolescents living in
North Carolina and Arizona (Smokowski and
Bacallao 2007), biculturalism was a cultural
asset associated with fewer internalizing problems
and higher self-esteem. Interestingly, instead of
ethnic identity, it was individuals’ high level of
involvement in non-Latino culture (i.e., US cul-
ture) that fueled the protective effect of bicultur-
alism. However, ethnic identity or involvement in
the culture of origin is strongly related to self-
esteem and familism (e.g., family cohesion). Sim-
ilarly, Coatsworth et al. (2005) compared the
acculturation patterns of 315 Latino youth, and
found that bicultural youth reported significantly
higher levels of academic competence, peer com-
petence, and parental monitoring.

Alternation theorists have proposed a concept
called bicultural identity integration (BII: Benet-
Martínez and Haritatos 2005; Nguyen and Benet-
Martínez 2007), which is the ability to synthesize
one’s culture of origin and receiving culture
influences. BII represents how blended and
harmonic the two cultural systems are in the
individual’s psychological functioning. Highly
integrated bicultural identity can help individuals
to respond appropriately in complex cultural
situations, understanding and reconciling different
viewpoints on controversial issues within their
competing cultural streams (Schwartz et al. 2016).
Higher levels of BII are positively correlated with
self-esteem, and inversely associated with anxiety
and depression, providing less psychological dis-
tress and enhanced psychosocial functioning (Chen
et al. 2008).

Bilingualism is also connected to the positive
effects of biculturalism based on research evi-
dence showing cognitive performance enhance-
ment in bilingual individuals (Bialystok 2009).
Bilingualism is associated with improved execu-
tive functioning, enhanced performance on tasks
to resolve ambiguous messages, response selec-
tion decisions, conflict resolution tasks, selective
attention, shifting of attention, and searching of
working memory (Bialystok 2009; García-Sierra
and Ramírez-Esparza 2014; Schwartz et al. 2016).

Berry et al. (2006) conducted the largest and
most elaborate investigation of acculturation and
adaptation in immigrant youth in a study that
encompassed youth from 26 different cultural
backgrounds in 13 countries. In all, 7,997 adoles-
cents participated, including 5,366 immigrant
youth and 2,631 national youth (ages 13–18
years; mean age of 15 years). These researchers
were able to confirm empirically the four cultural
adaptation styles discussed in this essay. Integra-
tion or biculturalism was the predominant adapta-
tion style with 36.4% of immigrant youth fitting
this profile (22.5% displayed an ethnic profile
[separation], 18.7% a national or assimilation pro-
file, and 22.4% a diffuse or marginalized profile).
This bicultural way of living included reporting
diverse acculturation attitudes, having both ethnic
and national cultural identities, being proficient in
both ethnic and national language knowledge and
use, having social engagements with both ethnic
and national peers, and endorsing the acceptance
of both obligations to family and parents, as well
as believing in adolescents’ rights. This high level
of biculturalism (i.e., integrative cultural adapta-
tion style) in youth supports earlier findings with
adult immigrants (Berry and Sam 1997). In this
study, Berry et al. (2006) found that the longer
youth had lived in the new culture, the more likely
they were to have a bicultural adaptation style.
Further, these researchers found the integrative
cultural adaptation style was associated with
both positive psychological adaptation (measured
by indicators of life satisfaction, self-esteem, and
psychological problems) and positive sociological
adaptation (measured by school adjustment and
behavioral problems). In comparison, the ethnic
cultural adaptation style was linked to better
psychological adaptation but worse sociological
adaptation, whereas both the national and diffuse
styles were associated with poor psychological
and sociological adaptation. Although boys had
slightly better psychological adaptation than girls,
they had poorer sociocultural adaptation. Finally,
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a meta-analysis of 83 studies and 23,197 partici-
pants confirmed that there is a strong, significant,
and positive association between biculturalism and
psychological and sociocultural adjustment
(Nguyen and Benet-Martinez 2012). These studies
provide convincing evidence that psychological
and social benefits are associated with being
bicultural.
Deculturation

Finally, losing cultural identity without establishing
a positive relationship to the dominant culturewould
be the hallmark of deculturation or cultural margin-
ality (Berry 1980; LaFromboise et al. 1993). Less
common than the other three adaptation styles,
deculturation may be a stressful stage experienced
by many immigrants as they construct a new or
integrated cultural identity. Some authors refer to
deculturation as “cultural homelessness,” a state in
which individuals do not feel an affiliation with
any cultural group (Vivero and Jenkins 1999).
Deculturation can result in a feeling of alienation
that leads to a sense of failure, low self-esteem, and
ultimately poor mental health functioning
(Bhugra 2004).
Conclusions

To summarize, acculturation is the overall process
of cultural involvement. Assimilation is generally
associated with high levels of host culture
involvement. A moderate-to-high level of
involvement in both cultures marks integration
or biculturalism. Separation or maintaining ethnic
identity alone (enculturation) is associated with
high levels of involvement in the culture of origin,
whereas having no affiliation with either culture is
the hallmark of deculturation or marginalization.
These four cultural adaptation styles and two
major theories of cultural change (assimilation
and alternation theories) capture much of the
dynamic complexity within the overall accultura-
tion process. Revisiting Berry’s (1998) criteria,
assimilation theory posits that a positive relation-
ship to the dominant society is established without
retention of ethnic identity, whereas in alternation
theory, a moderate-to-strong positive relationship
to the dominant society is established and a
moderate-to-strong positive relationship to ethnic
identity or culture of origin is retained. Neither
theory has much to say about cultural marginality,
which occurs when a positive relationship is not
formed with either the new culture or the culture
of origin. Cultural marginality can result in apa-
thy, lack of interest in culture, or the formation of a
negative relationship with both cultures.

Flannery et al. (2001) conducted the earliest
direct comparison of the assimilation and alterna-
tion models. In a sample of 291 Asian-Americans,
they reported that both models had adequate pre-
dictive validity for use in acculturation research.
They recommended using the unidirectional
assimilationist model as an economical proxy
measure of acculturation, and using the bidirec-
tional alternation model for “full theoretical inves-
tigations of acculturation” (Flannery et al. 2001,
p. 1035).

Turning our attention back to the conceptuali-
zations of acculturation, alternation theory is
aligned with the original Redfield definition that
allows for dynamic bidirectional adaptations to
occur in either or both cultures. Assimilation the-
ory is aligned with the modified definition of
acculturation that assumes unidirectional change
from the dominant to the nondominant group.
Assimilation and alternation theories, and the var-
ious cultural adaptation styles introduced above,
are fascinating sociological constructs; however,
these ideas become even more critical when
linked to health and mental health. Assimilation
and alternation theories have both inspired several
decades of research and knowledge development.
Neither theory has been able to marshal enough
empirical support to dominate the other. Rogler
et al. (1991) reviewed 30 investigations to deter-
mine if consensus existed on the link between
acculturation and mental health. Their review
found evidence supporting each of the proposed
relationships – positive, negative, and
curvilinear – between acculturation and mental
health. The relationship depends upon the specific
mental health issue (e.g., drug use, aggressive
behavior, depression, anxiety) that is under
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scrutiny. Research conducted after this review
suggests that assimilation is an important risk
factor, especially for youth violence, and bicultur-
alism is a salient cultural asset, promoting psycho-
logical and social well-being.
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Achievement Motivation

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Overview

Achievement motivation may be understood as an
individual’s concern for becoming successful,
doingwell, meeting obligations, overcoming obsta-
cles, and attaining a sense of excellence. While
early efforts sought to understand achievement
motivation as an overall construct and what con-
tributed to it, contemporary research has focused
more on individual components of motivation,
such as self-efficacy, or their results, such as actual
achievement. These developments were driven by
a general failure to find robust links between
achievement motivation and domains of actual
achievement, such as academic achievement.
Achievement Motivation

The study of achievement motivation grew from
the field of psychology. The concept first emerged
as one of the basic needs identified in Henry
Murray’s (1938) groundbreaking theory of
human motivation. Murray proposed that internal
states of disequilibrium drive individuals’ behav-
iors and that disequilibrium emerges when indi-
viduals have a sense that they lack something and
a need to address it. Murray classified needs as
being primary (such as those that are biologically
based like the need for food, air, water) or as
secondary (such as those either driven by biolog-
ical needs or an individual’s psychological
makeup, like need for affiliation, power, recogni-
tion, autonomy). Murray conceptualized the need
for achievement as a secondary need. That need
has been one of the most studied, along with the
need for power and affiliation, and has
mushroomed into several areas of research that
relate to the period of adolescence.

The study of achievement motivation initially
was popularized by the Thematic Apperception
Test (TAT; McClelland et al. 1953) and efforts to
link the need for achievement with other charac-
teristics and their outcomes. The TAT gives high
scores to those who work well under moderate
risk, seek new information, advice, and feedback.
Individuals who delay gratification, who get along
well with others, and also attribute their success to
internal factors and failure to external factors
receive high TAT scores. Although the tendency
has been to view the need to achieve as a good
disposition, this is not always the case, as those
with a high need to achieve also have been found
more likely to use illegal or deceitful means to
achieve their goals (McClelland 1985). Still, stud-
ies using the TAT have been among the most
fruitful as they have led to important research
and theoretical developments.

Defined as an operationalization of Max
Weber’s protestant ethic, TAT achievement scores
have been found to be less reliable for predicting
achievement in certain situations (McClelland
1961).

The challenge of linking motivation to
achievement has revolutionized the field. For
example, TAT scores are less reliable when mea-
suring academic achievement motivation for
school and more reliable for predicting frustration
in political figures. In addition, TAT measures and
direct measures of achievement motivation do not
appear to correlate; they are associated with
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different actions and life outcomes. These impor-
tant findings contributed to a considerable amount
of research seeking to explain them. The result of
that research has led researchers to conclude that
the TAT measures intrinsic motivation, while
direct measures look more at social rewards for
achievement (see Spangler 1992) and that two
distinct but related motivational systems exist:
explicit and implicit achievement motivation
(see McClelland et al. 1989; Thrash et al. 2007).
These developments have been shown to have
important implications. Notably, they reveal that
different types of achievement motivations affect
cognitive activities, self-regulatory strategies, and
expectations for success. These differences have
practical implications given how intrinsically or
extrinsically motivated individuals can respond
differently to different performance contexts
(Story et al. 2009).

Researchers have provided other important
ways to measure and understand achievement
motivation. For example, Atkinson and Feather
(1966) created a multivariate model that includes
achievement motivation and the probability of suc-
cess. This approach helped researchers to under-
stand not only longitudinal pathways and outcomes
but also the development of the theory of motiva-
tional behavior, such as separate components for
approach and avoidance of achievement. Another
group of researchers conceptualized achievement
needs in a way that has become known as expec-
tancy value theory, a theory developed to under-
stand the mental calculations that take place in
attitude development (Fishbein and Ajzen 1975).
For example, their model views beliefs about
achievement beliefs (e.g., self-perceptions of com-
petence) and behaviors (e.g., persistence) as deter-
mined both by the expectancy youth have for
success and the subjective value they place on
succeeding (Wigfield and Eccles 2000).

Much research has focused on sex and cultural
differences as well as developmental aspects of
motivations for achievement. Historically,
researchers viewed arousal and expression as dif-
fering by gender; however, comprehensive
reviews have found no such pattern (Stewart and
Chester 1982; Smith 1992). International studies
generally have confirmed results from the USA;
however, ideas of achievement differ depending
on their cultural context (McClelland 1961), with
achievement motivation associating with cultural
differences in the perception and selection of
domains, goals, and behaviors (Hofer
et al. 2010). Developmentally, evidence has
shown that parenting styles that train children for
healthy independence – those with warmth,
encouragement, and low control – cultivate high
motivational achievement (McClelland 1985;
Turner et al. 2009). As expected, these results do
not always carry through from one study to the
next, but general themes continue to gain support.

The study of achievement motivation has
grown considerably given that several researchers
have now offered different ways to understand it,
sometimes using a variety of terms, and an increas-
ing focus on the factors that contribute to what
would be deemed achievement motivation. For
example, Maehr (1984), who focused on educa-
tional contexts, hypothesized that motivation for
achievement depends on the meaning that the
learner creates for it, and this in turn influences
how much time and energy the learner invests. For
Maehr, meaning was comprised of three facets: an
individual’s current personal goals, that individ-
ual’s sense of self, and that individual’s perceptions
of what could be achieved in the classroom. These
three facets were proposed to be influenced by four
antecedents: available information, characteristics
of the learning situation, personal experience, and
broader sociocultural contexts. Achievement moti-
vation, under this approach, depends on all of these
factors, and, not surprisingly, all of these factors
have been the subject of increasing research.

Of the components that Maehr identified as
influencing motivation, the sense of self that is
now known as “self-efficacy” arguably has
received the most interest. Self-efficacy, an indi-
vidual’s belief that they can perform a task, is part
of understanding the self. It has been shown to be
positively related to academic behaviors such as
persistence, effort, cognitive strategy use, and
achievement (Bandura 1997). Although the con-
cept of self-efficacy may be increasingly investi-
gated, one of the important findings relating to it is
the challenge of increasing self-efficacy. Reviews
of the literature reveal, for example, that youth
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development programs aimed at enhancing self-
efficacy have yet to demonstrate an evidence-
based impact, particularly a sustained impact, of
these programs on self-efficacy (Morton and
Montgomery 2013).

One of the most important developments in
this area of research has been the conclusion that
peer environments are particularly important for
adolescents’ achievement orientation. This has
been illustrated well in the context of academic
achievement. Belonging, peer interest in learning,
and peer resistance to school norms relate to class-
room environments. Positive associations have
been shown between perceived peer investment
in class activities and grades and their achieve-
ment. Acceptance and value also enhance a sense
of belonging as well as the sense that classrooms
support mastery and improvement. And adoles-
cents’ social groups may promote or discourage
certain behaviors, such as an achievement orien-
tation, which could include a lack of it (Nelson
and DeBacker 2008). These important lines of
research confirm the complexity of this area of
study and the need for research to focus on mul-
tiple factors.
Conclusion

The study of achievement motivation has grown
considerably since it was conceptualized in the
early 1900s. Although several researchers contin-
ued to use the term and have devised important
measures to understand it, more recent research
appears to focus more on its related components
and on specific contexts of the need to achieve,
such as in academic settings (see Steinmayr and
Spinath 2009) and work-based contexts (Kenny
et al. 2010). These studies highlight key points,
such as the importance of families, peers, and
other social environments in fostering and shap-
ing individuals’ sense of self related to the need to
achieve. The fragmentation may leave an impres-
sion of a reduced interest in understanding
achievement motivation, but the reality appears
to be that researchers have increased their interest
in it, especially in understanding its developmen-
tal roots and potential outcomes.
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Achievement Tests

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Overview

Achievement tests measure gains in skills or
knowledge, come in different guises, and are
used in a variety of ways. Some tests have
attracted considerable controversy, especially
those that have become “high-stakes” tests.
Despite controversies, achievement tests can
play important roles in not only assessing achieve-
ment but also fostering learning and creating more
effective educational environments. These types
of tests are common, but they are particularly
important for children and adolescents as they
provide important ways to understand youth and
shape their development.
Achievement Tests

Achievement tests are evaluations that seek to
measure knowledge or skills gained after training,
instruction, or other experiences (Gibson and
Mitchell 2008; McMillan and Schumacher
2010). These types of tests are taken by adoles-
cents throughout their educational careers, even
though they sometimes may not even realize that
they are taking them.
Although a wide variety of achievement tests
exists, they can be grouped into categories
according to their primary purpose and the scope
of comparison (Whiston 2009). For example,
norm-referenced achievement tests compare an
individual’s test score in a specific area to those of
other test-takers. Criterion reference tests compare
an individual’s scores to a preset expected knowl-
edge or abilities. Some tests can be a mixture of
both, such as some diagnostic achievement tests
that are given to individuals to determine academic
progress or identify strengths and weaknesses.

One point regarding the variation noted in
achievement tests is worth highlighting. In an
effort to improve achievement, assessments of
achievements have moved from an era of strict
implementation of assessment of learning and a
dominance of the psychometric theory to an era
where there is also a focus on using achievement
tests as assessments of achievement for learning.
Put another way, the focus on assessing achieve-
ment used to focus on the assessment of learning
with rigid implementation of quality tools, such as
the psychometric properties of achievement tests
and what they actually measured and what to do
with that information. It did so instead of focusing
on the assessment for learning that focuses on
students׳ gains and educational impacts as well
as on how to assist learning.

Examples of the more traditional and more
recent approaches, and what they seek to do, are
important to consider. The more traditional
approach’s use of achievement tests included
assessing students at the end of the school year
to determine their progress to the next or assessing
students at different times of the year to assess the
quality of schools. Rather than focusing on such
summative assessments that center on the assess-
ment of learning, the alternative approach adopts
more formative assessments of achievement that
aim to give students (and teachers as well as
parents) information about student’ particular
strengths and weaknesses. The goal of formative
testing is to help students improve their perfor-
mance represented by assessment for learning.
Rather than have an achievement test at the end
of one’s years of high school, for example, one has
tests throughout to help develop skills and
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knowledge. Although this has become a new trend
(see, e.g., Al-Kadri 2015), it has deep roots in
instruction as skilled teachers have long known,
for example, that tests can be learning tools in and
of themselves as well as ways to gage and enhance
progress. What the new developments do is seek
to more deliberately use these insights to structure
learning and educational environments in ways
that benefit from achievement assessments.

The example of developments noted above
highlights how efforts to measure achievement
have grown. Although growth has gone in many
positive directions, increases in assessments for
achievement have attracted considerable contro-
versy. In educational environments, most notably,
these tests often have become known as “high-
stakes tests.” These types of tests can have impor-
tant consequences for individuals, such as their
moving to the next grade, graduating, being allo-
wed to take certain classes, or earning admittance
into a school.

Achievement tests come in many forms. Per-
haps the most familiar use of achievement tests is
group entrance exams taken by college-bound
adolescents. Tests such as the Scholastic Aptitude
Tests (SATs) play a critical role in the admissions
criteria used by colleges and universities. In addi-
tion to those tests are the now ubiquitous stan-
dardized tests that students take throughout their
primary through secondary school careers to
assess their learning, typically from year to year.

Although achievement tests have always
attracted controversy, the recent ubiquitous use
of standardized tests has attracted even more.
But they attract controversy for the same reason:
the tests potentially have a powerful effect on an
individual’s life. That impact is relevant because
concerns have been raised that the tests use arbi-
trarily set standards, that they do not test important
skills, that they shift the learning environment
away from more creative learning, that they dis-
advantage particular groups in society, and that
they are being used inappropriately (see, e.g.,
Whiston 2009).

It is important to emphasize how the use of
achievement tests now makes them not only rele-
vant to individuals taking them. Achievement
tests influence what teachers do. High-stakes
tests, for example, may negatively impact
teachers’ pedagogies. To ensure that students
learn the required content of tests, teachers have
returned to more teacher-centered instructional
approaches that reduce the range of students’
activities (Au 2008). Among the activities that
are reduced are art, including performing arts,
and perhaps languages as well as all others that
are not the subject of standardized tests (Jones
et al. 2003). They also have a more negative effect
on creative teachers who need to limit what they
do and how they do it (Cunningham and Sanzo
2002). For example, achievement tests have
encouraged teachers to shift from collaborative
learning approaches, such as group projects and
more inquiry-based learning known to enhance
self-motivation and learning, to more individual-
istic approaches that increase competitive atti-
tudes (see Reay and William 1999).
Conclusion

Despite controversies, achievement tests can
remain useful tools that reveal the extent of an
individual’s knowledge and how they might per-
form in certain environments. It seems clear that,
despite criticisms, these types of tests are likely to
continue to play important roles in adolescence, a
role that seems to increase in significance even
when controversies and resistance abound. Impor-
tantly, the controversies have not been all nega-
tive, as they have led, for example, to rethinking
how to use assessments to foster learning, struc-
ture educational environments, and help deter-
mine whether (and how) students are indeed
achieving as expected.
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Acting Out

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Overview

The phrase “acting out” often is associated with
the adolescent period. As such, it tends to conjure
a sense of behaving inappropriately, including
engaging in delinquent and harmful behaviors.
Yet, acting out can mean much more than that,
as it can involve expressions that can serve to
identify underlying concerns or can mean even
positive expressions. This essay examines both
types of acting out, as both have important roles
to play in understanding adolescents and the ado-
lescent experience itself.
Acting Out

The term “acting out” can have a variety of mean-
ings as well as be executed at different levels of
intensity. Acting out typically describes situations
involving an individual’s failure to exercise
proper control over their actions, which is why
acting out also tends to be used as a pejorative
term. It indicates that the individual has failed to
censor their taboo primitive impulses and signals
a lack of assimilation into basic social norms (e.g.,
a faulty upbringing).

Acting out is also viewed as a maladaptive
coping mechanism that creates cycles of delin-
quency, depression, and decreased social support
(Thorsteinsson et al. 2013). Because acting out is
considered destructive, self-destructive, and
socially undesirable, it usually is reserved for an
observation of others’ behaviors. Acting out can
be understood from the perspective of several
disciplines, but it figures most prominently in
therapeutic settings and those concerned with
delinquent or other risky behavior (see Alexander
and Sexton 2002; Overbeek et al. 2005). Almost
invariably, acting out has been associated with the
adolescent period, with acting out even seen as
acting adolescent. Yet, it still can have positive
dimensions.

Despite a variety of views of what constitutes
acting out, two dominant approaches have
emerged in efforts to understand it: criminological
and therapeutic. Criminological views tend to
view acting out as an expression of deviance,
violence (to the self or others), and risk taking
(see, e.g., Overbeek et al. 2005). Previous
research on adolescent delinquency seemed to
support a “failure model” in which behavior prob-
lems and delinquency led to depression and emo-
tional difficulties (Capaldi 1992). However, an
increasing amount of recent research now calls
the “failure model” into question. These models
adopt a more therapeutic orientation and show
direct associations between adolescent emotional
disturbance and the acting out of that disturbance
through delinquency (Overbeek et al. 2005;
Kofler et al. 2011). That view suggests that acting
out behavior may not be a usual characteristic of
an individual; however, some individuals act out
as a normal part of their lives, whether due to
environmental enabling or a conduct disorder.
The therapeutic and criminological views, then,
complement one another well in the manner that
they provide a broader view of acting out, with
one viewing it in constructive ways while the
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other viewing it as essentially problematic and in
need of control.
A

Criminological Perspectives

The criminological view that focuses on risk tak-
ing likely is the most generally recognized form of
“acting out” as it reflects popular perceptions of
some adolescents. Indeed, some view adolescents
as quintessentially linked to acting out; they
regard the adolescent period as one marked by
actions destructive to themselves or others in the
manner they hamper the effective development of
feelings and social skills. Many hold the view that
by the time one reaches mid to late adolescence,
acting out has become a set behavioral pattern that
indicates a poor personality. This view of adoles-
cents who act out as inherently bad people views
acting out as harmful to teens, both aggressive and
victimized, who could be helped to control their
acting out through interventions that teach them
that positive change is possible. In fact, interven-
tions that specifically target adolescents’ implicit
theories of personality through programs that tell
them incremental change is possible have been
shown to vastly decrease rates of depressive
symptoms, aggressive retaliation to victimization
and exclusion, and acting out in the classroom
(Yeager et al. 2012).

Although leading commentators may lament
this negative view of adolescents, considerable
research does support the claim that much of
“acting out” revealed in antisocial behavior occurs
during adolescence, that much of antisocial
behavior is adolescence limited (see Moffitt
2003). Multiple longitudinal studies feature evi-
dence of adolescence being a time of change and
growth, with an overall increase in rates of depres-
sion and delinquent behavior occurring in early
adolescence followed by an overall decrease in
the same symptoms by the time adolescents are
reaching young adulthood (Kofler et al. 2011).
Becoming mature and thus able not to act out
typically means developing the ability to express
conflicts safely and constructively and being able
to exercise appropriate impulse control, personal
development, self-care, and relationship skills
(see, e.g., Barker and Galambos 2005; Schultz
et al. 2003).
Therapeutic Perspectives

From the perspective of psychotherapy and clini-
cal science, acting out is considered the emer-
gence of inner conflict without intention or
insight (see Richarz and Romisch 2002). Acting
out also presents itself through a variety of behav-
ior disorders typically diagnosed during adoles-
cence, such as oppositional defiant disorder,
conduct disorder, and borderline personality dis-
order (Gilbert 2012). Conduct disorder diagnoses
in adolescence have particular implications, with
evidence suggesting, for example, that being diag-
nosed with conduct disorder is a strong predictor
of future substance abuse and alcohol dependency
(Kuperman et al. 2001).

As the above examples suggest, acting out need
not be all problematic. Some therapists see acting
out as a means for personal growth and self-
expression. This self-expression tends to be seen in
negative ways, as detrimental because it causes
catharsis without insight. Acting out can involve
demonstrating inner thoughts against a person’s bet-
ter judgment, divulging emotions that they do not
want to acknowledge, or enacting experiences that
they do not want to process. This type of acting out
is exemplified by acting out desires and fears
through dreaming (see Richarz and Romisch 2002)
or acting out fantasies or socially inappropriate
thoughts by watching or otherwise interacting with
media that canmimic real-life situations (see Bösche
2009). In this regard, acting out is essentially some-
thing that is subconscious; it is essentially the out-
ward manifestation of something inward.

Yet, even this somewhat negative view of act-
ing out as something uncontrolled can have pos-
itive dimensions. Some researchers have found
that acting out emotions and experiences can not
only have a positive impact on adolescents but
also allow for information to be gathered on sen-
sitive topics in ways that compensate for the dif-
ficulties presented by adolescent cognitive and
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social development. For example, developmental
variability in characteristics of adolescence, such
as a short attention span, reliance on concrete
operations thinking, declining social trust, and
an intense need for peer approval, has posed prob-
lems for researchers trying to use focus groups as
a way to gain information from adolescents about
sensitive subjects (Norris et al. 2012). Interactive
performance that encourages participation in sto-
rytelling through acting out of experiences has
been shown to be much more effective as a tool
for gathering information than the traditional
focus group method. The playful acting out in
this form of research bridges developmental bar-
riers through the physicality of the acting itself,
which lessens anxiety, focuses attention, and
allows for an easier display of abstract hypothet-
ical situations, and through the group work
dynamic that prevents a single participant from
feeling personally exposed (Norris et al. 2012).
Conclusion

Although popular images of acting out associate it
with the adolescent period, researchers tend to
find acting out as part of everyday life and find it
in many contexts. Despite different ways of view-
ing acting out, it likely will continue to be a term
pejoratively associated with youth. Seen more
comprehensively, however, the concept of acting
out clearly has been quite useful as it has made
important contributions to our understanding of
adolescents’ impulses and behaviors, their rela-
tive levels of maturity and deviance, as well as
their developmental challenges and outcomes.
Cross-References

▶Delinquency
▶Risk-Taking
References

Alexander, J. F., & Sexton, T. L. (2002). Functional family
therapy: A model for treating high-risk, acting-out
youth. In F. W. Kaslow (Ed.), Comprehensive
handbook of psychotherapy: Integrative/eclectic
(pp. 111–132). New York: Wiley.

Barker, E. T., & Galambos, N. L. (2005). Adolescents’
implicit theories of maturity: Ages of adulthood, free-
dom, and fun. Journal of Adolescent Research, 20,
557–576.

Bösche, W. (2009). Violent content enhances video game
performance. Journal of Media Psychology, 21,
145–150.

Capaldi, D. (1992). Co-occurrence of conduct problems
and depressive symptoms in early adolescent boys:
II. A 2-year follow-up at Grade 8. Development and
Psychopathology, 4, 125–125.

Gilbert, S. (2012). Beyond acting out: Managing pediatric
psychiatric emergencies in the emergency department.
Advanced Emergency Nursing Journal, 34(2),
147–163.

Kofler, M., Mccart, M., Zajac, K., Ruggiero, K., Saunders,
B., & Kilpatrick, D. (2011). Depression and delin-
quency covariation in an accelerated longitudinal sam-
ple of adolescents. Journal of Consulting and Clinical
Psychology, 79, 458–469.

Kuperman, S., Schlosser, S., Kramer, J., Bucholz, K.,
Hesselbrock, V., Reich, T., & Reich, W. (2001). Devel-
opmental sequence from disruptive behavior diagnosis
to adolescent alcohol dependence. American Journal of
Psychiatry, 158(12), 2022–2026.

Moffitt, T. E. (2003). Adolescence- limited and life-course
persistent antisocial behaviour: A developmental tax-
onomy. Psychological Review, 100, 674–701.

Norris, A., Aroian, K., Warren, S., & Wirth, J. (2012).
Interactive performance and focus groups with adoles-
cents: The power of play. Research in Nursing &
Health, 35(6), 671–679.

Overbeek, G., Vollebergh, W., Engels, R., & Meeus,
W. (2005). Juvenile delinquency as acting out: Emo-
tional disturbance mediating the effects of parental
attachment and life events. European Journal of Devel-
opmental Psychology, 2, 39–46.

Richarz, B., & Romisch, S. (2002). Acting-out: Its func-
tions within analytic group psychotherapy and its trans-
formation into dreams. International Journal of Group
Psychotherapy, 52, 337–354.

Schultz, L. H., Selman, R. L., & LaRusso, M. D. (2003).
The assessment of psychological maturity in chil-
dren and adolescents: Implications for the evalua-
tion of school-based character education programs.
Journal of Research in Character Education,
1, 67–87.

Thorsteinsson, E., Ryan, S., & Sveinbjornsdottir, S.
(2013). The mediating effects of social support and
coping on the stress-depression relationship in rural
and urban adolescents. OJD Open Journal of Depres-
sion, 2, 1–6.

Yeager, D., Trzesniewski, K., & Dweck, C. (2012). An
implicit theories of personality intervention reduces
adolescent aggression in response to victimization
and exclusion. Child Development, 84(3),
970–998.

https://doi.org/10.1007/978-3-319-33228-4_466
https://doi.org/10.1007/978-3-319-33228-4_15


Activism 69

A

Activism

Ben Kirshner
School of Education, University of Colorado,
Boulder, CO, USA
Overview

Youth activism is a form of political engagement
in which young people identify common inter-
ests, mobilize their peers, and work collectively
to make their voices heard in the public square.
Research on youth activism is interdisciplinary,
emerging out of scholarship on youth develop-
ment, civic engagement, cultural studies, and
social movements. Youth activism is an impor-
tant domain of research for two broad reasons.
First, youth activists defy societal stereotypes
about teenagers, such as that they are self-
involved, impulsive, or unprepared for participa-
tion in mature community activities. Understand-
ing youth’s accomplishments in activism can
challenge and expand conventional notions
about adolescence as a developmental stage. Sec-
ond, understanding youth activism as a develop-
mental context is important, particularly for
youth who feel marginalized from their schools
or communities. Settings that support youth
activism exemplify principles of learning that
are relevant to other kinds of learning environ-
ments, such as schools and after-school
programs.
Introduction

Young people seek to make their voices heard and
improve their communities or schools in a lasting
way by engaging in activism and organizing.
Youth may not have opportunities to vote or
hold formal seats on decision-making bodies, but
many contribute to social action campaigns that
give voice to their hopes and concerns
(Checkoway and Richards-Schuster 2006). For
example, activist groups have worked to
strengthen failing schools, performed action
research to expose environmental polluters, and
developed partnerships between gay and straight
youth to promote safety and inclusion (Sadowski
2007; Warren et al. 2008). Here the term “activ-
ism” is used synonymously with “organizing” in
order to capture the broad range of groups that
engage young people in social change. Typically,
such groups are based in community organiza-
tions, churches, or after-school youth programs,
but in some cases they may arise from school
classes or clubs. In contrast to community service
programs where youth clean parks, tutor children,
or serve food to the homeless, youth activism
groups seek to influence public policy or change
institutional practices, often with a social justice
focus (Kahne andWestheimer 1996). In this sense
such groups exemplify a critical form of civic
engagement, in which youth are encouraged to
challenge the status quo and envision better alter-
natives for themselves and their peers (Watts and
Flanagan 2007).

The developmental literature on youth activ-
ism discussed in this essay focuses on middle-
school-aged and high-school-aged youth, as dis-
tinct from research about activism among college
students. Much of the research on activism among
youth between the ages of 12 and 18 has focused
on young people from communities that have
been systematically left out of decision making
or who are deprived of adequate opportunities to
learn in their schools and neighborhoods. For
example, in the USA, research on activism has
described efforts by African-American, Latino,
and Asian-American youth from low-income
neighborhoods to become collectively organized
and participate in the public square. The term
“marginalized” is broader than just ethnicity,
however. Gay–straight alliances, for example,
represent efforts by gay, lesbian, bisexual, and
transgender (GLBT) youth and their heterosexual
allies to create safe spaces in schools for GLBT
students (Sadowski 2007). Research on youth
activism tends to focus on marginalized youth
because, historically, it is through organizing that
oppressed groups gain power and accomplish
social change.
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Youth activism has proven to be an interdisci-
plinary field that attracts developmentalists, soci-
ologists, anthropologists, and political scientists,
among others. Adolescent development scholars
have conducted studies that demonstrate the kinds
of developmental competencies associated with
activism (e.g., Larson and Hansen 2005). Sociol-
ogists have examined activism in terms of broader
questions about age segregation, inequality, and
resistance (Ginwright et al. 2006; Gordon 2010).
Education researchers focus on the political
impact of youth organizing, such as in the arena
of school reform (Oakes and Rogers 2006;Warren
et al. 2008).

For the most part, research has relied on case
studies of youth groups that draw upon ethno-
graphic observation and interviews (e.g.,
Ginwright 2007; Kirshner 2009; Larson and
Hansen 2005). Several reasons account for this
pattern. First, youth activism is an emerging
domain of research. In early stages of research,
open-ended, exploratory inquiry is called for in
order to understand the domain. This was partic-
ularly the case with youth organizing, because
scholars argued that conventional measures of
civic engagement, such as those that measure
volunteering or future intention to vote, did not
capture the kinds of grassroots community
engagement activities of low-income youth
(Cohen 2006). Second, because activism is sig-
naled by authentic behavior and action, it is best
studied in real-world, naturalistic contexts, rather
than through laboratory simulations. In this sense
the research has been driven by practice. Third,
youth activist groups tend to be self-selecting.
Unlike schools, they attract participants who
elect to be there, which means that it would not
make sense to impose random assignment on such
groups and expect results to have ecological
validity.

Scholars have begun to develop measures that
can be used in surveys with larger populations of
youth that tap into personal behavior or attitudes
associated with organizing and activism. Mea-
sures focus on constructs that include political
voice, competencies for civic action, participation
in boycotts or demonstrations, political efficacy,
and perceptions of inequality and injustice.
A comprehensive list of these survey measures
can be found in Flanagan et al. (2007).
Youth Activism as a Context for
Development

This section identifies common features of set-
tings that engage youth in efforts to improve
their schools and communities.

Authentic Interests
Youth activism campaigns emerge from struggles
that youth experience in their everyday lives, such
as pollution, lack of safety, and substandard
schools (Ginwright and James 2002; Delgado
and Staples 2007). Effective organizers invite
youth to reflect on what they want to see improved
about their environment – in short, to articulate
their interests (Boyte 2004). Organizing a project
around people’s self-interests means the stakes are
high – it has real consequences for the
participants.

Collective Problem Solving
Researchers have noted that the collective focus
of youth activism is one of its defining features
(Youniss and Hart 2005). Participation involves
a shift in focus from individual to group – from
“what I can do” to “what we can do together.”
Members learn how to work effectively with
others because their projects would otherwise
not succeed. Watkins et al. (2007) showed that
through working together on a social action
campaign, youth participants learned how to
“bridge differences” related to race, ethnicity,
gender, and sexual orientation. Such experiences
may contribute to feelings of collective efficacy.
In a case study of a youth organizing group,
young people commonly invoked the slogan
“power in numbers” or “strength in numbers”
to recruit others to their cause, suggesting the
formation of a sense of collective efficacy
(Kirshner 2009).

From the perspective of cognitive science, the
emphasis on collective problem solving in youth
activism embodies a distinct form of distributed
cognition, which refers to the ways in which
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problem solving is distributed across people and
tools (Hutchins 2000). According to this view,
cognition is not just inside a person’s head, but
is instead distributed across a range of people and
technological tools. Similarly, tasks in youth
activism groups are often distributed among par-
ticipants (Kirshner 2008). For example, a group
designing a press release might include a
computer-savvy writer, a talented artist, and
someone who is good at keeping people on task.
In such a scenario, each person may not master all
of the same skills, but together they made an
effective team.

The collaborative, distributed nature of work in
activism groups enables participants to accom-
plish goals they would be hard-pressed to accom-
plish on their own. Consider some of the complex
cognitive and social tasks required in effective
political action campaigns. For example, partici-
pants must develop long-term strategies and
respond to unexpected contingencies. They need
to construct arguments that are sensitive to audi-
ence, such as when speaking before a city council.
And along the way they need to build support
among their peers and community members.
Young people’s accomplishments in campaigns
defy predictions about what adolescents are capa-
ble of doing according to standard developmental
theory (Youniss and Hart 2005).

When effective, youth organizing groups
comprise highly interdependent systems that
provide the necessary scaffolding and resources
for youth to accomplish challenging goals. In this
sense, activism groups engage young people’s
“zone of proximal development” (ZPD), which
refers to the distance between what a person can
do alone and what she can do in collaboration
with peers or an experienced adult (Vygotsky
1978). Activities targeted toward the upper end
of the zone of proximal development are said to
stimulate development – they comprise “leading
activities” for development, helping to support
and stimulate young people’s maturing psycho-
logical functions (Griffin and Cole 1999). When
organized optimally, social action campaigns
may serve as leading activities for the develop-
ment of strategic thinking and sociopolitical
awareness.
Youth–Adult Partnerships
Much of the literature about youth activism fore-
grounds the actions and accomplishments of
youth themselves. But this emphasis on “youth”
obscures the fact that activism groups typically
embody cross-age collaborations in which young
adults (usually in their twenties) play critical roles
as organizers and advisors.

The quality of relationships between youth and
young adults has become a topic of interest for
researchers (Larson et al. 2005). Adults who work
with high-school-aged or middle-school-aged
youth often experience dilemmas about their
roles. For example, some adults may seek to
empower youth by letting them formulate cam-
paign strategy; they step aside so that youth can
assume leadership. But these same adults may
have greater expertise in campaign strategy or
how to facilitate group decision making. Tensions
between youth empowerment goals and adult
expertise, therefore can pose challenges for adult
leaders (Kirshner 2008).

Forms of youth–adult interaction vary consider-
ably across groups. Some groups aspire to be
“youth-led,” in which case adults act simply as
facilitators who help youth formulate their own
goals and plans (Larson et al. 2005). Other groups
seek to develop partnerships characterized by
shared roles and egalitarian decision making
(Camino 2005). Still others embrace an apprentice-
ship approach, in which veteran activists model
what it means to engage in social action or com-
munity organizing (Kirshner 2006). As in craft
apprenticeships, experienced adults gradually
“fade” so that youth can take over the activities of
the group. And, of course, there are additional ways
of parsing gradations of youth–adult interaction, as
suggested by Hart’s (1992) “ladder of participa-
tion,” which is used widely by youth organizations
(see also Hart 2006 for an updated commentary on
this framework).

Regardless of the specific type of collabora-
tion, the very fact that youth interact with adults
as they carry out activism campaigns is signifi-
cant, given a broader societal context in which age
segregation is common (Hart 2006; Heath 1999;
Zeldin et al. 2003). As Rogoff et al. (2003) write,
“Instead of routinely helping adults, children are
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often involved in specialized child-focused exer-
cises to assemble skills for later entry in mature
activities” (p. 181). Urban high schools, in partic-
ular, are often too large, anonymous, and lacking
in opportunities for meaningful connections
between teachers and students (National Research
Council 2003). Youth groups, therefore, provide
an important venue for young people to develop
relationships with adults in the context of task-
oriented activities.

Alternative Frames for Identity
Youth activists forge identities that challenge ste-
reotypes about low-income youth of color. One
way they do this is through the actions they take in
the public realm. By participating in civic venues,
such as school board or city council meetings,
youth position themselves – and are positioned
by others – as competent political actors (Nasir
and Kirshner 2003). Youth activism groups also
provide alternative frames for identity through the
kinds of sociopolitical ideologies that they
espouse. As Youniss and Yates (1997) have writ-
ten, in order to develop a civic identity, adoles-
cents must come to identify with transcendent
values and ideologies that link the self to a past
and present. Here the term ideology is not limited
to specific political systems, but instead connotes
the need to find meaning – to identify with beliefs
that link one to a broader social and cultural con-
text (Furrow and Wagener 2003). Experiences
that expose teenagers to political viewpoints sup-
port civic identity development because they
enable young people to reflect on sociopolitical
issues and to see themselves as active producers of
society (Kirshner 2009).

Social justice-oriented youth activism groups,
in particular, seek to foster awareness of the influ-
ence of social forces on individual behavior as
well as a belief in the power of ordinary people
to accomplish social change (Freire 1970; Watts
and Flanagan 2007). Such conversations may be
especially relevant to low-income youth of color
who have experienced a disjuncture between
American ideals and their lived experiences of
poverty or racism (Rubin 2007). Activism pro-
jects enable youth to see how issues that are typ-
ically treated as a private responsibility can be
reframed as a collective responsibility. This way
of framing social problems can be significant in
identity development because it contributes to
feelings of empowerment and collective self-
determination (Flores-Gonzales et al. 2006). For
example, Ginwright (2007) described the case of a
young mother seeking her high-school diploma
who encountered barriers to finding child care
during school hours. Rather than interpret the
situation as her own isolated problem, she orga-
nized other teenage mothers to make their case to
the district superintendent, who decided to keep
the child-care center open. Although longitudinal
research is called for to understand precisely how
social action experiences like this influence iden-
tity development, Ginwright’s study suggests that
taking action may contribute to a sense of collec-
tive identity that is related to positive youth devel-
opment outcomes.

Engagement in Academic and Civic
Institutions
Social action can be a vehicle for making aca-
demic skills relevant to youth’s everyday lives
(Tate 1995). For example, Rogers et al. (2007)
write about the history, language arts, and statis-
tics skills that youth employed to accomplish pro-
jects documenting inequities in the Los Angeles
school system. Youth participants described these
academic practices as “tools” to accomplish goals
they cared about – rather than view school sub-
jects as foreign or alienating, they sought to
become more proficient so that they could find
and document evidence for their projects. Simi-
larly, Mitra (2004) has written about the powerful
competencies that students develop when they
pursue strategies to gain greater “student voice”
in their schools. Proponents of student voice aim
to create opportunities for a broad range of stu-
dents to be heard in decision making and plan-
ning, by creating new structures that convene
youth and adults to work together, such as assess-
ment and strategic planning, student-guided
neighborhood tours for teachers, or leading pro-
fessional development workshops for teachers
(Mitra 2007; Yonezawa and Jones 2007).

Activism groups also connect youth to main-
stream civic institutions. Campaigns typically
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culminate in presentations to civic decision
makers, outreach to community residents, or
closed-door meetings with policymakers where
youth present policy proposals or grievances
(Kirshner and Geil in press). Political encounters
such as these represent concrete access points for
youth. Such access points offer some of the few
public channels through which young people can
transgress age segregation and contribute their
voice to political decision making.
Debates and Knowledge Gaps

Measures of Civic Action
Efforts to quantify civic engagement through sur-
veys struggle with what counts as civic action.
Some argue that existing measures of civic
engagement, such as intention to vote or volun-
teer, are too narrow and discount other important
forms of engagement, such as helping out a neigh-
bor in need, providing informal mentoring to
neighborhood children, or performing a socially
conscious hip-hop song. Ethnographic research
has sought to uncover and report a more expanded
set of behaviors and practices that scholars
include when talking about youth civic engage-
ment. At the same time, some scholars argue that
research should demarcate behaviors that are
explicitly political in nature, such as efforts to
change policies or institutional structures that con-
tribute to inequality.

Insider and Outsider Approaches to Youth
Voice and Activism
Insider strategies tend to work from within the
system by building partnerships between students
and adult personnel that contribute to site-based
decision making and changes to classroom
instruction (Mitra 2006). Such opportunities go
beyond student councils by creating new struc-
tures that convene youth and adults to work
together to improve their school. One especially
promising strategy is student action research
(Jones and Yonezawa 2008; Rubin and Jones
2007). Administrators, parents, and students
share a common interest in high-quality data that
captures features of school quality and climate
that are absent from NCLB-mandated measures,
but which are relevant to school improvement. In
a project described by Jones and Yonezawa
(2008), for example, students collected data
showing a wide discrepancy between students
and teachers’ views of the level of challenge in
their classes, which provoked conversations
among teachers about how to respond. In another
example, students in Oakland created a youth-
authored School Accountability Report (SAR)
that included variables such as student achieve-
ment, teacher quality, health and nutrition, and
facilities (Duncan-Andrade n.d.). These fledgling
efforts to create broader measures of school qual-
ity leverage students’ expertise about their worlds
and school leaders’ desire for useful data to com-
plement measures of test performance. One poten-
tial limitation of insider strategies is if they
become focused solely on technical questions,
such as how to improve grading procedures or
create stronger teacher–student relationships,
without also addressing broader issues of equity
in a school or district (Renee et al. 2009). Another
limitation is if student roles are just window dress-
ing or tokenistic (Zeldin et al. 2003).

Youth and community organizing groups
based outside of schools, on the other hand, have
sometimes shown their ability to hold political
decision makers accountable to constituents and
thereby promote equitable reforms (Oakes and
Rogers 2006; Warren et al. 2008). Kwon (2006),
for example, described how a pan-ethnic coalition
of youth groups successfully defeated a plan to
build a “super jail” for juvenile offenders in Cal-
ifornia. Youth organizing groups may be more
likely to appeal to students who feel marginalized
in school or are not academically successful. Fur-
ther research is needed, however, that compares
the effectiveness of insider and outsider
approaches for accomplishing equity-based
school reform.

Effects of Activism on Development
Qualitative case study research suggests that
extended social action or youth voice campaigns
provide opportunities to develop and practice
powerful competencies, such as decision making,
social trust, strategic thinking, civic efficacy, and
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intergroup understanding (Larson and Hansen
2005; Watkins et al. 2007; Mitra 2004; Ginwright
2007). Because of the self-selected populations
and lack of comparison studies, however, some
scholars have questioned the causal inferences
that people make about these studies. It could be
that the key drivers of development in these set-
tings have more to do with their small size, the
personalities of adult leaders, or the fact that they
are self-selected in their composition.

These unresolved debates have important
implications for civic education. For example, if
youthwere required or randomly assigned to join a
social action group as part of the school curricula,
would such experiences show the same effects?
Forced participation such as this would likely
undermine the basic principles of empowerment
settings. Nevertheless, efforts to apply youth orga-
nizing principles in a more general way to schools
represent an important future direction for
research and practice. It is an open question
whether the guiding principles of community-
based activism groups would show similar suc-
cesses engaging youth if they were formalized as
part of a school-based civic education curricula.

A related area for research pertains to the
impact of activism on youth development and
resiliency. Although there have been longitudinal
studies of participants in the Civil Rights move-
ment (discussed in Youniss and Yates 1997), few
studies of contemporary youth activism have
examined participants’ trajectories of develop-
ment over several years. It is not known how
short-term experiences contribute to youth’s
long-term sociopolitical identities or other devel-
opmental outcomes. This kind of research is par-
ticularly challenging because young people tend
to self-select into such groups, making causal
inferences difficult. Nevertheless, careful longitu-
dinal studies need not be randomized experiments
to help us understand how participants change
over time and how social action experiences
become meaningful in their lives.

Understudied Populations
In 2006, there were widespread rallies for immi-
gration reform in the USA. Many of the
participants were undocumented youth. But with
some exceptions (e.g., Perez 2009), few scholars
have studied the precursors or outcomes of activ-
ism for undocumented immigrant youth. This is
partly because undocumented youth need to con-
ceal their status for fear of deportation or other
consequences for them and their families
(Gonzalez 2007). Despite barriers to participation,
many undocumented youth are taking active roles
trying to lobby legislators to pass immigration
reform and the Dream Act.

Another understudied population is socially
conservative youth, such as those who organize
to restrict abortion or promote prayer in schools.
Activism is often viewed as the province of polit-
ically progressive groups, but scholarship on
activism will be limited if it does not also explore
its conservative varieties.
Conclusion

In the context of developmental psychology, ado-
lescence has historically been portrayed as a
stage between childhood and adulthood. For
some, the stage-based approach implies a view
of teenagers as “unfinished” or “undeveloped,”
which has contributed to social policies that
restrict them from the public sphere
(Vadeboncoeur 2005). Although neurological
and biological research has shown that adoles-
cence is a time of heightened physiological
change, the implications for adolescent roles are
under-determined. For example, some interpret
evidence of the immaturity of the prefrontal cor-
tex as a rationale for limiting youths’ roles or
treating them as a separate class from adults.
Others point to such evidence to show how
important it is that youth gain complex experi-
ences interacting with adult systems and learning
how to participate in them as agents of change.
The research on youth activism discussed in this
essay provides support for the argument that the
most effective response to youth’s transitional
status is to provide authentic opportunities to
participate, rather than maintain their segregation
from adult institutions.
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Acute Brain Disorders

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Acute brain disorders, sometimes referred to as
acute brain syndromes, are various psychiatric
syndromes that are temporary, reversible, and dif-
fuse in their impairment. Acute refers to the pro-
cess’ reversibility. The impairment is typically
caused by head injury, use of drugs, or an infec-
tion. More recently, delirium has become the
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preferred term to use to label the temporary in the
ability to focus, sustain, or shift attention as well
as a change in thinking (e.g., in memory and
disorientation) or perceptual disturbances that
fluctuate in severity (see Brown and Boyle 2002).
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Overview

Adaption typically refers to changing for better
being able to live in a particular environment. The
general belief is that adaptation involves success-
ful transitions, one that enhances the probability
of doing well in the new situation. The term typ-
ically has applied to evolutionary processes, such
as the probability of an organism surviving and
reproducing. But, it now applies to a variety of
other situations involving how (and whether) indi-
viduals change to address the demands of differ-
ent circumstances. In the study of adolescence,
this means that the notion of adaptation figures
prominently in many areas of research and serves
as an important way to understand developmental
changes.
Adaptation

Adaptation involves fitting or confirming to an
environment. Adaptation generally implicates
the assumption that it is advantageous; thus, “mal-
adjustment” results from unsuccessful adaptation
and “adjustment” results from successful adap-
tion. Importantly, adaptation typically is viewed
as involving a combination of changing the self as
well as altering the external environment.

The term “adaptation” gained renewed popu-
larity with the rise of modern sociobiology, now
often called evolutionary psychology. Sociobiol-
ogy examined both species level and individual
explanations for behaviors (see Wilson 1975).
Species level types of explanations (“ultimate
explanation”) involve the function (or adaptation)
that a specific behavior serves and the evolution-
ary process (or phylogeny) that resulted in the
behavior or trait’s functionality. Individual level
types of explanations focus on the development of
the individual (ontogeny) and the proximate
mechanisms involved in the behavior or trait
(such as specific hormones). Sociobiologists
deem phenotypic traits adaptive if they provide
organisms with a reproductive advantage.

How adolescents adapt to their environments
figures prominently in the study of adolescence.
Perhaps the most obvious has been the growth of
research focusing on the teenage brain. That
research takes distinctly biological routes to
explaining much of behavior. Much of that
research supports the view that adolescents are
suboptimal. As an example, that research often
presents adolescents’ risk behavior, such as their
drinking, smoking, and unprotected sexual activ-
ity, as indicative of a temporal misalignment in
the development of reward-seeking and execu-
tive regions of the brain. Recent research now
challenges the view that the developmental
schedule of the teenage brain is dysfunctional
and adopts, for example, a more evolutionary
approach that focuses on the adaptation of ado-
lescents to their families and communities (see
Sercombe 2014).

But the study of adaptation need not only
focus on evolutionary approaches. Illustrative is
how adolescents develop career goals, which
involves an adaptation of their expectations to
the opportunities provided by their environ-
ments. Adolescents have been shown to simulta-
neously adapt their career goals to their interests,
scholastic achievement, and environmental
opportunities (see Hirschi and Vondracek
2009). Similarly illustrative is adolescents’ adap-
tation to school. Their adaptation requires a
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variety of competencies, such as having cogni-
tive and linguistic competence to perform well
academically in the classroom, the motivation to
engage in school activities, the ability to regulate
their behavior and adapt flexibly to new situa-
tions, the ability to assimilate into a new social
environment characterized by extra-familial
adults and peers, and the competence to over-
come challenges and adversities that come from
their families and communities (see Manly
et al. 2013).

How adolescents adapt to their environments
also, for example, has been important to studies
addressing adolescents’ immigration and cultural
adaptation (see, e.g., Chuang and Gielen 2009).
There are many dimensions of this type of adap-
tation, and much research reveals how it often is
resisted. As an example, having interethnic friend-
ships is a strong predictor of social adaptation to a
new cultural context (Titzmann 2014). Yet immi-
grant adolescents form friendships predominantly
within their own ethnic community, a phenome-
non that is commonly understood as friendship
homophily. Homophily often occurs when differ-
ent groups come together: they tend to make
friendships within their own groups (Levesque
2015). This form of adaptation is well understood,
although it creates challenges as society often
tends to foster integration and reduce the forma-
tion of such groups.

Perhaps the largest body of research on adap-
tation relates to how adolescents adapt to their
families. Socialization fundamentally involves
adaptation and that adaptation typically begins in
the family. Much of the understanding of that
socialization focuses on how parents interact and
influence their children. Although that research
often focuses on normal processes, that research
tends to highlight how adolescents adapt by cop-
ing with difficult circumstances. As an example,
research has long examined how adolescents cope
with parental conflict (see Davies et al. 2014).
Studies reveal that the period of adolescence
does heighten some problematic aspects, such as
the effect of parental conflict on adolescents’
sense of emotional security. Similarly, children’s
dispositions to mediate interparental conflicts
peak sometime during early adolescence,
adolescents reveal greater acuity in discriminating
between parental conflict and their impact on
future social relationships, and parental conflict
has an impact on adolescents’ psychological
maladjustment.
Conclusion

It is difficult to find an area of study relating to
adolescents that does not eventually relate to ado-
lescents’ adaptation. The concept has firm roots in
biological, evolutionary understandings of devel-
opment. Those approaches continue to highly
influence current research on adolescence. But
research has now gone well beyond those
approaches and examines adaptation more gener-
ally to include how adolescents develop in their
environments. Still the concept of adaptation
remains an important one, particularly in terms
of the way it highlights successful and less suc-
cessful development.
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Overview

Addiction is a behavioral disorder involving a
dependency – physical or psychological – that
typically negatively disrupts an individual’s life.
Although historically understood primarily in
terms of drugs (especially tobacco and alcohol
for adolescents), addiction now is understood as
encompassing behaviors and activities such as
Internet use and sexual addiction largely due to
commonalities in dopamine and reward-circuit
functions among all addictions. As that new
understanding suggests, addictions experienced
by adolescents now increasingly are understood
from a neuroscience perspective. Indeed, adoles-
cent addiction as a brain disease has come to be
quite well-understood in terms of how it differs
from adult addiction. Behavioral, environmental,
and social factors have also been found to aggra-
vate or mitigate adolescent addiction. This rapidly
growing area of research continues to answer
many questions, but much remains unknown
about withdrawal and treatment.
Addiction in Adolescence

Addiction is a behavioral disorder marked by a
physical or psychological dependency that results
in significant negative disruptions in an individ-
ual’s quality of life. Historically, addictions have
related primarily to drug (including alcohol) use,
although recent advances in understanding of the
neurobiology of addiction have seen the concept
expanded to include compulsive behaviors and
dedication to activities, among other things.
The important sign of addiction is the continued
engagement in self-destructive behavior despite
negative consequences. Addiction’s self-
destructive behaviors involve a loss of control,
compulsive seeking, and vulnerability to relapse.
Importantly, dependency and addiction are often
used interchangeably, but dependency actually
relates to physiological effects while addiction
relates to behaviors; and both often coexist
although they need not do so. Ceasing to use
depended on drugs typically (but not always)
leads to withdrawal and produces an abstinence
syndrome, and treatment of addiction and with-
drawal through counseling and/or pharmacologi-
cal means remains rather difficult, especially for
adolescents (Franken and van de Wetering 2015).
In particular, dopamine and reward-motivational
systems become recalibrated through continued
drug use to focus on the stronger release of dopa-
mine produced by drug use rather than any ordi-
nary production, which in turn can drive
individuals to be defined singularly by how they
will get their next dose: for adolescents with
developing willpower and self-control, this can
be a particularly challenging phenomenon
(Volkow et al. 2016).

Although traditionally limited to drug use, the
term has been the subject of considerable scien-
tific debate that has considered whether to include
other addictive behaviors under the classification
of addiction. The commonly proposed behavioral
addictions include pathological gambling, com-
pulsive buying, compulsive exercise, workahol-
ism, computer addiction, Internet addiction, and
sexual addiction (see Albrecht et al. 2007). Recent
research has seen links between compulsive sex-
ual behavior and substance addictions linked
through common neurotransmitter systems and
similarities relating to craving and attentional
biases between sexual addiction and substance
abuse, although gaps in knowledge – like in
many behavioral addictions – still exist (Kraus
et al. 2016). Efforts to include other behavioral
addictions continue, such as the recent recognition
that mobile phone use by adolescents may result
in addiction (Chóliz 2010).

Research on mobile phone use reveals some of
the most characteristic symptoms of dependence –
those symptoms include excessive use; problems
with parents due to excessive use; interference with
usual activities; an increase in use to reach same
levels of satisfaction, including efforts to obtain
newmodels and devices; and the need to frequently
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use phones. And with the exponential rise in the
popularity and ubiquity of social media, online
gaming, and general Internet use among adoles-
cents, research has explored Internet addiction in
the new context of digitally empowered adoles-
cents and found that many of the time-tested miti-
gating and aggravating factors, such as parental
influences and peer pressure, apply in the online
world as in the real world (Li et al. 2016). Although
it may be tempting to not view behavioral problems
as addictive, there are increasing efforts to expand
the use of the term addiction to non-substance-use-
related conditions (see Potenza 2006; Albrecht
et al. 2007; Kraus et al. 2016).

Epidemiological evidence has long shown that
individuals who begin experimenting with drugs
of abuse during early adolescence are more likely
to develop substance use disorders. Despite that
relationship, research has yet to confirm a causal
link (see Schramm-Sapyta et al. 2009). Although
the adolescent brain may be vulnerable to certain
drugs, the level of maturity, for example, may not
permit it to be vulnerable to certain aspects of
drugs. As an example, cocaine-sensitive neuronal
circuits continue to mature during adolescence,
which may account for the well-established find-
ing in indicating a decreased behavioral response
to cocaine in adolescents as compared to adults
(Cao et al. 2007). In a similar vein, research
reveals that nicotine induces a larger excitatory
response from younger adolescents than older
adolescents, and although the potential for addic-
tion to smoking remains rather high throughout
adolescence, it can be particularly problematic
for the youngest adolescents who are already
the most susceptible to peer pressure and social
influences (Christensen et al. 2014). Thus, the
policy implications for trying to curb illicit drug
use by adolescents should take into account
the neurological origins of addiction, especially
the developmental aspects as they relate to
adolescents.

Research also has explored why the adolescent
brain is particularly vulnerable in certain cases,
corroborating long-held understandings of adoles-
cence in that the developing adolescent brain is at
a natural disadvantage when it handles certain
“adult” tasks. Because the prefontal and cortical
networks critical in judgment and self-regulation
do not mature until an individual is 21–25 years of
age, the adolescent brain is much less able to
modulate strong desires than an adult’s, and this
leaves the average adolescent at a higher risk of
addiction (Volkow et al. 2016). At the same time,
this vulnerability is marked by sex differences:
female adolescents are more prone to developing
internalizing disorders while males are more
likely to engage in overt, externalizing risky
behavior due to sex-dependent differences in
corticolimbic development (Hammerslag and
Gulley 2016). In addition to finding sex differ-
ences, research has explored the neurobiology of
food addiction and found fatty foods to increase
calories while decreasing stimulation of reward
circuits like repeated drug use, in turn affecting
dopamine production; when coupled with the
strong peer influences that adolescents can face
when it comes to food, this does not bode well for
adolescent obesity in particular (Lee and Gibbs
2013). Finally, research relating to response
inhibition – which can play a pivotal role in the
impulsive and compulsive features of
addiction – has found that gray matter density
and metabolism can be sufficiently different in
adolescents, when compared to adults, to cause
significant differences in how certain brain cir-
cuits react to abnormal cognitive function
(Morein-Zamir and Robbins 2015).

One final lens through which adolescent addic-
tion has been examined and understood is through
behavioral and nonbiological influences.
Although it is now well known that genetic vari-
ation and individual differences can place some
adolescents at increased risk for addictive or
impulsive behavior from birth, some external fac-
tors have been found to affect whether they ever
develop addictions (Whelan et al. 2012). For
example, as with 12-step theories popular in the
treatment of adult addiction, it has been found that
egocentric thinking and poor other-oriented
regard in adolescence – as evidenced by declining
volunteerism, willingness to drive under the influ-
ence, or willingness to have unprotected sex–
have been strongly linked to addiction, even
among adolescents with no drug or alcohol his-
tory (Pagano et al. 2016). This suggests that
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treating adolescent addiction might have more in
common with treating adult addiction than one
might assume, although the precise causes of ego-
centric thinking among adolescents in an age of
social media and online peer pressures might well
differ from those of adults. And in line with the
common wisdom that adolescents who do not
receive the support or attention that they expect
from their families will turn to risky behaviors
either in protest or as an attention-getting mea-
sure, poor parent–child relationship quality has
been found to correlate directly with adolescent
substance abuse, although how gender differences
pose a mitigating factor remains less well under-
stood (Hummel et al. 2013).
Conclusion

Addiction represents a spectrum of pathologies
whose complex origins and effects in adolescence
are included in a growing understanding of the
differences between adolescent and adult devel-
opment, particularly their brain development.
From drugs to sexual behaviors to the Internet
and social media, commonalities in how addiction
takes hold, the role of dopamine and reward cir-
cuits, and the challenges in facing withdrawal as
well as treating addiction now paint a coherent
picture of the nature of the disease. Neuroscience
continues to demonstrate that addiction is indeed a
disease – a pathology of the brain; and advances in
understanding adolescents’ brain functions and
development continue to support the distinction
between addiction and dependency, even for the
more recently studied behavioral addictions.
Research also reveals that behavioral/environ-
mental factors can absolutely compound with or
work against innate neurological realities and
genetic predispositions, which complicate efforts
to understanding addictions. Ultimately, the cur-
rent growing understanding of addiction in ado-
lescence sees the brain at the forefront, and
although new breakthroughs are coming from
many directions, that approach likely will con-
tinue to be a fruitful one as efforts move toward
treating addiction’s symptoms as well as its under-
lying causes.
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Introduction

Juvenile adjudicative competence is a legal prin-
ciple that refers to a juvenile defendant’s compe-
tence to proceed with and effectively participate in
the adjudicative process, either in juvenile court or
adult criminal court. There are at least three fun-
damental competencies integrated into adjudica-
tive competence: competence to stand trial,
competence to waive counsel, and competence
to enter a guilty plea. In addition to establishing
these three main competencies, a defendant must
also demonstrate “pre-adjudicative competence,”
which includes competence to waive Miranda
rights or competence to confess.
Constitutional Basis

Adjudicative competence is an established princi-
ple of jurisprudence that extends back to at least
the seventeenth century. Adjudicating incompe-
tent defendants violates several amendments of
the US Constitution (in addition to English com-
mon law), including a defendant’s Sixth Amend-
ment trial rights (e.g., the right to effective
assistance of counsel, the right to confront one’s
accusers, and the right to present evidence) and
the due process clause of the 14th Amendment
(“Nor shall any State deprive any person of life,
liberty, or property, without due process of law”).
Ensuring that defendants are competent to pro-
ceed in the adjudicative process safeguards the
accuracy of any criminal adjudication, helps guar-
antee a fair trial, and helps to make certain the
defendant, if found guilty, knows why she/he is
being punished. In short, it preserves the dignity
and integrity of the legal process.
Historical Perspective

Historically, juvenile courts did not always recog-
nize the importance of juvenile adjudicative com-
petence. In order to appreciate the current
understanding of juvenile adjudicative compe-
tence, one must examine the historical evolution
of the juvenile court in relation to this principle.
The first juvenile court system in the United States
was established with the passing of the Illinois
Juvenile Court Act in 1899. The operating princi-
ple of the court at the time was the parens patriae
doctrine (“parent of the state”), with the state
functioning in a parental role (as opposed to a
police role) toward juvenile offenders (Soulier
and McBride 2016). According to the parens
patriae doctrine, the main purpose of the juvenile
court was to rehabilitate juvenile offenders. Delin-
quency proceedings were less adversarial and
more informal than those in adult criminal court,
considered civil in nature, and focused on reha-
bilitation rather than punishment. For this reason,
ensuring due process protections and rights pre-
sent in adult criminal court was considered unnec-
essary (Stepanyan et al. 2016). Until the 1960s,
juvenile courts operated unfettered by the consti-
tutional mandates that applied to adult criminal
court proceedings. This autonomy included deci-
sions about the ultimate disposition of youth adju-
dicated delinquent. Not surprisingly, there were
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some abuses of power. In the 1960s and 1970s, the
US Supreme Court attempted to address the lack
of due process and legal rights of juveniles in a
number of decisions. Kent v. United States (1966)
was the first US Supreme Court case involving
juvenile court proceedings. The Court’s ruling
was that prior to waiver/transfer to adult court,
juveniles were entitled to a hearing, access by
counsel to the records involving the waiver, and
a written statement by the judge outlining the
reasons for the waiver. In re Gault (1967), the
next US Supreme Court case involving juvenile
court proceedings, mandated that with hearings
that could result in commitment to an institution
(considered a serious deprivation of liberty), juve-
niles had a right to notice of charges, counsel,
confrontation and cross-examination of witness,
and privilege against self-incrimination. Many
viewed such changes as fairly sweeping; never-
theless, adjudicative competence still was not
viewed as an important issue because the jeopardy
adolescents faced in juvenile court was not per-
ceived as particularly great and many understood
parens patriae as the operative doctrine.

In the late 1980s and 1990s, there was a
marked increase in serious and violent crimes
committed by juveniles. This led to increased
public pressure on state and federal legislators to
use juvenile courts, as well as adult criminal
courts to get “tough on crime.” As a result, juve-
niles began being transferred (also known as
“waived”) to adult criminal court at a much higher
rate than they had been in the past. There they
faced much harsher sanctions than in juvenile
courts (Lee and Kraus 2016). In adult criminal
court, juveniles even could face sentences such
as life without parole or capital punishment (until
the US Supreme Court decision in Roper
v. Simmons (2005)). Over time, partially via
stricter penalties and increased number of waivers
to adult criminal court, there was a shift from the
parens patriae doctrine of rehabilitation to a pol-
icy of punishment and deterrence. One unforeseen
benefit of the increasingly punitive stance of the
juvenile court was that more attention was
brought to juveniles’ developmental immaturity
and ability to rationally understand and participate
meaningfully in legal proceedings. Although con-
cerns about juvenile adjudicative competence pre-
viously existed, particularly after the Gault
decision, it was not until sentences became more
lengthy and the court shifted to a more punitive
role that the potential effects of developmental
immaturity on the fundamental fairness of the
adjudicative process became a concern.
Juvenile Pre-adjudicative Competence

Prior to establishing adjudicative competence, a
defendant also must demonstrate “pre-
adjudicative competence,” components of which
include competence to waive Miranda rights or
competence to confess. Miranda warnings, a
direct result of the ruling from Miranda
v. Arizona (1966), were established to ensure
that individuals placed in police custody were
aware of their Fifth Amendment Constitutional
right not to make self-incriminating statements.
Initially, Miranda warnings were intended only
for adults, but with extension of due process pro-
tections and rights to juveniles, multiple courts
ruled that Miranda warnings also must be given
to juvenile defendants. Despite the added protec-
tion of Miranda warnings, there is growing con-
cern that juveniles may not fully comprehend or
benefit from these warnings. It is estimated that
80% of all suspects waive their Miranda rights,
with juveniles waiving their rights even more
frequently than adults (Goldstein et al. 2011). It
is postulated that juveniles often fail to understand
the nature of their rights or to appreciate the con-
sequences of waiving those rights.
Factors Potentially Affecting Juvenile
Pre-adjudicative Competence

Studies have shown that younger juveniles or
juveniles with lower IQs show greater impairment
in their comprehension (including both under-
standing and appreciation) of Miranda warnings
than older juveniles or juveniles with normal IQ
(McLachlan et al. 2011). Other factors that might
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influence a juvenile’s competence to waive
Miranda rights include the presence of specific
language impairments (Rost and McGreggor
2012), fetal alcohol spectrum disorders
(McLachlan et al. 2014), and traumatic brain inju-
ries (Wszalek and Turkstra 2015). Juveniles are
often presented with “simplified” Miranda warn-
ings, created in an attempt to better explain
abstract legal concepts to youth. However, “sim-
plified” warnings often end up being more com-
plicated than those written for adults, making it
even less likely that juveniles will comprehend the
warning (McLachlan et al. 2011). Courts have
acknowledged that, in some cases, juveniles may
not possess the competence to waive Miranda
rights. In J.D.B v. North Carolina (2011), the US
Supreme Court specified that age be considered
with respect to competence to waive Miranda
rights. The Court maintained that one is able to
make reasonable assumptions about juveniles’
perceptions and decision-making abilities based
on age alone (Rogers et al. 2014).
Juvenile Adjudicative Competence

There are at least three fundamental competencies
integrated into juvenile adjudicative competence:
(1) competence to stand trial (CST), (2) compe-
tence to waive counsel, and (3) competence to
enter a guilty plea. These three competencies are
discussed below.

Juvenile Competence to Stand Trial
Although the US Supreme Court has ruled on
multiple issues related to due process protections
in juvenile proceedings, the Court has not
required that juvenile competence to stand trial
(JCST) be evaluated or ruled on the standard for
determining JCST (Felthous 2011). In the
absence of specific guidance from the Court,
many jurisdictions have recognized the right of
juveniles to be competent to stand trial and
developed their own standards for assessing
JCST (Soulier 2012). Most jurisdictions apply a
variant of the Dusky standard to the assessment
of JCST. The Dusky standard requires that a
defendant currently possess: (1) “a rational as
well as factual understanding of the proceedings
against him” and (2) sufficient present ability to
work with his attorney in preparation of his
defense (Dusky v. US 1960). In contrast to the
adult standard for CST, some jurisdictions permit
juveniles to be deemed incompetent to stand trial
because of developmental immaturity alone.
However, if a juvenile is waived to adult criminal
court, the standard for CST becomes the adult
standard, which in most jurisdictions requires
that a defendant’s incompetence be caused by
mental illness or intellectual disability (Soulier
and Scott 2010).

Juvenile Competence to Waive Counsel
In criminal proceedings, under the Sixth Amend-
ment to the US Constitution, every defendant,
regardless of age, is guaranteed the right to legal
representation. Unless a juvenile is determined to
lack the competence to waive counsel, they retain
the right to waive counsel at any time prior to, or
during, the adjudicative proceedings. In Godinez
v. Moran (1993), the US Supreme Court ruled that
the standard for competence to waive counsel was
essentially equivalent to the standard for CST,
with the added qualification that the waiver of
the constitutional right is “knowing and volun-
tary” (Benitez and Chamberlain 2008). Although
the Court has not issued any rulings regarding
juvenile competence to waive counsel, most juris-
dictions apply a similar standard to that used for
adults.

Juvenile Competence to Enter a Guilty Plea
The majority of juvenile delinquency cases are
adjudicated via a plea deal. In Godinez v. Moran
(1993), the US Supreme Court ruled that the stan-
dard for competence to enter a guilty plea is also
essentially equivalent to the standard for CST,
with the added qualification that the plea is
“knowing and voluntary” (similar to the “compe-
tence to waive counsel” standard). Recent
research suggests that juveniles may have partic-
ular deficits that affect their competence to enter a
guilty plea, because they tend to be overly
influenced by short-term outcomes and/or may
have deficits in legal understanding (Daftary-
Kapur and Zottoli 2014).
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Factors Potentially Affecting Juvenile
Adjudicative Competence

There are four main factors to consider when
assessing juvenile adjudicative competence:
(1) intellectual/cognitive disabilities, (2) age,
(3) developmental immaturity, and (4) mental ill-
ness. These four factors potentially could impair
the three major aspects of the adjudicative process
(CST, competence to waive counsel, and compe-
tence to enter a guilty plea). Although most
research focuses on the effects of these factors
on CST, they are likely to have similar effects on
competence to waive counsel or to enter a guilty
plea. These factors are also similar, if not the
same, as the ones that have the potential to impair
pre-adjudicative competence, as discussed
previously.

Intellectual/Cognitive Disabilities
Low cognitive functioning or subaverage intelli-
gence, as measured by an IQ test, can potentially
impair a juvenile’s ability to understand, commu-
nicate, and effectively participate in court pro-
ceedings (Panza and Fraser 2015). This is
important because the average IQ of juveniles
in the juvenile justice system is at least one stan-
dard deviation below that of juveniles in the
general population. One study found that 40%
of juveniles with an IQ score between 60 and
74, and 25% of those with an IQ score between
75 and 89, demonstrated significant impairment
in capabilities associated with JCST (Grisso
et al. 2003). Full-scale IQ scores may not reveal
more subtle deficits, such as learning disabilities,
that also can significantly impact their compe-
tence to participate in the adjudicative process.
One study found that 36% of detained juveniles
have a learning disability, compared with 7–12%
of youth in the general population (Burrell
et al. 2008). Another study found that detained
youth had the greatest deficit in receptive verbal
skills compared to other cognitive skills (Lansing
et al. 2014). Receptive verbal skills are consid-
ered essential to understanding court proceed-
ings, and such deficits potentially can impair
youths’ ability to engage meaningfully in legal
proceedings.
Traumatic brain injuries can also be a source of
cognitive deficits and lead to neuropsychological
impairments that potentially can impair juvenile
adjudicative competence. The rates of traumatic
brain injury (TBI) are significantly higher in juve-
nile offenders than in youth in the general popu-
lation. A recent meta-analysis found that
approximately 30% of juvenile offenders have
sustained a TBI prior to detention (Farrer
et al. 2013). Deficits in cognitive functions such
as attention, speed of thinking, working memory,
declarative learning, and executive functioning
are common after moderate or severe TBIs in
youth (Wszalek and Turkstra 2015). These defi-
cits in cognitive functioning can lead to problems
in language comprehension and expression –
abilities that are considered essential for commu-
nication in court proceedings.

Other disorders that can lead to neuropsycho-
logical impairments and impair juvenile adjudica-
tive competence are fetal alcohol spectrum
disorders (FASDs). The prevalence of FASDs
among youth in the US juvenile correctional sys-
tem has not been thoroughly researched but is
thought to be significantly higher than that in the
general population; such disorders often go
undetected in youth in juvenile correctional facil-
ities (Popova et al. 2011). FASDs are associated
with cognitive, behavioral, and social skills defi-
cits, all of which can affect the adjudicative pro-
cess. One study found that the majority of juvenile
offenders with FASDs showed deficits in a least
one ability relevant to the adjudicative process
(McLachlan et al. 2014).

Age
Younger age, especially age less than 14 years, is
one of the major predictors of juvenile incompe-
tence to stand trial (Savitsky and Karras 1984;
Kivisto et al. 2011). One multisite study found
that one third of 11–13 year olds tested and one
fifth of 14–15 year olds tested would likely have
been found incompetent to stand trial, while
16 and 17 year olds tested reached competence
levels near those of adults (Grisso et al. 2003).
Another study found that nearly all youth 12 years
old and younger who were referred for a CST
evaluation were found to be incompetent, and
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50% of 13–14 year olds referred for evaluation
were found to be incompetent (McKee 1998).

Developmental (Im)maturity
A defendant’s developmental maturity, or more
precisely, level of immaturity, can influence his
or her ability to rationally understand and partic-
ipate meaningfully in court proceedings.
Although developmental immaturity is somewhat
related to IQ and age, there is significant variabil-
ity among youth with similar ages and IQs. Devel-
opmental maturity can be organized into two
different domains: the “cognitive” domain and
the “psychosocial” domain. The cognitive domain
of developmental maturity encompasses a defen-
dant’s ability to understand, reason about, and
appreciate the adjudicative process. More simply,
this addresses the question: Does the defendant
know what she/he should do? Some or all of these
“cognitive” abilities may be either impaired or
newly acquired in juveniles. The psychosocial
domain integrates developmental factors or traits
that influence the dependability and uniformity
with which juveniles deploy their cognitive abili-
ties. This domain addresses the question: What
does the defendant actually do and why? Many
of these factors/traits are transient and change as
the juvenile matures.

Recently, researchers have begun to define
more precisely particular domains of “impair-
ment” to better characterize a juvenile’s overall
degree of immaturity and examine how these
impairments might affect adjudicative compe-
tence. Many adolescents manifest impairments
in the following domains: (1) risk appraisal,
(2) time perspective, (3) peer influence,
(4) abstract thinking, (5) perceived autonomy,
and (6) “character” stability (Kambam and
Thompson 2009; Steinberg 2009; Thompson and
Fischer 2015). Adolescents tend to discount and
undervalue risk (risk appraisal), care more about
short-term consequences than long-term conse-
quences, and are less “future-oriented” than adults
(time perspective). Adolescents are much more
likely than adults to be subject and succumb to
peer influence (peer influence). The perceptions
and decisions of youth may be based on overly
concrete ideas; they may view rights as
discretionary or conditional as opposed to auto-
matic and inalienable (abstract thinking).
A child’s or adolescent’s lack of perceived auton-
omy canmanifest itself as passivity, inattention, or
compliance with authority (perceived autonomy)
(Galvan et al. 2007; Gardner and Steinberg 2005;
Scott et al. 1995; Steinberg and Cauffman 1996).
Furthermore, coherent integration of various ele-
ments of identity does not occur until early adult-
hood under the best of circumstances (“character
stability”). Case examples illustrate these psycho-
social issues in adolescents. For example, because
pleading “not guilty”would require him to remain
in custody, a minor may agree to plead guilty to a
charge despite limited evidence because he wants
to be released to his parents quickly. Here, the
minor does not appropriately weigh the longer-
term consequences of pleading guilty. In another
scenario, a minor who has stolen property and
faces strong evidence against him may refuse to
agree to a plea bargain in an attempt to appear
“cool” to his peer group.

Recent discoveries in neuroscience have pro-
vided neuroanatomical and functional explana-
tions for at least a portion of these cognitive and
psychosocial impairments in youth. Adolescence
is considered a period of dynamic development of
cortical and functional circuits and using
advances in neuroimaging techniques; researchers
have recently begun to characterize the develop-
mental patterns of these functional circuits
(Bonnie and Scott 2013; Cohen and Casey 2014;
Vink et al. 2014; McCormick et al. 2016). Studies
have shown that these tracts, composed of white
matter, mature in nonlinear, discrete patterns and
that this maturation continues well into adulthood
(Simmonds et al. 2014). Maturation of these tracts
enhances the neuroconnectivity between the pre-
frontal cortex (region involved with cognitive
control) and subcortical limbic structures
(structures thought to be involved with reward
processing) (Lourenco and Casey 2013; Casey
et al. 2011). Functional neuroimaging studies
have also demonstrated significant changes in
the activation of areas of the brain involved in
cognitive and reward processing. Researchers
have started to use neuroimaging in real-time
experimental scenarios to assess how the social
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context, such as the presence or absence of peers,
influence risk-taking behaviors and responsive-
ness to rewards (Rodrigo et al. 2014; Smith
et al. 2015). For example, adolescents are asked
to perform a task, such as driving in a car simula-
tor, while being observed in the presence or
absence of a peer. Adolescents, but not adults,
generally make riskier maneuvers and have
increased activation of reward centers of the
brain when knowingly being observed by peers,
compared to driving alone (Chein et al. 2011;
Cohen and Casey 2014). Adolescent risk-taking
behavior and activation of reward centers of the
brain were further diminished when the subject
was knowingly being observed by a parent, com-
pared to driving alone (Telzer et al. 2015). These
studies add to growing evidence suggesting a link
between the neurobiological changes occurring
during adolescence and the behavioral changes
observed during this same time period.

Mental Illness
Another factor that potentially can impair juvenile
adjudicative competence is mental illness. Juve-
niles involved in the juvenile justice system have a
much higher prevalence of mental disorders than
youth in the general population. Approximately
66–75% of detained juveniles meet criteria for at
least one mental disorder (Teplin et al. 2002).
Even if conduct disorder alone is excluded as a
diagnosis, greater than 60% of incarcerated juve-
niles still meet criteria for at least one disorder, and
over 40% meet criteria for more than one disorder
(Ash 2012). Symptoms caused by a variety of
untreated or inadequately treated mental disorders
can adversely impact juvenile adjudicative com-
petence. For example: juveniles with social anxi-
ety disorder may be too anxious to meet with their
attorneys; juveniles with posttraumatic stress dis-
order may be too guarded or avoidant to partici-
pate in court proceedings; juveniles with major
depressive disorder may lack the energy, hope,
or motivation to defend themselves in court; juve-
niles with attention-deficit/hyperactivity disorder
may be too hyperactive, impulsive, or inattentive
to attend to conversations with their attorneys or
court proceedings (Soulier 2012; Thompson and
Fischer 2015). Despite the high prevalence of
mental disorders among juvenile detainees, the
majority of detainees who would benefit from
mental health services will not receive any treat-
ment prior to adjudication (Teplin et al. 2005).
However, studies examining the impact of various
factors on juvenile adjudicative competence have
found that mental disorders have less impact than
developmental immaturity on competence deter-
minations (Bath et al. 2015). This is likely because
the prevalence of seriously impairing mental dis-
orders (such as bipolar and schizophrenia) is sig-
nificantly lower in juveniles than in adults,
whereas developmental immaturity is nearly uni-
versal in juveniles.
Competence Assessment Instruments
(CAIs)

Although the cornerstone of assessing competence
is a thorough forensic psychiatric/psychological
examination by a skilled examiner, competence
assessment instruments (CAIs) can serve as
adjunctive tools to help guide and assist the exam-
iner. Some of these tools have been adapted from
existing adult instruments, with adaptations
designed to enhance the assessment of a youth’s
adjudicative competence. However, there are no
CAIs currently available that have manual-based
adolescent norms (Fogel et al. 2013). Addition-
ally, there is not currently an instrument designed
specifically to assess for malingering in an evalu-
ation of juvenile adjudicative competence.
Although this likely is a less frequent problem in
juveniles than adults (for which there is a test), it is
a limitation of the available instruments (Gottfried
et al. 2015). Several of the commonly used CAIs
in juvenile competency evaluations are discussed
below.

MacArthur Competence Assessment Tool-
Criminal Adjudication (MacCAT-CA)
TheMacCAT-CA, developed in 1997, is a 22-item
instrument that is used to assess for adjudicative
competence (Hoge et al. 1997; Bonnie and Grisso
2000). It requires approximately 30 min to admin-
ister. The instrument uses a hypothetical case sce-
nario involving an aggravated assault.
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Competence is scored along three axes: under-
standing, reasoning, and appreciation. For each
measured domain, defendants can score within
three levels of impairment: none or minimal
(<1.0 standard deviations (SD) below the mean
of the “presumed competent” sample), mild
(1.0–1.5 SD below the mean), or clinically signif-
icant (>1.5 SD below mean). Although some
examiners find working with its hypothetical
case difficult, the exam has good internal
reliability.

Georgia Court Competency Test-Juvenile
Revision (GCCT-JR)
The GCCT, initially developed in 1978 and
revised in 1988 (Georgia Court Competency
Test – Mississippi State Hospital Version (GCCT-
MSH)), is a standardized, 21-item instrument used
to assess for adjudicative competence that requires
approximately 10–15 min to administer
(Nicholson et al. 1988). Its questions address six
domains: (1) physical layout of the court, (2) func-
tions of court participants in a trial, (3) the defen-
dant’s charges, (4) helping one’s attorney, (5) the
alleged crime, and (6) potential consequences.
Competence is scored from 0 to 100, with a score
<70 indicating that further examination of
competence-related abilities is likely warranted.
The GCCT-MSH has shown good inter-rater reli-
ability; however, it has been criticized for being
too focused on the defendant’s knowledge of the
trial process and not focused enough on the defen-
dant’s ability to assist in his/her defense. The
GCCT-Juvenile Revision (GCCT-JR) was an addi-
tional variation developed in 1997.

The Fitness Interview Test-Revised (FIT-R)
The Fitness Interview Test-Revised, which was
developed in 1984 and revised in 1998, is a
16-item structured clinical interview initially
designed for use in evaluations for adjudicative
competence in Canada but updated for use in the
United States (Roesch et al. 2006). The FIT-R was
designed to be a flexible guide for evaluators that
would cover issues related to adjudicative compe-
tence such as factual knowledge of criminal pro-
cedures, ability to communicate with one’s
attorney, ability to participate in one’s own
defense, and an appreciation of the nature of the
proceedings (McLachlan et al. 2014). Although
the FIT-R was not initially developed for juve-
niles, the language of the interview is fairly sim-
ple, making it suitable for use in this population
(Stepanyan et al. 2016).

The Competence Assessment for Standing
Trial for Defendants with Mental Retardation
(CAST-MR)
The CAST-MR, a 50-item, highly structured inter-
view that takes approximately 30–45 min to
administer, is used to assess the competency of
individuals with an intellectual disability (Rogers
and Johansson-Love 2009). Defendants evaluated
by this instrument must have at least a fourth-
grade reading level, but the questions, which
require narrative answers, can be read to the
defendant. The CAST-MR initially was tested on
subjects with intellectual disabilities in the com-
munity, not criminal defendants; therefore, the
subjects were less likely to be familiar with the
court process than criminal defendants. This may
have negatively impacted the test’s validity for
use in intellectually disabled pretrial detainees.

The Juvenile Adjudicative Competence
Interview (JACI)
The Juvenile Adjudicative Competence Interview
(JACI), developed by Grisso et al. in 2005, has
now become widely used in juvenile adjudicative
competence assessments. This semistructured
interview was designed to guide clinicians in
assessing youths’ reasoning, understanding, and
appreciation of the adjudicative process. The
JACI is specifically designed to allow examiners
to obtain information about errors or distortions
that arise because of adolescents’ developmental
characteristics. Through its provisions for
retesting of defendants to evaluate retention of
material, examiners may determine whether or
not defendants are educable. The JACI also
includes instructions for teaching unfamiliar con-
cepts and prompts evaluators to use follow-up
questions to explore responses in more depth
(O’Donnell and Gorss 2012). Although the JACI
is currently considered the “gold standard” for
juvenile adjudicative competence assessments, it
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has not been validated and has been criticized for
utilizing terms that may be more appropriate for
use in adult criminal court (Grisso 2005).
Remediation of Juveniles’ Adjudicative
Incompetence

Once a juvenile has been found to be incompetent,
legal proceedings are usually suspended. At this
point, depending on the jurisdiction and severity
of the crime, the court may mandate that the youth
receive competence remediation services. Com-
petence “remediation” has been proposed as a
preferred term (over “restoration”) because in
many cases, due to developmental immaturity,
age, or an intellectual disability, juveniles might
never have been competent in the first place
(Fogel et al. 2013). Competence remediation ser-
vices generally involve treating any underlying
impairing conditions (if treatable), providing edu-
cation on legal procedures, and providing inten-
sive case management (Jackson et al. 2014). The
disposition of incompetent juveniles often
depends on two factors: (1) the severity of the
offense and (2) whether competence can be
remediated within a reasonable period of time
(Bath and Gerring 2014). The use of remediation
services in juveniles is relatively new (when com-
pared with adults), and there have not been any
systematic research studies to provide evidence-
based recommendations for how best to remediate
juvenile adjudicative incompetence.

An accumulating body of evidence suggests
that juveniles, particularly children and younger
adolescents, frequently demonstrate deficits that
impair their ability to participate effectively in the
pre-adjudicative and adjudicative process. These
deficits are usually a result of younger age and
developmental immaturity, rather than the result
of a mental disorder. Therefore, the traditional
paradigm of “restoration” of adjudicative compe-
tence (i.e., commitment to a state hospital and
treatment with medication) does not typically
apply. Rather, juveniles must attain competence
through normal maturation; however, keeping
children in state custody until competence is
attained likely challenges constitutional standards
(see Jackson vs. Indiana (1972)) and may have a
deleterious impact on children’s or adolescents’
development. Dismissing potentially serious
charges because of incompetence is, for many,
an equally unsatisfactory solution.

The juvenile justice system is faced with a
complex challenge – the adjudicative processing
of young individuals who are often immature,
mentally ill, and/or intellectual disabled or cogni-
tively impaired. Although researchers have begun
to characterize the degree of impact of each indi-
vidual factor on juvenile adjudicative compe-
tence, there is still much left unknown about the
interplay between the different factors and the
optimal methods to detect and remediate these
factors. Future research likely will improve our
understanding of the factors that contribute to this
complex challenge and inform court participants
about the best way to remediate factors contribut-
ing to juvenile incompetence to stand trial.
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Overview

In developmental science, adjustment has many
different definitions. Typically, however, it refers
to the process of balancing conflicting needs and
doing so in either positive (adjustment) or nega-
tive ways (maladjustment). As such, it figures
prominently in the study of adolescence given
that the period of adolescence tends to be per-
ceived as one where individuals begin to learn
how to adjust to their new cognitive, physical,
and social abilities. They are expected to do so
in ways that successfully respond to social
demands, including ways that set them on a path
toward successful adulthood. Yet, the conceptual-
ization of adjustment still tends to be not well
developed, an important limitation given the con-
cept’s importance to the study of adolescence.
Adjustment

In developmental science, adjustment is an often
used term that refers to reactions to identifiable
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stressors, with adjustment involving adapting the
self to the situation, changing the situation, or
both. Studies examining adjustment range widely,
such as adjustment to school, parental conflict,
chronic illnesses, adoption, victimization, or
even to adolescence itself. Adjustment can also
refer to the relative presence or absence of diag-
nosed psychological disorders, symptoms, or neg-
ative mood. The broad scope of what constitutes
adjustment is reflected in the wide range of ways
that it is measured, ranging from a focus on
depressive systems to how one generally copes
with a situation. The most specific way that
adjustment is used arguably is in the contexts of
adjustment disorders, but even those have been
criticized as being too vague and poorly defined
and constituting an indefinite symptomatology
(see Strain and Diefenbacher 2008).

As a construct, adjustment has not been the
subject of much commentary in and of itself; it is
simply assumed to cover a broad range of factors.
The notable exception to lack of effort to concep-
tualize adjustment appeared in 1940 by Sarbin
(1940), who viewed adjustment as focusing on
conformity to cultural norms, mores, and tradi-
tions, or as focusing on a mastery of one’s envi-
ronment in ways that are adequate and satisfying
to individuals, or as a compromise of one’s beliefs
or needs in ways that remain satisfying, such as
changing one’s standards. Although considerably
dated, more current uses of the term adjustment do
seem to fall in those three broad categories.

Two reasons may explain the lack of effort to
better conceptualize the nature of adjustment. One
reason is that, rather than focus on adjustment
itself, research on adjustment has focused on
what stress or factor adjustment specifically
referred to. For example, one of the most fruitful
areas of research involves adjustment to chronic
illnesses and diseases. That area has led to multi-
ple views of what constitutes adjustment.
A leading example conceptualized adjustment to
diseases as focusing on mastery of disease-related
tasks, preserving functional status, having low
negative affect and no psychological disorder,
and addressing issues of quality of life in multiple
domains (such as physical, functional, social,
sexual, and emotional domains) (see Stanton
et al. 2001). Other conceptualizations also have
emerged to describe adjustment to illnesses, some
of which add a focus on retaining a purpose in life,
regulating distress, restoring relationships with
others, and maintaining a positive mood and
self-worth (for a review, see Stanton et al. 2007).
Importantly and although this area of research has
centered more on adults than on youth, it reveals
how a multitude of factors influence adjustment,
such as socioeconomic status, culture and ethnic-
ity, gender, as well as personality attributes and
coping mechanisms. This area of research also
shows, however, that the study of adjustment has
become much more specialized and focused.

Another reason for a lack of focus on a more
general concept of adjustment is a continued focus
on its extremes. Notably, there is considerable
focus on maladjustment, in the sense of focusing
on pathology and problem behavior. This broad
focus is of significance even though research on
the formal diagnosis of adjustment disorder in
adolescence is a common diagnosis for non-
psychotic youth and research relating to it remains
quite scarce (see Pelkonen et al. 2007). Equally
importantly, research increasingly focuses on pos-
itive adjustment, as highlighted by the positive
youth development movement. Both of these
extremes of adjustment provide important under-
standings of the nature of adolescence as well as
factors that do contribute to effective adjustment,
although more of a focus has been placed on the
more negative side of adjustment as opposed to
the optimal side. That research, much of which
has been conducted in the United States, has
shown that most adolescents appear “adjusted”
in that they take pleasure in many aspects of
their lives and are satisfied with most of their
relationships most of the time (Offer and
Schonert-Reichl 1992). Adolescents also appear
adjusted in that large national samples report that
the vast majority of youth in the United States do
not show signs of psychopathology, with one
leading study showing, for example, that 78% of
youth in its national sample were deemed
adjusted, with 44% being well or adequately
adjusted and the other 34% marginally adjusted
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(McDermott and Weiss 1995). These may appear
to be impressive and positive findings, but the
converse is also true: approximately 20% of
youth suffer from psychopathology and are
deemed in need of mental health care. This line
of research, although focusing on the negative,
highlights well the benefits that can come from
research focusing on adjustment.
Conclusion

Adjustment serves as a key construct in the study
of adolescence. Yet, like many other constructs,
such as normality and adaptation, it remains
contested. A look at how the construct is used
reveals that it likely will remain undeveloped,
although widely used.
Cross-References

▶Adaptation
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Adjustment Disorder

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Adjustment Disorder is an imprecise term for a
variety of symptoms that develop in response to
an identifiable stressor, such as a school transition
(American Psychiatric Association 2000). The
focus tends to be on an individual’s reaction to
an overwhelming stress; indeed, the disorder used
to be labeled “adjustment reaction.” When the
stressor is not a traumatic event, the diagnosis of
adjustment disorder is used rather than that of
posttraumatic stress disorder (PTSD). Psychiatric
classificatory systems require that symptoms
occur within 1–3 months of an identified stressor.
Symptoms can include anxiety, depressed mood,
disturbance of conduct, physical complaints,
withdrawal, or academic inhibition. The disor-
der’s duration is typically brief, less than 6months.
If it lasts longer than that, the diagnosis is
reevaluated and the individual is perhaps desig-
nated into a different diagnostic category or the
diagnosis is specified as chronic, acute, or persis-
tent adjustment disorder.

Adjustment disorders are deemed common,
and may be the most common single psychiatric
diagnosis for adolescents and children. They
occur in 2–8% in community samples of children
and adolescents and 10–30% of those in mental
health outpatient settings (see Rodgers and
Tennison 2009). The disorders also have signif-
icant implications. Adolescents with adjustment
disorder are deemed at risk to abusing toxic sub-
stances and for suicidal acts (Portzky et al.
2005). Despite the frequency and apparent sig-
nificance of the diagnosis, reviews reveal a per-
vasive lack research on the nature and
management of adjustment disorder (Laugharne
et al. 2009). Debate also continues regarding the
conceptual basis of the disorder and its useful-
ness as a diagnostic entity (Baumeister and
Kufner 2009).
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Overview

The concept of an adolescent crisis typically
refers to the notion of an identity crisis that
occurs during the period of adolescence. The
leading theory in this area was developed by
developmental psychologist Erik Erikson who
examined the importance of forming a strong
sense of identity and how, during the adolescent
period, individuals would face an identity crisis
that would refer to a time of intensive analysis
and exploration of different ways of looking at
oneself. The resolution of that exploration would
be an identity that would allow adolescents to
become psychologically healthy adults and allow
them to address other developmental challenges.
Research supports well Erikson’s views of
intense concern about identity issues during
adolescence, and society even has created the
period of adolescence (mainly through school-
ing) that permits youth to take on roles and chal-
lenges to help them determine their sense of
identity.
Crisis and Adolescence

An adolescent crisis can be defined in many ways.
Typically, it refers to the upheaval that happens
during this period, such as the changes that can
take place in multiple dimensions, including emo-
tional components, psychological factors, and
physical development. The adolescent period has
been conceptualized as rife with often dramatic
shifts leading to viewing psychological events
during this period as crises in and of themselves
due to their being important to address before
reaching maturity.

The developmental view was one adopted and
developed by Erik Erikson who conceived of a
psychological theory proposing that exploration
was at the heart of the identity crisis that needed to
be resolved before youth could address other psy-
chosocial tasks (Erikson 1968). Erikson argued
that each stage of development contains a crisis
because it involves a radical change in individ-
uals’ perspectives. Importantly, then, his view of
crisis was not the one typically associated with the
term “crisis.” Rather it was a much tamer one
involving the need to come to terms with key
developmental issues, and those “crises” contin-
ued throughout the life span as individuals sought
to address different issues that come with different
stages of life.

It is important to understand that Erikson used
the term “stage” in a metaphorical sense. His
stages of human development were functional
stages that outline the temporal parameters in
which events occur. For Erikson, the crisis that
occurs during the period of adolescence is the
identity crisis. The stage in which it occurs is
one that typically begins during puberty and
ends with the late teens to late 20s. Although this
is a broad range, it is one that reflects variation in
psychological, social, economic, and other condi-
tions that youth face.

https://doi.org/10.1007/978-3-319-33228-4_487
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The Identity Crisis of Adolescence

The significance of the boundaries of the identity
stage is that it marks the identity crisis. Erikson’s
view of the adolescent crisis, as well as the current
developmental understanding of it, is one in
which adolescents are engaged in the exploration
of becoming adults, a process that may as easily
involve an ongoing, energetic, impulsive
approach at some points and the opposite, bored,
withdrawn, seclusive response at other times.
Several have shown how it is the challenge and
responsibility that adolescents face in needing to
establish their adult personas and role that results
in the series of crises taking place during this
period (see Boyes and Chandler 1992). The task
of undergoing biological changes, concerning
both physiological and psychological dimensions
of one’s self, results in the adolescent sense of self
being confronted with seeming insurmountable
difficulties. The developmental task of adoles-
cence is to come to terms with those difficulties.

Arguably, emotional changes happening in this
period prove the most salient in affecting alter-
ations in an individual’s personality as they con-
front the problems inherent in growth and
development. Some have viewed the adolescent
crisis as helping to account for why some youth
may tend toward poor social judgment, including
rebellious and hostile attitudes toward parents and
other authority figures, whom they tend to blame
for their own problems (see Kidwell et al. 1995).
That pattern may then persist into, or at least
highly influence, later developmental periods.
Researchers have long studied adolescents’ crises,
as conceptualized by Erikson, and they generally
have found broad support for it (see Stark and
Traxler 1974).

The adolescent crisis, then, may be one that
lasts several years, which would not be surprising
given its importance. For Erikson, four conditions
needed to be present for a crisis to occur (see Cote
and Levine 1987). Youth needed a certain level of
cognitive development. During adolescence,
youth gain new abilities, which help to fuel think-
ing about issue in newways. Puberty also needs to
have occurred, as puberty reveals new levels of
maturity and experiences that go with it. Also,
physical growth resembling adulthood is neces-
sary. Lastly, youth need to experience cultural
pressures that move youth toward the need to
resolve identity issues. Erikson typically focused
only on the last condition, as it was the one that
balanced personality development with cultural/
social experiences that are shaped by societal
needs.

In thinking about the adolescent crisis, it
becomes clear that it is the reason for the socially
recognized period of adolescence. Resolving the
identity crisis requires what developmentalists
call a period of moratoria. In this instance, the
moratoria include structured role patterns that
societies provide youth to help them address
their identity crises. Erikson (1980, p. 119)
described it like this:

Societies offer, as individuals require, more or less
sanctioned intermediary periods between childhood
and adulthood, institutionalized moratoria, during
which a lasting pattern of ‘inner identity’ is sched-
uled for relative completion.

Societies, then, essentially have created the
period of adolescence by developing a space for
them to experiment roles in ways that are broadly
structured. Groups may vary in terms of the struc-
ture and expectations they have about adoles-
cents, such as the amount of misbehavior and
risk taking that they will tolerate and forgive,
which influences how adolescents address their
crises and develop their identities.
Conclusion

Few researchers now focus on the notion of an
adolescent crisis. Yet, there is no doubt that
intense concerns about identity mark the adoles-
cent period, and the adolescent period involves
resolutions about people’s sense of who they are
and what they wish to be. The adolescent period is
now recognized as an important period in which
adolescents first begin to address major issues
about their sense of self and a period in which
they have new abilities and ways of seeing them-
selves differently and responding to social
demands that they will work through during
other periods of development. Rather than focus
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on what Erikson viewed as a normative (and even
needed) “crisis,” researchers now focus on the
development of, for example, the sense of self
and identity as well as risk taking and role taking.
Researchers appear to center on aspects of the
crisis and, in a real sense, have moved away
from considering who those aspects of develop-
ment play into larger developmental needs.
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Overview

A dramatic increase in stress during adolescence
is generally (and fortunately) accompanied by a
concomitant increase in the sophistication and
flexibility of a teen’s capacity to cope with stress.
For teens living in the context of family poverty,
both the experience of stress and the development
of adaptive coping capacities are more compli-
cated. First, poor teens often experience higher
levels of stress created by life in poverty, such as
noise pollution, crowding, and hunger. Second,
this context of stress created by poverty amplifies
the impact of normative adolescent stress. Third,
high levels of stress compromise poor teens’
development and use of efficacious coping, and
instead encourage disengagement coping, which
has detrimental long-term effects on adolescent
health and development. Finally, prevention pro-
grams targeting the development of efficacious
coping during late childhood and early adoles-
cence have the potential to better equip teens
affected by poverty to face the challenges ahead.
Developmental Framework
of Adolescent Stress and Coping

To understand how adolescents perceive and cope
with stress, it is important to examine stress and
coping processes within a framework of normative
adolescent development. Adolescence is a period
characterized by a number of rapid changes in
physical maturation, sexuality, autonomy, peer
influence, responsibilities, roles, and personal
identity (Schulz and Kerig 2012). Upon entering
adolescence, many individuals experience higher
levels of stress than at previous points in develop-
ment. However, there is also significant
interindividual variability and situational specific-
ity in adolescents’ stressful experiences (Seiffge-
Krenke et al. 2009). Stress becomes more complex
during this stage of development, comes increas-
ingly frommultiple interacting sources, and begins
to tax adolescents’ growing repertoire of social and
cognitive abilities.

In a recent national survey conducted by the
American Psychological Association (APA
2014), adolescents reported levels of stress com-
parable to adults surveyed. School was the most
commonly reported source of stress, with adoles-
cents noting that balancing school activities and
obligations was very stressful. Still, 65% of ado-
lescents also noted concerns about their family’s
finances. Adolescents reported their stress level
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exceeded what they believed to be healthy (APA
2014). Another hallmark of adolescent develop-
ment is the common experience of frequent and
intense conflict with parents. Topics of
parent–adolescent conflict span a range of
issues – adolescent autonomy, communication
difficulties, and pressure to achieve academically
(e.g., Laursen and Collins 2004; Seiffge-Krenke
et al. 2009). When asked about the relative impact
of multiple sources of stress on their lives, teens
endorsed parent-related stress as more pervasive
and intense than other forms of interpersonal
stress (Seiffge-Krenke et al. 2009).

Still, adolescence is also a time characterized by
a growing influence of peers and increasing
salience of social relationships. Adolescents tend
to expand their group of friends creating more
opportunity for both interpersonal support and
stress (Bowker et al. 2000). With the biological
and cognitive changes of puberty, teens notably
begin to form romantic relationships. Despite
their potential supportive and social benefits,
early romantic attachments are often saturated
with conflict and can dramatically increase adoles-
cents’ daily stress levels (e.g., Gallaty and Zimmer-
Gembeck 2008). Further, dissolution of romantic
relationships can exacerbate stress and impact
mental health (Zimmer-Gembeck and Skinner
2008). Many of these changes in the character of
stressful experiences demonstrate near-universality
across cultures (Gelhaar et al. 2007). However, as
will be discussed later in this entry, the stressful
environment of poverty generates unique, addi-
tional difficulties for the developing adolescent.
In sum, the normative period of adolescent growth
presents increasingly complex forms of stress, cre-
ating significant challenges for teenagers.

Fortunately, gains in social and cognitive devel-
opment made during adolescence help equip indi-
viduals to cope with these new stressful
experiences. Adolescents typically show marked
improvement in reasoning abilities and an associ-
ated ability to think abstractly, integrate multiple
perspectives, and plan (Steinberg 2005). Acceler-
ated growth in the prefrontal cortex during adoles-
cence likely underlies much of this growth in
cognitive development (Crone and Westenberg
2009). The prefrontal cortex houses the brain’s
capacity to coordinate voluntary and automatic
responses to external stimuli, including stressful
experiences. With increased prefrontal growth
and the development of formal operational thought,
adolescents make substantial gains in executive
functioning and planning skills, which are useful
in systematically solving problems and combating
stressors head-on. With these skills, adolescents
begin to minimize the amount of external support
needed to cope with stress, instead relying more on
their increasingly sophisticated and diverse set of
cognitive, behavioral, and emotional appraisal and
coping skills (Zimmer-Gembeck and Skinner
2011). Though acquiring this diverse set of skills
could feel overwhelming to a developing adoles-
cent, teens make concurrent cognitive gains in
secondary appraisal skills, or the ability to make
appropriate coping strategy choices in response to
specific stressful situations (Seiffge-Krenke
et al. 2009; Zimmer-Gembeck and Skinner 2011).
As such, many teenagers can respond flexibly to
the new andmore complex sources of stress in their
environment, applying specific coping strategies to
relevant stressors.

While increased stress is a normative adoles-
cent experience, many individuals living in pov-
erty have even greater exposure to stress during
their teenage years. Further, much of the stress
associated with poverty is experienced as less
controllable and alterable than typical adolescent
stressful experiences. The rest of this entry will
describe what constitutes poverty-related stress
for adolescents, how poverty-related stress nega-
tively impacts adolescents’ mental health, the
ways in which poor teens effectively and ineffec-
tively cope with such stress, how increased stress
levels can have a direct influence on teens’ coping
skills, and what can be done to help teens in
poverty learn adaptive coping strategies and pre-
vent the development of psychopathology.
Adolescent Poverty-Related Stress

Chronic psychosocial stress is a major mechanism
through which poverty exerts its negative toll on
both children and adults. Capturing what is stress-
ful about life in poverty has required a shift away
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from a Folkman and Lazarus (1986) definition of
stress, with its emphasis on cognitive appraisals
and a shift toward a Selye (1956) definition in
which stress is a nonspecific biological response
to a demand. The appraisal-based definition of
stress is particularly problematic when consider-
ing poverty’s effects on children and adolescents.
Various aspects of poverty take a huge toll on
children’s bodies, yet many of these influences
are not necessarily appraised by the adolescent
as being stressful to them. Perhaps it would be
safe to ignore poverty’s unappraised stressful cir-
cumstances if they did not convey such seriously
damaging long-term consequences (e.g., Miller
et al. 2009).

Building on the excellent work of researchers
such as Conger and Elder, Evans, McLoyd, and
Huston, Wadsworth and colleagues have created a
broad-based bioecological definition of poverty-
related stress that includes aspects of the day-to-
day environment as well as aspects of the broader
environment that impinge on the developing
child. This definition includes a focus on multiple
levels of influence, from inadequate physical
environments, dangerous and poor-quality neigh-
borhoods, exposure to violence, discrimination,
economic stress, and family turmoil. These
stressors alone contribute to compromised func-
tioning, but as Gary Evans has demonstrated,
together they are overwhelmingly damaging for
child and adolescent development. This entry
reviews the major areas of influence included in
this definition of poverty-related stress, how they
convey risk to the developing adolescent, and
finally their individual and cumulative effects on
adolescent physical and mental health outcomes.
In addition, the entry includes information on
adolescent appraisals of poverty-related stress.

Physical Environment. Poor adolescents are
exposed to disproportionately high levels of
pollution – they are more likely to live close to
industries, factories, toxic waste dumps, and high
traffic areas that produce air polluting diesel
exhaust, exposing them to harmful carcinogens,
lead, pesticides, and other pollutants
(Chakraborty and Zandbergen 2007; Chang
et al. 2009; Schreier and Chen 2013). This expo-
sure results in physical health problems and
cognitive deficits (Bullard and Wright 2003;
National Research Council 1991). For example,
long-term exposure to air pollutants has been
found to significantly increase rates of hospitali-
zation due to asthma and mortality (Chang
et al. 2009; Brook et al. 2010). In addition to air
pollution, poor teens experience noise pollution
resulting from living close to high traffic areas and
residing in crowded neighborhoods and homes
(Buonocore, et al. 2009; Schreier and Chen
2013). Noisy and crowded homes are more stress-
ful and less-suitable environments for learning or
getting adequate sleep and rest. Crowding and
noise disrupt physiological functioning and inter-
fere with learning and reading acquisition,
compromising healthy physical and cognitive
development (Evans 2001, 2004; Holgate
et al. 1999). Poor families often live in structures
that are in need of repair or of poor quality, have
fewer amenities such as washing machines or air
conditioning, are infested with rodents, and have
inadequate heat in the winter (Children’s Defense
Fund 1995; Evans 2004). Poor-quality housing
has been associated with more respiratory ill-
nesses and more injuries in childhood (Evans
2004; Evans et al. 2003; Schreier and Chen 2013).

Neighborhood Disadvantage. Community-
level neighborhood stressors, including crime
and residential mobility in the community, are
often chronic and affect all members of a given
community. Low levels of safety and cohesion
create additional stress for community members.
Communities that cannot afford to support formal
organizations such as community centers, librar-
ies, gyms, or churches provide fewer opportuni-
ties for positive interactions among community
members, while zoning laws in poor neighbor-
hoods often allow for more bars, liquor stores,
and multifamily dwellings (Jargowsky
et al. 2005). In addition, the presence of parks
and green space has been found to positively
affect the community’s willingness to work
together, whereas the presence of liquor stores
has been found to negatively impact the
community’s sense of efficacy and mutual trust
(Cohen et al. 2008). Research has shown that
neighborhood disadvantage intensifies the nega-
tive effects of daily stressors on psychological
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problems (Attar et al. 1994), placing adolescents
in communities with fewer resources at greater
risk for juvenile delinquency (Leventhal and
Brooks-Gunn 2003). In addition, the physical dis-
order of one’s neighborhood has been related to
increased alcohol problems for adolescents
(Keyes et al. 2012). Neighborhood disadvantage
also contributes to crime and delinquency through
factors such as residential mobility and high-
poverty rates. These problems tend to reduce a
community’s ability to exercise social control,
reduce interconnectedness within and commit-
ment to the community, weaken ties to the com-
munity, and reduce adult monitoring of children
(e.g., Brooks-Gunn et al. 1993; Farrington and
Loeber 2000; Sampson and Groves 1989). Recent
analyses of longitudinal data have provided
insight into the effects of neighborhood disadvan-
tage over time. Wodtke (2013) found that adoles-
cents living in poor neighborhoods for longer
periods of time were more likely to experience
teen parenthood. Looking at 20 years of longitu-
dinal data from the Project on Human Develop-
ment in Chicago Neighborhoods, Leventhal and
Brooks-Gunn (2011) found that neighborhood
mobility can have mixed effects on adolescent
mental health. While adolescent girls who
moved out of high-poverty neighborhoods had
better mental health and fewer behavioral prob-
lems, adolescent boys appeared to be more
impacted by mobility in either direction. That is,
boys who experienced increasing or decreasing
poverty levels showed increases in behavioral
problems. The authors suggest that decreasing
poverty due to gentrification may also deteriorate
social cohesion and neighborhood ties, negatively
impacting behavior among boys (Leventhal and
Brooks-Gunn 2011). These longitudinal data sug-
gest that the impact of timing, mobility, and gen-
der in impoverished neighborhoods is a complex
picture that requires further inquiry.

Exposure to Violence. Approximately 60% of
American children have been exposed to violence
in their homes, schools, and communities in a
typical year (Finkelhor et al. 2009), and because
poor neighborhoods have higher rates of crime
and delinquency, poor children and adolescents
are more likely to be exposed to violence. Though
a substantial amount of research has focused on
violence and victimization for urban poor children
(e.g., Margolin and Gordis 2000), rural poor
youth also experience high rates of community
violence (Sullivan et al. 2004). In fact, nearly
half of a large sample of rural sixth graders
reported witnessing multiple acts of violence
throughout their lifetime (Sullivan et al. 2004).
Violence exposure is linked to an array of negative
outcomes including aggression, delinquency,
alcohol and drug use, anxiety, depression, and
poor school and cognitive performance for both
urban and rural poor children (e.g., Li et al. 2007;
Farrell and Sullivan 2004; Holt et al. 2007;
Flannery et al. 2004; Mrug et al. 2008; Mrug and
Windle 2010). Violence exposure, including both
victimization and witnessing violence, is related
to increased intrusive thoughts, depression, and
anxiety for poor middle schoolers (Mrug and
Windle 2010). High rates of community violence
are common for low-income urban families, but
poor teens often have limited control over the
violence occurring in their neighborhood. Thus,
this violence undermines a sense of control and
contributes to anxiety, depression, and hopeless-
ness (Ceballo et al. 2003). Violence exposure also
creates an atmosphere of fear, where adolescents’
anxiety and sensitivity are heightened, leading to
more frequent intrusive thoughts, worry, and pes-
simism. In addition to anxiety and depression,
exposure to community violence also contributes
to aggression and delinquency (Mohammad
et al. 2015) as well as alcohol use, tobacco use,
and drug problems (Kliewer et al. 2006; Taylor
and Kliewer 2006). Even learning about the
occurrence of a recent local homicide, regardless
of whether or not the victim was known to the
student, impacts how students perform on vocab-
ulary and reading assessments (Sharkey 2010). In
addition to affecting mental health and school
performance, recent research has linked exposure
to violence with worse self-reported health
(Boynton-Jarrett et al. 2008).

Discrimination. Children of color are overrep-
resented among poor youth. Discrimination is an
all-too-common experience for ethnic minority
adolescents and has negative mental and physical
health consequences (Cooper et al. 2008). Racial
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discrimination experiences are associated with
more depressive symptoms among African Amer-
ican children (English et al. 2014) and are a sig-
nificant contributor to race-based health
disparities across the lifespan (Williams 2012).
Discrimination also negatively impacts self-
esteem and is linked to more depression among
Latino adolescents (Umana-Taylor and Updegraff
2007). For young men of minority descent, these
experiences may be amplified as they face dis-
crimination based on clothing choices and fear
of being criminalized based on appearances
(Portillos et al. 2012). Experiences of discrimina-
tion invoke feelings of sadness, but chronic dis-
crimination can ultimately lead to feelings of
resignation, hopelessness, a low sense of efficacy,
and depression (Romero et al. 2015). Perceived
discrimination may affect adolescents by reducing
their feelings of control over their situations lead-
ing to increased behaviors such as substance use
(Gibbons et al. 2012). Discrimination has also
been linked to behavior problems including
aggression and delinquency (DuBois et al. 2002;
English et al. 2014). Discrimination affects multi-
ple domains of school functioning, including
overall grade point average, school effort, and
self-esteem (Huynh and Fuligni 2010). Perceived
discrimination also predicts lower career aspira-
tions for low-income adolescents (Albert and
Luzzo 1999; Kenny et al. 2003). Adolescents
may perceive barriers resulting from discrimina-
tion as external and uncontrollable, and are thus
more likely to view these barriers as permanent
obstacles, contributing to low aspirations or
expectations for their futures (Zeiders
et al. 2013). Low aspirations are in turn associated
with poor academic achievement and less school
effort (Umaña-Taylor and Updegraff 2007).

Economic Strain. Though most research
involving economic strain has examined its
effects on adults, a few studies have found direct
links between economic strain and adolescent
adjustment problems. For adults, economic strain
includes difficulty paying the bills and not having
enough money for food, clothing, housing, furni-
ture, or transportation. Economic strain is relevant
for teens as well. For example, adolescents in a
study conducted by Wadsworth and Compas
(2002) endorsed a variety of age-appropriate
stressors related to a lack of money with which
to purchase basic needs and extras. These types of
problems are grueling and demoralizing for chil-
dren and adolescents, contributing to depressed
mood and undermining a sense of efficacy or
control, even for children. Low sense of control
with regard to economic pressure is associated
with depression and anxiety (Conger
et al. 1999a). Poverty that is chronic for children
and adolescents creates a sense of hopelessness
and increases anxiety and despair about the future.
Economic stress can also create frustration and
anger at an inability to effect change on life cir-
cumstances, especially for adolescents. These
reactions contribute to behavior problems and
externalizing symptoms, including interpersonal
aggression for poor adolescents (Skinner 1992;
Williams et al. 2007).

Disrupted Family Functioning. A key mecha-
nism by which poverty affects children is through
its effects on parents. Kahn and Pearlin (2006)
wrote “among the array of chronic stressors that
people may confront in their daily lives, there is
probably none more pivotal than economic hard-
ships and strains” (p. 18). Conger and colleagues
(e.g., Conger and Donnellan 2007) placed family
wealth and income at the core of a broad model
explaining pathways to child emotional, behav-
ioral, and academic problems. In their model,
economic stress is a particularly potent catalyst
for a variety of problems with family
relationships – problems that partially explain
emotional and behavioral problems for children.
In a series of studies involving Iowa farm families
marked by severe income loss, Conger and col-
leagues developed the “family stress model” (e.g.,
Conger et al. 2002, 2010; Conger and Elder
1994). In this model, low family income and
negative financial events lead to economic pres-
sure (stress) in the family (Conger et al. 1999b,
2010). This economic strain then wreaks havoc on
adults and their relationships with each other and
their children. Copious research on the family
stress model has shown that the parental depres-
sion, parental alcohol abuse, interparental con-
flict, and parenting problems borne of economic
strain ultimately lead to child adjustment
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problems. Recent longitudinal research has found
further evidence for this model and has expanded
to emphasize the importance of secondary care-
givers’ mental health on adolescent adjustment
(Landers-Potts et al. 2015). These effects have
been demonstrated across numerous outcomes
and across ethnically diverse samples (e.g.,
Brody et al. 2003; Conger et al. 2002; Cruz
et al. 2014; Landers-Potts et al. 2015; Mistry
et al. 2002).

Cumulative Psychosocial Poverty-Related
Stress
Despite linkages between specific stressors and
outcomes (e.g., neighborhood disadvantage and
delinquency), Evans (e.g., Evans and Kim 2012)
and others have shown that it is the accumulation
of these types of stressors that are most strongly
associated with compromised functioning across
psychological and physical health domains
(Wadsworth et al. 2016a). The experience of pov-
erty during childhood has been shown to affect
physical health during adolescence and young
adulthood, and poverty-related stress has been
shown to explain this effect (Evans and Kim
2012, 2013; Evans and Schamberg 2009). An
inclusive assessment of poverty-related stress,
which accounts for a variety of problems that
coincide with life in poverty, such as family con-
flict, family changes and transitions, economic
stress, discrimination, and family and neighbor-
hood violence (e.g., Wadsworth and Berger 2006)
has direct associations with children’s psycholog-
ical disorders and syndromes, physical health
indicators, and academic functioning
(Wadsworth et al. 2008). More specifically,
poverty-related stress is associated with anxiety,
depression, thought problems, social problems,
attention problems, oppositional/defiant behavior,
physical health problems, and deviant behavior
such as unplanned pregnancy, legal problems,
substance abuse, and school dropout
(Wadsworth et al. 2008). These stressful life expe-
riences contribute to mental and physical health
problems that follow children into adulthood,
disrupting adolescents’ transitions into adulthood
(Wickrama et al. 2005) and often leading to life-
long difficulties (Sapolsky 2004).
This accumulation of stress has been impli-
cated in the development of allostatic load, which
is a set of biological markers that reflect
dysregulation across multiple stress-response
systems including the hypothalamic-pituitary-
adrenal axis (HPA axis), the metabolic system,
the sympathetic nervous system, and the immune
system (Evans et al. 2013; Ganzel et al. 2010;
McEwen 1998; Evans and Kim 2013). Allostatic
load can be conceptualized as an indicator of
“wear and tear” on the body over time and has
been related to the increased risk for many nega-
tive physical and mental health outcomes includ-
ing obesity, type 2 diabetes, hypertension,
cognitive impairment, and emotion dysregulation
(Kim et al. 2013; Seeman et al. 2010). Activity of
the HPA axis, the system that regulates neuroen-
docrine functioning related to long-term stress,
has been found to be elevated in children who
experience poverty-related stress (Evans and
English 2002; Lupien et al. 2000). In addition,
children who experienced poverty at age 9 had an
increased allostatic load at age 17, and this effect
was mediated by cumulative risk exposure at age
13 (Evans and Kim 2012). Research has also
found that adolescents who grow up in poverty
have delayed blood pressure recovery after
experiencing an acute stressor, a sign of distur-
bance to the body’s ability to cope with stress
(Evans et al. 2013). The disruption of physiolog-
ical systems in adolescents due to poverty may be
playing a major role in physical and mental health
disparities that persist into adulthood. Excellent
research has documented the types of stressors
that affect child and adolescent development,
including inadequate physical environment
(e.g., pollution, poor-quality housing), family
turmoil, and violence exposure (Evans
et al. 2007) as well as the biological conse-
quences of this accumulating stress (Evans and
Kim 2012). However, adolescents’ own percep-
tions of what is stressful about poverty have been
less well studied. Past research has shown that
adolescents’ anxiety about their own financial
futures is related to psychological distress
(McLoyd andWilson 1994) and that adolescents’
self-reports of economic strain and family con-
flict mediate the relationship between low SES
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and mental health problems (Wadsworth and
Compas 2002).

Recent Data on Adolescent Perspectives
of Poverty-Related Stress
Wadsworth and colleagues have obtained adoles-
cents’ reports of their poverty-related stress in
several studies. Adolescents enrolled in the
urban Colorado Project on Economic Strain
(CoPES) were asked about their poverty-related
stressors. Participants were 82 adolescents
(53.7% female, mean age = 13.5 years,
SD = 1.98; range 11–18) who reported a variety
of poverty-related stressors, including their par-
ents’ inability to pay bills, the inability to obtain
needed school supplies, and worrying they will
have to live on the street if they cannot get the rent
in on time. A surprisingly large proportion of
adolescents also reported not having enough to
eat, mentioning having to skip meals because
there was no money for food, having to beg for
food at the supermarket, and running out of food
at the end of the month. Several adolescents
commented on feeling guilty about asking their
parents for things they needed and feeling
“stressed” by seeing a parent so depressed about
money all the time. Fifty-seven percent of adoles-
cents reported that the family’s financial troubles
were highly stressful to them. These adolescent-
reported poverty-related stressors predicted
significant increases in internalizing and external-
izing symptoms over the course of a year (e.g.,
Wadsworth et al. 2008).

Nearly half of adolescents in CoPES reported
having no or very little control over their financial
stressors. The uncontrollable nature of poverty-
related stress compromises healthy functioning in
a variety of domains including physical health,
academic functioning, social functioning, and
psychological functioning for poor adolescents.
The low sense of control reported by CoPES
participants was related to indicators of poor
health, including more missed days of school,
more social problems, higher subjective ratings
of stress, and more feelings of embarrassment
and nervousness. Adolescents reported being
embarrassed of their clothes (42%) and being
embarrassed that they could not buy something
important (51%). Some adolescents also reported
being embarrassed of their home (22%) and of
their parents’ appearance (17%). These feelings
of embarrassment were significantly related to
teens’ reports of poverty-related stress, subjective
ratings of distress, and externalizing problems.
Girls reported significantly more embarrassment
and sadness resulting from poverty-related stress
than boys. Poverty-related stressors also affect
adolescents’ goals and expectations for the
future. Many adolescents indicated that they
worry about having to go on welfare as an adult
(42%), finding a good job in the future (73%),
being unemployed (50%), and having trouble
supporting a family as an adult (54%). Adoles-
cent girls in particular indicated that they worry
about losing their job as an adult (61%) and
having to depend financially on a spouse as an
adult (54%). Overall, poverty-related stress
impacts adolescents’ feelings of control, feelings
of embarrassment, and goals and expectations for
the future.

In another recent study, adolescents reported
on their daily experience of poverty-related
stressors via daily diaries. Among 58 low-income
Latino adolescents (Mage = 13.31; 53% male),
nearly all adolescents experienced some type of
poverty-related stress over the course of 1 week
(98.3%). Adolescents experienced economic
stress (67.2%), family trouble/change (51.7%),
violence (50.0%), family conflict (37.9%), and
discrimination (13.8%). Examples of stressors
from finances or stress from family difficulties
reported by adolescents include:

My home will never be the same. My dad lost
his job.

I am not able to afford to pay for internet to do
research for school.

Can’t pay rent.
My dad gets drunk every time we go to a party.
My parents fought because of me.
Family moved in with us.

In just the span of 1 week, half of adolescents
reported violence exposure. Examples include:

Someone got shot and killed.
When I came out of school, I saw someone

shooting.
I heard gunshots outside. I was really stressed

because I was afraid.
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Not surprisingly, adolescents typically rated
these types of stressors as more stressful than
both peer and academic stress. Further, poverty-
related stress significantly predicted worse mood
the following day (Santiago et al. in press). These
findings suggest that adolescents are facing tre-
mendous stress in their daily lives. Unfortunately,
an accumulation of daily poverty-related stress
may result in pervasive negative mood, increasing
risk for the development of internalizing disorders
(Schneiders et al. 2006).
Coping with Adolescent Poverty-Related
Stress

With their more sophisticated set of social and
cognitive skills, adolescents can implement a
range of coping strategies to mitigate the impact
of poverty-related stress on their physical and
mental health. Coping has been defined in multi-
ple ways, though most would agree that coping is
an active process in which individuals seek to
regulate their thoughts, emotions, behavior, and
physiological reactions to stress (e.g., Lazarus
1998). Coping strategies encompass a wide
range of volitional processes, including attempts
to minimize the source of stress itself, alter how
one thinks about a stressor, alter one’s emotional
and behavioral stress responses, and avoid stress-
ful situations altogether through withdrawal and
disengagement. One of the more recent empiri-
cally derived taxonomies of coping strategies is
the responses to stress model (Connor-Smith
et al. 2000). According to this model, coping
strategies can be categorized as oriented toward
either engagement with, or disengagement from, a
stressor or one’s reaction to a stressor.

Within the engagement category, the model
distinguishes between primary control coping
and secondary control coping strategies. Primary
control coping strategies are attempts to minimize
the source of stress or one’s emotional response to
the stress. For example, primary control coping
occurs when a teenager responds to a family’s
unexpected loss of income by engaging in
problem-solving (e.g., brainstorming ways to
reduce her own spending to help the family
budget), emotion regulation (e.g., holding herself
back from angrily yelling at her parent who just
lost the job), or emotional expression (e.g.,
venting her feelings to a trusted friend). In con-
trast, secondary control coping strategies are
attempts to adapt oneself to the problem at hand.
Teenagers may choose secondary control coping
strategies if they perceive a stressor, or their emo-
tional reactions to a stressor, as relatively unalter-
able. For example, in response to a family’s
sudden loss of income, a teenager using secondary
control coping strategies might engage in positive
thinking (e.g., telling herself that everything will
turn out okay), cognitive restructuring (e.g.,
reframing the situation as an opportunity to learn
how to live with less), acceptance (e.g., realizing
and accepting that she will have to live with less
money), or healthy distraction (e.g., playing bas-
ketball in the park to take her mind off the problem
temporarily). Primary and secondary control cop-
ing strategies both involve active, voluntary
choices by teenagers to engage directly with a
stressor, or their emotional response to a stressor,
in order to minimize its negative impact on their
well-being.

However, the responses to stress model also
recognize that teens do not always choose to cope
with stress through direct engagement strategies.
Instead, teens sometimes withdraw or disengage
from stress and its emotional consequences. Dis-
engagement coping strategies reflect adolescents’
attempts to avoid stressful problems and their
emotional reactions to experiencing such prob-
lems. In the case of family income loss presented
earlier, a disengaging teenager might select strat-
egies of avoidance (e.g., not talking to the parent
who lost the job), denial (e.g., convincing herself
that the lost income will have no effect on her
personal spending capacity), or wishful thinking
(e.g., repeatedly wishing that the problem will
somehow fix itself). While disengagement coping
strategies are also somewhat active and volitional
in nature, they offer a qualitatively different type
of response to stress, orienting a person away
from, rather than toward, stressful experiences.

In adolescence, individuals tend to increase
their use of problem-solving and cognitive
engagement strategies, particularly in response
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to school- and peer-related sources of stress
(Seiffge-Krenke et al. 2009). Such primary and
secondary control coping strategies appear to be
adaptive for many adolescents in these domains,
where they may have the greatest independence
and flexibility in making decisions. In other areas,
such as interactions and relationships with their
parents, there is typically less autonomy and flex-
ibility. In response to parent-related stress, adoles-
cents may be more likely to use withdrawal
coping strategies (Laursen and Collins 2004;
also see Seiffge-Krenke et al. 2009 for contradic-
tory findings). This difference in selection of cop-
ing strategies for parent-related stress may be a
function of the normative drive of teens to sepa-
rate themselves from parents and increase their
autonomy from parental control.

With this backdrop of normative coping pro-
cesses in adolescence, how does the selection of
coping strategies in response to poverty-related
stress predict mental health outcomes for adoles-
cents from families in poverty? To examine this
question, Wadsworth and colleagues conducted a
prospective study where teenagers and their par-
ents reported changes in adolescents’ experiences
of poverty-related stress, use of coping strategies,
and mental health symptoms at three time points
over the course of a year. The researchers found
that teens who engaged in primary control coping
and secondary control coping strategies in
response to poverty-related stress tended to expe-
rience fewer internalizing symptoms (e.g., anxiety
and depression) and fewer externalizing symp-
toms (e.g., aggression and inattention)
(Wadsworth et al. 2011; Wadsworth and Santiago
2008). In addition, secondary control coping strat-
egies seemed to help teens across an even broader
range of psychological functioning, reducing
somatic symptoms, thought problems, and social
difficulties (Wadsworth and Santiago 2008).
A recent daily diary study suggests that these
forms of engagement coping also buffer the
impact of daily poverty-related stress on next-
day mood (Santiago et al. in press). Thus, the
evidence demonstrates that teenagers’ attempts
to directly change and/or adapt themselves to
sources of economic strain can be effective at
mitigating risk for mental health problems.
But what effect does disengagement coping
have on adolescents’ mental health? Over time,
disengagement coping has been found to exacer-
bate the influence of family conflict on adoles-
cents’ internalizing symptoms (Santiago and
Wadsworth 2009). Likewise, in the context of
poverty-related stress, disengagement was linked
to increases in externalizing symptoms over time
(Wadsworth et al. 2011). Though disengagement
and withdrawal are likely attractive options to
teenagers in the face of chronic, intense, and over-
whelming poverty-related stress, these strategies
do not seem to help teens adequately alter, or find
ways to adapt to, difficult and challenging situa-
tions. That being said, some research suggests that
disengagement coping may benefit poor teens in
the short term by helping them avoid potentially
dangerous situations (Gonzales et al. 2001). Esca-
lating family conflict, for example, can pose an
immediate physical or emotional threat that teens
learn is best to avoid. Unfortunately, as disengage-
ment and withdrawal do nothing to change, or
adapt oneself, to the problem, the persistent stress
engendered by the situation likely takes its toll on
adolescents’ mental health over time. Evidence
from past research suggesting that disengagement
coping exacerbates the impact of family conflict
on internalizing symptoms over time, but not
within a single time point, supports this idea of
the snowballing influence of disengagement cop-
ing strategies on teens’mental health (Wadsworth
and Santiago 2008).

While primary and secondary control coping
strategies may be helpful in preventing the devel-
opment of psychological symptoms among teens
dealing with daily poverty-related stress, the
chronic nature of poverty-related stress actually
works to undermine teens’ ability to use these
beneficial coping strategies. Persistent poverty-
related stress greatly taxes adolescents’ develop-
ing coping resources, such that in times of acute
stress, poor teens may be less likely to access the
more beneficial, but more cognitively complex,
primary and secondary control coping strategies
(Wadsworth 2015). Unfortunately, that leaves the
relatively simple option of disengagement, which
as discussed earlier, tends to damage adolescents’
mental health over time. Disengagement
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behaviors require very few cognitive resources to
enact successfully, and because they remove teens
from stress-invoking situations, they can be quite
rewarding in the short term. However, given the
high persistence of poverty-related stress among
poor families, disengagement strategies are
unlikely to produce positive long-term effects for
teens’ mental health.

In addition to understanding engagement and
disengagement coping strategies, research has
identified cultural resources that ethnic minority
adolescents may draw upon in the face of stress.
Gaylord-Harden and colleagues (2012) proposed a
cultural-asset framework for how African Ameri-
can youth cope with stress due to discrimination,
one of the many stressors related to poverty. In
addition to other coping factors, African American
youth benefit from racial socialization, a strong
sense of racial identity and the use of culturally
relevant coping strategies (Gaylord-Harden
et al. 2012). African American adolescents who
are socialized to have a strong sense of racial
identity, or a feeling of cultural pride, have been
found to be buffered from the effects of racial
discrimination on levels of depression and per-
ceived stress (Sellers et al. 2003, 2006; Wong
et al. 2003). While more research is needed, it is
possible that racial or ethnic identity can be a
source of resiliency for managing other domains
of poverty-related stress in addition to discrimina-
tion. For Latino adolescents, ethnic identity has
also been found to be protective (Rivas-Drake
et al. 2014), though findings are mixed (Torres
and Ong 2010). However, a sense of familism, or
the strong attachment to the family that is common
in Latino cultures, appears to promote adaptive
functioning (Zeiders et al. 2013) and create an
environment that enhances adaptive coping
(Santiago and Wadsworth 2011). In a daily diary
study with Latino adolescents, youth who reported
higher levels of familism reported using more
adaptive forms of coping (Santiago et al. in press).
Prevention Opportunities

Some degree of stress is necessary for an individ-
ual to grow and develop new capacities. Stress
can serve as a motivator and can lead to eventual
growth following an adolescent’s struggles to
find a new way to cope with an unfamiliar
stressor. Hence, under optimal conditions, an
adolescent will regularly encounter stressors that
encourage growth but will not be regularly
exposed to events and situations far beyond
their developmental capacity to handle them.
Shonkoff et al. (2009) refer to the former types
of stress as positive or tolerable stress – in other
words, stressors from which the adolescent can
recover relatively quickly either alone or with the
help of supportive contexts and/or people. The
latter type of stress is termed toxic stress and
refers to prolonged stress that disrupts brain
architecture and damages the stress-response sys-
tems. On their list of conditions that convey toxic
stress are extreme poverty and other family dis-
ruptions such as family violence (Shonkoff
et al. 2009). As mentioned above, poverty-related
stress interferes with the ability to use efficacious
coping, and as Shonkoff et al.’s (2009) frame-
work suggests, this may reflect a damaged
stress-response system and inability to learn
how to use efficacious coping.

Hence, prevention becomes the obvious ave-
nue through which to intervene. It is clear that
adolescents would benefit from entering the sec-
ond decade of life with a strong repertoire of
coping skills. This argues for prevention program-
ming that teaches primary and secondary control
coping prior to the dramatic increase in interper-
sonal and family stress. Early adolescence is a
prime age at which to take advantage of emerging
cognitive skills and teach more complex coping
skills.

The Families Coping with Economic Strain
(FaCES) intervention was developed by Raviv
and Wadsworth (2004) to address this very issue.
The goal of FaCES is to teach children aged 8–12
and their parents primary and secondary control
coping strategies effective for individuals dealing
with poverty-related stress. Children and parents
are taught these skills in separate groups. Both
groups engage in various activities such as role-
playing, watching video clips, and playing games
to facilitate learning of new skills. The sessions
introduce various ways of coping, teach emotion
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regulation skills (e.g., relaxation), and educate
parents and children about the effects of poverty
on the family and the benefits of having strategies
to utilize when stressors come their way.

Raviv andWadsworth (2010) conducted a pilot
study and utilized a multiple baseline design to
implement and evaluate the feasibility and effi-
cacy of the FaCES program. FaCES showed
promising results. Children demonstrated signifi-
cant improvements in the proximal coping vari-
ables targeted by the intervention for their
potential to reduce risk for psychopathological
symptoms. Findings also revealed a decrease in
internalizing and externalizing symptoms and
deviations from preintervention symptom trajec-
tories. Wadsworth’s new intervention, Building a
Strong Identity and Coping Skills (BaSICS)
builds on the success of the FaCES program. In
addition to teaching fundamental primary and
secondary control coping skills, BaSICS fosters
the development of strong interdependent social
identities and promotes social action in their com-
munity as ways for adolescents to engage in col-
lective coping. Collective coping offers
adolescents a means by which they can cope
with “societal” stress that stems from structural
inequality and institutionalized racism, for exam-
ple. By joining with others and being a force for
positive change in their own community, adoles-
cents are diverted from destructive mental health
trajectories to prosocial engagement and a sense
of agency and belonging. Results from pilot work
with BaSICS show significant improvements on
the acquisition of coping skills and improved HPA
reactivity and regulation (Wadsworth et al. under
review). In conclusion, prevention and interven-
tion programs focused on increasing an individ-
ual’s repertoire of strategies for coping with
poverty-related stress appear to be beneficial to
low-income children and families and may offer
new avenues for efforts to prevent health
disparities.

Multicomponent preventive interventions pre-
sent another opportunity for teaching adaptive
coping to adolescents. For example, the Bridges/
Puentes program was designed to support the
transition from middle to high school among
Mexican American students (Gonzales
et al. 2012). The program is designed to
strengthen parenting, adolescent coping, school
engagement, and family cohesion. In adolescent
sessions, youth actively practiced a range of cop-
ing strategies, engaged in activities designed to
increase academic motivation, and learned strate-
gies for balancing family relationships with other
obligations and activities. Parents also attended
sessions and there were opportunities for joint
sessions to facilitate discussion of coping and
family cohesion. The intervention had positive
effects on mental health and academic function-
ing, some of which were mediated by gains in
coping efficacy (Gonzales et al. 2012).

With recent focus on social and emotional
learning in schools, opportunities to teach effec-
tive primary and secondary control coping strate-
gies to elementary and middle school students
may provide a stronger foundation for adolescents
to draw on as they experience the normative
increase in stress. For example, programs such
as Second Step (e.g., Low et al. 2015) and Pro-
moting Alternative Thinking Strategies (PATHS;
e.g., Curtis and Norgate 2007) incorporate
problem-solving and emotion regulation strate-
gies into their curriculums. These universal pro-
grams are typically implemented by teachers and
have a positive impact on behavior and emotional
functioning (Curtis and Norgate 2007; Espelage
et al. 2013; Low et al. 2015).
Conclusion

For most teenagers, adolescence is a mixture of
growth and challenge. The physical and cognitive
gains experienced during puberty coincide with
the heightened stress of adolescence. For teens
from families of all income levels, adolescence
is often a time of greater stress generated across
multiple fronts. Adolescents seek autonomy from
their parents, develop more complex peer net-
works, experience greater academic demands
and pressure, begin to navigate the turmoil of
romantic relationships, and find themselves one
step closer to their future, independent adult
selves. As stressful as those normative experi-
ences are for teenagers, for teens living in poverty,
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adolescence can be even more challenging.With a
considerable body of research support, it is now
clear that poor adolescents experience an array of
additional poverty-related stressors that hamper
social and emotional development. Degraded liv-
ing environments, significant neighborhood dis-
advantage, heightened exposure to violence and
discrimination, and persistent family dysfunction
and conflict have a cumulative and harmful
impact on teens’ mental health. Further, teens,
with their greater cognitive and social abilities,
are often acutely aware of these poverty-related
stressors and express feeling hopeless, a lack of
control over their lives, and embarrassed by their
families’ financial situations. Unfortunately, poor
teens often develop low expectations for their
future. These low expectations not only predict
worse mental health on their own, but when com-
bined with otherwise high aspirations for the
future, they appear to be particularly damaging,
generating greater hopelessness, despair, and
depression.

However, even with the combined impact of
normative stress and poverty-related stress, there
is reason to be optimistic for teens living in pov-
erty. Teenagers in general experience dramatic
improvements in the complexity of their cognitive
coping skills, as well as a greater ability to flexibly
utilize their newfound abilities to combat a range
of stressors. In adolescence, individuals refine
their ability to view problems from multiple per-
spectives, allowing them to develop more effec-
tive and comprehensive responses to stress.
Further, improvements in the ability to plan and
organize help teens prevent the occurrence of
controllable stressors as well as mitigate the
impact of uncontrollable stressors over time.
With these improved skills, poor adolescents can
effectively cope with poverty-related stress and
reduce or prevent mental health impairment over
time. Primary and secondary control coping strat-
egies in particular appear to buffer the influence of
poverty-related stress. Unfortunately, exposure to
persistent poverty-related stress can undermine
teens’ ability to use the very primary and second-
ary control strategies that are most beneficial, thus
creating an especially adverse situation for ado-
lescents living in poverty.
Consequently, prevention programs would
likely work best when they focus on teaching
primary and secondary control coping skills to
teenagers before poverty-related stress takes its
toll on their coping capacity and overall mental
health. Preliminary work by Wadsworth and
Raviv has demonstrated the efficacy of a coping
skills-based educational program for poor teens
and their parents in improving adolescents’mental
health trajectories over time. Further research in
this area could help refine and optimize such pre-
vention programs, as well as find ways to distrib-
ute this and similar evidence-based programs to a
broader population of teenagers living in poverty.
With the growing knowledge of teens’ greater
cognitive complexity, more comprehensive and
flexible range of coping skills, and with the sup-
port of skills-based prevention and intervention
programs, researchers, practitioners, families, and
most importantly teens themselves can feel confi-
dent in adolescents’ ability to reduce the harmful
impact of poverty-related stress on mental health.
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Adolescent Turmoil

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Adolescent turmoil is an imprecise label applied
to adolescents during the 1970s, and which pro-
posed that adolescence universally involved a
time of emotional turmoil of ▶ storm and stress
(Larson and Ham 1993). Behavioral patterns or
characteristics typically associated with this view
of turmoil include rebelliousness, concern about
identity and role, unstable moods, and
unpredictable and highly mercurial behavior.
This belief has since been disconfirmed, as Offer
asserts that only a minority of adolescents experi-
ence adolescent turmoil (perhaps approximately
20%) and adolescents typically sustain enjoyable
relationships with their families and peers, and are
comfortable with their social and cultural values
(see Offer and Schonert-Reichl 1992). However,
even though most child counselors and psycholo-
gists remain aware that only a small percentage of
adolescents are afflicted by this state, it appears
that parents, teachers, and even mental health pro-
fessionals tend to adhere to the belief that adoles-
cence is still the “terrible teens” (Offer and
Schonert-Reichl 1992). The lingering dimension
of this inaccurate belief, coupled with the research
findings that teenagers in the United States and
other countries experience a higher rate of nega-
tive affect and increased rates of some behavioral
and psychological problems (Larson and Ham
1993), prompted researchers to engage in efforts
to uncover the sources of this negative affect and
these adjustment problems. In the past few
decades, the recognition that adolescents are not
necessarily in turmoil has led to a renewed focus
on the positive aspects of development and sup-
portive environments (see Larson 2000).
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Adoption
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Overview

Adoption refers to the process through which
someone assumes the parental rights and respon-
sibilities of another biological or legal parent.
Although adoption involves young children
more than adolescents, it is relevant to the adoles-
cent period in many ways, not the least of which
are the effects adoptions can have on adolescents’
development, such as their sense of identity when
they have been adopted or the effect of placing
their own children for adoption. Different models
have been used to examine the effects of adoption,
but there still remains remarkably little robust
research investigating adoption’s effects on
adolescents.
Adoption

Adoption refers to the end of a process through
which an adult formally assumes the guardianship
of a child and incurs the rights and responsibilities
of a parent. Adoption is more than guardianship,
with guardianship being designed for the care of
the young and adoption effecting a permanent
change in status that requires formal legal recog-
nition (see, e.g., Hansen and Gupta-Kagan 2009).
In the United States, that legal recognition gen-
erally involves state law. In regulating adoptions,
states may permit them to be either open or closed.
Closed adoptions involve the total relinquishment
of the natural parents’ rights, while open adop-
tions permit natural parents to select adoptive
parents as well as, in some instances, negotiate
visitation and other rights (see, e.g., Gaddie 2009).
States also limit who can adopt as well who can be
adopted. Thus, for example, states permit the
adoption of minors and not necessarily adults,
and they regulate who can adopt (e.g., some states
restrict adoptions by some couples, such as same
sex couples; see, e.g., Cooper 2004). Although
various ways of adopting youth have been prac-
ticed throughout history, research examining
adoption’s relationship to adolescent development
is quite recent. Indeed, researchers have tended
not to focus on adolescents. This entry examines
key themes emerging from research in this area of
study, especially as they relate to adolescents.

Two theoretical models particularly offer
insight into adoption’s effect on children’s devel-
opment. The first model focuses on stress and
coping, as it begins with the assumption that
adopted youth are at a higher risk for psycholog-
ical and educational difficulties (Brodzinsky
1990). This approach contends that factors such
as genetics, family relationships, and social envi-
ronments have an effect on children’s levels of
trust, self-confidence, sense of control, personal
values, and personal awareness, which then
impact their attitudes about adoption and that
this attitude directly effects their adjustment. The
model focuses on the grief that most adopted
adolescents experience after realizing the mean-
ing of their biological parents’ decision to release
them for adoptions. It generally shows that fami-
lies who can navigate this phase with open com-
munication about the adoption generally have
more well-adjusted children.

The second model is the well-known ecologi-
cal model of development. That model focuses on
children’s unique relationships with their environ-
ment. Children’s environments involve a number
of systems like family, home, culture, and society,
all of which interact with one another and change
over time (Bronfenbrenner 1979). Each system
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influences the other and thus impacts child devel-
opment. For example, the culture of a society
influences the government institutions that create
adoption policies. These policies then dictate the
adoption process and some of the family function-
ing postadoption. The way the family functions,
which relates to several social forces as well as
individuals within the family, directly impacts the
adopted youth. Although focusing on different
factors, these models highlight well how several
factors likely impact adopted youths’ develop-
ment and how understanding and responding to
adolescents’ experiences requires considering
multiple individual and social influences.

Although the models that often are used to
understand the effects of adoption on youth
have made important contributions, few studies
actually focus on adolescents’ experiences. The
small body of research on adopted adolescent
functioning has produced inconclusive and con-
tradictory results. Earlier studies had reported the
percentage of adopted adolescents residing in
mental health settings as higher than their per-
centage in the general population, indicating that
adopted youth are at a higher risk for disorders
(Schechter 1961). More recent research, how-
ever, indicates this to no longer be the case or, if
not, then a considerably more nuanced picture of
adopted youth emerges. A more recent study
used community-based data and found that
adopted youth were only at slightly higher risk
for maladjustment, with the risk measuring even
less in families with two parents (Miller
et al. 2000). Importantly, a study from a leading
research group found adopted youth to be better
adjusted than youth in single parent homes by a
biological mother (Fergusson et al. 1995). These
conflicting findings are mirrored by longitudinal
studies from around the globe. Some studies have
been unable to discern patterns in the adjustment
of adopted youth, while others have found mal-
adjustment to peak at age 11 and completely
disappear by early adulthood (see, e.g., Maughan
and Pickles 1990). Yet, other studies have found
consistent differences. In the United States, for
example, a large-scale study using a representa-
tive sampling of 90,000 US adolescents from
12 to 17 years of age examined differences in
psychological and academic adjustment among
adopted and nonadopted youth by using both
adolescent self-report and parent-report data; the
results showed group differences consistently
favoring nonadopted over adopted adolescents
in areas related to school performance, psycho-
logical well-being, and substance use (Miller
et al. 2000). In addition, several studies that
have taken advantage of Sweden’s national reg-
istrar containing sociodemographic and health
data of all citizens have found results that disfa-
vor adopted youth; although countries of origin
may mask important differences, the general
findings have shown adopted youth to be at
increased risk for psychiatric hospitalization, sui-
cidal behavior, severe social problems, lower
cognitive functioning, and poorer school perfor-
mance (see Palacios and Brodzinsky 2010).
Despite these differences, it is important to high-
light that the magnitude of the differences is not
large and that the differences may be due to the
extreme ends of functioning. Although adopted
youth may reveal statistically greater psycholog-
ical and academic problems than nonadopted
youth, the vast majority of adopted youth tend
to be within the normal range of adjustment (see
Haaguard 1998).

Rather than simply comparing potential differ-
ences in the mental health and other outcomes of
adopted youth with youth who remain with their
biological families, other research focuses on the
risk factors that can lead to adoptee’s maladjust-
ment. Some researchers identify prior treatment,
including abuse and neglect, as potential causes
for this maladjustment (Logan et al. 1998). Other
studies indicate that having adopted siblings in the
home lessens the risk for behavioral problems
while parents’ biological children in the home
increases this risk (Howe 1997). It also has been
theorized that open adoptions alleviate the psy-
chological strain associated with the enigmatic
nature of traditional adoption practices and that
it thus increases the chances of more positive out-
comes (Baran and Pannor 1990). Finally, it has
been proposed that transracial adoptions keep the
adoptee from forming a cultural identity, thus
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creating a heightened risk for adjustment prob-
lems, but some research has not found such
behavioral difficulties between transracial
adoptees and youth raised by parents from their
ethnic background (Cederblad et al. 1999). This
area of research points to the important conclusion
that adjustment problems cannot be generalized to
the entire adoptive population. Disruptions have
been associated with the age of the adoptee upon
placement, length of time in care, number of
moves, number of returns to the birth home,
level of behavioral problems, overactivity, pres-
ence of preferential treatment, and the ability to
show signs of attachment. Traumatic or abusive
childhoods also cause children to adopt coping
skills that reflect their environment and which
unfortunately do not transfer well to more stable
environments. These findings have emerged from
classic studies examining the experiences of insti-
tutionalized children as well as more contempo-
rary studies that lead reviewers of these studies to
find both significant continuity as well as note-
worthy recovery from most of children’s experi-
ences (see Palacios and Brodzinsky 2010).

The understanding of risks and challenges fac-
ing youth who have been adopted has led to sug-
gestions for helping youth adjust positively and
avoid negative outcomes. Though no robust
research exists to support the following
approaches, their basis in the preceding theoreti-
cal models and existing research indicates poten-
tial for success. The stress and coping model of
adoption stresses the importance of trust and con-
trol for healthy adopted adolescents’ adjustment
(Brodzinsky 1990). Parents can promote this trust
and sense of control by being forthcoming with
their adopted children about the specifics of their
adoption. If an open adoption is in place, for
example, parents can involve their children in
making decisions concerning contact with their
birth parents. The ecological perspective also
encompasses the areas beyond the adolescent
and their family that affect adolescents’ psycho-
logical health (see Bronfenbrenner 1979).
Adopted youth can sometimes feel excluded
from other adoptees or their native cultures. Par-
ents can arrange for these children to attend
support groups with other adopted youth, take
classes in their native language, connect with the
local community from their home country, or even
visit their birth place. Parents also can take part in
the process by making connections with other
adoptive parents. Other areas affecting adoptive
youth’s lives like their school, church, and local
and national policy can be addressed by enlight-
ening teachers, church leaders, and local- and
state-elected officials on ways they can help with
issues affecting adopted children and their fami-
lies. The emergence and recognition of these types
of responses to address adopted youths’ needs
provide increasing confidence that youth can
enjoy positive environments supportive of healthy
developmental outcomes.

Although there may be an increased need for
adoptive parents, especially for adolescents who
are deemed less adoptable compared to younger
children, controversies continue even despite
research revealing how different family forma-
tions can provide the needed nurturing environ-
ments. Considerable controversy continues
regarding the eligibility of some parents to
become parents. For example, transracial adop-
tion continues to be a topic of debate among the
community and some minority groups, despite
research demonstrating that there may not be a
need for concern if adoptions are conducted with
awareness and responsiveness to cultural issues
and those relating to diversity (Campbell 2000).
Similarly and although nontraditional families
are increasingly becoming accepted as options
for adoptees, they still experience difficulty
when they choose to adopt. In some cases, for
example, gay and lesbian families only are eligi-
ble to adopt older or special-needs children (see
Cooper 2004).

Despite an apparent favoring of traditional
families as best suitable for adopting youth, non-
traditional families increasingly are becoming
accepted as options for adoptees. Single men or
women are choosing to adopt children through
traditional means, artificial reproductive technol-
ogy, or using a surrogate parent. International
adoptions continue to increase as societal changes
limit the pool of children domestically; for
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example, effective contraception, legalized abor-
tion, and a decrease in the stigma associated with
unwed motherhood have caused the number of
children adopted from unwed mothers to drop
from 80% in 1970 to 4% in 1983 (see Cole and
Donley 1990); shifts in child welfare laws now
mean that children may not be reunited with their
families or stay in foster care drift but, instead, be
placed for adoption (most likely by their foster
parents) (see Levesque 2008). With this marked
reduction in domestic adoptions, international
adoptions have skyrocketed. These different fam-
ily formations, both in terms of the adoptees and
the adopting families, still may face challenges,
but it is notable that laws, policies, and society
increasingly embrace different family formations.

The above changes are of particular signifi-
cance to adolescents. The changes not only pro-
vide them with families but also provide them
with different issues to address. For example,
several of these changes, such as those across
countries or those dealing with open adoptions,
likely create different opportunities and chal-
lenges relating to birth parents. Arguably, a key
issue that coincides with the development of
adolescents for adopted youth is the normative
focus on discerning a healthy sense of self and
identity. For adoptees, this normative transition
has been linked to an inner search involving
reflections of their adoption (see Irhammar and
Cederblad 2000), which has been noted as a
normative experience that begins in middle
childhood in the context of the developmental
changes in their understanding of adoption,
eventually translates into an outer search, typical
of adolescent and youth periods, which in turn
translates into the desire to gain more informa-
tion or contact with biological parents (see
Wrobel and Dillon 2009). Reviews of research
in this area reveal conflicting results, especially
along dimensions of who searches (e.g., in terms
of their gender, mental health) (see Palacios and
Brodzinsky 2010). Given the challenge of
conducting research in this area, and the new
focus on this aspect of research, it is not surpris-
ing to find a need for more research to under-
stand nuances in the experience of being
adopted.
Conclusion

Adoption has become a common phenomenon,
which has resulted in important research and pol-
icies. Research has focused more on young chil-
dren. As a result, for example, while open
adoption has worked for adopted infants and
there is reason to believe that it also could work
well for older youth, the benefits of this system
still need to be assessed for older adoptees.
Models that have been developed to understand
adolescents’ adjustments to adoption have pro-
vided important insights, but they also have
shown how considerable research needs to be
conducted. As a result, research shows a need to
consider resources beyond the family, but system-
atic study of postadoption resources must be
established to make available a continuity of
care for adopters and adoptees. Indeed, more
research still is needed as more and more families
choose adoption as a viable means to form their
families and as the composition of adopted fami-
lies continues to reflect considerable diversity in
response to the pressing need for more families to
adopt adolescents.
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Adoption and Safe Families Act
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Overview

One of the most dominant themes in children’s
rights is that parents retain plenary control over
them. The government historically protected
parental rights by limiting intervention in fami-
lies. As children’s own rights increased, especially
the right to protection from harm, their rights
potentially clashed with those of their parents.
Even when the government intervened to protect
children, the intervention was limited due to the
need to respect parental rights, which sometimes
had the unfortunate result of having children live
in prolonged temporary arrangements while
efforts were made to reunify family members. It
was not until the passage of the Adoption and Safe
Families Act, in 1997, that the federal government
began to more forcefully promote timely perma-
nency planning and placement for children in
foster care and emphasized the importance of
children’s safety and well-being during the per-
manency process. Despite these efforts, similar
concerns remain, likely because supporting fami-
lies remains a difficult and complex matter.
Intervening in Families

When a state fears for the endangerment of a
child’s health or safety, it can intervene in an
otherwise autonomous family to resolve the threat
or remove the child. The state’s efforts to resolve
the threat before removing the child or to permit
the child to return home after the threat is removed
are parts of a “reasonable efforts” mandate. That
mandate is a self-imposed one on the part of the
government. What it essentially means is that
children, by default, belong with their families.
When families fail or are otherwise in need of
assistance, the government seeks to make reason-
able efforts to keep the family together, as the



118 Adoption and Safe Families Act
assumption is that children are better off with their
families and that society wants to protect families
from unnecessary intrusions.

When the state retains custody of the child,
typically when parents have failed, the govern-
ment takes on the obligation to act as reasonably
as possible to remedy the family. This typically
means that, after initial interventions and until the
case is resolved, courts often order the govern-
ment to provide needed services for the parents or
order the parents to obtain needed services. Such
services may include psychological counseling,
substance-abuse treatment, parenting classes,
homemaker assistance, and other services to rem-
edy deficiencies that led to the child’s removal
from the home. Such services serve to facilitate
the reunification of the family. However, in some
situations, the court may relieve the government
from making reasonable efforts to reunify a
family.

Once a child has been placed in alternative
care, the court holds periodic reviews with the
parties. Various rationales support the need for
reviews, but the major reason for their use rests
on the manner the foster care system operates on
the assumption that it provides temporary shelters
meant either to expedite children’s return to their
homes or to successful adoptions. The length of
time a particular child stays away from the family
and the ultimate decision regarding the child’s
long-term care largely depend on the nature of
the government’s response, the manner it defines
and implements its reasonable efforts mandates.

Although it may seem that children’s needs
would dictate a government’s response, the nature
of the response generally depends on self-
imposed obligations. Individual states design
and maintain prevention and foster care programs.
Although the states play an important role, they
are guided by the federal government. The federal
government plays a key role since it uses the
power of the purse (federal subsidies) to guide
state policies toward its preferred ways of design-
ing child welfare programs. Congress grants funds
to states only when their laws comply with con-
gressional mandates. The Adoption and Safe
Families Act (ASFA) (Adoption and Safe Fami-
lies Act 1997) serves as the major federal mandate
guiding the structure and implementation of foster
care systems and responses to families and chil-
dren who may have need for them.
Precursors to the Adoption and Safe
Families Act

Although AFSA now primarily regulates the
implementation of efforts that seek to prevent
and, where necessary, provide alternative care,
the statute is best understandable in light of the
statute that it amended. ASFA amended the
groundbreaking Adoption Assistance and Child
Welfare Act (“Child Welfare Act”) (Adoption
Assistance and Child Welfare Act 1980). The
Child Welfare Act was Congress’s first major
effort, through its spending powers, to help states
provide services to keep children in their homes
and secure adoptions for children who cannot
return home after having entered the foster care
system. Before 1980, the federal government had
reimbursed states for foster care expenses but had
not offered comparable financial support for adop-
tion or prevention and reunification services. As
passed in 1980, theChild Welfare Act continued to
reimburse states for foster care maintenance pay-
ments but it also offered additional funding for
child protection, family intervention, and adop-
tion services for children with special needs. The
federal government conditioned each state’s
funding, however, on their compliance with fed-
eral requirements. ASFA pushed federal mandates
into somewhat different directions, most notably
toward a more obvious focus on ensuring child
safety and hastening stability. Together, these two
statutes reveal the remarkable extent to which
federal mandates can shape responses to children
at risk.

A requirement that eventually became most
relevant to discussions of ASFA was Part E of
the Child Welfare Act. That part required states
to have an approved plan for administering child
protective services. Each state’s plan must pro-
vide, among other things, that “in each case, rea-
sonable efforts will be made (A) prior to
placement of a child in foster care, to prevent or
eliminate the need for removal of the child from
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his home, and (B) to make it possible for the child
to return to his home.” This mandate has become
commonly known as the “reasonable efforts” pro-
vision. The Child Welfare Act had sought to pro-
vide adequate services early in order to diminish
the need for more costly foster care placements.
By requiring states to provide adequate services,
the reasonable efforts provision narrowed the
criteria for entering foster care to those children
who could not sufficiently benefit from family
preservation services. Once children entered fos-
ter care, the reasonable effort provision narrowed
the criteria for remaining in foster care to those
children who could not sufficiently benefit from
reunification services. The reasonable efforts
mandate, then, encouraged states to reduce the
use, especially the extended use, of the child wel-
fare system. The mandate did so by reducing the
need for the foster care system through family
preservation efforts and promoting adoption
incentives whose primary economic purpose
consisted of expediting exits from the foster care
system.

The general understanding of reasonable
efforts as a service enforcement provision made
theoretical sense, but it had and continues to face
many practical challenges. The federal require-
ment to make reasonable efforts was not guided
by standards to assess reasonable efforts. This
eventually led to criticisms that the focus on
reunification inhibited child safety and protection
and that too many children were caught in “foster
care drift” without a sense of permanency. These
and similar criticisms led to a major overhaul of
the Child Welfare Act. That overhaul took the
form of the Adoption and Safe Families Act.
The Adoption and Safe Families Act

As the title of the Adoption and Safe Families Act
suggests, the focus of the new and still controlling
legislative mandates sought to promote perma-
nency and prioritize child safety. Congress sought
to reach the goals of these mandates in two ways.
First, it set strict deadlines for implementing
placement plans, and second, it sought to modify
the reasonable efforts requirement. These plans
were what states needed to have in place for
every child under its supervision.

The first change dealt with the Act’s new time-
lines regulating the amount of time children can
remain in foster care before being placed for
adoption. The Child Welfare Act had required
that every child in foster care receive a disposi-
tional hearing within the first 18 months in state
custody. ASFA reduced that time frame as it, quite
tellingly, relabeled “dispositional” hearings as
“permanency” hearings. ASFA required states to
hold permanency hearings within the child’s first
12 months in foster care and at least once every
12 months as long as the child remained in state
custody. ASFA also required every child in foster
care to receive a permanent planwithin 12months.
Significantly, ASFA directed states to petition a
court for termination of parental rights once a
child had resided in state custody for 15 of the
most recent 22 months. Importantly, a state could
be excused from this obligation if (1) the state has
placed the child in the care of a relative, (2) the
state can provide a compelling reason for
maintaining the parental relationship, or (3) the
state has failed to provide reasonable efforts to
reunite the family. By establishing a new and
shortened timeline for termination of parental
rights, this amendment would become ASFA’s
hallmark provision.

The second change brought by ASFA involved
clarifying what was meant by reasonable efforts.
The amended section 671(a)(15) has six subparts.
Subpart (A) requires that, in making reasonable
efforts and in determining whether reasonable
efforts had been made, “the child’s health and
safety shall be the paramount concern.” Subpart
(A) explicitly requires reasonable efforts to not
compromise children’s safety. Unlike prior legis-
lation, this mandate provides that “reasonable
efforts shall be made to preserve and reunify fam-
ilies: (i) prior to the placement of a child in foster
care, to prevent or eliminate the need for removing
the child from the child’s home; and (ii) to make it
possible for a child to safely return to the child’s
home.” This subpart essentially preserves the rea-
sonable efforts language under the 1980 Child
Welfare Act. However, subpart (C) extends the
reasonable efforts mandate beyond family
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preservation and reunification to include perma-
nency. Under this part, the state must make rea-
sonable efforts “to place the child in a timely
manner in accordance with the permanency plan,
and to complete whatever steps are necessary to
finalize the permanent placement of the child.”
Subpart (D) excuses states from making reason-
able efforts based largely on a parent’s current and
previous conduct. This shift in focus away from
preservation permits states to not make reasonable
efforts where the parent has performed any of
several specific acts: (1) subjected the child to
aggravated circumstances (as defined by state
law); (2) committed murder or voluntary man-
slaughter of another child of the parent; (3) aided
or abetted, attempted, conspired, or solicited to
commit such murder or manslaughter; or (4) com-
mitted a felony assault that results in serious
bodily injury to the child or another child of the
parent. Subpart (E) holds that a state that adopts
subpart (D)’s approach must provide a perma-
nency hearing within 30 days rather than the
usual 18 months under the Child Welfare Act.
Finally, subpart (F) explicitly authorizes concur-
rent planning, a form of case management that
permits states to make, simultaneously, reason-
able efforts toward a permanent out-of-home
placement and reasonable efforts toward
reunification at the same time. The reasonable
efforts amendments and the revised timelines sig-
nificantly redefine and reduce the force of the
reasonable efforts standard that had been meant
to secure efforts to reunify children with their
families. To a large extent, by focusing on child
safety, federal legislative mandates tend to
encourage out-of-home care.

Reviews of state legislative mandates reveal
that nearly all states have enacted legislation
requiring state agencies to make reasonable
efforts to preserve or reunify families (for a com-
prehensive review, see Levesque 2008). The
extent to which states incorporated ASFA’s man-
dates in their legislation suggests a softening of
the significance of reasonable efforts after ASF-
A. This weakening of the reasonable efforts clause
can be seen in the strong emphasis states have
placed on making health and safety the paramount
concern and the relatively weak emphasis states
have given to requiring reasonable efforts to final-
ize a permanent placement. The vast majority of
states have enacted legislation emphasizing the
“paramount” nature of the child’s health and
safety in dependency proceedings. Neither the
“health and safety” provision nor the provision
permitting states to waive their reasonable efforts
obligation impose on states an affirmative duty to
provide services. Indeed, both provisions argu-
ably encourage the opposite. In addition, it is
important to note that state courts have discretion
to waive reasonable efforts to protect a child’s
health and safety, even if none of the conditions
that permit waiving reasonable efforts exists. State
courts need such flexibility to respond appropri-
ately to individual cases. Yet, granting such flex-
ibility unintentionally weakens the requirements
of the reasonable efforts clause, as further demon-
strated by the relatively soft legislative emphasis
states have placed on reasonable efforts toward
permanency and the comparably heavy emphasis
they have placed on the provisions that waive
reasonable efforts. This suggests that states view
ASFA’s clarification of reasonable efforts primar-
ily as legislation diluting the obligation to make
reasonable efforts to reunify families. The legisla-
tures thus appear to agree with the primacy ASFA
accords to the health and safety of the child.
Conclusion

Although the government’s role in protecting chil-
dren from harm, even in their families, may be
taken for granted, that role remains complex. The
urge to protect children from their parents is lim-
ited by the rights of parents and the children to
remain a family. That limitation has meant that the
government was hesitant to interfere in families in
the name of child protection. That hesitancy has
been attenuated, but hesitancy still remains espe-
cially as it relates to the support governments will
provide families in their efforts to remain families.
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Overview

Puberty is now well associated with substantial
hormonal and neurobiological changes that usher
in the period of adolescence. Adrenarche is con-
sidered the first stage of pubertal development
because it activates the zona reticulata of the adre-
nal cortex to produce sex steroids. That produc-
tion becomes the hallmark of adrenarche: the
appearance of pubic and axillary hair as well as
sebaceous gland (acne) and apocrine gland
(sweating and body odor). However, relatively
little attention has focused on adrenarche, the
changes that actually usher in pubertal develop-
ment that marks adolescence. This essay briefly
describes the nature or adrenarche and focuses on
its physical and psychosocial effects.
The Nature of Adrenarche

Adrenarche refers to the increase in activity of the
adrenal glands that occurs just before puberty. It
typically begins approximately at 7 or 8 years of
age, before the signs of puberty, and continues
throughout puberty. In humans, for both boys
and girls, increases in adrenal androgens during
adrenarche are associated with the development of
pubic and axillary hair, as well as with accelera-
tion in the rate of bone maturation and skeletal
growth and increase in body odor (Spear 2000).
Androgens associated with adrenarche are
thought to be important for brain maturation
(Campbell 2006), and, as has been shown for
puberty itself, environmental conditions (such as
parenting and other social influences) influence
the onset of adrenarche (Ellis and Essex 2007).
Levels of these androgens during the transition
through puberty have been linked to adjustment
and behavioral problems (Spear 2000). To under-
stand adrenarche is to understand the important
physical and psychological implications it can
have for adolescents, as well as how it relates
and engages with other developmental processes.
Adrenarche’s Effects

Fundamentally, adrenarche is a physical process
that involves changes in hormone levels. Early
onset of adrenarche is correlated with higher
levels of body fat in adolescents, which correlate
with stronger levels of adrenal androgens released
by the glands (Katz et al. 1985). Although some of
its physical effects – especially on the secretion of
sex steroids and later pubertal development
events – overlap with gonadarche (the true start
of puberty), the two processes are understood as
largely independent and should be understood as
such (Ellis and Essex 2007). While adrenarche
does not necessarily carry as obvious effects as
gonadarche, it does bring the development of
pubic/axillary hair and the increase in body odor.
Also, in tandem with skeletal growth and bone
maturation, prepubescent adolescents who have
already experienced adrenarche have been found
to have denser bones and higher mineral content
than their prepubescent peers who have not
(Sopher et al. 2001). These relationships lead
experts to suggest that, when educating adoles-
cents about adrenarche, it might be quite effective
to pair discussion of the more uncomfortable
aspects – i.e., pubic hair and body odor – with
this improvement and strengthening of their bones
so as to highlight the overall importance and pos-
itive aspects of the process.

In addition to prompting physical changes, the
hormones involved in adrenarche can have signifi-
cant psychological effects on adolescents. Notably,
production of the androgen dehydroepiandrosterone
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(DHEA)markedly increases during adrenarche. The
production of this hormone ushers in many possible
changes to adolescent brain function. For example,
adolescents (both male and female) with higher
DHEA levels than typical for their age – due likely
either to earlier onset of adrenarche, higher potency
of changes, or a combination of the two – have been
found to exhibit reduced cingulate cortex activation
to emotional face stimuli such as anger, fear, and
happiness (Whittle et al. 2015). This reduced acti-
vation means that early exposure to DHEA during
adolescence can lead to brain function indicative of
emotional dysregulation.

While it may be convenient to attribute mis-
behavior on the part of adolescents seemingly
well before even the cusp of puberty (e.g.,
between the ages of 6 and 8) to a desire for
attention or poor impulse control, it is possible
that such actions are a result of increased DHEA
levels from adrenarche. Adolescent females with
premature adrenarche meet more diagnostic
criteria for oppositional defiant disorder as well
as anxiety and disruptive disorders than their
peers with later onsets of adrenarche (Dorn et al.
2008). Although the pathological findings for
adolescent males may well be different, females’
premature adrenarche leads to psychopathology
of some kind (whether manifested in one form or
in a mixture); this result is not unexpected given
differences in males and females’ pubertal devel-
opment related to hormonal changes and psycho-
logical developments. Despite the focus on sex
differences, it is notable that the onset and the
magnitude of the changes of adrenarche can vary
widely in any given population, even when con-
trolling by gender (Katz et al. 1985).

Importantly, adrenarche is hardly the only
change that occurs with the advent of puberty.
As a result, how adrenarche interacts with other
development processes merit consideration. For
example, the earliness of the onset of adrenarche
in females correlates with the onset of puberty,
with this relationship being particularly strong in
the case of premature adrenarche followed by
premature puberty (Ellis and Essex 2007). Addi-
tionally, while the age of menarche and its mani-
festations do not correlate perfectly with
gonadarche in females, the age of onset of
adrenarche also correlates (albeit weakly) with
the age of menarche (Marshall and Tanner 1969).
In males, puberty tends to occur over such a wide
possible spectrum of ages that no statistically sig-
nificant correlations between the onset of male
adrenarche and male puberty have been reported.
Given that the initiation of male puberty tends to
be viewed as less dramatic (e.g., there is nothing
akin to menarche and the more profound
emotional-hormonal changes for girls), this is
nonetheless a gap in the current body of knowl-
edge that would benefit from further research.
Adrenarche also can interact with prepubescent
and early pubescent social development due to
the emotional changes it can cause in adolescents.
It may be, for example, that adolescents become
less responsive to emotional displays from others,
which may lead to changes in friendship groups,
the emergence of more cynical and/or sarcastic
exchanges, or ostracizing by others who have
already progressed through adrenarche.
Conclusion

Adrenarche is an important and multifaceted
aspect of adolescent development that has impli-
cations for adolescents’ physical and psychologi-
cal health. It interacts with other developmental
processes such as puberty and social develop-
ment. While adrenarche itself does not cause
nearly as many noticeable and lasting changes as
puberty, it does lay an important foundation for
other parts of adolescent development as well as
the rest of their life (in the case of bone hardening,
which can often be seen to last until treated by
geriatric medicine). When faced with the rapid
changes of adolescence, adrenarche is but one of
many, but it still merits consideration as a mile-
stone and necessary for understanding healthy
adolescence.
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Overview

The specific problem this essay addresses is “How
do adolescents resist advertising?” A brief review
of research about the effects of advertising on
adolescents focuses on concerns of parents
regarding the dangers to adolescents resulting
from exposure to print, broadcast, and Internet
advertising. Research on mechanisms that facili-
tate adolescents’ ability to resist these effects is
reviewed. Specific programs designed to facilitate
critical thinking about advertising are explored, as
are family talk about media and the emerging
social media as aspects of advertising resistance.
Suggestions for future research are offered.
Do Not Buy That: Reducing the Impact of
Advertising on Adolescents

Adolescents are an incredibly attractive target for
marketers of products and services. This targeting
occurs because advertising is a $300 billion/year
industry featuring 900,000 brands, and children
and adolescents are attractive consumers: Teen-
agers spend over $150 billion/year on consumer
products, and have a major influence on many of
their parents’ purchases (Shifrin 2006). In light of
increasing media use by adolescents and the rise
of social media and other advertising vehicles,
concern about the behavioral and cognitive effects
of advertising on viewers, readers, and users of
mediated entertainment is now as severe for ado-
lescents as it has been on young children in the
social science literature. The focus of this essay is
on populations of young men and women aged
12–17.

The specific problem this essay addresses is
“How do adolescents resist advertising?” Much
of the writing and research in advertising as media
effect begins with an often unstated premise:
Since adolescents are the target of numerous mar-
keting campaigns, there must be evidence of their
effectiveness. A good deal of research in the social
science literature takes effectiveness for granted.
Here, I explore those areas where adolescents
resist advertising messages. Some questions
include: When and under what conditions do ado-
lescents reject advertising appeals? What is the
role of parents, siblings, and peers in encouraging
resistance? How effective are specific media and
school campaigns in raising cognitive thresholds
against persuasion designed to elicit consumer
behavior?

There is scarcely a parent who does not have a
complaint about marketing to children and
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adolescents in general as well as a host of anec-
dotes about particular advertising campaigns. Not
surprisingly, the scientific literature regarding
risks to these populations reflects these com-
plaints and supports many of the suspicions of
parents, teachers, and other adult figures about
the role of advertising in the lives of young peo-
ple. They include: concerns about advertising as a
factor in alcohol and tobacco use, the relationships
among drug advertising and the belief that there is
a drug that can cure all pains and worries, and
subsequent drug abuse by adolescents. Over a
decade of research supports the significant asso-
ciation between adolescent advertising exposure
and tobacco use (Biener and Siegel 2000).
A number of investigations have reinforced the
correlations among exposure to drug advertising
and adolescent beliefs in the efficacy of drugs as
problem solvers (Strasburger 2001).

Parents and caregivers also worry about the
portrayal of unrealistically trim and attractive fig-
ures as contributing factors to low self-esteem and
the rise of eating disorders among those who are
exposed to these stereotypes in commercials and
ads. Also of concern is the dramatic increase of
adolescent obesity in the past two decades. Young
people are exposed to thousands of ads for fast
foods, sodas, and snacks containing high levels of
salt and sugar and their weights have increased as
a function of this exposure (Davies and Fitzgerald
2008).

Parents also express concern about recent
research that supports a link between advertising
and earlier onset of sexual intercourse in adoles-
cents. Sex is used to sell almost every product in
contemporary ads, and commercials for products
to remedy erectile dysfunction are common in
prime time TV viewing. The multiplication of
messages about these products, in the absence of
advertising for birth control products, may send
inappropriate messages to adolescents especially
as they are not being taught well in school sex
education programs.

Research on all of these problems has
supported and extended our knowledge about all
of these issues; exposure to advertising has been
connected to adolescent self-image, eating disor-
ders and obesity, drug, alcohol and tobacco use,
and early onset of sexual experiences in the
absence of information about birth control. See,
for example (Strasburger et al. 2002).

The Development of Skepticism and Cynicism
About Advertising
The teen years are a time of suspicion and rejec-
tion of many aspects of society. Investigations of
skepticism – the degree to which young people
disbelieve the claims in advertising – have found
that this disbelief is reliably associated with edu-
cation. As teachers and other role models expose
fallacies and exaggerations in arguments, adver-
tising is a natural target for questioning the truth of
advertising claims. While some members of the
educational community have gone as far as to
advocate teaching adolescents to be skeptical of
advertising, their critics counter that this would be
intellectually dishonest in that truthful advertising
would be needlessly discounted. Apart from
results regarding education, skepticism is also an
outcome of simple maturation and the concomi-
tant role of traditional socializing agents such as
peers and the family. Skepticism has been shown
to be negatively correlated with adolescents’
receptivity to and liking for advertising as well
as onset of early alcohol and tobacco use among
youth aged 9–17 (Austin et al. 2006).

Market research on adolescent populations is
regularly conducted by research firms and adver-
tising agencies (Harris Interactive 2004). Much of
this qualitative research is based on focus group
studies of approximately ten adolescent subjects,
guided by professionals who record comments
made by subjects. This research reveals that
while teens say that advertising has little impact
on them, they frequently discuss TV commercials
with their friends and are especially fond of
humorous ads and commercials that feature pop-
ular music that they like. Similarly, they deny that
Internet banner ads influence them to purchase
products, but they spend more time on the com-
puter than they do on other electronic media.
Word-of-mouth is a strong factor in marketing to
this population; the majority of focus group par-
ticipants admit that they learn about new Web
sites primarily from their peers. They strongly
deny that celebrity spokespersons in advertising
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are effective and assert that no ad can make an
unattractive product seem to be worth buying.

From relatively recent investigations, we know
that there are two variables that predict adolescent
tobacco use beyond mere exposure to advertising:
susceptibility to advertising and novelty-seeking.
Novelty-seeking has been used as a personality
trait construct in several studies and has been
shown to be positively related to the onset of
smoking in young adulthood. Several longitudinal
studies have found the relationship is especially
strong when combinedwith advertising susceptibil-
ity, the ability to vividly recall specific cigarette
promotions and possession of tobacco-related pro-
motional items (Audrain-McGovern et al. 2003).

The central effect of tobacco advertisingmay be
in its relationship to adolescent perceptions of
prevalence. If teens think that a large portion of
the population smokes, that perception may over-
ride adolescent skepticism about advertising. One
study found that eighth and ninth graders who saw
a depicted convenience store loaded with tobacco
ads and products were much higher in their esti-
mates of howmany people smoked than were their
peers who saw stores without promotions or ads
(Henriksen et al. 2002). Clearly, advertising has
the potential to suggest that more people smoke
than actual populations surveys would suggest.

Intervention Programs
While proponents of media education programs
have focused on advertising issues surrounding
susceptibility to persuasive appeals for at least
30 years, the specific use of these programs to
reduce unhealthful behaviors is more recent.
Many programs have been designed for young
children, rather than adolescents. A typical inves-
tigation in this tradition is Austin’s (Austin and
Johnson 1997) investigation of third-graders’
training in alcohol advertising. She trained
teachers to facilitate analysis of alcohol ads and
found that the treatment had both immediate and
delayed effects (3 weeks). Immediate effects
included the children’s increased understanding
of persuasive intent of the ads, viewing of charac-
ters as less similar to people they knew in real life
and less desirable as friends. More importantly, in
the treatment group, there was decreased desire to
be like the characters, decreased expectation of
positive consequences from drinking alcohol, and
decreased likelihood of choosing an alcohol-
related product as a reward over a non-themed
product. In another investigation of adolescents
regarding the effects of an alcohol education, an
intervention centered on television advertising
found that adolescents’ counter arguing of alcohol
advertisements were present a year after the inter-
vention (Metrik et al. 2003).

In terms of adolescent populations, four inves-
tigations have affirmed the efficacy of the Lions
Club International’s Skills For Adolescents (SFA)
program in preventing or reducing drug and alco-
hol use, and smoking by middle school students
(Crano and Burgoon 2002). The 40-session SFA
program includes media education but also more
global critical thinking instruction about a number
of life decisions related to physical and mental
health. Among the findings are that the curriculum
can help deter the initiation of regular cigarette
smoking and experimental use of marijuana
through the end of the seventh grade and deter
the initiation of regular alcohol use and binge
drinking. The data also indicate that the program
can delay the progression to regular cigarette
smoking and to experimental marijuana use
among students who had initiated regular alcohol
use or binge drinking but not regular cigarette
smoking by the end of the sixth grade. Although
the program is available at no cost, many commu-
nities do not use it because of the prevalence of
DARE programs in school, which have not been
supported by systematic programs of research.

Family Communication and Advertising
In the past 25 years, a good deal of research has
focused on patterns of parent–child and sibling-
to-sibling communication about media content.
This tradition is known as mediation. The major-
ity of investigations in mediation have focused on
parent–child communication about television pro-
gramming, as television is the most-used medium
used by children prior to adolescence, and parents
are the dominant agents of socialization for young
children. Mediation is the pattern of communica-
tion by which parents comment on television con-
tent either during or subsequent to the child’s
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viewing, and communicate information about the
meaning of televised behavior, the parent’s
approval or disapproval of content, and specific
rule-making by parents about the amount and kind
of television use that they permit.

Parental mediation efforts have been concep-
tualized as the extent of critical comments about
behaviors witnessed on television or film (active
mediation), setting rules about how much, when,
and which types of television can be viewed
(restrictive mediation), and the presence of par-
ents during children’s television viewing
(co-viewing) (Nathanson 2001). Active mediation
may take place while the child is viewing with a
parent, or after the viewing occurs, e.g., “Do you
think the toy is really as big as it looks on TV?”
Restrictive mediation frequently occurs in non-
viewing moments: “You are not allowed to
watch that program, it’s too violent.”

Research exploring the impact of active and
restrictive mediation has found that it can decrease
aggressive behavior, improve children’s compre-
hension of television, foster refined consumer
behavior, and develop critical thinking about tele-
vision’s representation of the real world
(Desmond et al. 1985).

Children and adolescents whose parents set
rules about television viewing (restrictive media-
tion) exhibit higher reading scores than do
unregulated viewers (Roberts et al. 1984), tend
to be more skeptical about television reality
(Desmond et al. 1985), are less likely to ask for
products advertised on television, and are less
physically aggressive (Nathanson 2001). Not all
mediation is positive, however, in that if children
perceive parents’ mere co-viewing as parental
endorsement of content, they may behave aggres-
sively after watching an aggressive wrestling pro-
gram or a violent cartoon (Desmond et al. 1990).

Both survey research and direct observation
have been used to investigate how frequently par-
ents actually mediate television content. While
direct observations in the home suggest that active
mediation occurs less than 5% of the time, surveys
indicate greater frequency when parents self-
report, or when children corroborate parents’ esti-
mates. Nathanson (2001) found that parental
mediation is strongly related to parental attitudes
about TV content, with parents who dislike vio-
lent content reporting more restrictive mediation.
There is some evidence that use of the network’s
parental advisory system and family mediation
occurs most frequently in families with gifted or
high-achieving children who watch small or mod-
erate amounts of TV producing what one investi-
gator has labeled the “preaching to the choir”
effect (Abelman 1999).

Apart from mediation, family patterns of com-
munication have received some research atten-
tion. One dimension of parent–adolescent
interaction that is typically associated with con-
versations about alcohol and drugs is the demand/
withdraw pattern, where one party utters a
demand or a threat “I’d better not catch you
drinking before you are 21” and the other inter-
actant withdraws “Ok-Leave me alone.” One
study of parents talking to adolescents found
that frequent demand/withdraw patterns in con-
versations were associated with low self-esteem
and high alcohol and drug use – for both adoles-
cents and parents (Caughlin and Malis 2004).
These health outcomes were associated with
demand/withdraw scenarios from either side’s
punctuation – that is, whether it was the parents
who were demanding and the children who were
withdrawing, or vice versa. They also found that
criticisms and avoidance were related to adoles-
cents’ drug use. This pattern held even when the
topic of conversation was about relatively bland
topics, such as adolescents being too noisy or not
cleaning their bedrooms. Clearly, this investiga-
tion suggests that parent mediation about media
content should probably take the form of
positive-active mediation, such as pointing out
the teens depicted in a film as being happy, suc-
cessful, and substance-free, rather than to initiate
mediation that may result in withdrawal and
avoidance: “Don’t be like those kids who think
drinking is o.k.” Ongoing research on family
communication is promising, in that it has the
potential to provide information for parents on
how to approach the topic of advertising in a
manner that may produce critical thinking by
adolescents.
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The New Media Landscape
Social media is a global term meaning software
that facilitates one-to-many (and many-to-one)
message exchanges among users, and includes
sites such as Facebook, MySpace, Twitter, and
others now evolving in the early twenty-first cen-
tury. Adolescents who use these media talk about
their social lives including relationships, interac-
tions with family and friends, and a variety of
topics germane to their current concerns. Several
recent investigations revealed that a large percent-
age (in one survey nearly 50%) of posts to these
sites by adolescents mention drinking, risky sex-
ual activity, and drug use. While adolescents have
always enjoyed talking about sex, drugs, and rock
n’ roll with their peers, these new media provide
opportunities for pre-adolescents to monitor what
their older counterparts are saying about these
topics.

Author of one of these investigations, Megan
Moreno, an assistant professor of pediatrics at the
University of Wisconsin-Madison, has found that,
regardless of whether teen postings reveal true
behavior, kids do think that what they see on
social media sites is real, and the younger they
are, the more they believe (Moreno et al. 2009).
This is important, Moreno writes, “because teen-
agers are powerfully influenced by the behavior of
their peers. Teenagers’ behavior also is influenced
by seeing behavior on television and hearing
about it on the radio and in music. Social media
combines those two influences” (p. 422). There-
fore, attractive, popular kids who talk about drink-
ing and drug use may be models for younger
adolescent’s behavior.

While social media may exacerbate problems
resulting from exposure to advertising, they also
have the potential to reach adolescents in ways
that were not possible 20 years ago in prosocial
ways. Marketers of products purchased by teens
are ratcheting up campaigns to use Facebook,
Twitter, and numerous other Internet-based
media to promote beverages, complexion creams,
and computer games. In recent years, health-based
social marketing campaigns have applied these
media to encourage adoption of healthy behaviors
and avoidance of risk-taking among adolescents.
One of the most investigated campaigns is the
Truth, a campaign to prevent adolescent tobacco
use. Based on the success of a Florida campaign in
the 1990s, the TRUTH, funded by the tobacco
industry’s American Legacy Foundation cam-
paign, became a national effort in 2000. While
not strictly a “new media” campaign, the
TRUTH employed broadcast and Internet
counter-advertising to initiate adolescent conver-
sations about tobacco and the industry that mar-
kets it. The primary objectives of the truth
campaign were to (1) expose youth to truth mes-
sages and promote positive reactions to those
messages, (2) change attitudes about tobacco use
and the tobacco industry, and (3) reduce tobacco
use among youth. These three objectives led to an
evaluation plan that aimed to develop measures of
adolescent exposure to the campaign and to assess
the relationship between campaign exposure and
related knowledge, attitudes, and beliefs about
tobacco.

The campaign was the first to take into
account the pleasure taken by teenagers when
they expose the hypocrisies of adults, and espe-
cially regarding their institutions. A large com-
ponent of the TRUTH effort is to facilitate
adolescents’ perceptions of the tobacco industry
as an institution that not only produces products
that cause death and disease, but also lies about
the dangers to the public. As an early social
media campaign, the TRUTH fared well in eval-
uation research. One published study found that
from 2000 to 2002 US adolescent smoking prev-
alence declined from 25.3% to 18% and that
TRUTH accounted for approximately 22% of
that decline (Wakefield et al. 2006). This study
demonstrated that the campaign had a large and
statistically significant impact on adolescent
smoking, above and beyond a marked trend of
declining smoking among this population. It also
showed that while most social marketing cam-
paigns have modest effect sizes by clinical stan-
dards, some campaigns can achieve relatively
large effects. The campaign-attributable decline
in smoking prevalence represents some 300,000
fewer adolescent smokers during the study
period.
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Conclusion

In many ways, parents have good reasons for their
concerns about the risks of advertising outcomes
on their children. A convincing body of research
points to negative effects of advertising in areas of
health, substance abuse, sexuality, and other areas
of adolescent life. New media are being created
every few years, each with the potential to add
more advertising to the landscape with all of the
concomitant risks.

Clearly, there are mechanisms that help adoles-
cents to ignore or reject advertising messages.
Some specific anti-advertising campaigns work to
elevate adolescent resistance to advertising. How
do they do this? The thread that unites the programs
and parent efforts is critical thinking.While adoles-
cents like and remember ads and commercials with
humor and characters that they admire, the devel-
opment of skepticism about the motives of adver-
tisers in the early teen years helps them to reject
unbelievable claims about advertised products.

Specific intervention programs help adoles-
cents to apply critical thinking skills to evaluating
the claims of advertising. Programs such as the
Lion’s Club “Skills For Adolescents” and the
TRUTH elevate awareness of the motives and
mechanisms of advertisers for teen audiences.
Accompanied by programs of formative evalua-
tion, these interventions are providing young
readers and viewers with tools to evaluate adver-
tising and to reduce risks. Further research should
investigate how cost-effective programs can be
developed for within-and-outside of school class-
room use. The popularity of the Internet among
this audience may provide a new way for the
delivery of “teachable moments.”

Family communication about advertising begun
early in a child’s life can help to provide more
critical skills for adolescent audiences. A pattern
of family talk, also known as mediation, about
advertising helps a growing mind to appreciate
how music, animation, pop culture heroes, and
exaggeration combine to form powerful appeals
in print, Internet, and television messages. More
work on how to help parents become effective
mediators is necessary, as is more research on
negative family patterns that may interfere with
the development of critical thinking about these
topics.

In light of the popularity of social media, ado-
lescents have vast new opportunities for exposure
to advertising. As television drops lower in their
media diet, time on media like Facebook occupies
a good deal of adolescent leisure. Marketers are
ratcheting up skills to deliver commercial mes-
sages. Opportunities for product placements are
multiplied when media like YouTube brings a
smorgasbord of visual entertainment at the click
of a mouse; application of critical thinking
becomes more difficult when all ads are nonver-
bal. Both researchers and adolescent advocates
will need to develop new ways to counter-argue
commercial messages.

Finally, there is a huge need for integration of
variables and approaches in research on these
problems. More messages and programs need to
investigate, for example, novelty-seeking and its
relationship to other aspects of advertising. Ado-
lescents high in novelty-seeking are more likely to
be attracted to advertising for alcohol, drugs, and
tobacco. Can messages be designed to counter ads
that appeal to high novelty seekers?

An example of research, which integrates sev-
eral dimension of the problem is an investigation of
12th graders media use and a construct termed
“drive for thinness” (a self-reported need to feel
thin) (Carson et al. 2005). Among the findings were
that exposure to fashion, entertainment, and gossip
magazines had indirect, positive effects on
smoking through paths of drive for thinness and
tobacco advertisement receptivity. There was a
direct effect of health, fitness, and sports magazine
reading on smoking. The authors of the study con-
cluded that adolescents who read fashion, enter-
tainment, and gossip magazines may be more
likely to smoke, in part, because of a higher drive
for thinness and greater receptivity to cigarette
advertisements. Adolescents reading Health and
Fitness magazines were less likely to report
smoking. Integrative research such as this example
will help to target the need to be thin and higher
receptivity to advertising for future interventions. It
is clear that advertising to adolescents will increase
as will the media used to deliver it. Future research
needs to keep up with the avalanche.
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Overview

Adolescence is widely known as a time of intense
self-identification. This is especially important as
adolescents transition into adulthood because it
makes the transition both easier and healthier. It
is healthier in the sense that adolescents under-
stand their desires and needs as well as those of
others around them. They can then develop
healthier relationships and find overall satisfac-
tion with their life and choices. However, some
adolescents struggle more than others with deter-
mining a sense of self. Essentially, they have
fewer experiences that help them establish their
needs because of antisocial or self-centered
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patterned thoughts and behaviors. This has led to
efforts to develop self-affirmation exercises. Such
exercises allow adolescents to write about and
evaluate what they believe to be most important
to them, which provides them with time for self-
reflection. Overall, research indicates that affirma-
tion of one’s self is crucial for all types of suc-
cesses during adolescence and as well as in
adulthood.
Affirmation

Although the term affirmation may have multiple
meanings, all converge on the assertion that some-
thing exists, is true, and has value. In the context
of human development, the term potentially
relates to several issues. Most notably, affirmation
relates to how individuals view themselves
(as studied considerably in research on self-
affirmation theory) and how others view them
(as exemplified by research on the Michelangelo
phenomenon). Although research has yet to focus
explicitly on how affirmation relates to adoles-
cents, existing research does reveal its potential
significance to understanding adolescent develop-
ment, especially the significance of social interac-
tions and the influence they may have on
adolescents’ sense of self and mental health.

It is believed that an adolescent’s sense of self
can be identified once they are able to recognize
the people and things around them that they value
the most (Sherman and Cogen 2006; Steele 1988).
Such conclusions comes from studies that have
created value-affirmation manipulations that
allow people to reflect on their important personal
values, skills, or traits by means of a brief (e.g.,
15 min), structured writing assignment (Thomaes
et al. 2009, 2012). This recognition of values can
cause individuals to becomemore interested in the
needs of others, which can create more prosocial
behaviors (Crocker et al. 2008). Value affirma-
tions allow people to satisfy their self-needs (i.e.,
basic needs to view themselves as adequate and to
have self-conceptions confirmed) and to become
more attuned to others’ needs (Thomaes
et al. 2009, 2012). This can be seen especially
with youth who are typically antisocial and lack
interest in others’ feelings. When asked to reflect
on what is important to them, they can then realize
the importance of others’ desires and values as
well (Dodge et al. 2006; Frick and Viding 2009;
Miller and Eisenberg 1988). Such research reveals
that adolescents may benefit from value affirma-
tions in numerous ways, mainly because it can
help them as they are developing their identity
and help them create healthier relationships. All
of these behaviors and feelings can then be trans-
itioned and maintained into adulthood (Thomaes
et al. 2009, 2012).

Self-affirmation during adolescence obviously
can have many positive consequences, and like-
wise if an adolescent feels less affirmed in their
sense of self, they are more likely to experience
negative consequences. For example, many ado-
lescents are plagued with particular stereotypes or
negative feelings toward their race, gender, and/or
any identifying characteristic they may possess.
These stereotypes may threaten their identity
because it already tells them how they should or
should not be experiencing some aspects of their
lives. As a result, an adolescent may unknowingly
allow these stereotypes to affect their relation-
ships, academic performance, or overall happi-
ness with themselves.

Research shows that merely being aware of
one’s social or group identity could cause a
sense of being devalued and lead to negative
psychological effects (Sherman et al. 2013). Par-
ticularly during adolescence, when individuals
craft their identities, identity threats can make
establishing a sense of adequacy significantly
more demanding, as has been shown in academic
settings (Aronson and Good 2003; Eccless
et al. 1991; Schunk and Parajes 2001; Simmons
et al. 1991). Value affirmations, as previously
mentioned, can have a substantial impact on an
adolescent’s sense of self and can benefit those
who are feeling threats to their identities.
Affirmation also allows individuals to identify
specific stressors and place them in perspective,
which renders them less psychologically prob-
lematic (Steele 1988; see reviews by Aronson
et al. 1999; McQueen and Klein 2006; Sherman
and Cohen 2006; Sherman and Hartson 2011).
Essentially, value affirmations can create more
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contexts for adolescents to feel comfortable
because they can realize the relative importance
of particular conditions or circumstances, such as
those in academic settings. This permits less pres-
sure on the contexts that have created the threat.
This, in turn, makes the situations causing identity
threat less psychologically threatening (Sherman
et al. 2013).

Individuals generally have a strong stake in
thinking and feeling positively about themselves.
Indeed, they tend to characterize their futures as
brighter than those of their peers; and they also
engage in attributions that are self-serving, such as
overestimating how they rate on most positive
characteristics. When faced with information that
threatens the positive views they have of them-
selves, they embark on types of thinking meant to
preserve their positive views, such as ignoring,
minimizing, or simply discrediting the signifi-
cance of the threatening thoughts and information.
People are motivated to maintain the perceived
worth and integrity of their sense of self (Steele
1988). For example, when an event or information
threatens a valued self-image, an individual likely
will seek to maintain a global sense of self-
integrity instead of focusing on the particular sit-
uation or domain that shows them to be lacking.
When individuals affirm an unrelated aspect of
their self-worth, their self-evaluation becomes
less contingent on a particular problem area,
which has the effect of rendering the problem
less problematic. Thus, as previously mentioned,
when faced with a psychological threat that chal-
lenges their sense of self, individuals can restore
self-integrity by drawing on alternative sources
unrelated to the threat, such as reflecting on
another important value. This phenomenon has
been understood through self-affirmation theory,
which explains how individuals can affirm valued
sources of self-worth (such as important personal
qualities, values, or relationships), which then
serves as a way to buffer threats to their sense of
self and reduce the impact of the threats (see
Sherman and Cohen 2006 for a review).

Despite all of the benefits of self-affirmation
for adolescents, there have been some studies
suggesting that it is important to recognize how
it affects some adolescents differently than others.
As noted, antisocial or more self-centered youth
are more likely to benefit from self-affirmation
exercises because they have more room to
develop in positive ways. Likewise, adolescents
who are perhaps older or more advanced in their
sense of self are less likely to benefit from efforts
to enhance their affirmation because they are not
going to reveal much that they do not already
know or understand. For example, one study eval-
uated adolescents who completed a self-
affirmation exercise and then were exposed to a
message depicting the average recommendations
for daily exercise. It is believed a good amount of
self-affirmation is associated with a more open
mind, which facilitates attention to the merits
and demerits of presented messages. The study
predicted that the extent to which physical activity
falls short of recommended levels will moderate
the effect of self-affirmation. More specifically, it
would moderate the effect on message derogation
and acceptance, perceived risk, response and self-
efficacy, behavioral expectations, and self-
reported physical activity (Good et al. 2015). Put
another way, adolescents who are closer to the
recommended time are less likely to accept the
message as a realistic suggestion, and those who
are further from the recommendation are more
likely to accept it and allow it to influence their
future behavior. Overall, the researchers found
that self-affirmation was associated with less
acceptance of the message. Self-affirmation
appears to facilitate sensitivity to how reasonable
messages are, given the disparity between
achieved and recommended behavior (Good
et al. 2015). These results show that self-affirmed
adolescents, while perhaps more skeptical, are
also possibly more realistic with their abilities
and goals and therefore will have more appropri-
ate and healthy responses with future adversities
(Good et al. 2015).

The manner affirmation works has important
consequences for relationship development and
individuals’ sense of identity (see Drigotas
et al. 1999; Kumashiro and Sedikides 2005). For
example, relationships are part of an individual for
relationship development and individuals’ sense
of ilay a key role in the maintenance of self-
esteem. Affirmation from partners may reduce
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defensiveness and increase openness in light of
challenging situations. They also may increase
compassion, altruism, and positive emotionality.
Affirmation from partners also can reduce stress
and increase coping efficacy. In a real sense, social
interactions, such as those had through close per-
sonal relationships, involve affirmation that helps
individuals move closer to their ideal selves. That
process has been described as the “Michelangelo
phenomenon,” a process by which an individual
helps their partner develop into the partner’s ideal
self. Partners’ affirmations aid in the development
of their ideal self because partners have a strong
influence on situations where their partners’ ideal
self can flourish. Partners can increase self-esteem,
life satisfaction, and emotional well-being, as well
as relationship satisfaction. Importantly, the oppo-
site also can be true. Partners can seek to cultivate
their partners in a different direction than their
ideal self, which results in negative emotional
consequences when partners misinterpret, ignore,
or undermine their partner’s goals. Social relation-
ships marked by affirmation, then, can facilitate
healthy development; and those without appropri-
ate affirmation can foster unhealthy outcomes or
the relationships’ dissolution.
Conclusion

The period of adolescence is known for adoles-
cents’ increased concern about their place in
society and social relationships as well as their
focus on exploring their sense of self (e.g., con-
cerns about identity). These normative concerns
highlight the importance of understanding affir-
mation’s place in adolescent development, and
they highlight how understanding the place of
affirmation in the period of adolescence can
contribute to a better understanding of affirma-
tion, especially its roots and its role in identity
development as well as relationship formation
and dissolution. Still, existing research on affir-
mation already shows well how friends and
partners facilitate movement toward an individ-
ual’s sense of self and how they can influence
their self-worth and personal development.
A focus on adolescence can help the field
move toward a greater understanding of affirma-
tion’s complexities and nuances as well as
adolescence itself.
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Affirmative Action

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
“Affirmative action” refers to formal efforts,
including a broad range of policies and practices,
that consider an individual’s membership in a
protected group (such as one based on race, dis-
ability, and sex) to achieve diversity within an
organization or for access to social goods and
services (e.g., schools and occupations). These
efforts seek to remedy and prevent discrimination
as well as promote such societal goals as social
stability, improved pedagogy, and a sense of equal
justice. Because the actions involve positive steps,
rather than simply not discriminating in a passive
way, affirmative action seeks to promote equality
in ways not required by antidiscrimination law. In
the application of affirmative action, individuals
from one of the select groups are preferred, when
all things are equal, over individuals who do not
have such characteristics. This approach tends to
attract considerable controversy when framed in
terms of being effected through quotas, but affir-
mative actions that give preferences need not nec-
essarily use quotas. Given that the action is more
than simply not discriminating, debates surround-
ing this practice center on two important con-
cerns: how it remedies for past discrimination
and how it actually discriminates against a group
(typically called reverse discrimination) (see
Schwartz 2000). This essay examines the illustra-
tive Supreme Court cases in this area, which likely
have a great effect on minority youth as it influ-
ences their access to such important resources as
schools and occupations (as well as those of their
family members) and influences the type of soci-
ety in which all inhabit.

In the US, the modern history of affirmative
action originated with the Civil Rights Act of 1964
(1964) and Executive Orders that directed agen-
cies of the federal government to employ a pro-
portionate number of minorities whenever
possible. These efforts eventually led to legal
actions reaching the Supreme Court. Although
many of these legal disputes involved government
contractors, the most visible ones involved public
universities’ affirmative action practices. The
most notable cases in this area were the Regents
of the University of California v. Bakke (1978)
case and two companion cases decided by the
Supreme Court in 2003: Grutter v. Bollinger
(2003) and Gratz v. Bollinger (2003).

In deciding affirmative action cases involving
racial preferences, the Court has used strict scru-
tiny analyses because race is used to categorize
individuals. Typically, such categorizing violates
the equal protection of laws standard, since indi-
viduals are not treated equally. However, differ-
ential treatment is permissible if the classification
of the protected class is in furtherance of a
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compelling state interest and the governmental
action relating to that class is narrowly tailored
to achieve that interest. In these cases, diversity is
the compelling state interest, and the concern is
whether policies in place to achieve affirmative
action impermissibly infringe on others’ rights
when they are, in effect, not preferred over mem-
bers of another group.

The Supreme Court in Bakke addressed a case
involving a white male’s rejection from the Uni-
versity of California, Davis School of Medicine
while other “special applicants” were admitted
with significantly lower academic scores than he
had. These special applicants were admitted under
provisions that gave preference to minority
groups. The trial court ruled that the special pro-
gram operated as a racial quota (as it reserved a set
number of places for minority applicants who
were rated against one another, not the entire
pool of applicants) and that the quotas were
impermissible because they violated both Consti-
tutional equal protection rights and also Title VI of
the Civil Rights Act of 1964. The California
Supreme Court similarly found the practice
unconstitutional as it noted that the special admis-
sions program was not the least intrusive means of
achieving the goals of the compelling state inter-
ests of integrating the medical school and increas-
ing the number of doctors serving minority
patients. The Supreme Court of the United States
supported the lower courts as it found racial
quotas unconstitutional. The Court, however, did
so while also finding that educational institutions
could use race as one of many factors to consider
in their admissions process. The Bakke case, how-
ever, was not an entirely strong statement on the
issue as it involved multiple opinions from several
of the justices who only partly agreed with one
another. Several years later, inGrutter v. Bollinger
and Gratz v. Bollinger, the Supreme Court
affirmed the view that “quotas” were not permis-
sible but that race could be one factor of many
factors that could be used to meet the compelling
interest of diversity.

The Supreme Court may have settled the mat-
ter for now, but controversies still remain (see
Sanders 2003). For example, those who argue
for affirmative action adopt a group rights
approach, where those who benefit from the
actions need not be the ones who were actual
victims of invidious discrimination; they get pref-
erence simply by being part of a protected class on
the grounds that affirmative action programs are a
way to ensure equality to all. Opponents prefer to
have individual victims benefit from affirmative
actions, and they do so on the grounds that using
classifications otherwise perpetuates stereotypes
and stigmas that affirmative actions are supposed
to eradicate. Thus, rather than viewing affirmative
actions as problematic for the dominant group, the
actions are seen as problematic for some of the
intended beneficiaries. They are deemed problem-
atic to the extent that they run the risk of creating
internal stigma (doubt about one’s abilities) as
well as external stigma (dealing with others’
doubts of their qualifications). Controversies are
likely to continue, especially since concerns about
the effects of internal stigma are voiced by mem-
bers of protected groups, including Justice
Clarence Thomas, who belongs to a minority
group often targeted as in need of affirmative
action, who has described affirmative action pro-
grams as stamping minorities with a badge of
inferiority (see Adarand Constructors,
Inc. v. Peña 1995).

Broadly defined, affirmative action includes
positive steps to increase access to resources
and opportunities for individuals from histori-
cally excluded groups. These actions become
quite controversial when they result in prefer-
ential selection, and they especially become
controversial when they seek equality in result
rather than equality in opportunity. These
actions are problematic in that they do not, by
definition, treat people equally. They create spe-
cially protected classes that society is much
more ready to accept as protected if it can be
shown that its members specifically suffered
from invidious discrimination than society is
ready to accept as deserving of special privi-
leges without such a showing.
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Overview

Among developmental scientists there has been a
growing awareness for the need to study the rela-
tionship between contextual factors and child
adaptation. A substantial body of research exists
documenting the association between child devel-
opment and socioeconomic status. Within the aca-
demic literatures there is a general consensus that
children growing up in poor families tend to have
worse physical and psychological health, greater
frequency of behavioral problems, higher risk for
drug and alcohol problems, and lower cognitive
development and academic achievement than
those who do not. Less, however, is known
about youth at the opposite end of the socio-
economic spectrum: those who have grown up in
affluent families. Posited explanations for this
research gap have included difficulties under-
standing and collecting data on wealth, as well
as assumptions that affluent youth are a homoge-
neous group and at low risk for maladjustment.
A growing body of empirical research has begun
to fill this gap, pointing to many similarities
as well as important differences between the
impoverished and their affluent counterparts.
Affluence: Media and the Popular
Imagination
They were careless people, Tom and Daisy – they
smashed up things and creatures and then retreated
back into their money or their vast carelessness, or
whatever it was that kept them together and let other
people clean up the mess they had made.

–The Great Gatsby, F. Scott Fitzgerald (1996),
Chapter 9, paragraph 136

We all likely aspire to be rich now and then,
thinking that winning the lottery will solve all of
our problems. Until recently, popular culture has
done little to dispel that myth. Whether in narra-
tive movies and television or most especially in
so-called reality TV, we are tantalized by a culture
of wealth, beauty, and celebrity, be they house-
wives, bachelors, or kardashians. Still, as F. Scott
Fitzgerald wrote in 1925, our relationship to the
rich and famous has been, at best, ambivalent.
While we may sometimes aspire to be them, we
also frequently resent them and feel that they
don’t have real problems; they only cause them.

One notable exception to this was the
2004–2007 UPN/CW television series, “Veronica
Mars” (IMDB.com, Inc. 2017). The show por-
trays a teenage detective, Veronica, the daughter
of the town’s disgraced former sheriff, as some-
what of an outcast among the wealthy teens of
Neptune, California. Yet in narrative voiceover,
Veronica frequently and compassionately comments
on the damage she has seen in hermoneyed peers, in
depression, anxiety, or lack of a moral compass.

Nevertheless, media discussions of affluent
youth routinely assume that their socioeconomic
status shields them from pathology, and any
attempt to posit otherwise may be met with ridi-
cule. For example, in the notorious 2013 case of
Ethan Couch, this 16-year-old boy drove his
pickup into a group of pedestrians on a road in
Burleson, south of Fort Worth, killing all four and
hitting a parked car. At his trial, Couch’s lawyers
argued that his parents were at fault because they



136 Affluent Youth
gave him everything he wanted and never set
limits for him. A defense psychologist diagnosed
Couch with “affluenza,” meaning that because of
his socioeconomic circumstances he was unable
to understand the consequences of his actions
(Botelho 2016).

CNN Senior Legal Analyst, Jeffrey Toobin,
scoffed at this on Anderson Cooper 360: “[The
Ethan Couch] case is like a Petri dish of every-
thing that’s wrong with the criminal justice
system. . . You’ve got the difference between
wealth and poverty, and you have junk science. . .
you have to use techniques that are peer reviewed.
There is no such thing as affluenza. There is no
disease that 80 percent of us have” (Cooper and
Toobin 2013).

It is in this context that we examine the current
state of knowledge about the particular concerns
of affluent youth. It is important to realize that
such study may be met with skepticism, yet we
cannot ignore the needs of any child or adolescent
based on prejudices rather than science. Wallis
Simpson, who later became the Duchess of
Windsor, once famously said, “You can never be
too rich or too thin.” We all know, of course, that
one can be too thin, and so inquiries into the
effects of wealth are warranted. Let us ponder a
more compassionate response from Mother
Teresa: “Even the rich are hungry for love, for
being cared for, for being wanted, for having
someone to call their own.”
Affluence: Definitional Issues

Affluence is a nebulous classification based upon
a combination of socioeconomic factors and nor-
mative judgments, all of which can change over
time and locale. Within both the theoretical and
empirical literatures, operational definitions of
wealth abound and have included both absolute
standards (e.g., income, amount of property own-
ership/material goods, total assets, etc.), as well as
relative comparisons. Affluence has been mea-
sured at the individual, household, community,
and national levels, and several algorithms exist
that combine variables. This range of definitions
complicates cross-study comparisons and
generalizations about affluent youth, with sample
characteristics being indicative of affluence in one
study and middle class status in another.
Affluence as a Context for Youth
Development

Ecological Systems Theory has been a leading
framework for understanding the lives of affluent
youth. Developed by Urie Bronfenbrenner
(1979), a pioneering developmental psychologist,
the theory describes child development within the
context of a complex and dynamic web of nested
environmental systems. Across disciplines, dis-
cussions on affluence as a contextual variable
have focused, to varying degrees, on aspects of
Bronfenbrenner’s five systems: the microsystem
(family, peers, school, and neighborhood), the
mesosystem (the interaction of microsystems),
the exosystem (external environments), the
macrosystem (broader culture, society’s customs
and values, including socioeconomic factors), and
the chronosystem (sociohistorical conditions). To
date, the extent to which these systems impact
youth outcomes, however, remains conflicting
and difficult to disentangle. While some theoreti-
cal models have pointed to the positive effects of
affluent parents and neighborhoods on youth
development (Brooks-Gunn et al. 1993), others
have argued that affluence is a contextual risk
factor for maladaptation (Luthar 2003). Defini-
tional and observational issues may explain
these differing viewpoints, as well as the possibil-
ity that the relationship between affluence and
positive youth outcomes may be nonlinear.

In 1946, renowned sociologist Max Weber
(1978) introduced the concept of “life chances”
as the degree to which a person has access to
important societal resources. From a Weberian
perspective, wealth affects a person’s life chances.
By impacting access to a host of valuable
resources such as education, sociocultural oppor-
tunities, healthy food, housing, healthcare, and
safe neighborhoods, wealth can create an environ-
ment that maximizes positive developmental out-
comes. For example, affluence provides parents
with opportunities to improve their children’s
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lives, with dollars spent securing opportunities
(e.g., private school education) that can pave the
way to additional opportunities (e.g., acceptance
into a prestigious university, access to high-
powered social networks, etc.).

Others scholars have maintained that western
society’s overemphasis on wealth, possessions,
appearances (social and physical), and fame com-
promises well-being. Laboring on a hedonic
treadmill, theorists have argued that as a person
amasses more wealth, expectations and desires
rise in tandem. According to economist Staffan
Linder (1970), consumers in affluent countries
can become single-minded in an attempt to
increase the productivity of their nonwork time
to increase their wealth. The focus becomes one of
relative deprivation, with the affluent perpetually
assessing their value relative to others in their
environment – colleagues at work, neighbors,
and individuals in their social circle. In this sce-
nario, the relatively affluent feel poor in comparison
with the very wealthy. As financially successful
parents focus their attention on career obligations
and extrinsic goals, less time is then devoted to
personal and familial relationships, leisure time,
spirituality, and community involvement. Expecting
excessively high levels of achievement, both from
themselves and their children, affluent parents may
cultivate a family environment of perfectionism in
which markers of their children’s success include
high grades, trophies, and admission to prestigious
schools. According to this line of thinking, the
dynamic interaction of family pressure, social com-
parisons, and emphasis on achievement places
youth at risk for a host of psychological difficulties.

Merging both viewpoints, a curvilinear rela-
tionship may exist between wealth and positive
youth outcomes. According to Csikszentmihalyi
(1999), after a certain minimum threshold –which
fluctuates with resource allocation in any given
society – the benefits of affluence are irrelevant
and possibly deleterious. Other variables may
become potent in enhancing positive outcomes
beyond this threshold such as establishing authen-
tic relationships, achieving flow (a mental state in
which a person is immersed in an activity and
experiences a sense of energized focus, full
involvement, and success in the process during
which everyday concerns are typically ignored),
etc. To date, empirical investigation of the effects
of systems level variables on individual-level out-
comes among affluent youth has been scant, and
has mainly focused on Bronfenbrenner’s micro-
system. These data are reviewed below.
Adjustment Disturbances Among
Affluent Youth: Empirical Findings

The work of Suniya S. Luthar, Foundation Pro-
fessor of Psychology at Arizona State University
and Professor Emerita at Columbia University’s
Teachers College, and her colleagues comprises
the majority of the empirical studies available on
affluent youth. Their work has resulted in studies
spanning over 15 years (1999–2016) with the
majority of the data coming from three cohorts
of secondary school students living in affluent
communities (n = 880); (Luthar and Becker
2002; Luthar and D’Avanzo 1999; Luthar and
Latendresse 2005), compared with two cohorts
of inner-city students (n = 524); (Luthar and
D’Avanzo; Luthar and Latendresse). These
researchers have operationally defined “afflu-
ence” with community-level census income data;
median family incomes for their affluent samples
range from $74,898 to $125,381 and median fam-
ily incomes for their inner-city comparison sam-
ples range from $27,388 to $34,658. Taken
together, this body of literature has contributed
to an improved understanding of externalizing
behavior, internalizing behavior, and academic
achievement among affluent youth, and the extent
to which these outcomes may be related to
individual-level and environmental level vari-
ables. A brief description of findings within
these domains is provided below.

Externalizing Behavior
Recent research shows schoolmate and family
wealth are significant correlates of adolescent sub-
stance usage, violence, and property crime (Coley
et al. 2017). Findings have generally been consis-
tent indicating that rates of alcohol, marijuana,
and illicit drug use among high school samples
of affluent youth are higher than rates reported
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nationally and by low-income youth in particular
(e.g., Luthar and D’Avanzo 1999; Luthar and
Goldstein 2008; Lyman and Luthar 2014). In a
longitudinal study of 289 affluent 10th graders
tracked through 12th grade, McMahon and Luthar
(2006) found that their substance use trends could
be grouped into five typologies, very similar to
those found in other investigations: (1) minimal to
no use; (2) early onset of escalating use; (3) later
onset of escalating use; (4) very early onset of
persistently high use; and (5) early onset then
decreasing use. Incidence of delinquent behavior
reported by affluent youth in Luthar and
D’Avanzo’s (1999) study were similar to rates of
problem behaviors reported by low-income youth
of the same age (Luthar and Ansary 2005). Urban
youth tended to endorse behaviors such as phys-
ical fights and carrying weapons, while suburban
youth endorsed higher levels of petty theft. Cor-
relations between levels of delinquency and sub-
stance use have also been found (McMahon and
Luthar 2006).

Internalizing Behavior
Anxiety and depression have been the most
widely examined internalizing problems among
affluent youth. Luthar and D’Avanzo (1999)
documented levels of anxiety among 10th grade
affluent youth that were significantly higher than
their low-income counterparts and levels of
depression that were marginally higher.
McMahon and Luthar (2006) found links between
both physiological anxiety (rather than social anx-
iety) and depression levels and substance use. Of
the five substance use typologies derived by the
investigators (see Externalizing Behavior), only
the group of persistently high substance users
approached clinical levels of depression. In con-
trast to these findings, Luthar and Becker (2002)
and Luthar and Latendresse (2005) found that
clinical depression and anxiety levels among
affluent “preadolescents” (sixth graders) were
similar to or lower than levels in normative
samples, and also lower than their low-income
counterparts. By seventh grade, however, inter-
nalizing problems were quite evident among the
affluent, especially among girls (see Gender
Differences).
Academic Achievement
Willie’s (2001) study of the effect of socioeco-
nomic context of the school community on stan-
dardized achievement test scores among
elementary and middle school students found a
gradual increase in achievement test scores
corresponding to increases in the average income
of their families, regardless of race. The author
reports that students in affluent-concentrated
schools scored an average of 27 (Black students)
and 20 (White students) points higher than their
low-income counterparts. Cross-sectional studies
have found that grades are negatively correlated
with substance use within both low-income and
affluent groups (e.g., Luthar and D’Avanzo 1999;
Luthar and Ansary 2005). McMahon and Luthar’s
(2006) longitudinal study further specified that
declines in academic performance occurred prior
to escalation of substance use among affluent
high school students specifically (they did not
include a low-income comparison); moreover,
marijuana users and “multi-problem” youth
(those who engage in multiple problem behaviors
such as substance use, delinquency, and school
disengagement) exhibited the worst academic
outcomes in Ansary and Luthar’s (2009) three-
year investigation of affluent high school students.

Parenting
Research investigating the relationships between
parenting-related factors and youth outcomes
among the affluent primarily has focused on
parental containment (youths’ belief that deviant
behavior will elicit disciplinary consequences
from parents), parental closeness, parental super-
vision, and parental criticism and pressure.

Findings suggest that affluent youth perceive
fewer repercussions for substance use compared
to rudeness to others, delinquent behavior, or aca-
demic disengagement. Further, the perception of a
more relaxed parental attitude toward substance
use was strongly predictive of greater levels of
actual use, particularly the use of alcohol (Luthar
and Goldstein 2008).

While some data point to affluent and low-
income youth being similar in average levels of
closeness to parents (Luthar and Latendresse
2005), other data indicate the former reporting
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stronger feelings of alienation from both mothers
and fathers than their low-income counterparts
(Lyman and Luthar 2014). For youth at both eco-
nomic extremes, lack of after-school supervision
has been linked with externalizing problems,
and dinner with parents with heathier adjustment
and better school performance (Luthar and
Latendresse 2005). Although both affluent and
low-income youth reported comparable levels of
parent values that emphasize integrity, affluent
youth interpreted this as implying valuation of
“getting ahead” and achievement while low-
income youths’ interpretation focused on the
closeness of the parent–child relationships.
Among upper middle class sixth grade students,
Ciciolla et al. (2016) found that parental value
priorities were associated with children’s behav-
ioral and psychological functioning, with more
adaptive child functioning (higher school perfor-
mance, higher self-esteem, and lower psycholog-
ical symptoms) being linked to low to neutral
parental achievement emphasis. Interaction effects
showed increasedmaladjustment when highmater-
nal achievement emphasis co-occurred with high
perceived parental criticism.

Perceived parental pressure has emerged as
an important variable to consider in the adjust-
ment of affluent youth. Although Luthar and
Latendresse (2005) found that low-income
youth reported more parental criticism than afflu-
ent youth, the result of parents’ criticism may
differ by income groups. Preliminary evidence
suggests, for example, that increased rates of
nonsuicidal self-injury in affluent youth com-
pared with a community sample (a mix of
lower-middle class and upper-middle class stu-
dents) appeared to be predicted by parental crit-
icism (Yates et al. 2008). Relationships between
parental criticism and internalizing symptoms
and grades have also been found among affluent
youth (Luthar et al. 2006). In their study of ado-
lescent adjustment, Randall et al. (2015) found
that affluent teens with parents who endorsed
perfectionistic pressures from their environments
or who expected perfectionism from others experi-
enced their parents as more pressuring and also
reported higher levels of internalizing problems
and lower levels of life satisfaction.
Peers
Another aspect of the youth’s microsystem
included in empirical studies relates to peer rela-
tionships. Becker and Luthar (2007) examined
affluent and low-income youth’s rebelliousness,
problem behaviors (physical aggression, aca-
demic disengagement, delinquency and substance
use), academic application (effort at school/good
grades), and physical attributes (attractiveness/
athletic ability) as predictors of peer regard and
social preference. All youth, regardless of income
group, positively regarded classmates who
showed prosocial positive traits, but also admired
some physical aggression. Both groups also
showed admiration for substance abusing boys
(though not a social preference), strong admira-
tion for academic application (more so than
grades), and admiration and social preference
for physical attractiveness (affluent girls in partic-
ular), and athletic ability (affluent boys in partic-
ular). In Luthar and Becker’s (2002) study,
substance use was related to peer ratings of their
popularity (only for seventh grade boys) and
popularity also showed modest correlations with
delinquent behavior.

Gender Differences
Many of the empirical studies report gender dif-
ferences across a variety of outcomes. For exam-
ple, affluent girls reported using cigarettes and
marijuana at nearly twice the normative rate
while affluent boys’ rule-breaking behavior was
three to four times national norms (Luthar and
Goldstein 2008). Many studies have reported
that affluent girls experience high levels of depres-
sion (Ansary and Luthar 2009; Lund and Dearing
2012; Luthar and D’Avanzo 1999; Luthar and
Becker 2002). Contextual variables, however,
may play a role in the expression these symptoms
in boys. Among boys attending academically elite
schools, Coren and Luthar (2014) found elevated
rates of anxiety and depression that were five
times the national average. Affluent boys and
girls appear to exhibit differential behavioral reac-
tions to perceived parenting. Girls reported higher
anticipated consequences from parents for mis-
behavior overall than did boys, particularly for
rudeness and delinquency. Boys reported an
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expectation of more serious parent consequences
for academic problems than for unkindness
(Luthar and Goldstein 2008). While closeness to
parents, particularly mothers, was found to be an
important factor in girls’ and boys’ substance use
and boys’ delinquency levels; girls’ closeness to
fathers, not mothers, was related to academic
grades. Also predictive of academic grades was
problem-behavior for boys and absenteeism for
girls (Luthar and Becker 2002).

Gender differences in affluent youth’s reac-
tions to peer relationships have also been
documented. For example, significant links have
been found between boys’ substance use and peer
ratings of their popularity and between peer
regard/social preference and athletic ability
(Luthar and D’Avanzo 1999; Luthar and Becker
2002; Becker and Luthar 2007); for girls, peer
regard/social preference were strongly linked to
physical attractiveness (Becker and Luthar 2007).
When compared to inner-city girls, affluent girls
reported greater elevations in peer envy, perfec-
tionistic tendencies, and body dissatisfaction.
Among the affluent girls, these factors had high
overlap with internalizing and externalizing
symptoms (Lyman and Luthar 2014). Coren and
Luthar (2014) found that, among affluent boys’
perceived parent criticism showed significant
univariate ties to alienation from parents, self-
blame for discord between parents and envy of
peers’ wealth.

Family and Neighborhood Wealth
The work of Luthar and her colleagues has begun
to shed light on how family affluence may put
youth at risk for psychological difficulties; alter-
natively, there has been much less empirical
work examining how access to resources may
be of benefit to youth in affluent families.
Brooks-Gunn and her colleagues have studied
neighborhood-level characteristics on youth out-
comes, finding that youth residing in neighbor-
hoods with higher income families relates to
preschoolers’ higher verbal ability, higher child-
hood IQ, fewer teenage births, less dropping out
of high school, and fewer behavior problems,
even after controlling for family-level SES. Over-
all, some studies suggest that neighborhood
affluence may be a protective factor for youth
across the socioeconomic spectrum (Brooks-
Gunn et al. 1993). In line with the suggestion
that a curvilinear relationship exists between
wealth and youth outcomes (Csikszentmihalyi
1999), Carpiano et al. (2009) found that increas-
ing concentrations of affluence were related
to better developmental outcomes for kindergar-
ten children in neighborhoods characterized by
more socioeconomic heterogeneity; scores were
lower at the opposite ends of the continuum
(i.e., neighborhoods with higher proportions of
wealthy families or higher proportions of disad-
vantaged families). The implications of the
Carpiano et al. (2009) study for older children
remain uncertain.
Conclusions

Affluence is a complex, socially constructed con-
cept. To date, theory and research on affluent
youth have been limited and have mostly focused
on the relationship between affluence and a lim-
ited set of youth outcomes. With the notable
exceptions of studies conducted on neighborhood
wealth, much of the empirical data on affluent
youth has come from the samples recruited by a
very small group of scholars. In most of these
studies, “affluence” of individual study partici-
pants was approximated based on community-
level census data rather than collected directly
from the participants themselves. The empirical
data would be strengthened by more precise oper-
ational definitions and measurement of affluence
that accounts for income level, as well as other
factors that are likely to be important in defining
wealth (amount of property ownership/material
goods, total assets, number of wage earners in
the family, education level, profession, etc.).
To enhance the breadth and depth of the under-
standing of this group of young people cross-
disciplinary, multi-method, longitudinal studies
that simultaneously investigate multiple levels of
Bronfenbrenner’s model are needed. Such studies
have the potential to reveal the multifaceted
aspects of affluent youths’ lives over sociohistor-
ical context and developmental period.
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Overview

Children who demonstrate competence in social
and academic domains can better cope with stress-
ful situations and events and avoid risk behaviors.
However, scant research has examined the rela-
tionship between family-level factors and social
and academic competence of African American
children in kinship care. A key step toward
addressing this knowledge gap is developing a
theoretical rationale for ways that families might
assist these children with developing social and
academic skills. This paper identifies seven
family-level factors of particular importance to
the development of social and academic compe-
tence among African American children living in
kinship care placements. Our findings underscore
the importance of practitioners using the distinct
attributes of kinship care families to create a pos-
itive trajectory, helping to ensure these children
experience success throughout the lifespan.
Understanding Kinship Care Families’
Influence on Children’s Social
and Academic Competence

Children’s competence has been studied exten-
sively over many decades, especially the domains
of social and academic competence (e.g.,
Schneider 1993). Within this body of literature,
studies have consistently shown that children who
demonstrate competence in social (e.g., positive
relations with peers) and academic domains (e.g.,
successful performance in academic subjects) are
better able to cope with stressful life events
(Garmezy et al. 1984; Werner 1989) and avoid
risk behaviors (e.g., delinquency, substance
abuse, teen pregnancy; Fraser et al. 2004; Landy
2002; Schneider 1993). In addition, children who
demonstrate competence in these areas also dis-
play higher self-esteem, have better overall mental
health, are more likely to graduate from high
school (Landy 2002; Valiente et al. 2008), and
are able to successfully transition to adulthood
(Gest et al. 2006; Rutter 1989; Schneider 1993).

Although a substantial literature focuses on the
various factors associated with the development
of competence in children in the general popula-
tion, certain subgroups of children and specific
factors have received scant research attention. To
address this gap, this review focused on family-
level factors as predictors of children’s social and
academic competence (hereafter, referred to
jointly as competence). Positive child outcomes
are associated with factors identified as either
protective or promotive, which can be categorized
in three domains: (a) individual psychosocial and
biological, (b) family, and (c) environmental con-
ditions (Fraser et al. 2004). The current review
focused on the family domain; this focus was
based on the risk and resilience framework
(Fraser et al. 2004) and prior research that had
suggested family components were key predictors
of social and academic outcomes among African
American children (Gutman et al. 2002; Oravecz
et al. 2008). Likewise, research on African Amer-
icans and the Afrocentric paradigm encourages
researchers and practitioners to consider the
capacities of African American families to over-
come challenges and improve outcomes (e.g., Hill
1999; McLoyd 2006; Schiele 1996).

Family-level factors associated with children’s
competence include the parenting practices
(Barnett et al. 2012), family socioeconomic status
(Guidubaldi and Perry 1984), household compo-
sition (Kesner andMcKenry 2001), social support
networks (Krantz et al. 1984; Landy 2002;
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Moritzen 2002; Schneider 1993), and the chil-
dren’s relationship with their parents/caregivers
(Landy 2002; Schneider 1993) and other adults
(Barnett et al. 2010). Extant studies on African
American children have also indicated children’s
competence is positively correlated with factors
such as positive parent–child interactions (Brody
et al. 1995), adequate social support (Gutman
et al. 2002; Oravecz et al. 2008), and healthy
family functioning (Toldson et al. 2006).

The authors of this paper acknowledge that the
impact of family may be important for all chil-
dren’s competence; however, family-level factors
that encourage the development of children’s
competence might vary depending on the struc-
ture and arrangement of the family context. Kin-
ship care families are unique and require
examination of family-level variables that may
not be pertinent to the general population. For
example, recent research has suggested the aca-
demic and social competence of African Ameri-
can children in kinship care is strongly influenced
by the birth parent involvement (e.g.,
co-parenting; Washington et al. 2014). Birth par-
ent involvement in kinship care families is com-
plex because the potential complications when
birth parents and caregivers have conflicts are
inadequately understood. Additionally, some
research has linked more contact with biological
mothers to loyalty conflicts which in turn are
related to less prosocial behavior problems (e.g.,
Leathers 2003). Kinship care describes the situa-
tion in which relatives or persons with strong kin
bonds are raising a child when the child’s parents
are unable or unwilling to do so (Annie E. Casey
Foundation [Casey] 2012). Kinship care place-
ments are typically referred to as formal or infor-
mal. Formal kinship care is the care of children
by relatives under the auspices of the child wel-
fare system; this living arrangement is also
referred to as kinship foster care or public kinship
care. Informal kinship care refers to the care of
children by relatives when the living arrangement
is not under the auspices of the child welfare
system and without the legal authority that
comes with adoption. Informal kinship care is
also referred to as voluntary kinship care or pri-
vate kinship care. Although the use of all forms of
kinship care have increased over the past several
decades, informal kinship care remains the most
commonly used form (Casey 2012; Murray
et al. 2004). Nevertheless, formal and informal
kinship care living arrangements are often initi-
ated for many of the same reasons (Gleeson
et al. 2009; Jendrek 1994) and share similar socio-
economic status (Casey 2012) and family tradi-
tions and strengths (Gibson 2002). In light of
these similarities, this review included both
forms of kinship care. Given the trend toward
kinship care as a preferred option for out-of-
home placement (Geen 2004) and the rapidly
increasing number of children in kinship care, it
is crucially important to the well-being of these
children that researchers explore how the attri-
butes of kinship care families affect children’s
development of social and academic competence.
Challenges Experienced by Kinship Care
Families

Children in kinship care are one of the most vul-
nerable populations in the United States. Research
has suggested that children in kinship care face
substantial risk to their healthy development
posed by the relative caregivers’ low socioeco-
nomic status (Ehrle et al. 2001; Swann and
Sylvester 2006). For example, less than half
(43%) of children living with one or both birth
parents are living 200% below the federal poverty
line, whereas nearly 63% of children in kinship
care children are living at that poverty level
(Casey 2012). In addition, child welfare experts
have emphasized that society should have great
concerns for children in kinship care because 22%
of these children face three or more socioeco-
nomic risks, as compared with only 8% of chil-
dren in the general population who experience the
same level of risk (Ehrle et al. 2001). Living in
chronic poverty has been associated with elevated
levels of stress in children, and such stress has
been associated with adverse effects in children’s
brain development and their acquisition of social
skills (Shonkoff and Phillips 2000). In addition, as
compared with children living with one birth par-
ent, children in out-of-home placements are more



144 African American Children in Kinship Care
than twice as likely to experience at least one
adverse event such as parental incarceration
(Bramlett and Radel 2014). The socioeconomic
inequalities and challenges experienced by chil-
dren in kinship care placements have the potential
to negatively affect their development and learn-
ing experiences. However, it is not clear what
kinship care families can do to address these chil-
dren’s social skill deficits and academic achieve-
ment gaps. Nevertheless, despite the many
challenges these children experienced while liv-
ing with their birth parents and the challenges they
continue to face while in kinship care, many of
these children have positive outcomes (Johnson-
Garner and Meyers 2003). For example,
researchers have found that when compared to
children in traditional foster care placements, chil-
dren in kinship care experience lower levels of
behavioral problems and lower odds of develop-
ing low social skills (Gleeson 2012; Sakai
et al. 2011). Additionally, they also experience
better mental health functioning and placement
stability than peers (Winokur et al. 2009). These
positive outcomes suggest that kinship care fam-
ilies have attributes that contribute to children’s
social and academic competence.
Why African American Kinship Care
Families?

American researchers have studied kinship care
families for several decades (e.g., Geen 2004;
Hong et al. 2011); however, many countries
have only recently begun to study kinship care
families (Selwyn and Nandy 2014). Recent cen-
sus data from the United Kingdom revealed that
Black children in that country were disproportion-
ately represented in kinship care (Selwyn and
Nandy 2014). Similarly, in the United States,
African American children are more likely to
live in kinship care than are children of other
race/ethnicities, and the overrepresentation of
African Americans in kinship care has been con-
sistently confirmed over the past decades (Casey
2012; Harden et al. 1997; Kreider and Ellis 2011).
Scholars have theorized the disproportionate
number of African American children in kinship
care can be traced to the adaptations of the African
American community to ongoing racial and eco-
nomic oppression, dating back to slavery when
families were forced to separate (Billingsley and
Giovannoni 1972; Fuller-Thomson and Minkler
2000; Hill 1977; Smith and Devore 2004). In
addition, some African American families have
used kinship care as a means of upward mobility.
For example, during the first half of the twentieth
century, the lack of opportunities in the South
prompted many African American parents to
move to Northern cities to pursue employment
and/or educational opportunities, leaving their
children to be raised by relatives (Jones 1975).
Today, although kinship care is still used as a
means of upward mobility among African Amer-
icans, that use has been surpassed by kinship care
as a means to care for children whose parents have
been incarcerated or suffer from health or sub-
stance abuse problems (Fuller-Thomson and
Minkler 2000;Gleeson et al. 2009; Jendrek
1994). The authors understand that the impact of
family may be important to all children in kinship
care; however, we focus our research on African
Americans due to their overrepresentation and
historic use of kinship care and insufficient
knowledge on how these families might contrib-
ute toward the social and academic competence
levels.
Aim of the Current Review

Considering the uniqueness of African American
kinship families, it is reasonable to assume the
contribution of families on children’s competence
would differ from the general population. How-
ever, theories usually do not take into account the
family structure or race/ethnicity of kinship care
families. To ensure children’s success throughout
their lifespan, practitioners and researchers need a
better understanding of the influence of kinship
care families on the development of social and
academic competence among African American
children. A key step toward addressing this
knowledge gap is developing a theoretical ratio-
nale explaining the ways in which kinship fami-
lies help or support children’s competence.
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Specifically, this review sought to answer the fol-
lowing question: What family-level factors of
kinship care families are most important to the
development of social and academic competence
in African American children in kinship care?
Literature Regarding the Competence
of Children in Kinship Care

To determine the literature regarding the compe-
tence of children in kinship care, we conducted
searches of electronic databases to identify rele-
vant empirical studies, literature reviews in peer-
reviewed journals, book chapters, and theses and
dissertations. Given the scarcity of research on
African American children in kinship care and
competence, our review included scholarly litera-
ture published in any period. Databases for this
review included Google Scholar, EBSCOhost,
PsychINFO, and Social Work Abstracts. Searches
of these databases used combinations of the fol-
lowing key words and phrases: kinship care, Afri-
can American children, social competence, social
skills, academic competence, and academic
achievement.

The majority of research on children’s func-
tioning in kinship care has focused on a deficit
perspective of developmental risks and problem
behaviors rather than a positive perspective on
outcomes such as children’s competence (e.g.,
Gleeson 2012). Moreover, although scholars
have speculated about the importance of the attri-
butes and characteristics of the kinship care family
on children’s competence (e.g., Shearin 2007;
Shin 2003), relatively few empirical studies have
examined the impact of family attributes on child
competence. Nevertheless, the literature provides
some knowledge on the prevalence of social and
academic competence of children in kinship care.
For example, Landsverk et al. (2009) study found
that 50–75% of children entering foster care
(including formal kinship care) exhibited behav-
ior or social competency problems. The Stone
(2007) and Trout et al. (2008) studies on the
academic functioning of children revealed that,
as compared with their peers who remained in
the home-of-origin, children in out-of-home care
showed deficits on standardized measures and
lower grade point averages. In another study that
compared the competence of children in foster
care with children in formal kinship care, Keller
et al. (2001) used the Child Behavioral Checklist
(CBCL) to assess various areas of competence
and total competence. Their results showed chil-
dren in kinship care had higher levels of social and
total competence (i.e., the sum of social, aca-
demic, and activities), and the competence levels
of children in kinship care did not differ substan-
tially from children in the general population.

Other studies have also used the CBCL to
measure children’s competence. Notably, two
studies conducted outside the United States (i.e.,
Norway and Australia) used the CBCL to assess
competence of children residing in kinship and
foster care (Holtan et al. 2005; Tarren-Sweeney
and Hazell 2006). Findings from these studies
were consistent with Keller et al.’s (2001) finding
that children in kinship care had higher compe-
tence than those in foster care. Holtan
et al. (2005) also found that Norwegian children
in formal kinship care scored higher on the CBCL
subscales for total and academic competence than
did children in foster care. Last, Tarren-Sweeney
and Hazell (2006) found statistically significant
differences on all CBCL competence scales for
children in kinship and foster care, with children
in kinship care scoring higher than children in
foster care.

Although the research reviewed contributes to
the literature on competence of children living in
kinship care, these studies did not extensively
examine predictors of children’s social and aca-
demic skills. In addition, the samples used in these
studies did not address the knowledge gap regard-
ing family-level predictors of competence among
African American children in kinship care. We are
aware of only two studies, both of which were
conducted by Washington and colleagues, that
have investigated the strengths and resources of
African American kinship care families as predic-
tors of children’s competence levels (Washington
et al. 2013, 2014).

A recent study published by Washington
et al. (2013) examined the effects of family-level
factors on child academic and social competence
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by analyzing existing longitudinal data gathered
from 143 African American kinship care families
using the CBCL. Results of analyses using hier-
archical linear modeling found that changes over
time in resources and family functioning of the
kinship care family corresponded to changes in
children’s competence levels, and the relationship
quality between biological parents and their chil-
dren was positively associated with competence.
A subsequent study by Washington et al. (2014)
using structural equation modeling found that
paternal parental involvement with their children
contributed to the competence of African Ameri-
can children in kinship care. This finding means
that, on average, when biological fathers have
higher levels of contact and positive relationships
with their children and the children’s caregivers,
then the children exhibit higher levels of compe-
tence. Even though the work of Washington and
colleagues has provided important knowledge
about the positive impact of African American
kinship families on children’s social and academic
outcomes, these two studies were secondary ana-
lyses (i.e., analysis using existing datasets) and
their investigations were limited by the data that
had been collected. Given the limitations of the
data, these studies were unable to examine family-
level variables such as parenting practices, which
have been well documented as predictors of
competence.
Selection of Family-Level Factors That
Potentially Promote Competence
in Children in Kinship Care

Based on our review of the influence of family-
level factors on competence among children in the
general population and kinship care, we selected
seven family-level factors that we not only con-
tend are particularly important to the development
of social and academic competence in African
American children in kinship care but also con-
tend should be contemplated by practitioners and
researchers who work to promote children’s com-
petence. The factors include (a) parent–child rela-
tionship, (b) parent involvement, (c) kinship
care family resources, (d) kinship care family
functioning, (e) caregiver’s parenting practices,
(f) caregiver’s parenting stress, and
(g) caregiver’s social support. These factors were
not only chosen based on literature but also con-
sideration of the unique, complex characteristics
of African American families engaged in kinship
care. The following paragraphs will provide
detailed justification for the identification of
these seven family-level factors, as well as con-
ceptual arguments and empirical supports for their
role in promoting competence.

Parent-Child Relationship and Parental
Involvement. Parent-child relationship refers to
(a) the quality of the birth parents’ relationships
with their children and their interactions. Parental
involvement refers to (b) the interactions among
caregivers, birthparents, and children (e.g.,
co-parenting). We chose to examine these two
family-level factors because studies have demon-
strated that many biological parents remain a part
of their children’s lives and the lives of relative
caregivers though the biological parents are not
primary caregivers (see Gleeson and Seryak 2010;
Green and Goodman 2010). These two variables
are very pertinent to kinship care family, but less
so to other at risk families in the general
populations; thus, they require examination.

We hypothesize that high-quality relationships
between biological parents and their children are
related to higher levels of competence among
African American children in kinship care. We
propose that the attachment relationships between
children and birth parents are crucial to children’s
development (Landy 2002). In order for children
to perform well in school, they must be able to
concentrate, which may be difficult for youth who
struggle with disrupted relationships. For exam-
ple, the overall well-being of many children in
kinship care is negatively affected by having no
relationship with and/or not knowing the where-
abouts of their birth parents (e.g., Altshuler 1998).
When children have a higher quality relationship
with their birth parents, they will be better able to
focus in school, leading to higher achievement.
The behaviors involved with bonding with par-
ents also contribute to children’s ability to develop
social relationships with peers and other adults
(i.e., social competence; Landy 2002; Jacobsen



African American Children in Kinship Care 147

A

and Hofmann 1997). Further support for this
hypothesis is provided by findings fromWashing-
ton et al.’s (2013) study that showed higher qual-
ity mother-child and father-child relationships
were associated with higher competence levels
among a sample of African American children
living in kinship care, as well as studies that note
that positive interactions and co-parenting rela-
tionships among birth parents and caregivers are
beneficial to the well-being of each member of the
kinship triad (Barnett et al. 2011, 2012; Gleeson
et al. 2011).

In addition, our belief that higher levels of
parental involvement contribute to social and aca-
demic competence is supported by research with a
sample of African American children living in
kinship care (Washington et al. 2014). Findings
from this work suggest that paternal involvement
in kinship care is a significant predictor of com-
petence and maternal involvement reveals a pos-
itive trend with competence levels. Other studies
have also revealed that negotiating the challenges
among kinship care family members (e.g., loyalty
conflicts; the child’s feelings of abandonment)
and creating alliances between caregivers and
birth parents positively impact children’s out-
comes (Linares et al. 2006; Linares 2010). For
example, when a child witnesses both adults prob-
lem solving and working together on a goal, this
positively influences the child’s ability to cooper-
ate with others (i.e., social competence; Landy
2002; Schneider 1993) When caregivers and
birth parents are flexible and supportive to each
other, they can share in child-rearing activities,
such as monitoring homework and attending
school activities that are associated with academic
competence (Clements et al. 2004; Shumow
et al. 1999).

Kinship Care Family Resources. Kinship
care family resources are defined as tangible
(e.g., food, clothes, and transportation) and intan-
gible (e.g., time to sleep and shared family time)
resources in a household. This family-level factor
was selected for investigation because kinship
care families face several socioeconomic risks
simultaneously (Ehrle et al. 2001), making these
families one of the nation’s most vulnerable
groups. Thus, as compared with those in the
general population, the effects of family resources
on child competence are likely to differ for chil-
dren in kinship care and warrant exploration. We
propose that greater adequacy of family resources
will be related to higher child competence levels.
This proposition is supported by Washington and
colleagues’ (2013) study that examined whether
changes in family-level factors over time were
related to corresponding changes in competence
in African American children in kinship care.
These researchers found that during the times
when families had more adequate resources than
usual, the children in the household had higher
than usual levels of social and academic compe-
tence. Additionally, when families’ basic needs
are adequately met, this has a positive impact on
children’s outcomes. For example, when children
are not hungry, they are better able to concentrate
in school and produce work (Jensen 2009). Also,
if caregivers have adequate rest and time to spend
with family members, they can be available to
model socially appropriate behavior for children,
as well as set boundaries and enforce consistent
discipline to decrease inappropriate behavior
(Brody et al. 2003; Simons et al. 2013; Su
et al. 2011).

Kinship Care Family Functioning. When
assessing the kinship care family functioning,
the following domains are considered: communi-
cation among family members, how roles are
defined within family, and the family’s warmth
(e.g., members feel loved). Given that most kin-
ship caregivers did not plan to raise a relative’s
child, it is reasonable to assume that this unantic-
ipated role and responsibility would not only have
an impact on a family’s resources but also affect
the overall nature of the family’s functioning.
Therefore, we selected kinship care family func-
tioning as a variable to explore because we believe
family functioning is a particularly important fac-
tor in the development of the competence of chil-
dren in kinship care. Key components of social
competence are communication and engagement;
thus, we contend that when family members
model and practice good communication skills
and engage with each other, this inevitability
affects children’s ability to successfully commu-
nicate and engage with peers and other persons
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inside and outside of the home. Furthermore,
understanding who the leaders of the family are
is essential to defining roles in a family. To estab-
lish leadership, caregivers must set boundaries by
providing consistent and reasonable rules. Since
children of parents who set boundaries display
more prosocial behaviors (Baumrind 1991) and
academic achievement (Baumrind 1991;
Steinberg et al. 1992) than their peers, caregivers
who are better able to set boundaries can be
expected to have children with better academic
outcomes.

Moreover, we also hold that higher levels of
family functioning will promote competence
since this relationship has been indicated in risk
and resilience research that found the characteris-
tics of family warmth and cohesion were protec-
tive factors for children (Garmezy 1985, 1991).
Our argument is further supported by Washington
et al.’s (2013) study of a sample of African Amer-
ican children in kinship care that found healthy
family functioning was a significant predictor of
children’s competence levels.

Caregivers’ Parenting Practices. Two impor-
tant characteristics of kinship caregivers are
important to note. First, kinship caregivers fill
nontraditional parenting roles in the daily lives
of the children they are raising. Second, most
kinship caregivers are older than the child’s bio-
logical parents (Casey 2012). Therefore, it is
important to understand how kinship parenting
practices and roles differ from those of traditional
parenting roles and how these differences might
affect children’s competence. Caregiver’s parent-
ing practices refer to the specific behaviors that
relative caregivers use to influence children’s
social, physical, and cognitive development.
Research in the general population has found pos-
itive parenting practices (e.g., parental warmth,
encouragement, and support; quality of
parent–child relationship) are associated with
increased social and academic competence levels
among African American children (Garner 2006;
Gutman et al. 2002; Oravecz et al. 2008); thus, we
propose that positive parenting practices
displayed by kinship caregivers will also be asso-
ciated with higher levels of child competence. For
example, when caregivers are supportive,
encouraging, provide warmth, and are accepting,
the children in their care are more likely, than their
peers whose caregivers do not display these par-
enting positive practices, to disclose academic and
social challenges that they are experiencing. This
sharing provides an opportunity to address social
and academic problems. Additionally, these posi-
tive parenting behaviors set a foundation for
developing communication skills and provide an
opportunity for caregiver’s to model prosocial
behaviors for children (e.g., Washington
et al. 2015).

Caregiver’s Parenting Stress. Caregivers fre-
quently experience physical, mental, or emotional
stress related to child care. The effect of care-
giver’s stress on child competence is a particularly
important family-level factor to explore because
research has indicated that raising children to
whom the caregiver is related introduces an addi-
tional stressor, and caregivers’ stress levels can
adversely affect the outcomes of the children in
their care (Gleeson et al. 2008). We expected
caregivers with relatively lower levels of stress
would be associated with children who demon-
strated higher levels of social and academic skills.
This hypothesis was based on risk and resilience
research that has suggested a caregiver’s psycho-
logical well-being contributes to positive child
outcomes (Thomlison 2004). In addition, research
on kinship care families has shown inverse rela-
tionships exist between a caregiver’s level of
stress and positive child behavioral outcomes
(Gleeson et al. 2008; Goodman and Hayslip
2008) and academic and social competence (e.g.,
Washington et al. 2013). We contend that when
caregivers are less stressed, then they will have the
emotional and physical energy for child-rearing
activities (e.g., assist with homework, participate
in meaning conversations) that are necessary for
the development of healthy academic and social
competence.

Caregiver’s Social Support. Within the kin-
ship care literature, social support has been
defined as the emotional and spiritual assistance
that caregivers receive to support them in their
role as parents (Kelley et al. 2000). Social support
is typically derived from both informal (e.g., kin,
friends, church, or social clubs) and formal (e.g.,
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practitioners, therapists, or day care providers)
social networks that provide a caregiver with
helpful resources for raising a young child.
Given the many differences between relative care-
givers and traditional parents such as age and
employment status (Casey 2012), the sources,
nature, and impact of a caregiver’s social support
on children’s competence may vary as compared
with children in the general population. There-
fore, the caregiver’s social support is a factor in
child outcomes that warrants exploration. It is also
important to explore this family-level factor
because low levels of social support have been
associated with high levels of parenting stress, and
high levels of parenting stress are correlated with
the development of lower levels of social compe-
tence among children (Crnic and Greenberg
1990).

Based on risk and resilience literature, which
has suggested a supportive family environment
and an external support system contribute to
positive outcomes for children (Fraser
et al. 2004; Garmezy 1985), we posit that higher
levels of caregiver social support will be associ-
ated with increased competence levels in chil-
dren. Considering the evidence of a positive
association between a caregiver’s social support
network and children’s competence found in
other populations (Krantz et al. 1984; Moritzen
2002; Oravecz et al. 2008; Schneider 1993), we
argue that social support is also associated with
competence among African American children
living in kinship care. Further support for this
argument is found in Washington and col-
leagues’ (2013) preliminary models that showed
a relationship existed between a kinship care-
giver’s social support and children’s competence
levels.
Discussion

Although the predictors of competence among
children in the general population have been
widely theorized and tested, scant research has
explored the predictors of competence among
African American children in kinship care. For
several reasons, it is imperative to understand
how the attributes of a kinship care family can
influence these children’s development of social
and academic competence. First, there are increas-
ing and disproportionate numbers of African
Americans engaged in kinship care. Second, kin-
ship care is a major strength in the African Amer-
ican community, but they face added challenges
and stressors (e.g., use of kinship care to over-
come racial and economic oppression) in addition
to the child care-related stress experienced among
the general population. Third, the importance of
children’s social and academic competence to
their life trajectories has been well documented
for the general population. However, the contin-
ued use of theories geared toward children in the
general population neglects to account for the
unique, complex nature of African American fam-
ilies who are engaged in kinship care. Omission of
a theory about these families’ strengths and
resources (i.e., family-level factors) that contrib-
ute to children’s competence will place children at
risk for social skill deficits and academic achieve-
ment gaps, and subsequently these deficits and
gaps will cause challenges throughout their lives.
This review outlines seven family-level factors
that should be contemplated by practitioners and
researchers who work to promote the social skills
and academic achievement of African American
children in kinship care.

Limitations. Although this review presented
key findings, similar to most reviews, there are
limitations that must be acknowledged. First,
despite our search strategies aimed to include the
greatest number of relevant literature, arguably,
some publications were overlooked or excluded
from the review. Second, we selected seven
family-level factors that we deemed most relevant
to African American children in kinship care com-
petence levels; however, there may be other
family-level factors that contribute to competence
that we did not select that others may have
deemed relevant. Similarly, there may also be
other family-level factors that promote compe-
tence that we are unaware of; thus, they were
unintentionally omitted from our review.

Implications for Practice.Given the varying
levels of contact birth parents have with kinship
care families and given our findings that suggest
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the importance of parent–child relationship and
parental involvement on children’s competence,
it is clear that practitioners should work with
kinship care families to facilitate positive inter-
actions among biological parents, caregivers,
and children to foster children’s competence.
Furthermore, research has indicated that kinship
caregivers tend to differ from biological parents
in several important ways, including kinship
caregivers are more likely to be poor, single,
older, less educated, and unemployed than fam-
ilies in which at least one parent is present
(Casey 2012). Therefore, we recommend practi-
tioners use a theoretical framework that recog-
nizes the distinctions between kinship
caregivers and birth parents when working to
promote children’s social and academic compe-
tence. This paper provides a rationale for con-
sidering the impact of family-level factors such
as caregiver’s parenting practices, social sup-
port, and stress levels on children’s competence
level.

Recognizing vulnerable families’ inherent
strengths and working to enhance their strengths
and resources is a charge social workers are par-
ticularly well equipped to address (Healy and
Link 2012; Saleebey 2006). Our investigation of
the strengths and resources (i.e., family-level fac-
tors) within African American kinship care fami-
lies suggest the importance of healthy family
functioning and family resources in fostering chil-
dren’s competence. Thus, practitioners should
consider our argument that kinship care family
functioning and resources promote child compe-
tence. The following scenario was created by the
authors to illustrate how these two family-level
factors (i.e., healthy functioning and adequate
resources) can be addressed when working with
African American kinship families:

A practitioner collaboratively works with a family
to identify their strengths to incorporate in a treat-
ment plan. All family members expressed that they
enjoy spending time with each other. However, they
admitted that due to their busy schedules, they
rarely have time together. Being led by the theory
presented in this paper, the practitioner suggested
that the family designate at least three evenings to
work on schoolwork together and to share experi-
ences from their day with each other. The family
agreed with this recommendation, and the practi-
tioner helped the family to coordinate their sched-
ules to ensure they can successfully implement the
recommendation. This recommendation will help
foster adequate quality time (e.g., family resources)
and cohesiveness among family members (e.g.,
family functioning), which is believed to develop
social and academic skills.

Although kinship care is generally assumed
conducive to normative child development,
almost no theoretical research and rare empirical
research has considered the relationships between
the attributes of kinship care families and chil-
dren’s development of competence. To address
this knowledge gap, this paper provides a theoret-
ical foundation specific to African American kin-
ship care families. Future research should
examine whether the relationships among birth
parents, caregivers, and children promote African
American children’s competence levels who
reside in kinship care. In addition, researchers
should examine whether, or to what extent, com-
petence levels of children in kinship care are
affected by caregiver characteristics such as par-
enting practices, stress, and social support and
family characteristics such as family functioning
and household resource levels.
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they are presumed to lack the necessary skills for
capable decision making and presumed to benefit
from adults’ guidance and protection. Adult-like
decision making skills generally are necessary for
exercising legal rights. As a result, the law regu-
lates the decision making liberties of minors far
more extensively than those of adults. This regu-
lation results in a hodgepodge of laws that are
based on different perceptions of adolescents’
capacities for making different decisions, the
state’s interests in allowing them to make those
decisions, and the general need to respect the
rights of parents to direct their children’s
upbringing.

Depending on their age, and sometimes other
factors, adolescents typically are not yet consid-
ered adults nor are they no longer children. For
example, the law sometimes treats adolescents as
children in instances that they are protected by not
being able to receive the death penalty, vote, pur-
chase alcohol, or sign binding contracts. Simi-
larly, adolescents typically cannot marry, join the
military, or have surgery without parental consent.
Yet, the law sometimes does not distinguish them
from adults as it allows them to consent to certain
types of healthcare, be sexually active, purchase
contraceptives, and drive vehicles. The legal sys-
tem also has developed institutions that also take
different approaches to adolescents. Some institu-
tions typically treat adolescents as children in
need of special supervision and thus less able to
control their own rights, such as when they are in
schools and seek to express themselves (see
Levesque 2002). Some other institutions treat
them like children in some instances and adults
in others. For example, the justice system can treat
some adolescents as juveniles in need of special
protections while the system can treat other ado-
lescents as adults without concern for protecting
them differently than they would someone who
was a hardened, adult criminal (Levesque 2000).
Adolescents occupy a liminal and often
conflicting position in law.

Understanding adolescents’ place in law
requires an understanding of their legal ability to
exercise their rights. In this regard, some legal
concepts are important to distinguish: age of con-
sent, age of majority, and age of license as well as
general exceptions to them. Although these ways
to mark the end of adolescence are often related,
they help highlight the complexities and some-
times conflicting ways that the law deems minors
as capable of exercising their own rights.

Age of consent denotes the age at which a
minor is deemed mature enough to consent to a
specified act. Examples of the age of consent
include whether the adolescent can engage in
sexual intercourse, make a contract, receive med-
ical treatment, or join the military. If adolescents
fall below a prescribed age, the law assumes that
they are deemed incapable of fully understanding
the consequences of their actions and so are
unable to consent. Age of consent may be the
same or different from the age of majority.

The age of majority typically denotes the age at
which parents are no longer legally responsible
for their children. The age of legal majority, that
is, of presumed independence, has long been
18, rising to 21 for riskier activities such as the
consumption of alcohol. Even that age, however,
can vary. Numerous exceptions can be made to
this general rule, such as when adolescents are
emancipated from parents. These exceptions can
be of considerable significance as they can pro-
vide adolescents with rights equal to those of
adults and remove protections that they would
otherwise retain as minors.

The third legal concept, age of license, actually
has not been much recognized as a way to demark
age but still certainly is of significance. The age of
license is the age at which states give someone
legal permission to do something. Examples
include the right to work, drive, vote, get married,
smoke, and drink alcohol. The age of license can
be either lower or higher than the age of majority.
In addition, the legal age of license may or may
not relate to the ability to consent to the extent that
a general rule can be made to assume that most
adolescents, once they have reached a certain age,
are presumed competent to make decisions relat-
ing to the specified actions. For example, some
states permit marriage below the age of 18 for
some youth while other states place it at 18. Sim-
ilarly, states do vary the ages at which youth can
earn a driver’s permit or the conditions under
which they can drive. Lastly, over the past few
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decades, states have increased the age at which
individuals can purchase alcohol, raising it from
18 to 21, while states have reduced the required
age to vote, from 21 to 18.

The three general ways that adolescents’ age
can matter lead to considerable variation, and that
variation can be even more pronounced in that
there is considerable variation within any of the
three ways that age marks the rights of adoles-
cents. Laws vary considerably in the power they
give adolescents to exercise their rights. Some
states, for example, permit adolescents to engage
in sexual activity at the age of 12, but they limit
the age of their partners and the types of sexual
acts that they may engage in; other states simply
prohibit sexual activity until the age of 18 (see
Levesque 2000). Some states permit sexual activ-
ity and the right to obtain medical testing but not
necessarily the right to medical treatment without
parental consent. Perhaps the most conflicting
laws are those dealing with juvenile offenders;
these laws sometimes require some adolescents
to be treated as adults while some can be treated
as minors in need of special protection while still
others can be treated as either depending on a
prosecutor or judge’s discretion (Levesque 2000).

The wide variation in laws becomes further
varied in the manner that important exceptions
have been developed to counter inadequacies of
general rules. The most important exception, and
one that has garnered much controversy, involves
the mature minor doctrine. That doctrine applies,
for example, to sometimes limit parents’ right to
consent to the medical treatment for their minor
children. In some states, minors of a certain age
have the right to give or withhold consent to some
forms of treatments, such as medications or med-
ical procedures. This principle is known as the
MatureMinor Doctrine. That doctrine, a relatively
recent development in the area of a minors’ right
to consent to medical treatment, applies in differ-
ent situations where the service a minor seeks is
quite important and the parents’ interest, while
still important, can give way to the rights of
minors to exercise the rights needed to obtain the
service. For example, the doctrine permits minors
to give legal consent in a situation where their
parents would be abusive or neglectful and their
involvement would be detrimental to their well-
being. Note that the mature minor rule may
require adolescents to seek judicial intervention,
a process typically known as a judicial bypass
(Bellotti v. Baird 1979). Permitting this type of
exception is deemed important to protect the
rights of parents, in case their child is not mature
enough to make decisions on its own, and it pro-
tects the minor in that they could be deemed
capable to make important decisions on their
own if they could demonstrate sufficient maturity.
The mature minor exception challenges the firmly
rooted belief that minors universally lack the
capacity to make decisions and it also challenges
the firmly rooted parental right to raise their chil-
dren as they see fit (see Levesque 2000).
Cross-References
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Overview

In the context of developmental research, agency
generally refers to acting with intentionality and
producing or shaping one’s own experiences or
circumstances. Although agency, especially sex-
ual agency, was more commonly explored in

https://doi.org/10.1007/978-3-319-33228-4_467
https://doi.org/10.1007/978-3-319-33228-4_683


156 Agency
adults than adolescents, agency has become a
subject of much interest as the self-efficacy
model expanded and as personality and self-deter-
mination have been found to all exhibit nuanced
and sometimes seemingly contradictory links to
agency. Agency has now been studied as a part of
both healthy and pathological adolescent devel-
opment, as has the unique role of individual dif-
ferences as well as the wide potential benefits of
using agency-based approaches to working with
adolescents with social and/or environmental
problems to encourage solutions that come from
within. Several frameworks for understanding
agency, personality, and the self have been pro-
posed, including an interpersonal rather than
intrapersonal approach as well as Causal Agency
Theory. This line of research suggests that future
efforts would explore these understandings as
well as individual differences.
Agency

Although the term agency can have different
meanings, developmental sciences tend to focus
on agency in the contexts of people’s actions.
From this perspective, agency refers to acts that
are done with intentionality, to individuals who
are producers and shapers of their experiences and
circumstances. A sense of agency is a sense that
one can be more than reactive to one’s environ-
ment; having a sense of agency means that one
can be generative, creative, proactive, and reflec-
tive. Bandura (2000, 2001) advanced arguably
one of the most influential perspectives of agency
in the psychological sciences at the turn of the
twenty-first century, although recent research has
seen new perspectives and understandings of
agency flourish as well (see Shogren et al. 2015;
Safran 2016).

Bandura (2001) proposed that agency consists
of several key factors. It involves intentionality,
the ability to represent a course of action to be
performed, to make plans of action. Agency also
involves forethought, which is the ability to rep-
resent expected outcomes and to make plan
accordingly. In addition, agency involves self-
reactivity, which is the ability for self-regulation
by acting deliberately to ensure that plans that
were conceived can be achieved. Lastly, it also
involves self-reflectiveness, which is the ability to
reflect upon oneself and the adequacy of thoughts
and actions. Self-reflectiveness is key to self-
efficacy, the extent to which individuals deem
themselves capable of exercising some measure
of control over their own functioning and over
environmental events. While much research relat-
ing to adults focuses on agency in terms of, for
example, moral or sexual agency, in the context of
adolescence, much of it has been done under the
construct of self-efficacy (see Holden et al. 1990),
and recent advances in research on agency in
adolescence have seen explorations of its roles in
adolescent development, the role of individual
differences, consideration of social/environmen-
tal issues, as well as deeper links between agency
and the nature of personality and the self.

Research on the role of agency in adolescent
development has seen a general consensus emerg-
ing that agency is generally good for normal
development, whereas issues can arise for adoles-
cents with too strong or too weak of agency. For
example, the more agency improves, the healthier
identity development becomes, which in turn
increases life satisfaction (Morsunbul 2013). At
the same time, the link between agency and life
satisfaction is indirect, but rather works through
identity formation: it is through a healthy identity
and normal sense of self that adolescents can
mature into satisfied young adults. Thus, while
parents and specialists seeking optimal life satis-
faction for children should consider how much
they exhibit agency, research still indicates that
agency is far from a panacea for all the potential
ills of adulthood. At the same time, research has
found that a sense of agency is critical to
maintaining gifted-level achievement through
adolescence, and, although social factors can
diminish the motivation of adolescents who view
themselves as agents of their own learning/talent/
fate, this further underscores key intersections
between agency and individual differences espe-
cially marked in adolescence (Mudrak and
Zabrodska 2015).

Research on individual differences and agency
has demonstrated the nuances of the phenomenon.
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For example, agency has been found to be the
distinguishing factor between grandiose narcis-
sism and vulnerable narcissism, while perceived
agency mediates correlations between narcissism
and self-esteem (Brown et al. 2016). It is difficult
to predict how exhibiting agency will affect an
individual’s personality without a good deal of
observation and time waiting. That is the case
because the types of narcissism, individual
agency, and perceptions of agency can vary so
greatly among individuals. Moreover, the gap
between what is and is not possible consciously
and intentionally can vary enough among individ-
uals that, even with similar levels of agency, the
effects can be quite different depending on what
they try to affect their wills upon (Safran 2016).
And even when explicitly encouraging agency
among adolescents, their responses to how an
adult promotes self-determination as well as
adults’ own subconscious responses to the adoles-
cents can all vary depending on the individual’s
understanding of agency (Rajala et al. 2016). Fur-
ther complicating the issue are findings
suggesting that agency’s long-term mental health
benefits may be limited to White and male ado-
lescents, while non-White and female adolescents
have been found to be more likely to rely on
community social resources and/or family support
for similar outcomes (Williams andMerten 2014).

The focus on agency as a basis for treating
social/environmental pathologies (among
others) has been increasingly supported by
recent research. For example, the use of an
agency-developed model of foster care treatment
has been found to improve day-to-day function-
ing as adolescents age and also better function-
ing at discharge (Bishop-Fitzpatrick et al. 2015).
This is particularly illuminating because youth
in foster care are some of the most vulnerable in
clinical practice. That research shows how inten-
tionality, self-determination, and the power of
individual choice reveal the deep connections
between agency, personality, and outcomes for
adolescents. Similarly, research has found that
organizational support from a Gay-Straight Alli-
ance (GSA) can greatly increase agency among
LGBTQ youth, which in turns enhances their
engagement with the GSA and improves both
the organization as well as the outcomes for the
adolescent (Poteat et al. 2016). And promoting
agency among delinquent juveniles in prison via
institutional education has been found to encour-
age rethinking prior behavior and maintaining
modified and improved ways of behaving
(Zdun 2012). Although some mixed findings on
individual differences continue to suggest that
more research on agency as a tool for treating
adolescent problems is necessary, the increasing
concordance among recent findings suggests that
agency plays a significant role, and it could be
used to help adolescents learn to help
themselves.

Research exploring the links between agency
and personality also has continued to identify
important mechanisms that contribute new ques-
tions. For example, agency is generally under-
stood in the context of self-determination and
almost always involves personal will and self-
efficacy as internal phenomena. Yet, research has
now placed agency in an interpersonal framework
and found that a sense of agency can be generally
inaccessible to introspection (Deans et al. 2015).
This means that it requires another individual to
recognize agency before one can most benefit
from understanding and applying it. Moreover,
research exploring agency through the framework
of Causal Agency Theory, where adolescents’
self-determination translates across diverse
social-contextual contexts because they under-
stand causality as it relates to their agency,
makes a distinction between volitional and
agentic action – all self-executed, based on who
regulates and who directs. That research finds that
agency and causality beliefs can outweigh effi-
cacy more than other realities (Shogren
et al. 2015). And the link between agency and
self-perception is not completely neutralized by
age, maturity, or experience. Recent findings indi-
cate that the illusion of control decreases as we get
older, but experiencing agency through outcomes
following productions is rather stable across age
and developmental stage (van Elk et al. 2015).
The implications for personality and sense of
self also have seemingly yet to converge when
studied through different frameworks, a possibil-
ity indicative of the elusive nature of agency when
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it comes to empirical categorization (compare, for
instance, Bandura 2000 with Shogren et al. 2015
or Safran 2016).
Conclusion

Agency represents one of the most complex and
powerful dynamics of the adolescent self. Great
strides have been made that have seen the many
roles of the phenomenon continuing to be recog-
nized as having greater and greater potential.
From its role in healthy as well as pathological
development to the subtleties of individual differ-
ences to the wide potential for use as a means of
treating adolescent problems through personality
by helping adolescents help themselves, agency’s
links between personality and the self are proof of
how a sometimes ephemeral concept can have a
concrete effect. Research still is far from com-
plete. There are much needed investigations of
individual differences and of how agency might
be understood in a unified framework of person-
ality. But, for now, research pointing to the impor-
tance of agency for adolescents stands on its own
merits as it indicates the importance of agency to
adolescent development and the adolescent
experience.
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Aggression

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Aggression traditionally has been viewed as
behavior that has the intention of inflecting phys-
ical damage on another. Researchers have recog-
nized several types of aggression, with the two
most common being reactive (impulsive) and
instrumental (proactive or controlled) aggression.
Reactive aggression occurs as a response to an
aversive stimulus, such as a deliberate
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provocation. Instrumental aggression is goal ori-
ented; it is aimed to achieve a reward, such as
financial gain (see Vitaro and Brendgen 2005).
Researchers now increasingly examine less overt
aggression, such as relational aggression aimed at
damaging peers’ relationships or reputations (e.g.,
Crick and Grotpeter 1995). Still, the major thrust
of research remains on understanding the nature
of reactive and proactive aggression (see Hubbard
et al. 2010).
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▶Externalizing and Internalizing Symptoms
▶ Proactive and Reactive Aggression
▶Trajectories of Aggressive-Disruptive Behavior
References

Crick, N. R., & Grotpeter, J. K. (1995). Relational aggres-
sion, gender, and social-psychological adjustment.
Child Development, 66, 710–722.

Hubbard, J. A., McAuliffe, M. D., Morrow, M. T., &
Romano, L. J. (2010). Reactive and proactive aggres-
sion in childhood and adolescence: Precursors, out-
comes, processes, experiences, and measurement.
Journal of Personality, 78, 95–118.

Vitaro, F., & Brendgen, M. (2005). Proactive and reactive
aggression: A developmental perspective. In R. E.
Tremblay, W. M. Hartup, & J. Archer (Eds.), The
developmental origins of aggression (pp. 178–201).
New York: Guilford.
Agreeableness

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Agreeableness refers to a tendency to be compas-
sionate, generous, cooperative, and empathetic in
social situations rather than suspicious or
antagonistic. Rather than being Machiavellian
and overly concerned about one’s own self-
interests, people who score highly on agreeable-
ness traits tend to place more trust in others and
have a much more positive view of human nature.
Given its potential importance to the study of
social relationships, agreeableness has received
increasing attention. Indeed, it has long been pro-
posed as one of the five basic dimensions of
personality, with the others including conscien-
tiousness, openness, extraversion, and neuroti-
cism (see McCrae and Costa 1987, 1997). As
with other personality traits, agreeableness is
thought to be relatively stable across develop-
ment, as one of the most enduring personality
dimensions (Roberts and DelVecchio 2000), but
not with some changes, as agreeableness has
shown to increase as people age (see Branje
et al. 2007). Given that it has been viewed as a
personality disposition, much of the research on
the topic comes from personality research and
social development.

Research has examined well the numerous
links among agreeableness, personality develop-
ment, and social relationships. Agreeableness
appears to emerge developmentally from temper-
amental self-regulative systems, particularly
effortful control (see Rothbart and Bates 1998).
Normal development of effortful control leads to
agreeableness that serves to regulate frustrations
when dealing with social situations, with agree-
ableness directly relating to the ability to control
anger (Ahadi and Rothbart 1994). This ability to
control anger helps to explain a well-noted, nega-
tive relationship between agreeableness and ado-
lescent antisocial behavior and delinquency (see
Robins et al. 1994). Adolescents who are agree-
able are more willing to suspend individual inter-
ests, control their negative affect and frustration
that would emerge from interactions with others,
and respond to conflict more constructively (see
Jensen-Campbell et al. 2002). Disagreeable youth
are not necessarily known to be aggressive or
violent; instead, they are likely to be viewed as
self-centered, manipulative, disputatious, stub-
born, and sometimes prone to negative outbursts
of emotionality (Asendorpf and Wilpers 1998).
Disagreeableness appears as increasingly signifi-
cant during adolescence when relationships dur-
ing this period begin to be dominated by voluntary
affiliations and difficulties with mutual exchanges
challenge the ability to establish and maintain
friendships and gain acceptance by peers.
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In addition to being linked to less antisocial
behavior, agreeableness links to a higher likeli-
hood of prosocial behavior and more positive
social relationships. Although it could be
argued that agreeable youth would be agreeable
and go along with peer behaviors that are prob-
lematic, research indicates otherwise. Prosocial
youth readily understand the consequences that
their behavior may have on others and, as a
result, are more likely to disapprove of inappro-
priate or aggressive conduct and, consequently,
act more prosocially (see Nelson and Crick
1999). Other research on agreeableness as a
dimension of personality and peer relationships
reveals how agreeableness contributes to posi-
tive relationships. Agreeable peers receive
higher levels of peer acceptance and have
more mutual friends; and more agreeable
youth are less likely to be victimized over
time, as they appear able to deflect aggression
by communicating to others that they are liked
(see Jensen-Campbell et al. 2002). Given that
victimization can lead to so many negative out-
comes and poor adjustment (see Hanish and
Guerra 2002), and that agreeableness can reduce
victimization, this line of research alone under-
scores the potentially deep link between agree-
ableness and mental health.

Although research examining the place of
agreeableness onmental health outcomes is scarce
compared to studies of other personality disposi-
tions, research that does exist reveals links
between agreeableness and greater subjective
well-being (Steel et al. 2008) and reduced risk
for clinical symptoms, especially suicide attempts
(Brezo et al. 2006) and externalizing problems
(Malouff et al. 2005). One 25-year longitudinal
study found, for example, that the consequences
for being disagreeable during childhood and ado-
lescence are profound; once disagreeable youth
reach middle-age they present multiple problems
when compared to the more agreeable members of
their cohort, with those negative outcomes includ-
ing elevated levels of alcoholism, criminality,
depression, and career instability (Laursen et al.
2002). Adolescents who fail to navigate their
social world in a way that allows them to
get along well with others place themselves at
higher risk of emotional, behavioral, social, and
host of other problems.
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Aid to Families with Dependent
Children

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Aid to Families with Dependent Children
(“AFDC”) was a federal assistance program tied
to the Social Security Act of 1935 (1935). AFDC
emerged from the Aid to Dependent Children
(“ADC”) program that was part of the original
1935 social security legislation that served as the
cornerstone of the “NewDeal.”Like AFDC, ADC
was administered by the United States Depart-
ment of Health and Human Services and made
federal matching funds available to states that
created programs to aid children with a dead,
disabled, or absent parent. In 1968, the ADC
program was renamed AFDC, with the words
“families with” added partly because of concern
that the ADC program had discouraged marriage.
AFDC eventually became the major program that
provided financial assistance to children whose
families had low or no income (see Office of
Human Services Policy 2010). Although ADC
had been a minor part of federal social security
legislation, the program became more prominent
and more controversial as it became AFDC and
became the major and highly expensive anti-
poverty program. As the AFDC program
expanded and national politics shifted, Congress
searched for ways to contain or reduce costs.
Although Congress engaged in extensive
modifications in the 1980s, it was in 1996 that a
major shift occurred and essentially resulted in the
abolishment of the program.

One of the important points about AFDC is
what it eventually became. The program was
dramatically remade as it became assimilated
into the Personal Responsibility and Work
Opportunity Act (PRWOA) (1996). The new leg-
islation drastically changed the nature of federal
programs aimed to provide for poor children and
their families. Among other notable changes, the
new legislation imposed a lifetime limit of
5 years for the receipt of benefits; it also
increased work participation rate requirements
that states needed to meet in order to receive
federal assistance to pay for their antipoverty
programs. The focus on the limited nature of
the replacement program was reinforced by call-
ing AFDC’s successor Temporary Assistance for
Needy Families (“TANF”). Despite these dra-
matic shifts, many continue to refer to TANF as
“welfare” or AFDC.

PRWOA sought to end the dependence of
needy parents on governmental benefits by pro-
moting job preparedness, work, marriage, and
several measures aimed at controlling the behav-
iors of recipients (Smith 2007). The law focused
on fostering a stable home environment through
marriage and paternal involvement. This thrust
came from studies indicating that married house-
holds were less likely to fall into distress or pov-
erty. It was hoped that encouraging current
welfare recipients to form stable home lives
would hasten their transition off the welfare rolls
into work, and also would prevent future genera-
tions from what many describe as a cycle of wel-
fare dependency. To achieve this end, for
example, the law granted states funding to pro-
mote marriage education and relationship
counseling for men and women, as well as
funding for state programs promoting responsible
fatherhood. The marriage initiatives became
increasingly popular in the early 2000s and con-
tinue in popularity, especially in the form of pre-
marital programs (Fawcett et al. 2010).

As expected from massive legislative reforms
addressing intractable issues, the reforms have
won praise as well as intense criticism. In terms
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of praise, the reforms have accomplished their
goal of reducing direct dependence on govern-
ments. The composition of welfare recipients has
changed, with a tremendous drop from 12.2 mil-
lion recipients in 1996 to 4.5 million in 2006, and
with the number of families dropping by over 50%
(Goldin 2007). Still, critics argue that the reforms
focused on those physically and mentally compe-
tent to seek employment and failed to provide
sufficient funding for adequate child care services
so that parents could comply with work require-
ments (Goldin 2007). Perhaps the strongest criti-
cisms have come from concern about the focus on
marriage and continued discrimination, especially
against minority women (Smith 2007) as well as
the use of control measures and enlistment of the
welfare system to control behaviors (like drug use
or possession) that historically were in the prov-
ince of the criminal justice system (see Gustafson
2009).
Cross-References
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Alcohol Use

Daniel S. Kreitzberg and Keryn E. Pasch
Department of Kinesiology and Health Education,
University of Texas at Austin, Austin, TX, USA
Overview

While alcohol use is normative among adults and
is the most commonly used drug among adoles-
cents, adolescent alcohol use is associated with
multiple social, behavioral, and developmental
problems (Grant and Dawson 1997), which can
persist into adulthood. The use of alcohol during
adolescence can also affect brain development,
impacting emotional regulation and motivation,
during a critical time when abstract thinking and
reasoning become possible (Zucker 2006). The
factors that put adolescents at risk for alcohol use
are multilevel and encompass the home, peer,
school, social, and physical environment as
well as personal beliefs, attitudes, and behaviors.
Several interventions have been developed to
prevent or reduce alcohol use; however, alcohol
use remains a prevalent behavior among
adolescents.
Prevalence of Alcohol Use

Although the rate of alcohol use has declined sig-
nificantly from 1991 to 2015 (81.6–61.2%) (Cen-
ters for Disease Control and Prevention (CDC)
2014; Johnston et al. 2017b), alcohol use continues
to be the most prevalent substance used among
adolescents. In 2013, 8.7 million or 22.7% of
youth aged 12–20 reported using alcohol in the
last month and 5.4 million (14.2%) reported binge
drinking (Substance Abuse and Mental Health
Services Administration 2014). In 2013, alcohol
use initiation, defined as having first used alcohol
in the past year, was reported by 4.6 million youth
and adults (Substance Abuse and Mental Health
Services Administration 2014). Almost 84% (3.8
million) of the 4.6 million new alcohol initiates in
2013 were younger than the legal age of 21 years
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old at the time of initiation (Substance Abuse and
Mental Health Services Administration 2014).

Alcohol use begins early, with 22.2% of ninth
graders reporting drinking more than a few sips of
alcohol before the age of 13 (Kann et al. 2014) and
2.1% of 12–13-year-olds currently using alcohol
(Substance Abuse and Mental Health Services
Administration 2014). By the ages of 14–15, the
percentage of youth who are currently using alco-
hol quadruples to 9.5% (Substance Abuse and
Mental Health Services Administration 2014).
Among adolescents in the eighth grade, 22.8%
report ever using alcohol and 8.6% have ever
been drunk (Johnston et al. 2017b). Alcohol use
in the last month is also prevalent with 7.3% of
eighth graders reporting current alcohol use and
1.8% reporting they had been drunk at least once
in the past 30 days (Johnston et al. 2017b). More-
over, the prevalence of alcohol use only increases
as adolescents get older. By 12th grade, 61.2% of
adolescents reported they had ever used alcohol
and 46.3% had ever been drunk (Johnston et al.
2017b). In addition, alcohol use in the past
30 days was reported by 33.2% of 12th graders
and 20.4% reported having been drunk at least
once during that time (Johnston et al. 2017b).

Excessive alcohol use among adolescents is
also a widespread problem. The Monitoring the
Future Study found that in the 2 weeks prior to the
survey, 4.6% of eighth graders reported having
five or more drinks in a row (Johnston et al.
2017b). For 12th graders, this percentage more
than quadrupled, rising to 19.4% (Johnston et al.
2017b). Among students who reported drinking
alcohol in their lifetime, 1.9% of eight graders
and 13.4% of 12th graders drank on 40 or more
occasions (Miech et al. 2016). In addition, of all
12th graders surveyed, 4.8% drank 40 or more
times in the last year and 2.3% had been drunk
40 or more times (Miech et al. 2016). Attitudes
toward binge drinking have also been changing
from 1991 to 2003 such that a smaller percentage
of students consider regular or binge drinking to
be a great risk and a smaller percentage disap-
prove of others who regularly drink alcohol or
binge drink; however, recent data show an
increase in perceived risk of binge drinking across
8th, 10th, and 12th graders from 2011 to 2012
(Chen et al. 2013; Johnston et al. 2017b). Rates
of both disapproval and perceived risks of binge
drinking are higher among adolescents in 8th and
10th grade than their peers in 12th grade
(Johnston et al. 2017b).

Adolescent alcohol use occurs across all seg-
ments of the adolescent population. However,
alcohol use rates do vary by race/ethnicity and
gender. Alcohol use by age 13 (about seventh
grade) is higher among Hispanics (21.8%) and
Blacks (21.0%) than Whites (17.5%) (Kann
et al. 2014). Across 9th through 12th graders,
72.4% of Hispanic adolescents, 65.9% of White
adolescents, and 63.4% of Black adolescents will
have had at least one drink of alcohol in their
lifetime (Kann et al. 2014). African American
adolescents in eight grade had the lowest preva-
lence of past 30-day alcohol use (6.9%) followed
by White adolescents (8.2%) and Hispanic ado-
lescents (9.5%) (Johnson et al. 2017a). By 12th
grade, African American adolescents still had the
lowest prevalence rate of past 30-day alcohol use
(21.8%); however, White adolescents surpassed
Hispanic adolescents (39%, 34.9%, respectively).
Past 30-day alcohol use is slightly greater among
males than females in 12th grade (34.5%, 32%,
respectively), while in eight grade, past 30-day
alcohol use is slightly greater among females
(7.8%) than males (6.7%) (Johnston et al. 2017a).
Among 12th grade adolescents, 15% of females
and 19% of males reported drinking five or more
alcoholic drinks in a row (Miech et al. 2016).
Alcohol use before age 13, however, is more
common among males with 20.5% of males and
16.6% of females reporting use before 13 (Kann
et al. 2014). Rates of heavy drinking among males
and females show a similar pattern with more
males reporting heavy drinking than females
(11th grade, 27.6% vs. 21.6%; 12th grade,
32.3% vs. 26.2%; Kann et al. 2014).

By the time adolescents reach 12th grade,
almost 61.2% will have tried alcohol in their life-
time, and over a third will have used alcohol in the
past month (Johnston et al. 2017a). Rates of alco-
hol use vary by ethnicity with Hispanic youth
using the most alcohol at the youngest ages and
White youth surpass both Black and Hispanic
youth alcohol past 30-day use rates at the end of



164 Alcohol Use
adolescence (Johnson et al. 2017a). Girls begin
using alcohol earlier than boys, but boys quickly
catch up and even surpass girls by twelfth grade
(Johnston et al. 2017a).
Consequences of Alcohol Use

Short-Term Consequences
Alcohol has been found to be a “gateway drug,” a
drug that can lead to the initiation of other sub-
stance use, including tobacco, marijuana, and
other illicit drugs (Kandel 2002; O’Malley et al.
1998; Barry et al. 2016). Adolescents who drink
in early adolescence may be more likely to begin
smoking tobacco (Jackson et al. 2002) and mar-
ijuana (Barry et al. 2016) or other illicit drugs
(Wilson et al. 2002; Barry et al. 2016) in middle
adolescence than adolescents who do not drink
alcohol in early adolescence. Adolescent alcohol
users are more likely than alcohol users aged
21 or older to report using illicit drugs within
2 h of drinking alcohol, most commonly mari-
juana (Substance Abuse and Mental Health Ser-
vices Administration 2014). Additionally,
alcohol use has been found to cluster with other
health-risk behaviors such as unhealthy weight
control practices (Jackson et al. 2002; Petridou
et al. 1997) and risky sexual behavior (Bonomo
et al. 2001; Halpern-Felsher et al. 1996; The
Henry Kaiser Family Foundation 2002). In a
meta-analysis of 87 studies, Ritchwood et al.
(2015) found alcohol use was associated with
unprotected sex, number of sexual partners, sex
with an intravenous drug user, and multiple risky
sexual behaviors among adolescents. In another
study, 36% of youth 15–24 who reported engag-
ing in risky sexual behaviors indicated that alco-
hol or drug use had influenced their decisions
regarding sex (The Henry Kaiser Family
Foundation 2002). In the 2013 Youth Risk
Behavior Surveillance Survey (YRBSS), 22.4%
of sexually active 9th–12th grade students
reported having used alcohol or drugs before
their last sexual intercourse (Kann et al. 2014).
Alcohol-related fatalities are another serious
consequence of alcohol use in adolescence. In
2014, 26% of underage drivers who were killed
in car crashes had a blood alcohol content of
0.01 g/dL or higher (National Highway Trans-
portation and Safety Administration 2016). The
YRBSS found that 21.9% of 9th–12th graders
had ridden with a driver who had been drinking
alcohol and 10.0% had driven after drinking
(Kann et al. 2014).

Adolescents who reported infrequent and occa-
sional/frequent alcohol use in the past year were
3.42 and 7.25 times more likely than their alcohol
abstaining peers to report carrying a weapon on
school property (Ilie et al. 2017). In addition to
violent and deviant behavior, adolescents who use
alcohol are also more likely to be depressed than
adolescents who do not use alcohol (Substance
Abuse andMental Health Services Administration
2013). In a study by Windle and Davies (1999),
between 24% and 27% of adolescents who were
identified as depressed met the criteria for heavy
drinking and between 23% and 27% identified as
heavy drinkers also met the criteria for depression.
Among those identified as depressed, 33–37% of
boys also met the criteria for heavy drinking,
whereas only 16–18.5% of depressed girls met
the criteria (Windle and Davies 1999). Suicide is
also more common among those who use alcohol
(Substance Abuse and Mental Health Services
Administration 2002; Gart and Kelly 2015). Ado-
lescents between the ages of 12–17 who reported
any alcohol use in the past year were more than
two times more likely than adolescents who did
not report any alcohol use to be at risk for suicide
(thought about or tried to kill themselves) in the
past year (Substance Abuse and Mental Health
Services Administration 2002). Additionally, ado-
lescents who had their first drink of alcohol before
age 13 were more likely to have reduced life
satisfaction than those who had their first drink
of alcohol after 13 (Zullig et al. 2001). Excessive
alcohol use in adolescence has also been associ-
ated with altered, delayed, or disrupted develop-
mental tasks such as cognitive maturation, moral
development, social competence, and school per-
formance (Brody et al. 1998). Moreover, in a
longitudinal study, adolescents who report early
drinking of alcohol in seventh grade (12–13 years
old) were at higher odds of school suspension,
truancy, and low school commitment than their
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peers a year later in eight and ninth grade
(Hemphill et al. 2014).

Long-Term Consequences
Early onset of drinking has been found to be a
strong predictor of lifetime drinking and the
development of alcohol use disorders and alcohol
problems (Grant 1998; Marshall 2014). A youn-
ger age of first alcohol use has been related to a
greater level of alcohol misuse in later adoles-
cence (Hawkins et al. 1997). In addition, the ear-
lier a person uses alcohol, the intensity of alcohol
use, and the frequency of heavy drinking all con-
tribute to later problems with alcohol use and
dependence (Guo et al. 2000, 2001). Adolescents
who began drinking before age 14 have been
found to be more likely to ever experience alcohol
dependence and to experience alcohol depen-
dence within 10 years of first drinking (Hingson
et al. 2006). Moreover, adolescents who reported
drinking alcohol before age 16 were more likely to
report ever taking prescription drugs not pre-
scribed including tranquilizers, stimulants, and
pain killers and ever use of cocaine, crystal
meth, and other illicit drugs in adulthood (Moss
et al. 2014). Adults (21 or older) who report first
using alcohol at 14 or younger are more likely
to be classified with alcohol dependence or
abuse than adults who report alcohol use initiat-
ion at 21 or older, 14.8% and 2.3%, respectively
(Substance Abuse and Mental Health Services
Administration 2014). Early adolescent alcohol
initiation is also associated with an increased
adulthood risk of drinking and driving, being in
a car crash due to drinking (Hingson et al. 2002),
driving after five or more drinks, and riding with a
driver who was high or drunk (Hingson et al.
2003b). Adults who began drinking at earlier
ages in adolescence were also more likely to
have been injured while drinking (Hingson et al.
2003b, 2006) and to have been in a fight after
drinking (Hingson et al. 2001). College students,
who currently drink and who had their first drink
of alcohol before age 13, have been shown to be at
increased risk for having unplanned sexual inter-
course as well as having unplanned intercourse
due to drinking as compared to college students
who initiated alcohol use at age 19 or older
(Hingson et al. 2003a). Moreover, there is longi-
tudinal neural imaging evidence that episodes
of heavy drinking during early adolescence are
associated with abnormalities in brain struct-
ure development into young adulthood (Squeglia
et al. 2015).

In summary, alcohol use among adolescents
leads to problems with future alcohol and other
drug use including marijuana and other illicit
drugs. In addition, risk behaviors such as risky
sexual behavior, driving after drinking, riding in a
car with someone who has been drinking, delin-
quency, and violence are more common among
those adolescents who use alcohol, and these
behaviors can persist into adulthood. Alcohol
use is also related to depression, increased risk
for suicide, developmental problems, and social
problems. These associated behaviors may reflect
an abnormality in brain structure development
associated with use of alcohol during early ado-
lescence; however, further research is needed
(Bourque et al. 2016).
Early Adolescent Alcohol Use

Early adolescent alcohol use is related to signifi-
cant problems later in life. Gruber et al. (1996)
found that onset of alcohol use by age 12 was
associated with subsequent use of alcohol and
problem behaviors in later adolescence including
alcohol-related violence, injuries, drinking and
driving, and absenteeism from school or work,
as well as being at increased risk for using other
drugs. Early initiation of alcohol use also mediates
nearly all of the identified risk factors for subse-
quent alcohol use including parental drinking,
proactive parenting, school bonding, peer alcohol
initiation, and ethnicity (Hawkins et al. 1997).
Youth who drink before age 15 are estimated to
be four times more likely to develop alcohol
dependence than those who begin drinking after
age 18 (Grant and Dawson 1997). The odds of
alcohol dependence decreases by 14% with each
increasing year of age at onset of use, and the odds
of abuse decreases by 8% (Grant and Dawson
1997). Notably, adults aged 21 or older who
began to drink at or before age 14 were more
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likely to be classified with alcohol dependence or
abuse than adults who began to drink either at
21 or older (Substance Abuse and Mental Health
Services Administration 2014).

Research has shown that early users of alcohol,
those who use alcohol by the start of sixth grade,
are significantly different on nearly all socio-
environmental, behavioral, and personal risk fac-
tors examined, underscoring the need to intervene
earlier and across a wide spectrum of behavioral,
intrapersonal, and socio-environmental factors
(Pasch et al. 2009). Early users of alcohol (app-
roximately 17% of the sample) were especially
more likely to engage in delinquent and violent
behaviors and to have lower self-efficacy, positive
outcome expectations, and expectancies con-
cerning alcohol use, greater access to alcohol,
higher normative estimates of alcohol use, and a
greater number of friends using alcohol than non-
users of alcohol in sixth grade. This research
suggests that universal prevention programs
targeting students at the start of sixth grade may
have already missed a significant portion of stu-
dents who have already begun using alcohol.
Therefore, given that “users” are a substantial
proportion of the sixth grade population, it may
be important, then, to design a primary prevention
program for teens, prior to sixth grade, that
focuses not only on specific alcohol-related risk
factors but also on the important developmental
tasks of that age group – academic achievement,
appropriate conduct, and pro-social peer relation-
ships. This approach, intervening at earlier ages,
would allow for universal messages about alcohol
use and yet also provide support for high-risk
students who may be lagging developmentally.
A developmental approach to reducing adolescent
alcohol use was also proposed by several
researchers (Brown et al. 2008; Masten et al.
2008; Windle et al. 2008; Zucker et al. 2008).
Determinants of Alcohol Use

Alcohol use in adolescence has been conceptual-
ized as an interaction of social, environmental,
intrapersonal, and behavioral factors (Epstein
et al. 1995a, b; Hawkins et al. 1992; Newcomb
1995). The most consistent socio-environmental
risk factors for early alcohol use are peer and paren-
tal factors (Donovan et al. 2004). Regular and
consistent parental monitoring, knowing where
the child is and who he or she is with, predicts
less subsequent onset of alcohol and other drug
use (Beck et al. 1999, 2004; Borawski et al. 2003;
Cottrell et al. 2003; Donovan 2004; Griffin et al.
2000; Stattin and Kerr 2000), while lower levels
of parental monitoring predict increases in early
alcohol use among adolescents (Borawski et al.
2003; Duncan et al. 1998; Ledoux et al. 2002; Li
et al. 2000; Pettit et al. 2001); parental monitor-
ing also protects against negative consequences,
beyond prevention, should youth decide to use
alcohol (Branstetter and Furman 2013).

Authoritative parenting, parenting that is high-
ly demanding and responsive, with discipline that
is reasoned, consistent, and democratic, with
mutual respect and reciprocity between the parent
and child, has been found to have an inverse
association with deviant behaviors (Simons-
Morton and Hartos 2002) and alcohol use
(Jackson et al. 1998; Hoffmann and Bahr 2014).
Parental support and connectedness, dimensions
of authoritative parenting, are protective of alco-
hol use (Simantov et al. 2000), and involved
parents have children who are less likely to initi-
ate alcohol use (Simons-Morton et al. 2001).
While authoritarian parenting style can have the
opposite effect. For example, a recent study
found having an authoritarian mother, who pro-
vides firm direction without the flexibility and
warmth of an authoritative parenting style,
increased adolescent self-concealment (keeping
secrets) that was associated with impaired control
over drinking alcohol. Impaired control mediated
the relationship between self-concealment and
both the quantity of alcohol consumed and
reported problems associated with alcohol use
(Hartman et al. 2015). In the same study, having
a father with authoritative parenting style was
associated with less self-concealment among
adolescents (Hartman et al. 2015). Additionally,
unsupportive and demanding family environ-
ments and family dysfunction also increase the
likelihood of adolescent alcohol use (Colder and
Chassin 1999).
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Parent–child communication that is open and
frequent has been suggested to be protective
against adolescent alcohol use (Kelly et al. 2002;
Wills et al. 2003). Brody et al. (1998) found that
frequent parent–child conversations where both
parents’ and children’s perspectives were expres-
sed helped to orient children to more conservative
norms for alcohol use (Brody et al. 1998). In
addition, frequent and bidirectional parent–child
conversations were associated with children’s
abstinence-based alcohol use norms (Brody et al.
1998). Wills and colleagues also found that
parent–child communication about drugs was
related to youth having less favorable views of
substance users (Wills et al. 2003). Project North-
land, an alcohol prevention intervention sixth to
eighth graders, found that parent–child alcohol-
related communication was an important mediator
of the intervention’s effectiveness in reducing
alcohol use (Komro et al. 2001).

Parents are important role models for their
children. As such, parents who drink alcohol in
the home may be modeling that behavior for their
children. In fact, parental drinking has been asso-
ciated with adolescent alcohol use (Dielman et al.
1993; Nash et al. 2005; van der Vorst et al. 2005;
White et al. 2000). Mother’s alcohol use in partic-
ular has been found to put adolescents at increased
risk for binge drinking (Reifman et al. 1998; Alati
et al. 2014) and alcohol use (White et al. 2000;
Hartman et al. 2015; Capaldi et al. 2016). Ennett
et al. (2001) found that the nonverbal communi-
cation of parent modeling of substance use behav-
ior was a more powerful form of communication
than verbal communication about substance use
(Ennett et al. 2001). Parental role modeling also
includes modeling beliefs about alcohol use as
well as overt behavior. Students whose parents
reported greater disapproval of adolescent alcohol
use reported increased levels of parental warmth
and acceptance, increased parental monitoring,
better communication, greater self-efficacy to refuse
alcohol, less approval of alcohol use among friends,
fewer friends and peers who used alcohol, less
personal alcohol use, and fewer consequences
from alcohol than those students who reported
less parental disapproval of adolescent alcohol
use (Nash et al. 2005).
Alcohol use by peers, perceptions of peer use,
and perceptions of peer influence to use all signif-
icantly increase the likelihood of early alcohol use
initiation (Donovan 2004). A study in the United
Kingdom found peer alcohol use increased the
odds of drinking by age 11 by 7 times (Kelly
et al. 2016). Hawkins and colleagues found that
those children who had alcohol-using peers at
ages 10–11 were more likely to initiate early alco-
hol use and to misuse alcohol when they were
older than children who did not have alcohol-
using peers (Hawkins et al. 1997). It has been
suggested that adolescents with alcohol and drug
use problems are more likely to have had prob-
lematic peer relationships in childhood (Hops
et al. 1999) or associated with antisocial peers
(Patterson et al. 2000) thus increasing their risk
of alcohol problems. In fact, one longitudinal
study found that children aged 10–11 with antiso-
cial peers were at increased risk for alcohol abuse
and dependence at age 21 (Guo et al. 2001).
Another longitudinal study followed a cohort of
twins from ages 15 to 36 and found deviant peer
group association during early and late adoles-
cence was associated with greater alcohol con-
sumption into adulthood (Wichers et al. 2013).
Additionally, associations with antisocial peers
in fourth or fifth grades have been found to
directly influence substance use initiation in the
fifth or sixth grades (Oxford et al. 2000).

In addition to peer and parent factors, access to
alcohol, offers of alcohol, and normative expecta-
tions help to create an environment that is either
conducive or prohibitive of alcohol use. Access
to alcohol in the home has been related to alcohol
use among adolescents (Komro et al. 2007;
Resnick et al. 1997). Adolescents can get access
to alcohol through many sources, directly from
parents, taking it from home, from friends, from
older adults, from other relatives or adults, and
through commercial sources. However, for under-
age youth, the most common sources of alcohol
are from parents’ supplies or older friends (Hearst
et al. 2007; Smart et al. 1996; Wagenaar et al.
1993). Almost 30% of adolescents in the USA
report having easy access to alcohol in the home
(Swahn et al. 2002). In a randomized control trial,
over 54% of 11th grade students reported alcohol
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would be “very easy” to obtain, and only 41%
reported that they couldn’t get someone over 21 to
buy them alcohol (Flewelling et al. 2013). Intra-
personal factors such as normative beliefs and
normative estimates are also important predictors
of alcohol use (Komro et al. 2001).

Self-efficacy has also been associated with
drinking behavior, and positive expectations or
expectancies about drinking may also predispose
a child to early use (Donovan 2004; Hipwell et al.
2005). Adolescents are more likely to use alcohol
at earlier ages when they have fewer negative
expectations concerning alcohol use (Hipwell
et al. 2005). Additionally, lower levels of achieve-
ment and bonding to school have been associat-
ed with increased adolescent alcohol use (Guo
et al. 2001; Hops et al. 1999). Prior research has
also shown an association between early conduct
problems at ages 7–9 and alcoholism 25 years later
(Fergusson et al. 2005). Early use of other sub-
stances such as tobacco or marijuana, feelings
of depression, and engaging in deviant or violent
behaviors also increase the likelihood of early
alcohol initiation among youth (Donovan 2004).
Time spent with family members (Sweeting et al.
1998) and participation in extracurricular activi-
ties and sports (Harrison and Narayan 2003) and
in religious activities (Sinha et al. 2006) have all
been found to reduce the likelihood of alcohol use
among adolescents (Patrick and Schulenberg 2013).

An important environmental influence for ado-
lescent alcohol use is exposure to alcohol adver-
tising. Alcohol advertising has been found to
shape adolescent’s beliefs, attitudes, and alcohol
behaviors (Anderson et al. 2009; Ellickson et al.
2005; Grube and Waiters 2005; Pasch et al. 2007;
Smith and Foxcroft 2009; Snyder et al. 2006;
Stacy et al. 2004; Ross et al. 2014, 2015; Siegel
et al. 2016). Exposure to alcohol advertising leads
to better brand recall, and youth who have in-
creased exposure are more likely to have positive
beliefs about social and ritual uses of alcohol
(Committee on Substance Abuse 2001). Alcohol
advertisements also shape knowledge, attitudes,
and perceptions about alcohol use, which in turn
are predictive of positive expectancies and inten-
tions to drink (Fleming et al. 2004; Grube and
Wallack 1994). For example, a study using
ecological momentary assessment examined the
influence of exposure to alcohol advertisements
among adolescents found normative attitudes
toward alcohol increased during times of expo-
sure compared to randomly sampled moments
(Martino et al. 2016). Additionally, alcohol mar-
keting is moving into new channels including
online video sharing sites (Cranwell et al. 2017),
social media (Jernigan et al. 2017), and alcohol
brand websites (McClure et al. 2016). According
to Jernigan et al. (2017), adolescents (ages 13–20)
were more likely than adults (ages �21) to report
exposure to alcohol advertisements on traditional
channels including TV, radio, and billboards as
well as on the internet. Further, youth were more
likely to report seeing celebrities wearing alcohol-
branded items and using alcohol and interacting
with these social media posts via sharing, liking,
or posting the content online (Jernigan et al. 2017).

Increased alcohol marketing receptivity, which
has been defined as owning an item or wanting to
own an item with an alcohol brand name, has been
associated with increased likelihood of initiating
alcohol use and increased current drinking among
teens (Henriksen et al. 2008; Hurtz et al. 2007;
McClure et al. 2009). Additionally, McClure et al.
(2016) developed alcohol marketing receptivity
measurements specifically to examine internet use
behavior among adolescents including if they vis-
ited alcohol brand websites, identify as an online
fan of alcohol brands, and recall alcohol adver-
tisement exposure on the internet. Adolescents
who were susceptible to internet alcohol market-
ing were more likely than their peers to report
binge drinking 1 year later (McClure et al.
2016). Alcohol-branded merchandise ownership
has been related to alcohol use susceptibility and
predicted the initiation of alcohol use among those
who were nondrinkers at baseline (Fisher et al.
2007; McClure et al. 2009, 2013).
Interventions to Prevent Adolescent
Alcohol Use

Adolescent alcohol use is one of the most difficult
behaviors to change because of the acceptability
and normative nature of its use (National Research
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Council and Institute of Medicine 2004) as well
as the multilevel nature of the risk factors. Many
interventions have been developed to prevent and
reduce alcohol use among adolescents. Project
ALERT, a 2-year school-based drug use preven-
tion program with students in seventh and eighth
grade, found positive results noted for both ciga-
rette and marijuana use, but not for alcohol use
(Ellickson et al. 1993). However, a long-term
follow-up showed no significant intervention
effects at end of 12th grade. In a replication with
55 middle schools in South Dakota, significant
intervention effects were found for alcohol-related
problems and misuse but not for alcohol use
(Ellickson et al. 2003).

The Positive Youth Development Collabora-
tive (PYDC) focused on promotion of adolescent
well-being to prevent substance use. The after-
school program consists of skill building and cul-
tural heritage activities around a core 18-session
curriculum named Adolescent Decision-Making
for the Positive Youth Development Collaborative
(ADM-PYDC) (Tebes et al. 2007). The initial
implementation of PYDC was with a sample of
middle and high school students in the Northeast
USA. The sample was majority African American
(over 75%) and Hispanic (nearly 20%) with an
average age of about 15 years old. Past 30-day use
of alcohol was measured at baseline, conclusion
of the intervention, and a year from the conclu-
sion. About 60% of both the control and interven-
tion groups participated in the follow-up survey
1 year after the conclusion of the intervention.
Adolescents in the intervention group were 63%
less likely than adolescents in the control group
to have reported use of alcohol within the last
30-days (Tebes et al. 2007). Moreover, the odds
of use of marijuana and other illicit drugs at
follow-up were lower for adolescents in the inter-
vention group than the control group. In a review
of Positive Youth Development (PYD) programs,
characterized by the emphasis on promoting devel-
opment of protective assets, the PYDC interven-
tion stands out as particularly effective for preventing
alcohol use among adolescents (Melendez-Torres
et al. 2016).

The Life Skills Training Program (LST), also a
school-based drug use prevention program that
emphasized changes in social and intrapersonal
factors as they relate to early drug use, was im-
plemented with seventh graders and booster ses-
sions in eighth to ninth grades. The first evaluation
of LST found that the program had a significant
impact on cigarette, marijuana use, and drunken-
ness, but not on regular alcohol use (frequency
or amount) (Botvin et al. 1990). A long-term
follow-up of these students in 12th grade was
conducted with 60.4% of the sample. Among
those students who had been exposed to over
60% of the LST activities, long-term outcomes
were seen for weekly drinking, problem drinking,
and heavy drinking (Botvin et al. 1995). LSTwas
replicated with a sample of inner-city, minority
students in a randomized trial of six schools, and
at the end of ninth grade, program effects were
seen for drinking frequency, amount of alcohol,
and drunkenness. Overall LST was successful in
reducing alcohol use among inner-city adoles-
cents by ninth grade and suburban/rural adoles-
cents in the long term.

The Iowa Strengthening Families Program
(SFP) focused on preventing adolescent drug
use through family sessions with parents of all
adolescents, not just high-risk teens (Spoth et al.
1999). At 1- and 2-year follow-up, rates of alco-
hol initiation were significantly lower among
students in intervention schools than those in
control schools (Spoth et al. 1999). In another
study, the SFP was combined with LST and
compared with LST alone and a no-treatment
control group with seventh to eighth grade stu-
dents. The relative reductions in alcohol use
initiation were 30% in the combined SFP–LST
schools and 4% in the LST schools (Spoth et al.
2002), pointing to the potency of parent inter-
ventions as a universal strategy in reducing alco-
hol use initiation.

A more comprehensive model was used in the
Midwestern Prevention Project (MPP) (Johnson
et al. 1990). The intervention consisted of class-
room curriculum, parent organizing and training,
community leader training, and mass media. MPP
was evaluated with sixth and seventh grade stu-
dents and showed a significant impact on cigarette
and marijuana use, but no program effects on
alcohol use at ninth grade.
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Project Northland was the first community-
wide intervention program to specifically target
young adolescent alcohol use, using a multi-
component intervention involving school curric-
ula, parental education and involvement, peer
leadership, and community task forces (Perry
et al. 1993, 1996, 2002). The project was success-
ful at reducing young adolescent alcohol use, as
well as use among high school students (Perry
et al. 2002) in two separate intervention phases.
Project Northland Chicago (PNC), a randomized
controlled trial of schools and surrounding com-
munity areas in the city of Chicago, was con-
ducted to replicated Project Northland in an
urban setting (Komro et al. 2004, 2006, 2008).
The goals of the PNC intervention were to change
personal, social, and environmental factors that
support alcohol use among young adolescents in
sixth to eighth grade (Komro et al. 2004). Overall,
the intervention was not effective in reducing
alcohol use. However, secondary outcome ana-
lyses to determine the effects of each intervention
component separately showed that the home-
based programs were associated with reduced
substance use (alcohol, marijuana, and tobacco
use combined) (Komro et al. 2008).
Conclusion

While rates of use have decreased substantially in
recent years, alcohol remains the most com-
monly used substance among adolescents.
A multitude of psychosocial and health factors
are predictive, coincide with, and are conse-
quences of adolescent alcohol use. The variety
and complexity of associated factors coupled
with widespread use and social acceptability
make prevention of alcohol use difficult. How-
ever, it is clear adolescents benefit from delayed
use of alcohol into adulthood, particularly, to
avoid detrimental effects on brain development.
Community-wide interventions targeting spe-
cific groups of adolescents have had success in
delaying initiation. Further, efforts to prevent
adolescent alcohol use may consider the influ-
ence of new marketing channels, such as social
networking sites, through which adolescents may
be exposed to both alcohol advertisements and
use among their peers.
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Overview

Adolescence is a period of marked neurobiologi-
cal change, increases in sex steroids, and signifi-
cant life transitions. Early, middle, and late
adolescents are characterized by psychosocial
changes related to puberty, identity formation,
increased autonomy, development of romantic
relationships, and changes in family and peer rela-
tions. This period is also notable for initiation of
drinking and the emergence of alcohol use and
alcohol use disorders (AUDs). Alcohol is both the
most commonly used substance by adolescents
and the second most commonly reported sub-
stance for which adolescents seek substance use
treatment. Adolescent AUDs are associated with
impairments across a number of domains, as well
as with significant morbidity and mortality. The
societal costs of adolescent drinking and AUDs
are vast, including motor vehicle crashes, non-
vehicular injuries/accidents, engagement in
Completion of this entry was facilitated by support from
the AACAP Physician Scientist Program in Substance
Abuse Award (CH, K12DA000357) and the following
NIMH grants: JK, RO1 MH098073, R44 MH094092,
and R21 DA038756.
unprotected sexual behaviors, rape, sexually
transmitted infections including HIV, unplanned
pregnancies, fetal alcohol syndrome, suicides,
violence/assaults, and premature deaths. Over
the past decades, there has been a burgeoning of
research on adolescent alcohol use and AUDs.
Here we present a comprehensive review of the
state of the science of adolescent alcohol use and
AUDs. The epidemiology, developmental path-
ways and relationships, and risk and protective
factors including individual, family, and environ-
mental influences for adolescent AUDs are sum-
marized, and the complex interplay between these
factors is discussed. Assessment, intervention and
prevention strategies are also examined.
Introduction

Alcohol use disorders (AUDs) are on the rise in the
USA over the past decade, and nearly one third of
adults meet lifetime criteria for an AUD (Grant
et al. 2015). For the vast majority of adults, initia-
tion of alcohol use starts in adolescence. Alcohol is
the most commonly used substance by adolescents
and is also the second most commonly reported
substance for which adolescents seek substance
use treatment (Johnston et al. 2016; Substance
Abuse andMental Health Services Administration
and Center for Behavioral Health Services and
Quality 2014). Alcohol misuse, binge drinking,
and AUDs are associated with impairments in
cognition, motivation, and affect and are among
the most prevalent causes of adolescent morbidity
and mortality (Branningan et al. 2004).

Underage drinking remains common. This
problem is widespread and spans across cultures.
By the 12th grade, greater than 65% of US high
school students have tried alcohol (Johnston
et al. 2016). Among US high school students,
21% report binge drinking, 10% report driving
after drinking, and 22% report riding in a car
with a driver who had been drinking in the past
month (Kann et al. 2014; Johnston et al. 2016). In
the USA, about 47% of adolescents between
14 and 20 years of age drink alcohol, a rate higher
than the rate of drinking reported in adults (Miller
et al. 2006). In the UK, 14% of 11-year-old
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preadolescents drink alcohol, and nearly 40% of
youth report binge drinking (Kelly et al. 2016;
Gilvarry and McArdle 2007). In New Zealand,
half of the 11-year-olds use alcohol and 4% of
15-year-olds suffer from AUDs (Gilvarry and
McArdle 2007). Even with laws on minimum
purchase age and an increase in the minimum
drinking age to 21, youth continue to have access
to alcohol.

Despite the fact that current rates of alcohol use
and AUDs by adolescents are high, the number of
youth reporting drinking and binge drinking has
decreased significantly over the past decade
(Centers for Disease Control 2015; Fuller and
Hawkins 2014). Still, alcohol-related costs to
society are vast. Underage drinking continues to
contribute to greater than 4,300 deaths and
189,000 emergency department visits each year
(Centers for Disease Control 2012; Substance
Abuse and Mental Health Services Administra-
tion and Center for Behavioral Health Statistics
and Quality 2012). Underage drinking, adolescent
binge drinking, and AUDs are associated with
motor vehicle crashes, non-vehicular accidents/
injuries, engagement in unprotected high-risk sex-
ual behavior, sexually transmitted infections
including HIV, unplanned pregnancies, suicide,
violence/assault, fetal alcohol syndrome, and ele-
vated risk for premature death (Chaloupka
et al. 2002). In the USA, about $61.9 billion
yearly losses are estimated due to underage drink-
ing in medical care, property damage, work loss,
and quality of life (Miller et al. 2006). These
estimates exclude long-term consequences, such
as cirrhosis, cancers, and reduced educational
attainments, all leading to further costs.

Underage drinking is especially concerning
given the dramatic neurobiological, psychosocial,
and cognitive changes that occur during the sec-
ond decade of life. During adolescence, brain sys-
tems that are thought to be the neural substrates of
motivation, emotion/affect, and self-regulation
undergo major developmental shifts (Paus
et al. 2008). Temporally staggered maturation of
these brain systems is thought to result in an
imbalance in approach, avoidance, and self-
regulatory behaviors which may, in part, explain
the increased vulnerability for alcohol and other
substance use disorders (SUDs) in adolescents
(Casey and Jones 2010; Hammond et al. 2014).
Adolescence is a developmental period typified by
both increased and decreased sensitivity to alco-
hol’s effects. Adolescent brains appear to be more
sensitive to the neurotoxic effects of alcohol than
adults. High-risk drinking during adolescence,
including binge drinking for as little as 2 years, is
associated with structural and functional brain
changes that may increase risk of cognitive impair-
ments (Lisdahl et al. 2013). These include reduced
prefrontal cortex and hippocampal volumes, with
these structural changes associated with deficits in
attention, executive functioning, and visuospatial
processing (DeBellis et al. 2000, 2005). At the
same time, adolescence is associated with reduced
physiological sensitivity to alcohol. Adolescents
can drink for longer periods of time, consume
larger amounts of alcohol, and yet experience
fewer alcohol-related withdrawal symptoms
when compared to adults (Lubman et al. 2007).
Thus, the uncomfortable physiological symptoms
(i.e., hangover, withdrawal symptoms) that are
aversive consequences of drinking, and cause
some adults to cut back or quit drinking, are not
experienced to the same degree in youth. As such,
adolescence is a period of increased vulnerability
to the development of high-risk drinking behav-
iors and AUDs.

When considering underage drinking, practi-
tioners should be aware of the fact that most youth
do not just drink. Adolescents, especially those
who engage in high-risk drinking, frequently use
other drugs, most commonly tobacco and mari-
juana. This is clinically relevant as recent studies
suggest that co-occurring alcohol and marijuana
use during adolescence may be associated with
worse cognitive and affective impairment and
poorer outcomes than either drug used alone
(Thoma et al. 2011). Earlier age of onset of alco-
hol use has also been related to the escalating
progression of greater intensity and frequency of
drinking and increased lifetime prevalence of
AUDs (Eaton et al. 2006). Further, suicide is the
third leading cause of death among adolescents,
and alcohol use increases the risk of suicide up to
17 times for male adolescents and up to 3 times for
females (Groves and Sher 2005).



Alcohol Use Disorders, Table 1 Diagnostic criteria for
alcohol use disorders

Alcohol use disorder

Two or more of the following symptoms during a 12-
month period

1. Drankmore alcohol than intended (drink to the point of
getting sick or passing out)

2. Unsuccessful efforts to cut down or control use
(repeated expression of desire to cut down without
behavioral change)

3. Time consuming (considerable amount of time spent
obtaining and using alcohol or recovering)

4. Cravings (a strong desire or urge to use alcohol)

5. Recurrent use of alcohol resulting in a failure to fulfill
major role obligations at work, school, or home

6. Continued use of alcohol despite having persistent or
recurrent social or interpersonal problems caused or
exacerbated by the effects of using alcohol

7. Important social, occupational, or recreational
activities given up or reduced due to use (drop out of
school, quit extracurricular activities, stop spending time
with significant others)

8. Recurrent use of alcohol in situations where it is
physically hazardous (i.e., situations while or after
drinking that increase your chances of getting hurt
including driving, swimming, using machinery, walking
in dangerous areas, or having unsafe sex)

9. Use of alcohol is continued despite knowledge of
having persistent or recurrent social or interpersonal
problems caused or exacerbated by the effects of using
alcohol

10. Tolerance (progressively larger amounts are needed
to achieve effect, diminished effect with continued use of
the same amount of alcohol)

11. Withdrawal (two or more symptoms: sweats,
increased pulse, hand tremor, insomnia, nausea, anxiety,
psychomotor agitation, transient hallucinations, seizures;
drinking to relieve/avoid withdrawal)

Severity subclassifications of alcohol use disorders

The severity subclassifications for AUDs – mild,
moderate, or severe – are based upon the number of
criteria met

Mild: presence of two to three symptoms

Moderate: presence of four to five symptoms

Severe: presence of six or more symptoms

Adapted from DSM-5 (APA 2013)
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Clinical Features and Diagnosis
of Alcohol Use Disorders

With the publication of the Diagnostic and Statis-
tical Manual of Mental Disorders, fifth edition
(DSM-5), in 2013, the substance-related disorders
category has undergone substantial changes
including changes in symptom criteria required
for a diagnosis (American Psychiatric Association
2013). The major categorical change has been a
shift from a two “axis” categorization of AUDs as
alcohol abuse and alcohol dependence into a sin-
gle unitary category with different severity levels.
Additionally, DSM-5 also modified specific
symptom criteria for AUDs, adding a craving
criterion and removing the alcohol-related legal
problems criteria.

Diagnosis of Alcohol Use Disorders
Table 1 presents the DSM-5 diagnostic criteria for
AUDs. Presently, most of the diagnostic invento-
ries for SUDs are DSM based. To meet criteria for
an AUD, an individual has to have at least 2 of the
11 symptoms within a 12-month period: (1) drink-
ingmore than expected; (2) unsuccessful efforts to
cut down on drinking; (3) spending considerable
amount of time obtaining, using, and recovering
from alcohol; (4) cravings or urge to use alcohol;
(5) recurrent use resulting in a failure to fulfill
major role obligations; (6) continued use despite
social or interpersonal problems; (7) important
activities given up due to alcohol use; (8) recurrent
use in physically hazardous situations; (9) contin-
ued use despite knowledge of the associated prob-
lems; (10) tolerance; and (11) withdrawal.
Severity of AUDs is based upon DSM-5 diagnos-
tic symptom counts. AUDs can be subclassified
into mild (two to three symptoms), moderate (four
to five symptoms), or severe (six or more
symptoms).

A Shift in Diagnostic Nosology Toward
Dimensionality
The change in classification from an “axial” to a
“global” SUDmodel by collapsing the abuse and
dependence categories into a single SUD diag-
nosis represents a major nosological shift (Helzer
et al. 2006). Part of the rationale for this shift is
that factor analyses combining DSM-IV abuse
and dependence criteria showed that the pooled
criteria formed one factor or two highly corre-
lated factors (Hasin et al. 2013; Harford
et al. 2009; McBride et al. 2011). This suggests
that SUD criteria may better be framed along a
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dimensional “continuum” of severity as a single
disorder (Hasin et al. 2013). This shift also aligns
with the National Institute of Mental Health’s
(NIMH) Research Domain Criteria (RDoC) ini-
tiative which frames neuropsychiatric conditions
as brain circuit disorders and recommends study-
ing the heterogeneity in neuropsychiatric condi-
tions dimensionally rather than categorically
across different levels of analysis including
behavior, brain circuitry, genes, molecules, and
chemicals (Etkin and Cuthbert 2014).

Still, the DSM-IV to DSM-5 shift has not been
without controversy, especially in relation to how
the new criteria are applied to adolescents
(Kaminer and Winters 2012). Concerns have
been raised regarding the application of the
above criteria for adolescents as these criteria
were originally developed based upon original
research and clinical experiences with adults. In
determining DSM-5 SUD criteria, adolescent
SUD studies in the general population and clinical
samples were included, but participants 18 years
and younger represented only one quarter of the
total participants used for pooled analyses (Hasin
et al. 2013). What has been framed as continued
diagnostic issues include difficulty with
interpreting some items for adolescents, instabil-
ity of alcohol use during this age period, high rate
of endorsement of dependence items (e.g., toler-
ance), and low prevalence of withdrawal and
alcohol-related medical problems (Harrison
et al. 1998; Winters et al. 1993). It remains
unclear how diagnostic changes might impact
prevalence, engagement, and eligibility for ser-
vices among adolescents with AUDs (Kaminer
and Winters 2012; Dawson et al. 2013; Bartoli
et al. 2015).
Co-occurrence and Comorbid Psychiatry
Symptoms and Disorders

Comorbidity is defined as the coexistence of two
or more diagnosable mental health disorders.
Among youth with AUDs, comorbidity is the
rule rather than the exception. Over 70% of ado-
lescents with an AUD meet DSM criteria for one
or more comorbid psychiatric disorders (Bukstein
and Horner 2010; Niederhofer and Staffen 2003).
Relationships between alcohol use and psychiat-
ric disorders are thought to be bidirectional. The
temporal direction of these relationships is com-
plex. For example, alcohol use problems can pre-
date, co-occur with, or follow the onset of
psychiatric symptoms (Bukstein and Horner
2010; Conway et al. 2016). Comorbidity or
co-occurrence of alcohol use and psychiatric dis-
orders and symptoms are associated with
increased addiction severity, increased risk for
relapse, and poorer substance use treatment out-
comes, especially in adolescents (Cornelius
et al. 2004). Thus, screening for, diagnosing, and
treating co-occurring or comorbid psychiatric
symptoms and disorders may improve outcomes
in this population.

The psychiatric disorders/symptoms that most
commonly co-occur with AUDs during adoles-
cence include attention deficit/hyperactivity dis-
order (ADHD), oppositional defiant disorder
(ODD), conduct disorder (CD), mood disorders
(including depression and bipolar), anxiety disor-
ders, and stress-related disorders (including post-
traumatic stress disorder (PTSD)) (Chan
et al. 2008; Grella et al. 2001; King and Chassin
2007; Moss and Lynch 2001). Externalizing prob-
lems, such as oppositional defiant and conduct
disorders, attention deficit and hyperactivity, and
antisocial personality are highly associated with
the transition from low to higher severity of AUD
(Moss and Lynch 2001; King and Chassin 2007;
Wilens 1997). Earlier age of onset of alcohol use
is also associated with depression, anxiety, post-
traumatic stress, eating problems, and other
SUDs, as well as with borderline and passive-
aggressive personality features (Abram
et al. 2007; Franken and Hendriks 2000; Hanna
and Grant 1999; McGue et al. 2001; Low
et al. 2008).

In addition to comorbidity at the level of dis-
orders (e.g., depression and AUD), co-
occurrence at the level of symptoms (e.g.,
depressive and AUD symptoms) also exists.
The fact that relationships are observed at both
the symptom and the disorder level is consistent
with the comorbidity/co-occurrence being
dimensional and interactive (Enoch 2012;



Alcohol Use Disorders, Table 2 Alcohol use prevalence
as per alcohol use patterns for adolescents

Alcohol use pattern Prevalence

Abstinence or stable low use ~30%

Stable moderate use with occasional
heavy use

~30%

Heavy use with declining use over time ~10%

Early onset of use with declining use over
time

~10%

Early onset of use with stable heavy
drinking

<10%

Late onset with rapid increase to heavy
drinking

<10%

Adapted from Brown et al. (2008)
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Wu et al. 2006). The NIMH RDoC project posits
that brain circuit abnormalities cut across tradi-
tional diagnostic boundaries, and thus shared
brain circuit dysfunction may relate to the shared
pathophysiology of AUDs and other neuropsy-
chiatric disorders (Etkin and Cuthbert 2014).
A good example of this is reward circuit func-
tion. Evidence from animal models and clinical
studies implicate reward circuit dysfunction in
substance-related disorders, including AUDs,
and a range of neuropsychiatric disorders,
including mood disorders, ADHD, ODD, and
CD (Dichter et al. 2012). Thus, converging find-
ings suggest a shared or overlapping pathophys-
iology for AUD and the psychiatric disorders that
most commonly co-occur with it. The develop-
ment of novel pharmacotherapies and behavioral
interventions targeting common biological path-
ways, such as reward circuit functioning, may
help to improve treatment outcomes for individ-
uals with comorbid alcohol use and psychiatric
disorders.
Epidemiology and Developmental
Pathways

AUDs are neurodevelopmental disorders (Tarter
and Vanyukov 1994). Initiation of alcohol use,
progression to heavy use, and new-onset AUDs
peak in adolescence and young adulthood and
decline thereafter across the lifespan. AUD diag-
noses are typically observed earliest at age
11 years, peak near 18 years of age, and rapidly
decline from 18 to 25 years (Li et al. 2004). Prev-
alence rates indicate that 26.1%, 47.1%, and
64.0% of 8th, 10th, and 12th graders, respectively,
used alcohol in the past 12 months, and 10.9%,
28.6%, and 46.7% of 8th, 10th, and 12th graders,
respectively, reported having been drunk in their
lifetime (Johnston et al. 2016). While adolescent
males in the USA were previously observed to
consume alcohol at higher rates than girls, the
gender gap has disappeared. Similar rates of alco-
hol use have been noted for male and female 8th,
10th, and 12th graders (Johnston et al. 2016). The
amount and frequency of drinking escalate further
after high school. More than 70% of the 19- to
20-year-olds reported having used alcohol in their
lifetime, 50% indicated using in the past 30 days,
and 28.2% stated binge-drinking behaviors
(Johnston et al. 2015).

In examining alcohol use across the lifespan,
18- to 24-year-olds have the highest rates of alco-
hol consumption and dependence. General popu-
lation studies that follow adolescents
longitudinally, assessing alcohol use over time,
indicate that there are a number of different alco-
hol use trajectories based upon drinking patterns
(nonuse/abstinence, low use, moderate use, heavy
use), age of onset (early vs. late onset), and
changes in the amount of alcohol consumed
over time (declining use, stable use, rapid
increase in use) (see Table 2) (Schulenberg and
Maggs 2001). The most common adolescent
drinking patterns include abstainers or light
users and stable moderate users with occasional
heavy drinking. While the majority of adolescents
are in these low-risk alcohol use categories, 40%
of youth are categorized as high-risk drinkers,
with about 20% being early-onset drinkers and
time-limited heavy drinkers and 20% being
chronic heavy drinkers. Men are more likely
than women to transition to heavy drinking in
young adulthood (Jackson et al. 2001). Con-
versely, women drinkers, despite starting later
than men, experience “telescoping” phenomena
where they progress more rapidly from onset of
drinking to alcohol-related impairments and entry
into substance use treatment (Hernandez-Avila
et al. 2004).
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Risk and Protective Factors

The presence of risk and protective factors may
influence developmental trajectories and out-
comes related to alcohol use problems. Under-
standing and targeting factors that increase the
likelihood for poor outcomes (i.e., risk factors) as
well as positive outcomes (i.e., protective fac-
tors) represents the cornerstone of early child-
hood substance use prevention. Risk and
Alcohol Use Disorders, Table 3 Individual, familial, pare
use problems

Individual factors

Genetic predisposition. Children of parents with alcohol p
disorders; common liability factor with genetic component a
m-opioid receptor gene (OPRM1)

Gender. Males are at a higher risk than females

Ethnicity. Caucasian males and females are at a higher risk
Asian Americans at generally lower risk

Temperament. Difficult temperament in childhood, as cha
withdrawal orientation, negative mood, inflexibility, and less

Personality. High novelty seeking, high reward sensitivity
difficulty inhibiting responses

Pubertal stage and age of pubertal onset. Early age of pu
males

Comorbid psychiatric disorders. Depression, anxiety, pos
personality disorder features (antisocial, borderline, passive-

Self-esteem. Emotional distress due to low self-esteem

Parent and family factors

Psychopathology in the family. Parental substance use diso
(depression, antisocial personality disorder)

Parental practices and nurturance. Coercive parent-child
warmth and support, parental rejection and disengagement

Monitoring of the child. Poor supervision, lack of monitori
and when they can return, lax parental attitudes toward drinki
in the home

Quality of the family relationships. Unhappy marital relat
parents

Family structure. Raised by a single parent, especially fat
stepparent does not improve outcomes

Maltreatment. Physical, emotional, and sexual abuse; phy

Siblings. Presence of an older sibling if that older sibling us
sibling who is drug-free is protective)

Environmental factors

Peer group. Peers with alcohol or drug use and opposition
illegal or high-risk behaviors

Community. Low socioeconomic status, disorganized neig
favorable toward substance use

School. Low levels of school adjustment, lenient school p
substance use, being in trouble with teachers or excluded fro

Culture. Societies where alcohol availability is greater and
protective factors for the development of heavy
drinking and adolescent AUDs exist at the level
of the individual, family, and environment (see
Table 3). These factors accumulate over a child’s
lifetime and can produce independent and inter-
active effects on alcohol-related outcomes.
A complex interplay exists between risk and
protective factors, and whether these effects are
independent, additive, or synergistic is poorly
understood.
ntal, and environmental risk factors for adolescent alcohol

roblems have a threefold increase in risk of alcohol use
cross substance use disorders; candidate genes including

, Native Americans at higher risk, African Americans and

racterized by high levels of activity, low task orientation,
adaptability to change

, aggression, impulsivity, low harm avoidance, and

bertal onset for both genders and late pubertal onset for

ttraumatic stress, conduct disorder, ODD, ADHD, and
aggressive)

rders including alcoholism, parental psychiatric disorders

communications, insecure attachment, lack of emotional

ng of whereabouts, and few rules about where youth can go
ng and drug use, parents allowing their adolescent to drink

ionships, interpersonal conflict, and aggression of the

her, or lives with neither biological parents. Presence of a

sical and emotional neglect

es alcohol and drugs or has a substance use problem (older

al/conduct disorder symptoms or who engage in deviant/

hborhoods, easy availability of substances, norms

olicies on drinking, social norms favorable toward
m school, school location

heavy drinking is more widespread
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Individual factors include gender, ethnicity,
genetic predisposition, difficult temperament,
behavioral disinhibition, early or late age of
pubertal onset, low self-esteem, and comorbid
disorders. Males are at a higher risk for alcohol-
related problems and AUDs, specifically for
younger onset and heavier use (Ohannessian
et al. 2004; Young et al. 2002).

Race and ethnicity. With regard to racial and
ethnic differences, there appears to be a crossover
effect by age (Watt 2008). Non-Hispanic white
adolescents are more likely to use alcohol and to
develop an AUD as compared to non-Hispanic
black and Hispanic youth, but by middle adult-
hood, rates are higher for non-Hispanic black and
Hispanic individuals (Watt 2008; Swendsen
et al. 2012; Kalaydjian et al. 2009). Social and
economic advantages experienced by
non-Hispanic white youth are thought to be pos-
itively associated with risk-taking attitudes and,
thus, may indirectly contribute to alcohol use
problems (Watt 2004). Despite non-Hispanic
black and Hispanic youth having lower rates of
alcohol use and AUDs, those who do develop
AUDs are less likely to receive appropriate care
and less likely to complete AUD treatment than
their non-Hispanic white counterparts (Alegria
et al. 2011; Saloner et al. 2014).

Puberty. Age of pubertal onset is also related to
vulnerability for alcohol use problems. Early age
of puberty predicts higher rates of alcohol misuse,
delinquent behaviors, other substance use, and
early sexual involvement for both males and
females (Wiesner and Ittel 2002). There is also
some evidence linking increased risk for alcohol
use among boys who reach puberty at a later age
(late maturers) (Andersson andMagnusson 1990).
Late-maturing boys may be drinking to compen-
sate for their “low status” in the peer groups, to
look more mature, to increase social acceptance,
or to cope with low self-esteem.

Social environment. Factors that occur at the
level of social group, school, community, and
culture affect alcohol use in adolescents. Adoles-
cents tend to associate with peers with similar
beliefs, attitudes, and behavior patterns and are
influenced by friends’ drinking behaviors through
imitation, social reinforcement, expectation, and
shared norms. However, adolescent alcohol use
does not simply match the peer use. The greater an
adolescent’s propensity for risk taking and the
lower the level of the perceived future harm
related to alcohol use, the stronger is the influence
of peer alcohol use on the adolescent’s drinking
behaviors. Several school factors may also
increase risks, including low levels of own and
other students’ adjustment in the school environ-
ment, lenient school policies on drinking, social
norms favorable toward substance use, being in
trouble with teachers or excluded from school,
and school location (by alcohol outlet density)
(Henry et al. 2009; Kuntsche and Kuendig
2005). In addition, adolescents living in commu-
nities with low socioeconomic status, disorga-
nized neighborhoods, easy availability of
substances, and law and community norms favor-
able toward substance use have higher drinking
rates (Duncan et al. 2002; Song et al. 2009). The
extent of alcohol consumption in youth is also
imbedded in the cultural norms and social context.
In societies where alcohol availability is greater
and heavy alcohol use is more widespread, the
frequency of individual alcohol consumption
among adolescents is greater (Bjarnason
et al. 2003).

Family environment. Family risk factors
include parental substance use and psychopathol-
ogy, problematic family relationships, non-intact
family structures, poor supervision, and child
abuse. Parental alcohol use increases the risk of
use in offspring through genetic and shared envi-
ronmental factors, including marital conflict,
coercive parent-child communications, deficits in
supervision and other parenting behaviors, and
lax attitudes toward drinking (Ellis et al. 1997;
Sartor et al. 2007; Cohen et al. 1994; Velleman
and Orford 1993). Adolescents living with a sin-
gle biological parent, specifically a single father,
or not residing with their biological parents drink
more frequently than adolescents living with both
biological parents, and the presence of a steppar-
ent does not improve outcomes (Bjarnason
et al. 2003). In addition, the level of parental
monitoring and the effectiveness of parental
supervision are inversely related to the levels of
alcohol use in early adolescence (Clark
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et al. 2008). Adolescents with AUDs are also
6–12 times more likely to have a history of phys-
ical abuse and 18–20 times more likely to have a
history of sexual abuse than community controls
(Clark et al. 1997). The history of maltreatment is
related to the earlier onset of alcohol and other
SUDs, higher rates of comorbid depression and
PTSD, greater disability, and higher rates of
relapse (Clark et al. 2003).

Genetics. AUDs are highly heritable and
thought to be complex genetic disorders. Herita-
bility of alcoholism is estimated to be 48–73% in
men and 51–65% in women (Tyndale 2004).
There is over a threefold increase in risk for
AUD in the children of parents with alcohol prob-
lems (Schuckit 1998, 2000). Epidemiological
studies indicate that as much as 50–60% of phe-
notypic variance in alcohol dependence can be
attributable to genetic factors (Dick and Foroud
2003; Tyndale 2004). A number of recent studies
indicate that the largest amount of variance in the
risk for development of alcohol and other SUDs
comes from a common liability factor which
includes both genetic and environmental contri-
butions (Vanyukov 2012). These studies also sug-
gest that environmental factors account for more
variance in alcohol and other SUDs during ado-
lescence and that the impact of genetic vulnera-
bility increases with age (Kendler et al. 2008).
Genetic factors have also been found to have a
greater effect on heavy drinking in males than
females, while environmental factors exert greater
influence over the female alcohol use (King
et al. 2005; Slutske et al. 2004).

Recent evidence suggests that a genetic poly-
morphism in the m-opioid receptor (OPRM1) is
associated with adolescent alcohol misuse
(Miranda et al. 2010) and that this genetic risk is
modified by environmental factors, including paren-
tal monitoring and deviant peer association
(Miranda et al. 2013). However, results of recent
meta-analyses of 25 datasetswith over 28,000 Euro-
pean ancestry subjects suggest OPRM1 contributes
to mechanisms of addiction liability that are shared
across different substances, conferring risk for alco-
hol, opioid, cannabis, cocaine, and nicotine depen-
dence (Schwantes-An et al. 2016). OPRM1 has also
been found to increase risk for schizophrenia
(Schwantes-An et al. 2016) and interact with stress-
ful life events to increase liability for depression in
adolescents (Schwantes-An et al. 2016). These find-
ings are consistent with other data in the field show-
ing that genetic markers show evidence of
pleiotropy and do not map onto distinct DSM diag-
noses, but rather individual genetic markers
are associated with a range of psychiatric
disorders (Cross_Disorder_Group_of_the_Psychia-
tric Genomics_Consortium 2013). Pleiotropy,
where one gene influences two or more seemingly
unrelated phenotypic traits, may be due to over-
lapping symptoms across diagnoses (APA 2013)
or the high rates of comorbidity among disorders
(Kessler et al. 2012), which is true even among
disorders that share no common symptoms
(Kessler et al. 1997). Alternatively, a central tenet
of the NIMH RDoC initiative is that pleiotropy and
comorbidity occur because the various DSM diag-
noses are associated with abnormalities in
interlocking brain circuits (Etkin and Cuthbert
2014).

Protective factors. Resiliency and protective
factors are also of clinical importance, as they
can help practitioners use a strength-based
approach with their patients (Koopmans
et al. 1999). Protective factors are frequently the
inverse or opposite of risk factors. For example,
factors that protect against the development of
alcohol use problems during adolescence include
high self-esteem; emotional regulation; secure
attachment; parental emotional warmth, support,
and monitoring; parental abstinence-based norms;
peer security and peer involvement in prosocial
activities; school involvement; and future aspira-
tions, as well as living in communities with higher
employment, greater numbers of married couples,
and greater number of grandparents as caregivers
(Brody et al. 1998; Clark et al. 2008; Song
et al. 2009; Swaim and Wayman 2004).

Temperamental factors, positive older sibling’s
influences, and religious involvement can also
promote resiliency. Infants and young children
that are cuddly and affectionate, traits that pro-
mote greater social and emotional support from
caregivers, are less likely to develop AUDs in
adolescence and adulthood (Werner and Smith
1992). Involvement in religious activities also
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reduces the risk for alcohol initiation, but may be a
reflection of stronger family relationships, shared
family environmental influences, and genetic fac-
tors (Koopmans et al. 1999). Alcohol use patterns
of the older siblings can be either a protective or a
risk factor. In a study of young adolescents with
older siblings, 90% reported not using alcohol if
their older siblings abstained from alcohol in the
past year, while 25% reported drinking if their
siblings used alcohol 20 or more times (Needle
et al. 1986).
Prevention of Alcohol Use Problems
in Adolescents

While alcohol and other drug use typically starts
during adolescence, there are well-known individ-
ual, familial, and environmental factors (see
Table 3) that accumulate over a child’s early life
to contribute to the risk for development of AUDs.
This creates opportunities to intervene at various
time points in a child’s life and possibly prevent
alcohol and other SUDs. The National Institute on
Drug Abuse (NIDA) recently published the Prin-
ciples of Substance Abuse Prevention for Early
Childhood, an evidence-based guide for parents,
practitioners, and policy-makers (NIDA 2016).

Growing evidence over the past few decades
suggests that intervening with young children and
families that show early risk factors is cost-
effective and may delay initiation and decreased
use of alcohol and other drugs during adoles-
cence, as well as improve personal, social, and
family functioning (Spoth et al. 2012, 2014;
NIDA 2016). One review identified 400 preven-
tive interventions, of which 127 had some sup-
portive evidence (Spoth et al. 2008). A more
recent Cochrane systematic review, examining
universal preventive interventions for alcohol
use in adolescence, found both positive and neg-
ative studies and less consistent evidence for pos-
itive effects overall, which they attributed, partly,
to methodological limitations of many studies
(Foxcroft and Tsertsvadze 2011) Since that
review, positive results from replication and
long-term follow-up studies have been published
suggesting that early childhood prevention is
effective at reducing the initiation of alcohol and
other drugs during adolescence (Spoth et al. 2012,
2014).

Early intervention substance use prevention
programs usually take a three-part approach with
a primary focus on (1) reducing risk factors,
(2) promoting protective factors, and (3) increas-
ing access to school- and community-based
resources (i.e., family support services). These
prevention approaches encompass policy, law,
and environmentally focused interventions and
span developmental periods covering prenatal
life, infancy and toddlerhood, preschool, and the
transition to elementary school.

Family-focused preventive interventions, such
as the Nurse-Family Partnership (Olds et al. 1998)
and Strengthening Families Program (Spoth
et al. 2001, 2012, 2014), address factors such as
parental monitoring and supervision, parent-child
bonding, discipline practices, and parental
involvement in child’s activities. Several interven-
tions integrate family and school components,
such as Linking the Interests of Families and
Teachers (Eddy et al. 2000). Evaluation of these
interventions indicates reduction in disruptive and
behavior problems that are associated with alco-
hol use, as well as delay in alcohol use initiation
and reduction in heavy drinking in adolescence.

School-based interventions, such as keepin’ it
REAL (Hecht et al. 2003), teach students antidrug
norms, peer resistance, and social and coping
skills, reinforced by booster activities (e.g., role-
plays) and media campaigns. Such programs have
been shown effective in reducing disruptive
behavior problems and early initiation of sub-
stance use. Among higher-risk adolescents in
alternative high schools, efficacy has been dem-
onstrated for prevention programs that include
instruction in motivation enhancement, life coping
skills, and decision making (Sussman et al. 2014).

Emergency department interventions, such as
screening, brief intervention, and referral to treat-
ment (SBIRT) programs, have been implemented
with adolescents who present at hospitals with
alcohol-related injuries. Data are equivocal
(Mitchell et al. 2013; Yuma-Guerrero
et al. 2012), with several studies showing compa-
rable positive consumption and consequence



Alcohol Use Disorders, Table 4 Guidelines for assess-
ment and treatment of alcohol use disorders in adolescents

1. Developmentally informed approaches should be used
across all phases of adolescent AUD management
including screening, assessment, treatment, and aftercare

2. Practitioners should explain the limits of
confidentiality prior to beginning the assessment and
should assume an appropriate level of confidentiality, by
assessing adolescents in a private setting without their
parents/guardians present

3. All adolescents presenting for clinical care should be
systematically screened on at least an annual basis using a
screening tool with good psychometric properties (e.g.,
NIAAA Brief Screener, AUDIT)

4. Adolescents who screen positive for high-risk alcohol
use or other drug use may meet criteria for an
AUD. These youth should receive a comprehensive
assessment based primarily upon the youth’s self-report.
Obtaining collateral information from parents/guardians
may aid in the diagnosis of AUD, but parental report by
itself is insufficient

5. Practitioners should ask about risk and protective
factors, including parent-child relationship, parental
psychopathology, school and peer group involvement,
history of trauma or abuse, emotional distress, and
co-occurring/comorbid psychological problems/
psychiatric disorders during the assessment phase

6. When present, psychiatric comorbidities should be
treated with evidence-based behavioral interventions and
pharmacotherapy. Part of the planning and delivery of
treatment should also include interventions that mitigate
risk factors and enhance protective factors

7. The family should be included in the treatment process,
whenever possible, through the use of parent/guardian
psychoeducation, parent training, and family therapy

8. Practitioners should use evidence-based behavioral
interventions to target problematic alcohol use and AUDs

9. There may be a role for pharmacotherapy in specific
populations of adolescents (e.g., those who have not
responded to intensive psychosocial treatment) when
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outcomes for treatment and control groups,
suggesting that an emergent injury and screening
alone may have a positive benefit in reducing
alcohol consumption and alcohol-related high-
risk behaviors.

Policy and law interventions focus more on
older adolescents and include promoting public
policy and passing legislation that targets raising
the minimum drinking age, reducing sales to
minors, and better identification checks by ven-
dors, as well as reducing tolerance of the underage
sales and drinking in the communities.

Early intervention substance use prevention
theory aligns with the NIMH RDoC framework
and speaks to both a “shared” vulnerability based
upon common risk factors and the potential for
“overlapping” benefits across different domains.
The individual, family, and environmental risk
factors described above are associated with
increased risk during adolescence not only for
alcohol use problems but also for a diverse array
of other psychiatric symptoms and disorders,
implicating common developmental pathways
toward alcohol, SUDs, and other psychiatric dis-
orders. Since early childhood substance use pre-
vention approaches target risk factors for
overlapping forms of psychopathology, their
effects may be more wide reaching than just
reducing adolescent alcohol and drug use. In line
with this, a number of studies indicate that these
interventions may improve interpersonal relation-
ships and enhance functioning of at-risk youth in
both the family and school environments (Spoth
et al. 2012, 2014; NIDA 2016).
indicated for the treatment of alcohol withdrawal
symptoms and cravings and to reduce alcohol use and the
risk for relapse

10. Serum biomarkers that indicate heavy drinking
including carbohydrate-deficient transferrin (CDT) and
gamma-glutamyltransferase (GGT) may be useful during
the initial screening/assessment and treatment phase of
adolescent AUD management

11. Urine drug screening (UDS) is recommended in
monitoring treatment of adolescents with alcohol use
disorders, given the high comorbidity with other
substance use problems in this population
Assessment and Treatment
of Adolescent AUDs

Screening and Risk Stratification
All adolescents presenting to pediatrics, mental
health, or emergency department clinical settings
should be screened for alcohol use, other drug use,
and SUDs (Hammond and Upadhyaya 2015).
Assessment for AUDs initially involves screening
and risk stratification, which guides subsequent
clinical steps including whether intervention, pre-
vention, or referral is necessary. It is important to
create a safe and confidential environment in
which to assess, provide information, and treat
the adolescent (see Table 4 for essentials on
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assessment and treatment of adolescent AUDs).
Practitioners should take a systematic approach to
screening youth and strongly consider using
assessment instruments that can aid in risk strati-
fication and identification of youth in need of
treatment.

To assist in both the assessment phase
(screening, risk stratification, targeted compre-
hensive assessment) and treatment phase, a num-
ber of assessment instruments with good
psychometric properties have been developed.
A review of assessment instruments used to iden-
tify adolescent AUDs found 32 inventories that
encompass screening tools, diagnostic and multi-
scale inventories, motivation and self-efficacy
instruments, and retrospective systematic assess-
ments (Perepletchikova et al. 2008). The National
Institute on Alcohol Abuse and Alcoholism
(NIAAA) in collaboration with the American
Academy of Pediatrics recently developed a prac-
titioner’s guide for Alcohol Screening and Brief
Intervention for Youth (NIAAA 2011). They rec-
ommend using a simplified screening approach,
starting with two empirically based age-specific
screening questions which can be easily handed
out as part of the previsit paperwork or asked as
part of a clinical interview: (1) “Do you have any
friends who drank beer, wine, or any drink
containing alcohol in the past year?” and
(2) “How about you – have you ever had more
than a few sips of beer, wine, or any drink
containing alcohol?” Positive responses to these
questions enable the practitioner to risk stratify the
patient into low-, moderate-, or high-risk levels
and guide whether praise and encouragement
should be provided (nondrinkers) versus brief
interventions or referral to more comprehensive
treatment (NIAAA 2011). This approach is con-
sistent with a screening, brief intervention, and
referral to treatment (SBIRT) model, for which
there is early evidence of efficacy when
implemented in pediatric outpatient clinics
(Committee on Substance Abuse et al. 2011).

Other assessment instruments including the
Alcohol Use Disorders Identification Test, Ado-
lescent Diagnostic Interview, Adolescent Drug
Abuse Diagnosis, Adolescent Self-Assessment
Profile, and Alcohol Timeline Followback are
described below and may be helpful during the
assessment and treatment phases of clinical man-
agement for adolescent AUDs. The Alcohol Use
Disorders Identification Test (Babor et al. 1992) is
a ten-item measure used to identify hazardous and
harmful alcohol consumption before established
dependence and major psychical and psychoso-
cial consequences. Problems identified via screen-
ing instruments warrant further evaluation using
diagnostic interviews, problem-focused inter-
views, multiscale questionnaires, and retrospec-
tive systematic reviews of drinking behaviors.
Problem-focused interviews typically measure
history of substance use and related problems,
including functional difficulties and social, legal,
academic, and vocational consequences, such as
the Adolescent Drug Abuse Diagnosis (Friedman
and Utada 1989). Multiscale questionnaires
tap into similar domains; however, they are
self-administered, usually include scales for
detecting distortion in responding, and offer nor-
mative data. For example, the Adolescent Self-
Assessment Profile (Wanberg 1992) is a
225-item measure that assesses frequency, bene-
fits, and consequences of substance use and risk
factors. The Alcohol Timeline Followback (Sobell
and Sobell 1992) is an example of retrospective
assessment and provides an estimate of daily
drinking up to 12 months that can be used for
treatment planning, evaluation of treatment
effects, and follow-up assessments. Given the
high rates of comorbidity among youth with alco-
hol use disorders and the impact of comorbid
diagnoses on treatment outcome, alcohol diagno-
ses are best assessed using standardized assess-
ment tools that diagnose DSM psychiatric and
substance use disorders.

Treatment of Adolescent AUDs
The core principles for the management and treat-
ment of adolescent AUDs have been reviewed
elsewhere (Bukstein and the AACAP Work
Group on Quality Issues 2005; Hammond and
Upadhyaya 2015). As adolescents with AUDs
commonly have comorbid/co-occurring psychiat-
ric disorders and as these disorders have common
risk factors and developmental pathways, an inte-
grated treatment approach targeting both
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disorders is considered best practice. Adolescent
AUDs can be effectively treated in a variety of
clinical settings using psychosocial or behavioral
interventions. For youth with more severe AUDs
who have failed psychosocial interventions, there
may be a role for pharmacotherapy. It is important
for providers to know what level of AUD severity
their clinical setting can comfortably and safely
manage and have a plan for when and where to
refer patients when a higher level of care is
needed. The American Society of Addiction Med-
icine Patient Placement Criteria, second edition,
may be helpful in assessing the level of impair-
ment across dimensions (e.g., intoxication, with-
drawal risk, comorbidity, medical complications)
and determining an appropriate level of care
(Mee-Lee et al. 2001). To aid in finding local
substance use treatment referral resources, the
Substance Abuse and Mental Health Services
Administration (SAMHSA) has developed the
behavioral health treatment locator (http://
findtreatment.samhsa.gov/). Key points for ado-
lescent AUD treatment are elaborated below.

Psychosocial Interventions
Psychosocial or behavioral interventions repre-
sent the first-line treatment for AUDs in adoles-
cents. A growing body of evidence suggests that
multiple psychosocial interventions, including
family-based therapies, cognitive behavioral ther-
apy (CBT), motivational interviewing, and Alco-
holics Anonymous (AA), are effective in treating
adolescents with alcohol use problems and AUDs
(see Table 5) (Tripodi et al. 2010; Hogue
et al. 2014). In addition, multisystemic therapy
(MST), an intensive community- and home-
based intervention, has demonstrated efficacy for
treatment of both adolescent alcohol and drug use
as well as conduct symptoms (Henggeler
et al. 1999). Tripodi and colleagues published a
recent meta-analysis examining interventions for
treating adolescent AUDs (Tripodi et al. 2010).
They found that psychosocial interventions, on
average, have moderate effect sizes (Hedge’s
g’s = �0.61), but that CBT, when compared to
other approaches, may have more enduring long-
term effects. Another review identified multi-
dimensional family therapy (MDFT) and CBT as
having the strongest empirical support for treat-
ment of AUDs in adolescents (Perepletchikova
et al. 2008). These interventions are described in
more detail below.

The key assumptions of the multidimensional
family therapy (MDFT) are that the adolescent is
involved in multiple domains (e.g., family,
school, peer, legal, and welfare systems), each of
these domains is associated with different risk
factors, and, thus, adolescent psychopathology is
best managed within a multiple systems approach
(Liddle 1992). Treatment focuses on four areas:
(1) individual characteristics of the adolescent
(e.g., perceptions about alcohol/drug use; using
behavior, including coping with urges to use;
and emotional regulation processes), (2) the par-
ent(s) (e.g., parenting practices, personal issues),
(3) family interaction patterns, and (4) extra-
familial sources of influence and development
(e.g., school, juvenile justice, medical and legal
systems). The overarching goal of treatment is to
reestablish normal developmental processes.
Goals and focus areas with the adolescent include
building competencies in school, sports, or other
domains, reducing involvement with deviant
peers, increasing involvement in prosocial activi-
ties, and problem solving and affect regulation
skills building. For the parent, goals include
reducing psychiatric distress, improving social
support and parenting skills, and addressing nec-
essary economic issues. At the family level, inter-
ventions focus on attachment, communication,
and increasing family organization.

Cognitive behavioral therapy (CBT) interven-
tions for adolescent alcohol use involve (1) self-
monitoring; (2) identifying cognitive, social, and
emotional triggers of use; (3) developing a reper-
toire of skills to manage cravings; and (4) identi-
fying alternative reinforcement contingencies
(Kaminer and Slesnick 2005). Communication,
problem solving, and alcohol refusal skills are
taught, together with relaxation training and
anger management. Distorted cognitions are also
addressed, and therapy sessions characteristically
include modeling, behavior rehearsal, and feed-
back. Adolescents are frequently resistant to
“homework” and often require in vivo processing
of distorted cognitions and problem-solving

http://findtreatment.samhsa.gov/
http://findtreatment.samhsa.gov/


Alcohol Use Disorders, Table 5 Evidence-based psychosocial interventions for adolescent alcohol use disorders

Intervention Key features

Motivational and cognitive interventions

Motivational enhancement therapy (MET;
(Bailey et al. 2004; Dennis et al. 2004)

MET targets adolescent’s ambivalence concerning whether or not
they have a problem with alcohol and other drugs, with a goal to
increase their motivation to change

Cognitive behavioral therapy (CBT; Kaminer
and Slesnick 2005)

CBT focuses on (1) self-monitoring; (2) identifying cognitive,
social, and emotional triggers of use; (3) developing a repertoire of
skills to manage cravings; and (4) identifying alternative
reinforcement contingencies

CBT is effective both in group and individual formats for treating
adolescent SUDs

CBT is often combined with MET in an integrated MET/CBT
approach which uses two initial MET sessions followed by 5–10
CBT sessions. This integrated MET/CBT approach has
demonstrated efficacy and cost-effectiveness for treating adolescent
SUDs including AUDs (Hogue et al. 2014; Dennis et al. 2004)

Family-based interventions

Multidimensional family therapy (MDFT;
Dennis et al. 2004; Liddle 1992)

MDFT incorporates structural and strategic family therapy
approaches, as well as systems approaches, and targets multiple
systems, including family, school, peer, legal, and welfare. The goals
are (1) to reestablish normal developmental processes, (2) to build
competencies, (3) to reduce involvement with deviant peers and
increase involvement in prosocial activities, (4) to build problem
solving and affect regulation skills, (5) to reduce parental psychiatric
distress and improve social support and parenting skills, and (6) to
improve family communication and organization

Brief strategic family therapy (BSFT;
Santisteban et al. 2003)

BSFT incorporates structural and strategic family therapy
approaches and focuses specifically on “within-family”
interventions. The main goals are (1) engagement of treatment-
resistant family members; (2) joining with the family; (3) assessment
of family communication patterns; and (4) restructuring family
interactions to improve limit-setting, monitoring of adolescent
behavior, and other parenting practices linked to problematic
behaviors

Interventions that target multiple systems/domains

Multisystemic therapy (MST; Henggeler
et al. 1999)

MST incorporates CBT strategies, pragmatic problem-solving
models, parent training, and pharmacological treatments. The goals
are (1) to enhance caregiver’s capacity to effectively monitor
adolescent behavior, (2) to increase family structure, (3) to identify
barriers to parent’s reinforcement of appropriate behaviors, (4) to
decrease adolescent involvement with delinquent peer group and
encourage association with prosocial peers, and (5) to promote
school performance and/or vocational functioning

Twelve-step interventions

Alcoholics Anonymous (AA; Winters
et al. 2000)

AA offers emotional support through self-help groups and a model
of abstinence for people recovering from alcohol dependence, using
a 12-step approach. Adolescent treatment programs focus primarily
on the first five steps: (1) admitting to the power of substances to
make one’s life unmanageable, (2) believing there is hope for change
if one allows help, (3) learning from the advice of others as one
explores making different decisions about life, (4) taking an in-depth
moral inventory of one’s life, and (5) discussing one’s past wrongs
with a peer, counselor, or significant other
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deficits during therapy sessions. The strongest
empirical support to date is for the group-
administered CBT in combination with brief indi-
vidual motivational enhancement (Dennis
et al. 2004). CBT interventions tend to produce
rapid short-term effects that are not sustained at
longer-term follow-up assessments. Combining
CBT with family-based interventions seems to
be promising for longer-term efficacy. Brief moti-
vational enhancement therapy appears to be an
important adjunct to CBT, specifically for reduc-
ing negative consequences of drinking.

Recently, dialectical behavior therapy (DBT)
has been examined for adolescent AUDs. In a
sample of American Indian/Alaskan Native ado-
lescents with alcohol and substance use in resi-
dential care, 96% either recovered or significantly
improved after receiving DBT, and none of the
treated individuals deteriorated during the treat-
ment phase (Beckstead et al. 2015). DBT teaches
coping skills and problem solving within a sup-
portive environment and has specific skills for the
treatment of addiction. DBT has been long
established as an evidence-based intervention for
alcohol and substance use for adults, with remis-
sion rates of 87% (Harned et al. 2008; Neacsiu and
Linehan 2014). While more controlled trials are
needed to evaluate its efficacy in adolescents,
initial evidence is encouraging.

Pharmacological Interventions
While few randomized controlled trials (RCTs)
have examined the safety and efficacy of pharma-
cotherapies for adolescent AUDs, preliminary
results are promising. Pharmacotherapy trials
have studied medication to reduce alcohol crav-
ing, withdrawal symptoms, alcohol use, and
relapse, as well as comorbid depressive symp-
toms. To date, preliminary studies have examined
alcohol-related outcomes using naltrexone, disul-
firam, topiramate, ondansetron, and tianeptine in
adolescent AUDs and the selective serotonin
reuptake inhibitors (SSRIs) fluoxetine and sertra-
line in comorbid depression and AUDs.

Naltrexone is an opioid receptor antagonist that
acts by attenuating alcohol craving and
reinforcement, reducing heavy drinking days and
relapse. Three studies, including two open-label
pilot studies (Deas et al. 2005; Niederhofer
et al. 2003a) and one double-blind placebo-
controlled crossover study (Miranda et al. 2013),
found that naltrexone was associated with reduced
number of drinking days, lower cravings, and
lower alcohol-related cue reactivity. Disulfiram
irreversibly binds to aldehyde dehydrogenase,
leading to a rapid increase in acetaldehyde and
aversive symptoms (i.e., anxiety, headache, nau-
sea, vomiting) when alcohol is consumed. Addi-
tionally, it alters brain dopaminergic function by
inhibiting dopamine beta-hydroxylase, which
may also contribute to its efficacy. A double-
blind placebo-controlled RCT found that adoles-
cents with AUDs who received disulfiram com-
pared to placebo hadmore days of abstinence. The
group receiving disulfiram, compared to placebo,
also had more participants who sustained absti-
nence over the 90-day study period (Niederhofer
and Staffen 2003). Topiramate is a
non-benzodiazepine anticonvulsant, with com-
plex mechanism of action involving antagonism
of sodium and calcium channels and increasing
GABAergic transmission via AMPA/kainite
receptors and GABAA receptors. Growing evi-
dence points to its efficacy for treatment of adult
AUDs (Hammond et al. 2015), and preliminary
findings from a double-blind placebo-controlled
crossover pilot study are promising (Monti
et al. 2010). There is also preliminary support
for the efficacy of tianeptine (Niederhofer
et al. 2003b), which facilitates the reuptake of
serotonin, and ondansetron (Dawes et al. 2005),
a 5HT3 antagonist, for the treatment of
adolescent AUDs.

For the treatment of comorbid depression and
AUDs, two 12-week placebo-controlled RCTs
have examined the safety and efficacy of SSRIs
combined with CBT (Cornelius et al. 2009; Deas
et al. 2000). The results of these studies were
similar. In pharmacotherapy trials using both flu-
oxetine (Cornelius et al. 2009) and sertraline
(Deas et al. 2000), all groups (placebo + CBT
and SSRI + CBT) had significant reductions in
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depression and alcohol use over the active study
period. Depression and alcohol treatment
responses were strongly associated in both stud-
ies, with depression treatment responders show-
ing significant reductions in alcohol use,
regardless of study arm. These findings provide
further evidence for the efficacy of CBT for the
treatment of depression and AUDs and suggest
that aggressive treatment of depressive symptoms
with psychosocial interventions and possibly
pharmacotherapy may reduce alcohol use in
youth with comorbid depression and AUDs.

In summary, a number of pharmacotherapies
for adolescent AUDs have demonstrated prelimi-
nary safety and efficacy when used in conjunction
with psychosocial interventions. Still, these
results should be interpreted cautiously, as most
studies had methodological limitations including
small sample sizes, open-label study designs, and
lack of biochemical verification of alcohol use.
The role of pharmacotherapy for adolescent
AUDs remains unclear, and additional research
is needed. Practitioners providing AUD treatment
who have adolescents that do not respond ade-
quately to psychosocial interventions may con-
sider trialing adjunctive pharmacotherapy to
reduce alcohol cravings, withdrawal symptoms,
and relapse risk, but should always weigh the
risks and benefits of a medication trial against
the risk of continued alcohol use and related mor-
bidity and mortality.
Conclusions

Adolescence is a period of marked neurobiologi-
cal change, increase in sex hormones, and signif-
icant life transitions. Early, middle, and late
adolescence is characterized by psychosocial
changes related to puberty, identity formation,
increased autonomy, development of romantic
relationships, and changes in family and peer rela-
tions. This period is also notable for initiation of
alcohol and the progression to heavy drinking and
AUDs. Alcohol is the most commonly used sub-
stance by adolescents. Underage drinking is not
just limited to experimentation and, in some
youth, may lead to clinically significant problems.
Alcohol is also the second most common sub-
stance for which adolescents seek substance use
treatment. Adolescent AUDs are associated with
functional impairment across multiple domains
and elevated risk for morbidity and mortality and
represent a major cost to society. Understanding
factors and developmental pathways that lead to
adolescent-onset high-risk drinking and AUDs as
well as research on the prevention and interven-
tion strategies is critical. While the past decade
has seen marked advances in the assessment,
treatment, and prevention of underage drinking
problems, as well as in understanding associated
risk and protective factors, there is much left to
learn.
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Overview

Alcoholics Anonymous (AA) is a self-help orga-
nization for people who struggle with alcohol
dependence and who seek sobriety through them-
selves and mutual support of each other. It relies
on a “12-step” program to achieve this goal.
Created and generally associated with adult
populations, AA also has involved adolescents.
AA has received considerable attention, and new
research has shed light on its unique benefits and
drawbacks for younger participants. Adolescents
involved in 12-step programs may have a likeli-
hood of experiencing deeper personal growth
through spiritual experiences or helping others,
but adolescents’ personality development and
autonomy needs can place them directly at odds
with several of the 12 steps. Similarly, age differ-
ences can reduce adolescents’ chances of staying
with AA, but being surrounded by peers increases
their chances for success. Adolescents generally
report being very satisfied with AA, indicative of
the major hurdle being their commitment to treat-
ment. The emerging consensus is that, as with
adults, adolescents in need of intervention for
alcohol abuse can and should be referred to AA
and monitored thereafter.
Alcoholics Anonymous and Abstinence

Alcoholics Anonymous (AA) is an association of
alcohol-dependent persons devoted to the
achievement and maintenance of sobriety of its
members through self-help and mutual support.
AA has been deemed helpful for many problem
drinkers, and referral to it by treatment providers
is common. The program is widely known for its
“12 steps” to recovery. Those steps are principles
that include admitting powerless, a firm belief in
God or higher power, frank self-appraisals, will-
ingness to admit and correct wrongs done to
others, and a dedication to assisting others who
seek to conquer their own alcoholism. There now
are a variety of 12-step programs, but all are based
on a disease model of addiction and require com-
plete abstinence from alcohol, drugs, or other
reasons for the program.

Despite its popularity, little has historically
been known about why the program successfully
leads to abstinence. In fact, research on the effec-
tiveness of AA has been controversial and subject
to divergent interpretations (Kelly et al. 2009).
Although treatment providers and juvenile court
systems have recommended AA-type programs
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for adolescents, whether it is appropriate to do so
and whether they can be effective, at least in its
dominant form, it has remained debatable for a
long time. Controversy previously surrounded
more than its effectiveness (which, as will be
seen below, is potentially problematic), and
much controversy centered on the potentially reli-
gious overtones of programs that, for example,
raise important issues when the programs would
be funded by the government or might have youth
participate in them (see Levesque 2002).

Controversies may continue, but AA (and sim-
ilar 12-step programs) has now been increasingly
empirically validated. For adolescents in particu-
lar, greater participation has been found to lead to
greater abstinence (Kelly et al. 2016). Moreover,
recent advances in research on AA have revealed
not only underlying mechanisms for fostering
abstinence but also have explored the comparative
effectiveness and unique considerations required
when treating adolescent alcohol dependence
through AA. The emerging conclusion is that the
potential causes of failure for AA as a treatment
method for alcohol-dependent adolescents are
more likely to arise from mechanisms of the
12-step process or adolescents themselves than
any age gaps or organizational features of AA.
Research Addressing Alcoholics
Anonymous for Adolescents

Until recently, few studies had examined the
effects of the age compositions of AA groups.
Recent research now shows that adolescents rep-
resent a population that can benefit greatly from
such an intervention but that can also poses
unique challenges to its 12-step model. Existing
studies show that, although adolescents may be
helped by AA, they tend not to attend compared to
their adult alcohol-dependent peers. If they do
attend, they are more likely to discontinue earlier
than adults: it is estimated that adolescents with
alcohol dependence attend AA or similar treat-
ment 50% less than their adult counterparts
(Sussman 2010). This lack of success tends to
have been seen as the result of other members’
being older and not necessarily relating well to
adolescents and among other factors (Kelly et al.
2005). Additionally, adolescents’ perceptions of
AA’s being “only for adults” are one of many
related factors that can discourage them from
actively participating in their own recovery
through a 12-step program (Kingston et al. 2015).

The above findings have led to developing AA
groups that are more age appropriate. Doing so
has shown to contribute to increasing attendance
and the likelihood of engaging in the 12 steps of
recovery. In many ways, this is not surprising.
Few would think that adults would benefit much
from being placed in a group with adolescents,
which leads to wondering why one would expect
the reverse situation to be true. This is especially
an issue when working with adolescents given the
important role that peers play in their shaping
experiences and development. This is true for
AA, as like-aged peer groups with a focus on
achieving sobriety – including but not limited to
Alcoholics Anonymous – are known to be a quite
effective means in combating alcohol depen-
dency. Adolescents with social anxiety are
known to reap quite a large benefit from nonjudg-
mental, task-focused, and age-appropriate venues
for developing sober networks (Pagano et al.
2015). And once adolescents commit to AA, not-
withstanding their successes in sobriety, they also
generally report very high levels of satisfaction
with treatment (Kelly et al. 2016). This means that
finding adolescents an appropriate group that they
can connect with not only increases their chances
of success but also their enjoyment of the process,
a factor not to be overlooked for adolescents.
Enjoyment may be important given that other
factors have not been deemed as relevant. For
example, adolescents self-report feeling very
safe at AA meetings and their reasons for discon-
tinuation or nonattendance are generally unrelated
to safety or negative incidents (Kelly et al. 2011).

Still, the 12-step model has been deemed
somewhat problematic when applied for adoles-
cents. This has been seen in AA’s stance that the
substance is the cause of most presenting prob-
lems when, for adolescents, substance abuse may
only be part of a much larger behavioral pattern or
a temporary one that may not be alcoholism. The
program also has been seen as potentially
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problematic in that adolescents may be even less
likely than other groups to be open to changing
their abuse habits. In addition, the first of the
12 steps of AA – which requires participants to
admit to their powerless over addiction and alco-
hol itself – can be particularly unappealing for
adolescents, because it can conflict with their
developmental search for autonomy (Sussman
2010). Similarly, the second step – the concept
of belief in a higher power – also has been found
to cause some adolescents to reject the AA pro-
cess long before they are able to benefit from it,
because it can reduce their sense of agency (or at
least their self-perception of it) in the recovery
process (Kingston et al. 2015). And because
reduced impulsivity has been found to mediate
alcohol problems for active AA
members – especially relapse – and adolescents
are known to be more impulsive than adults due
to the lack of maturity and/or experience, even
committed adolescents can find themselves at a
greater risk to fail in the long term due to conditions
of their development which is not entirely their fault
(Blonigen et al. 2011). Finally, the role of being in
Service to Others in Sobriety (SOS) over the course
of one’s “career” with AA can prove problematic
for adolescents, because their empathy can be more
easily overtaken by their desire to resolve their own
alcohol dependence compared to adults, and not
participating in the service component of the
healing process can make the program less reward-
ing and require much more constant individual
initiative (Hoeppner et al. 2014).

Despite potential limitations in using AA-type
groups to support abstinence, adolescents still
can make progress due to some of the unique
circumstances in their interaction with the
12-step process. Experiences of spiritual virtues
and divine love can be particularly effective in
reducing adolescents’ relapse and recidivism
while increasing personal development (Lee
et al. 2016). Although adolescents may be in the
midst of coming to terms with their developing
sense of autonomy, their relative lack of cynicism
compared to adults combined with openness to
spirituality stemming from parental influence and
lower likelihood of long-term negative experi-
ences can increase their openness to experience
and benefit from “divine love.” Similarly,
increased daily spiritual experiences link to both
increased likelihood of abstinence as well as
reduced narcissism and increased prosocial
behaviors, all of which indicate their power to
shape adolescent growth on multiple levels when
given the chance (Lee et al. 2014). This focus on
others appears quite important during the adoles-
cent period. Selflessness is needed to participate
effectively in AA, as it is known to create positive
treatment outcomes. In fact, AA-related helping
outside of formal programming can distinguish
abstinent adolescents in a random sample,
pointing to yet another link between personality
change, spiritual growth, and success in treating
alcohol dependency for adolescents (Pagano
et al. 2013).
Conclusion

Recent advances in research on Alcoholics Anon-
ymous indicate its effectiveness in treating ado-
lescent alcohol dependency but that it is not
without its limitations. The importance of a like-
aged peer group for optimal adolescent outcomes
presents one of the strongest cases against a poten-
tial recommendation for treatment through
AA. Nonetheless, research increasingly confirms
that referral to AA for adolescents should not be
discouraged, but rather monitored – just as it is for
adults. Perhaps the most striking facet of AA in
the context of adolescence is its being a treatment
model conceived by adults to treat a problem
overwhelmingly faced by adults often brought to
the attention of adolescents by adults. Even if all
of its inner workings of the effects of AA pro-
grams are not entirely understood, more mecha-
nisms are being identified, and those that exist
support the conclusion that the program merits
consideration when seeking effective ways to
assist both adolescents and adults.
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Overview

Parents of American adolescents who are unsuc-
cessful in a regular public school environment are
often faced with difficult decisions on where they
can best educate their adolescent. Since the 1960s,
alternative schools have grown as a response to
this quandary. Alternative schools offer smaller
classrooms, intensive emotional and behavioral
supports, and at times, specialized curriculum to
address the needs of students who have struggled
in their home school. Ideally, alternative schools
represent an often last-ditch effort of parents, ado-
lescents, and schools to find positive and produc-
tive school environments for them to continue
their education. Despite the hopes that many
have for alternative schools to engage and gradu-
ate at-risk adolescents, the evidence that these
schools are affective in carrying out their mission
is mixed at best, with multiple critiques of alter-
native schools’ failure to provide adequate sup-
ports to these challenging student populations.
This entry will review the history of alternative
schooling in USA, brief descriptions of types of
alternative schools offered, and a review of the
current research on alternative schools, and how
these programs impact at-risk adolescents.
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Alternative Education in the USA

Alternative education emerged in North America
in the late 1950s and early 1960s in response to the
unmet needs of many students in public school
settings and the perceived inequity of public edu-
cation across the country (Turton et al. 2011). At
the time, the Elementary and Secondary Act of
1965 was part of the United State’s proclaimed
“War on Poverty,”with schools being the frontline
of this revolution (Lange and Sletten 2002). Early
alternative programs were primarily created in
urban areas and aimed to provide innovative
methods of instruction and learning that catered
to diverse student bodies (Caroleo 2014; Franklin
et al. 2013). Alternative education programs con-
tinued to gain popularity through the 1970s and
into the 1990s (Caroleo 2014; Franklin
et al. 2013) by taking the forms of magnet and
charter schools and continuing to be present in
both private and alternative academic institutions,
residential and day treatment facilities, juvenile
detention institutions, and hospital settings (Kim
and Taylor 2008; Simonsen et al. 2011). Common
characteristics of alternative education programs
include small size, a focus on one-on-one interac-
tion between teachers and students, a student-
centered curriculum, flexibility in the structure of
the program, and opportunities for students to
engage in decision-making around their personal
and academic goals (Aron 2006).
Alternative Education Frameworks

Alternative programs are often classified by
“what” they do or what they offer their student
body (Aron 2003). Raywid (1994) developed a
typology of three types of alternative school pro-
grams based on the function of the respected
program. Type one, called popular innovations,
integrates innovative and effective educational
practices to create a school that encourages learn-
ing for all of its students. Type two or last chance
programs tend to be more disciplinary in concept
and are often used as an alternative to suspension
or expulsion; these schools may also emphasize
behavior modification interventions versus
educational practices. Type three, remedial
focus, targets social, emotional, or educational
functioning of their students, often with the inten-
tion of returning the individual to their original
school (Henrich 2005; Franklin et al. 2013;
Raywid 1994). A fourth type of program is enti-
tled “second chances” (Lange and Sletten 2002),
and this approach not only offers students the
opportunity for educational success, but also the
opportunity to liberate themselves from previous
barriers in the school system and to become
empowered as emerging adults.

Raywid’s (1998) typology continues to give
educators and scholars an effective method of
classifying alternative programs, by their empha-
sis on changing the student, the school, or the
educational system. Typically, alternative educa-
tion programs include one dominant type, but they
may exhibit aspects of the other types. Type two
and type three programs focus on changing the
student and serving as a temporary placement for
students. These programs are considered less
likely to produce substantial student gains as com-
pared to type one programs (Aron 2003). Last
chance programs generally target discipline and
structure as methods to improve behavior, while
remedial focus schools most often serve as pri-
marily a therapeutic community. Popular innova-
tion programs include many of the original types
of alternative education and reinvent the school
environment and curriculum to better facilitate
learning for their students (Aron 2003) and
inquire students and staff to partake in a collabo-
rative educational experience together, and such
initiatives are being applied to larger and non-
traditional settings (Raywid 1998: Franklin
et al. 2013).
Populations Generally Studied
and Sources of Data

According to the National Center for Education
Evaluation and Regional Assistance (NCEE),
43 states and the District of Columbia now have
formal definitions of alternative education, dem-
onstrating a twofold increase in the nationwide
prevalence of such programs since 1998



Alternative Schools, Table 1 Reasons for dropping out
(Franklin and Kelly 2010; Smith and Thomson 2014)

Individual
reasons Family reasons

School-
related and
academic
reasons

Poor daily
attendance
Misbehavior
Alcohol and drug
use
Feeling alienated
from other
students
Teen pregnancy
Mental health
issues
Special education
Language barriers
High mobility and
frequent moves
Trouble with the
law or juvenile
justice
involvement

Parents not
engaged in
child’s schooling
Teen pregnancy
Students getting
married
Financial and
work
responsibilities
Permissive
parenting style
Negative
emotional
reactions and
sanctions for bad
grades
Child abuse and
neglect
Foster care
placement

Student/
teacher ratio
(too big)
Failure to be
promoted to
the next
grade
Quality of
teachers
Wanting
smaller
school size
School safety
concerns
Not feeling
welcomed at
the school
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(Katsiyannis and Williams 1998; Lehr et al. 2009;
Porowski et al. 2014). At least 10,300 alternative
programs exist (Carver and Lewis 2010), and the
number of students enrolled in such programs has
been speculated to surpass one million (Lehr
et al. 2009). Alternative program definitions and
policies encompass four dimensions: whom the
program services, where the program operates,
what the program offers, and how the program is
structured (Porowski et al. 2014). Many of those
schools focus on students in the middle school and
high school years, focusing on providing aca-
demic, emotional, and behavioral supports to
at-risk adolescents. “At-risk” is a category that
includes teenage pregnancy, homelessness,
school dropout status, disciplinary problems,
potential academic failure, truancy, substance
abuse, and physical or sexual abuse (Porowski
et al. 2014). Alternative programs are often
located at separate sites or school facilities, can
be part of other school campuses, and may be
accredited on their own or affiliated with an
accredited school (National Center for Education
Statistics 2002; Porowski et al. 2014).

Students can be enrolled in these schools
through a variety of pathways, but most typically,
students are referred to these schools by their
home school districts due to significant behavioral
and emotional problems that have impacted the
student’s learning and have resulted in multiple
suspensions and even expulsion. Indeed, a recent
study showed that 20% of the students in alterna-
tive public schools have individualized education
plans (IEPs) that require special education ser-
vices (Lehr and Lange 2003). Most alternative
programs due allow students to return to their
home school determined by improvements in
behavior, grades, and student motivation and the
consensus of both school’s staff. School districts
and alternative education programs often collab-
orate with community-based services, justice as
the juvenile justice system and mental health
agencies, as to better meet the needs of at-risk
students (Carver and Lewis 2010).

Most policymakers and researchers agree that
it is no longer possible to build a viable adult life
without a high school diploma or, at the minimum,
a certificate of General Educational Development
(GED). Those youth who don’t finish school are at
risk for a host of negative social, economic, and
health outcomes in adulthood compared to peers
who graduate high school. They earn less, have
poorer job prospects, have poorer health, and are
overrepresented in the US prison population
(National Center for Education Statistics 2005).
While the US Department of Education reported
that 81% of students from the class of 2013 grad-
uated within 4 years, the gap in graduation rates
for various student subgroups remains vast
(Yettick and Lloyd 2015). There is an approxi-
mate 20% difference in the graduation rates for
students with disabilities (62%) or with limited
English proficiency (61%) as compared to the
national average (Yettick and Lloyd 2015).
Researchers have found that low socioeconomic
status was associated with dropout status regard-
less of ethnic group for both state and nationwide
graduation averages, with the national graduation
average for low-income students to be at 73%
(Yettick and Lloyd 2015). Poverty is certainly a
risk factor for high school dropout for all youth.
Table 1 details research on the diverse factors that
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cause students to drop out, and how administra-
tors and researchers address these factors will
form the basis of this entry’s appraisal of the
literature for alternative school effectiveness, as
discussed below.

It is important to note that while not all students
at risk of dropping out are served by alternative
schools. Yet, a major feature of the initial legisla-
tion that created alternative schools (The
Elementary and Secondary Education Act of
1965) was to create educational opportunities for
disenfranchised and at-risk populations, including
students who are for whatever reason unsuccess-
ful in their home school environment. The risk
factors for this population are more than just that
of special education and/or low-income status:
that just as many of these students have IEPs for
academic or behavioral concerns, they have sig-
nificant rates of substance abuse problems, and
have also significant rates of being victimized by
violence and sexual abuse (Dupper 2006).
Controversies

Given the sobering graduation statistics for under-
served or struggling youth, it is not surprising that
school districts have utilized alternative schools as
an option for engaging at-risk students. However,
the trend toward adopting “zero-tolerance” poli-
cies toward students with significant behavior
problems in schools (particularly drug use and
violent behavior) has caused the alternative
school to move in dramatically different direc-
tions from its initial progressive education focus
of engaging and graduating alienated and at-risk
youth. Scholars and policymakers note the shift
and describe the two major camps of alternative
schools as primarily addressing either “fixing the
school environment” (more progressive, thera-
peutic and holistic schools) or “fixing the student”
(more structured, compliance-oriented, and puni-
tive). A national survey on alternative education
found that nearly a third of states reported that
their alternative education programs served as a
disciplinary consequence for students (Lehr
et al. 2009). As concerns about school violence
and adolescent drug and gang behavior continue
to grab headlines, the tendency for school districts
to embrace a more punitive “fix the student”
approach appears to be growing, despite concerns
that these schools do little to effect the students
themselves and may result in simply keeping the
at-risk students away from their age-mates by
warehousing them in alternative schools (Dupper
2006).
Measures and Measurement Issues

There are at least three significant measurement
issues in the field of alternative schools for ado-
lescents: The first involves defining and counting
alternative schools, the second involves assessing
whether alternative schools “work” at their chosen
mission of engaging and successfully educating
at-risk youth, and the third involves the relative
paucity of empirical research on the topic itself.
Despite an increase in the amount of literature on
the topic of alternative education and program
implementation over the past 5 years, the review
conducted for this entry (using an array of educa-
tional and academic databases, e.g., ERIC, PSYC
INFO, and Social Science Abstracts) yielded only
limited current data on how many alternative
schools there are in the USA and whether they
are effective in their work with youth. The most
current nationwide report on alternative schools
dates from 2014, while statistics on the number of
programs and students enrolled are gathered from
even older reports (Carver and Lewis 2010; Lehr
et al. 2009; Porowski et al. 2014).

The most recent data shows that, while alter-
native schools can have both progressive and
punitive components, the strong trend is toward
states creating alternative schools to “fix the stu-
dent” and be “dumping ground” for students who
have not academically or behaviorally excelled in
a district’s general education programs (Lehr
et al. 2009). Alternative schools are increasingly
defining their mission as treating students who
have been expelled from their home school, who
are considered in some way disruptive in their
regular home school environment, and meet
other at-risk criteria for youth (Lehr and Lange
2003). Whether the school is in a separate
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building or a smaller school-within-a-school in a
larger secondary school building, the emphasis
appears to be on focusing on student behavior
and getting students to comply with rules that
they had failed to comply with in the regular
setting. What is not clear from the current state
and nationwide data is how much time is spent on
teaching basic academic skills and preparing the
students, particularly individuals with disabilities
and learning disorders, for the transition to work
via vocational education and community-based
learning (Lehr and Lange 2003; Lehr et al. 2009;
National Center for Education Statistics 2002).

Additionally, answering the questions of
whether these schools “work” are elusive, as
there is limited evidence on alternative schools’
effectiveness or available student outcomes are
only compared to those of students in traditional
education programs (Lehr et al. 2009). Part of this
owes to basic research design issues: The most
recent meta-analysis on alternative schools is
15 years old, and even that study could find
scant evidence of experimental designs testing
these schools’ effectiveness and conducting
extended follow-up of program results (Cox
et al. 1995). Additionally, the findings from that
1995 meta-analysis indicated that on the key issue
of preventing and reducing adolescent delin-
quency, alternative schools had no effect (Cox
et al. 1995). Data from the 2007 indicates that
99% of home school districts have some stated
policy of allowing students placed in alternative
schools to reenter their home school, but no
national statistics are being collected at present
to indicate howmany students in fact do transition
back to their home school (Carver and Lewis
2010; National Center for Education Statistics
2002). For the purpose of this entry, the overarch-
ing outcome of graduation rates has been chosen,
in part because it is at least something that is
collected at both state and federal levels with
some consistency and rigor. However, even this
measure proves to be elusive here, as research
directly on graduation rates for alternative school
students isn’t yet being disaggregated from larger
school district data. What is clear is that students
in urban, high-poverty areas are more likely to
have alternative schools available to them, and
given that these populations have high relative
rates of school dropout to other adolescent
populations, further research on how alternative
schools do (or don’t) help students avoid dropout
appears to be needed (Dupper 2006).

Rather than simply wait for this research to be
conducted, this entry’s authors as well as other
leading school social work scholars like Dupper
(2006) have begun to examine the components of
effective alternative education/treatment programs
for at-risk adolescents. Findings from a prior
review of this literature are summarized in Table 2
(see Franklin and Kelly (2009) for more details on
the review process). Effective alternative educa-
tion programs targeting at-risk youth appear to
mix mentoring, job training, personal empower-
ment, therapeutic treatment, and family engage-
ment to provide a supportive context for the at-risk
adolescent to succeed. Encouragingly, the compo-
nents of a successful program for at-risk youth in
an alternative education setting are already
known: What isn’t yet known is how many alter-
native schools use these components, how many
are focused primarily on compliance, and how
many have school climate issues that adversely
affect the implementation of these key compo-
nents. (For one example of a successful alternative
school targeting dropout prevention for at-risk
youth in Austin, Texas, see Franklin et al. (2007)
for more information).
Gaps in Knowledge

As it is clear at this point from this review, there
are significant and persistent gaps in the knowl-
edge base for alternative schools. Survey esti-
mates indicate there are over 10,000 alternative
public schools whose content, mission, and effec-
tiveness is little known. This is concerning, espe-
cially as the increased drive for test-score
accountability via the No Child Left Behind
(NCLB) legislation likely increased pressure on
school leaders to find alternative school arrange-
ments for students who were viewed as adversely
impacting the educational environment. Consid-
ering the inconsistencies in the implementation of
NCLB, which was disbanded in late 2015, many



Alternative Schools, Table 2 Dropout prevention and intervention programs: results from the EBP search (Franklin
and Kelly 2009)

Effective programs and interventions

Rigorous
research
design

Relevant population
studied (adolescent at-risk
youth)

One year
follow-up

Career academies X X X

Career development/job training; mentoring; other:
alternative program

Project graduation really achieves dreams (project
GRAD)

X X X

Academic support; case management; family strengthening;
school/classroom environment; other: college preparation
and scholarships

Advancement via individual determination (AVID) X X X

Academic support; family strengthening; structured
extracurricular activities; other: college preparation

Big brothers big sisters X X X

After school; mentoring

Check and connect X X X

Academic support; behavioral intervention; case
management; family strengthening; mentoring; truancy
prevention

Functional family therapy X X X

Behavioral intervention; family therapy

Multidimensional family therapy X X X

Behavioral intervention; court advocacy/probation/
transition; family strengthening; family therapy; mental
health services; structured extracurricular activities;
substance abuse prevention

Quantum opportunities X X X

Academic support; after school; life skills development;
mentoring; structured extracurricular activities; other:
planning for future

Talent development high schools X X X

Academic support; after school; behavioral support; mental
health services; school/classroom environment

Talent search X X X

Academic support; career development/job training; family
engagement; life skills development; mental health services;
other: college planning

Twelve together X X X

Academic support; after school; life skills development;
mentoring; structured extracurricular activities

204 Alternative Schools
of these alternative programs may operate with
little to no oversight mechanisms or may have
received no benefit from the original policy
(Gagnon and Barber 2015).

One important concern that surfaced periodi-
cally in the literature found for this review was the
concept of alienation, which in part may explain
why so many adolescents feel disenfranchised
from their home school and choose to act out
those feelings through school violence or other
delinquent behavior. Related to alienation, teacher
caring school connectedness and interventions
utilizing motivational, behavioral, and social cog-
nitive techniques appear to be promising areas of
research to help educators, parents, and school-
based mental health professionals understand how
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best to create school environments that work for
all students (Schussler and Collins 2006; Smith
and Thomson 2014). Beyond these promising
areas of research, some basic research is needed
for alternative schools to fulfill their mission to
educate the most at-risk youth in US public
schools. As basic as this sounds, regular census
data on the number, type, and functions of alter-
native schools is crucial to tracking the growth
and evolution of these schools. Additionally, rig-
orous evaluation of model alternative schools is
essential, for while over 90% of secondary school
districts have some form of alternative school
program on offer, little is known about how
these schools measure their effectiveness and
even less is known about the effectiveness of
these schools in regards to addressing the emo-
tional, behavioral, and academic needs of their
students. Having a new batch of well-designed
experimental studies of alternative schools
would facilitate larger policy and practice discus-
sions about how best to mix the divergent goals of
“fixing the school environment” and “fixing the
student” in the alternative schools of the twenty-
first century.
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Altruism
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Indiana University, Bloomington, IN, USA
Overview

Altruism refers to behaviors intended to benefit
others rather than one’s own self-interests.
Although generally used to explain positive behav-
iors, altruism is of particular interest to the study of
adolescence as it intersects with personality forma-
tion and moral development. Until recently,
research relating to adolescence only indirectly
examined the phenomenon. Researchers now
directly explore its causes, effects, and implica-
tions for adolescents and for others. That research
reveals that adolescent altruism is known from
parenting as well as individual differences
(adolescent girls tend to be slightly more altruistic
than boys, and the sense of justice and fairness also
varies among individuals). The effects of altruism
in adolescence (other than acting for the benefit of
others) can include resisting negative peer influ-
ences and being more open in social relationships.
Altruism also can affect adolescents’ perception of
injustice, which can in turn lead to actions benefit-
ing both themselves and others.
The Study of Altruism

The term altruism has long been one of the most
widely used by psychologists to refer to studies
concerning adolescents’ positive behaviors.
Along with the terms such as caring, kindness,
and prosocial behavior, “altruism” primarily
invokes behaviors intended to benefit others, as
opposed to proving beneficial for one’s own self-
interests (Roker et al. 1999). Some researchers
argue that there is really no real altruism, that
altruism often benefits the self through, for exam-
ple, the power, status, reward, and psychological
benefits gained from acting altruistically (Piliavin
2009). However, recent research has challenged
this notion by investigating extreme altruists who
risk their lives to save others. In such cases,
extreme altruism has been found to be a largely
automatic, intuitive process (Rand and Epstein
2014). Overall, advances in research on altruism
in adolescence have seen a consensus emerge
indicating that adolescents often choose behaviors
that benefit others and not just themselves. The
growth in research has been spurred by advances
in measuring adolescent altruism (Büssing et al.
2013). In particular, the causes, effects, and impli-
cations of altruism for adolescents are increas-
ingly well-understood, although some questions
do remain.
Altruism and Adolescence

Historically, research on altruism in adolescence
did not address the phenomenon directly, but
rather explored it in terms of moral development.
Researchers had shown how, as adolescents
develop their emerging sense of self, their behav-
ior will likely vacillate between actions that serve
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their own interests and behavior meant to provide
benefits to other people. For example, research
has shown that learning about citizenship and
being exposed to diverse and different cultures,
peoples, and viewpoints can help an adolescent
expand his or her viewpoint (see Flanagan and
Gallay 1995). As this process progresses, adoles-
cents can cultivate social maturity through these
enlarged horizons; in turn, they can gain a sense of
having membership in the goals of collective soci-
ety and, simultaneously, develop leadership skills
and responsibility toward others. Through this
process, and through appropriate service opportu-
nities, adolescents learn about the intrinsic bene-
fits of devoting more of their time and efforts to
contributions that will serve other people and the
larger community (Metz et al. 2003). The role of
parenting and value formation had been generally
assumed as common knowledge and research had
generally ignored it, but the role of parents in
adolescents’ social and maturity was almost
always acknowledged.

More recently, research has specifically
explored the foundations of adolescent altruism.
For example, it is known that, as adolescents age,
their proclivity toward spitefulness decreases as
they increase in maturity, a process that creates a
space for altruism to develop (Fehr et al. 2013).
Research also has supported the conventional
wisdom that adolescents are generally more altru-
istic than adults. Randomized sharing experi-
ments comparing adolescents with adults reveal
that adolescents are more likely to share more
without receiving any reward, although they also
are more likely to punish someone for perceived
slights (Hao et al. 2016). Such results have been
interpreted as indicating the importance placed on
sharing and fairness in early adolescence
(by parents/teachers/educational media) com-
bined with adolescents’ reduced likelihood of
being less jaded and cynical due to their lack of
experience. In addition to these findings, research
also reveals links between altruism and prosocial
behavior, links that have long been suspected (see
Büssing et al. 2013).

Research also reveals many other important
findings. Personality and individual differences
also can play a large role in the causes of altruism.
It is known that adolescent girls tend to be
more altruistic than their male peers, although
social factors likely influence assessments of this
(Fehr et al. 2013). Moreover, an adolescent’s
value system (empathy, high sense of justice,
optimism) combined with their social skills
and environmental factors (family, school culture,
or service-learning experiences) is all also known
to contribute to altruistic behaviors and attitudes
(Pramathevan and Garces-Bascal 2012). Import-
antly, research also has confirmed the appropriate-
ness of methods often used. Reward learning in
a laboratory setting generally correlates with
altruistic tendencies in everyday life (Kwak
et al. 2014).

The immediate effects of altruism, and how
they link to other dispositions, in adolescents
also recently have been explored. Just as social
influences can reduce altruism, altruism also can
help adolescents “resist” social influences, espe-
cially in cases of moral decision-making (Chiang
and Wu 2015). This means that continuing to
drive home the importance of fairness and justice
can be an effective “two-front approach” that both
work positively and combat potential negative
peer influences. Individual differences in pro-
social behavior also have been explained by cor-
relates with altruism (Kwak et al. 2014). A link
between social trust and altruism suggests that
encouraging firm moral values in adolescents
can lead to more openness in social relationships
later in life as well as to increased social capital
(Soroush 2012). Similarly, adolescents’ prefer-
ences for organ allocation have been found to
correlate closely with altruism and utilitarianism –
despite expected minor in-group favoritism –with
empathy and altruism being the strongest corre-
lates (Georgiadou et al. 2015). These lines of
research highlight well how altruism links to
many other dispositions and how it can be
harnessed to influence developmental outcomes
and future behaviors.
Conclusions

Altruism in adolescence is a nuanced phenome-
non that is not only important in its own right but
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also in the manner it interacts with social behav-
iors, personality, and decision-making. From
being an intuitive, reflex-like behavior in extreme
situations to being a learned prosocial habit to
being a result of peer influences or environmental
factors, adolescent altruism can have many
causes. Altruism can have many positive out-
comes for adolescents and those with whom they
interact, even beyond the altruistic acts them-
selves that, by definition, benefit others. It can
do so, for example, by the way it influences ado-
lescents’ resisting negative social influences,
encourages social trust, and helps them make
complex ethical decisions. Over the past decade,
advances in research on adolescents’ altruism
have confirmed well the previous decades’
assumptions and common knowledge. Although
the bases of altruism in neurology and personality
formation are not completely understood, the cur-
rent understanding does suffice to encourage par-
ents and adolescents to follow morally healthy
behavioral paths and consider ways to develop
altruistic dispositions.
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Amicus Brief

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Overview

The United States’ legal system, like many others,
often relies on adversaries who bring evidence to
courts to resolve disputes. In resolving disputes,
courts rely on oral arguments before them as well
as written petitions that analyze a particular
party’s position on the disputed matters. Those
petitions, when they legally analyze a position
and offer evidence for and against them, are called
briefs. Particularly in complex legal and eviden-
tiary matters, courts receive briefs from a variety
of individuals, groups, or associations that are not
parties to the case and whose briefs were not
solicited by the parties before the court. In such
instances, the briefs are called “Amicus briefs,”
with amicus meaning friend, in this case referring
to friend of the court. As such, the briefs are meant
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to provide information that bears on the case.
These briefs can be quite influential in determin-
ing the outcomes of disputes, as they help judges
develop their positions and support their argu-
ments. They have been particularly important to
the development of adolescents’ rights.
Amicus Briefs

An amicus brief, the shortened term used to refer
to amicus curiae (“friend of the court”) brief, is a
legal document filed by someone (typically an
organization) that is not party to a case under
appeal but who has an interest in the case’s devel-
opment. The content of these briefs ranges
widely, with some commentators viewing them
as too often simply repeating the claims of the
parties before the court (see Walbolt and Lang
2003). In this regard, effective briefs have been
shown to be those that raise arguments or legal
authorities that the actual parties have not raised,
propose intermediate or different positions than
those provided by the parties, bring useful tech-
nical and scientific knowledge to the court’s
attention, or suggest practical effects of decisions
in contexts that parties may not be interested or
aware (see Kearney and Merrill 2000). Although
originally meant to be neutral, amicus briefs now
almost invariably align themselves with one of
the parties. Although they may bring perspectives
and arguments different from the parties to the
case, they really are not acting as “friends of the
court” as much as friends of a party to the court.
Even though they may align themselves with a
party, effective briefs can impact the court’s
decision-making process in the manner they
influence cases’ outcomes or the court’s
expressed rationale used for reaching outcomes
(see Kearney and Merrill 2000).
Amicus Briefs and Adolescents’ Rights

US Supreme Court cases dealing with minors’
rights often have drawn considerably from amicus
briefs, including briefs that bring social science
evidence to the Court’s attention. This was the
case, for example, in the landmark 2005 decision
abolishing the juvenile death penalty, Roper
v. Simmons (2005), where the Court cited to the
American Psychological Association’s (2004)
brief providing evidence regarding the inherent
immaturity of adolescents, as compared to adults.
Importantly, the amicus position, on its face, was
the opposite of another brief the association had
filed over a decade earlier in a parental notification
case involving minors seeking abortions,
Hodgson v. Minnesota (1990). In that case, the
American Psychological Association had argued
that adolescents had decision-making skills com-
parable to those of adults, and, as a result, evi-
dence showed no reason to require teenagers to
notify their parents before terminating a preg-
nancy (American Psychological Association
1987, 1989). Thus, in Roper, the American Psy-
chological Association argued that science
showed that adolescents were not as mature as
adults, whereas, in Hodgson, it earlier had argued
that the science showed that they were not that
much different.

As the use of amicus briefs in the above cases
reveals, providing courts with scientific research
can be challenging and controversial, even though
what appears contradictory to nonexperts is
entirely reasonable to those who conduct research.
This has been shown by leading researchers who
do not view the American Psychological Associ-
ation’s briefs as making “flip-flops” in their under-
standing of maturity and how the psychological
understanding of maturity could affect different
cases entirely differently (see Steinberg
et al. 2009). Even those well-reasoned arguments,
however, are not immune from criticisms, even by
researchers who share a similar expertise (see
Fischer et al. 2009).

Despite controversies, there is no doubt that
amicus briefs have a long history in the develop-
ment of adolescents’ rights. Most notably, the
major case deemed as initiating the use of social
science evidence to resolve complex legal dis-
putes actually involved the rights of youth. It
was Brown v. Board of Education, the case
involving the segregation of youth in schools.
That case remains one of the most cited-to cases
in American legal history, and one of the reasons
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for that is that it cited to research dealing with the
effects of discrimination on psychological devel-
opment (Levesque 2015). That area of law con-
tinues to use much empirical research, as do many
other areas of law dealing with adolescents, such
as those relating to drug tests in school, abortions,
medical decision-making, media rights, religious
freedom, and juvenile justice system decisions
(Levesque 2016a, b).
Conclusion

Amicus briefs have become an important way to
develop the rights of individuals, including ado-
lescents. However, given the nature of social sci-
ence evidence as well as the law itself, the use of
briefs leads to criticisms. Those criticisms are
likely to continue. Still, these developments
reflect the remarkable extent to which some jurists
are open to types of evidence that typically had
not figured prominently in jurisprudence. The
developments also point to the potential power
of social science research relating to the adoles-
cent period.
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Amusement Sites and Adolescents’
Rights

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Overview

Adolescence is known as a time for engaging in a
variety of leisure activities, particularly with
peers. These activities can contribute to both pos-
itive and negative outcomes, a reality that has
fueled efforts to understand and shape adoles-
cents’ environments so as to increase the likeli-
hood of healthy development. Some contexts do
provide adults with broad powers to regulate what
adolescents do, such as when adolescents are in
their families or schools. But, the ability of adults
to restrict adolescents’ leisure activities may not
transfer to other contexts, such as in public places.
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The legal system recently has addressed these
concerns and found little support for recognizing
the rights of adolescents to freely engage in leisure
activities in public places. Instead, the legal sys-
tem has identified adolescents’ right to protection,
even if it means limiting liberties deemed impor-
tant, and has given considerable discretion to
adults to determine the appropriateness of adoles-
cents’ leisure activities.
Adolescence and Leisure Activities

One of the most important aspects of adolescent
development involves leisure activities and the
ability to associate with others. Engaging in lei-
sure activities allows adolescents to develop
important skills and address developmental
needs (see, e.g., Coatsworth et al. 2005); and
doing so also is important to their well-being
both during adolescence and after (see
Kuykendall et al. 2015). Although much good
can come from leisure activities, they also can
place adolescents at risk for negative socializa-
tion. For example, unstructured activities such as
hanging out with friends on the streets or at
neighborhood recreation centers have been
linked to problem development (Siennick and
Osgood 2012). What is important about leisure
is how it is experienced, particularly how it is
structured, including with whom the activities
take place.

Concerns about problem behavior, including
victimization, have led to efforts to regulate what
adolescents can do in public places. Typically,
these efforts result in preventing adolescents
from entering some places or in preventing others
from entering them to interact with adolescents.
The fundamental issue that these regulations raise
is the extent to which communities retain the
freedom to regulate activities involving adoles-
cents. While it would seem that communities
could limit what adolescents do, that power may
be limited to the extent that adolescents may have
basic rights, similar to those of adults, to congre-
gate where they deem fit given when, for example,
their activities take place in public and in places
open to the public.
Regulating Amusement Sites

In the United States, the Supreme Court directly
addressed the issue in City of Dallas v. Stanglin
(1989). In that case, the court gave states consid-
erable power to regulate adolescents’ meeting
places by finding that social gatherings intended
for leisure and diversion do not qualify for extra
constitutional protection and, as a result, may be
regulated by the government for any rational pur-
pose. This rule is of considerable significance in
that it demonstrates the power states have in deter-
mining when and with whom adolescents can
associate. By doing so, it highlights the limited
rights of adolescents as well as the limited rights
of their parents when dealing with matters outside
of their homes.

The Stanglin case involved an ordinance regu-
lating access to dance halls. The city of Dallas had
enacted an ordinance that restricted the ages of
admission to a certain class of dance halls to
persons between the ages of 14 and 18, except
for parents and guardians of persons inside such a
hall, law enforcement, and dance hall personnel.
The ordinance also limited the dance hall’s hours
of operation. The purpose of the ordinance was to
provide a place where teenagers could socialize
with each other without being subject to the poten-
tially detrimental influences of older teenagers
and young adults.

The operator of a roller-skating rink in Dallas
created a dance hall that followed regulations. He
did so by dividing the floor of the rink. On the
skating side, no age or hour restrictions were appli-
cable. On the dance hall side, the ordinance’s age
and hour restrictions were enforced, but admission
was otherwise granted to anyone who paid an
admission fee. Most of the dance hall patrons
were strangers to each other, and the hall served
as many as 1,000 customers per night. There was
no evidence of any particular trouble among the
youth who frequented the establishment.

The operator of the dance hall argued, among
other points, that the ordinance unconstitutionally
infringed on the right of dance hall patrons to
associate with persons outside their age bracket.
He argued that a minor’s right of association
should not be abridged simply on the premise
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that he “might” associate with those who would
persuade him into bad habits. A trial court ruled
against the operator on the grounds that the ordi-
nance was rationally related to the city’s legiti-
mate interest in insuring the safety and welfare of
children. An appeals court, however, ruled in its
favor by striking down the age restriction on the
ground that it unduly intruded on the dance hall
patrons’ right of “social association” under the
Constitution’s First Amendment freedom of asso-
ciation clause. It also reasoned that the age restric-
tion inhibited the parental role in child rearing,
that it was parents’ primary responsibility, not the
city, to tell a minor how old his dance partner may
be, with the exception that the city could do so to
protect them from criminal influence (which in
this case it did not).

The city appealed to the Supreme Court, which
rejected the dance hall operator’s claim. The court
held that the ordinance’s age restriction did not
violate the First Amendment associational rights
of the dance hall patrons. It did so on the rationale
that coming together to engage in recreational
dancing is not a form of intimate association pro-
tected by the First Amendment. It further found
that the First Amendment did not recognize a
generalized right of “social association” that
includes chance encounters in dance halls. The
majority also ruled on equal protection grounds
noting that the age restriction was valid. The court
did so on the grounds that dance hall patrons are
not a suspect classification (e.g., they are not a
group in need of special protection that typically is
based on nationality, race, and so forth). It also
found that the age restriction did not infringe on
any right protected by the federal constitution.
Lastly, it ruled that a rational relationship existed
between the age restriction and the city’s interest
in promoting the welfare of teenagers.
Conclusion

Leisure activities may be important to adoles-
cents’ development, but that importance does not
translate into the right to engage in activities that
communities deem inappropriate. The Stanglin
case highlights how the government has
considerable freedom to regulate environments
that would involve adolescents. Adolescents, as
a group, do not have a special status that would
require a court to protect it from a state’s rational
effort to protect them. In this case, the facts show
that the state could limit the freedoms of youth
(and those who would argue for their freedoms)
even in situations where there is no particular
evidence that there is just cause for the limitations
or there is no evidence brought forth to show that
the state could not reach its goals without those
limitations. The way the court addressed these
issues leaves immense discretion to communities
and their decisions of what type of leisure activi-
ties can be available to adolescents.
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Anger
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Overview

Anger is one of individuals’ most powerful and
hazardous emotions. It also is one often experi-
enced during adolescence, yet it is one of the least
directly studied emotions related to the adolescent
period. Most research has focused on adults or
young children, with research on adolescence
tending to focus on internalizing and externalizing
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behavior. Recognizing that those types of behav-
iors relate to anger, researchers who study adoles-
cents have begun to focus on understanding
anger’s place in adolescence and sought to shed
light on the roots of anger and what could be done
about it. Despite these developments and under-
standing that some adolescents may have diffi-
culty controlling their emotions, and that they
may exhibit angry outbursts or that some just
may be angry adolescents, it is surprising that
research has not sought to address more rigor-
ously this potentially powerful emotion.
Anger and Related Behaviors

The study of adolescence reveals much about
externalizing and aggressive problems, but it has
only recently begun to pay comparable attention
to anger. Nonetheless, it is still known that anger
can sour relationships, contribute to considerable
distress, and even play a critical role in the devel-
opment of psychopathology. It is known, for
example, that elevated anger during adolescence
links with physical responses (such as higher
blood pressure and heart rate) that set adolescents
on a path toward elevated health risks later in life
(see Hauber et al. 1998). Anger eventually places
individuals at risk for long-term health problems
that range from hypertension and cardiovascular
disease to asthma and headaches to cancer (Rice
and Powell 2006). Levels of anger even predict
mortality rates (Harburg et al. 2003). Still,
research has only begun to examine the origins
of anger and its expression, the effects of anger on
interpersonal relationships, and anger’s relation-
ship to adolescents’ mental health outcomes.

Although one might think that anger is easy to
define and recognize, it appears far from
it. Research and commentaries often focus on
aggression, which can be an expression of anger
but need not be equated to it (Averill 1982). Even
the outward expression of anger may not be
aggressive. Anger can take nonaggressive forms,
such as displaying an angry facial expression or
making physical gestures. Anger does not neces-
sarily lead to aggression. Still, aggression, defined
as verbal or physical acts aimed at hurting or
upsetting others (either directly or indirectly),
may be predicted by anger (e.g., Clay et al. 1996).

Despite difficulties in identifying and recog-
nizing anger, comparing aggression to anger
reveals that anger consists of at least two main
components. Anger has an emotional component,
which is a state of arousal resulting from threats or
frustrations and is often described by researchers
as state anger. Anger also has a component that
involves behaviors and thoughts relating to the
state anger that emerges from the specific circum-
stances felt to be threats or frustrations. This latter
component consists of attitudes and thoughts used
to assess and interpret the situations that are
inducing the state anger. The thoughts and atti-
tudes, what the field now calls social cognitions,
are thought to be stable over time and are termed
trait anger (see Rice and Powell 2006). Thus, how
one responds to situations depends on one’s trait
anger. That expression may be inward or outward;
it can be suppressed or expressed.

Research that details the experience of anger
and its expression has been developed by borrow-
ing from research using samples and theories
relating to adults. Those theories and constructs
have been validated quite well with adolescent
populations (e.g., del Barrio et al. 2004; Hagglund
et al. 1994). Some of that research has examined,
for example, the links between high levels of
experienced anger and its expression. That
research finds that adolescents who report high
levels of anger are more likely to endorse an
outward way of experiencing anger; and boys
(not girls) with high levels of anger are less able
to suppress inward expressions of it either (Clay
et al. 1996). High trait anger, which is the dispo-
sition to be angrier than not, also links to higher
levels of outward anger, and that link appears
strong for both genders (Rice and Powell 2006).
That research also reveals that, for older children,
high levels of anger-suppression correlate with
low levels of trait anger.
Anger Among Adolescents

How adolescents express anger (inwardly or out-
wardly) or even experience it at all has been a
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subject of study that has focused on parenting.
Although these studies focus on interactions
between parents and their children, it is important
to highlight that one’s temperament may well be a
factor. That is, the tendency has been to focus on
parents’ actions when, in fact, there is likely to be
interactive effects. Regrettably, research in this
area has not been as strong as would have been
expected given the significance of the research.
The bulk of studies are correlational. Equally lim-
iting, the bulk of research focuses on children.
Still, existing findings point us toward important
conclusions relevant to adolescents.

Research does confirm a strong link between
children’s anger and parenting. For example,
Snyder et al. (2003) found that young children
(average age of 5) were more likely to exhibit
anger when parents used insensitive and negative
responses; Zhou et al. (2004) found that authori-
tarian parenting, marked by coercive control and
low responsiveness, positively associated with
anger/frustration among a large group of first
and second graders. In addition, studies have
shown that family conflict and violence also may
serve as a model for anger control; maltreatment
has been associated with poorer anger control and
coping among 6- to 12-year-olds (Shipman and
Zeman 2001; Ortiz and del Barrio Gandara 2006),
and anger-based marital conflict associates with
ratings of anger and anger expressions among 4-
to 8-year-olds (Jenkins 2000). As might be
expected, parents’ negative behaviors (such as
anger and threats) directed toward their children
elicit their children’s anger (Snyder et al. 2003).
When studying young adolescents (ages 11–13),
research focuses more on personality dispositions
and temperament and those, such as perfection-
ism, relate to the outward expression of anger
(Hewitt et al. 2002). As expected, then, adoles-
cents’ relationships with significant others relate
to the way they experience and express anger, and
as researchers move away from focusing on
young children, they pay more attention to ado-
lescents themselves rather than their relationships.

Separate research has also investigated levels
and intensity of expressions of anger. Several find-
ings have emerged. In terms of outward expres-
sions of anger, a general rule is that it is expressed
less as children age (Shipman and Zeman 2003;
Underwood et al. 1999; Zeman and Garber 1996).
A reason that anger is more suppressed as children
age is that they find expressions of anger less
acceptable, especially with those outside of their
peer group (Shipman and Zeman 2003). Impor-
tantly, older children are significantly more likely
to express anger with peers than with teachers
(Underwood et al. 1999), but little difference
seems to exist between peers and parents (Zeman
and Shipman 1996). Adolescents use negotiation
more frequently than children to cope with anger
(von Salisch and Vogelgesang 2005).

One of the most important areas of research
examines associations between the negative
effects of anger and adolescents’ physical and
mental health. Although links have long been
found for adults, this research has now been
extended to examine the effects of anger on ado-
lescents’ poor health and maladjustment. Links
have now been shown between anger and depres-
sion among adolescents, not only young children.
For example, inpatient youth’s levels of hopeless-
ness have been linked with high levels of outward
anger and low levels of anger control (Kashani
et al. 1997); and anger control reliably differenti-
ates between depressed and nondepressed inpa-
tient youth (Kashani et al. 1995). Anger also links
with suicide attempts (Goldston et al. 1996;
Boergers et al. 1998). Research that has examined
links between anger and externalizing behaviors
finds outward expressions of anger predictive of
externalizing problem behaviors at school and at
home; and they report that the ability to regulate
anger predicts lower levels of externalizing prob-
lems (Rydell et al. 2003). Higher levels of anger in
adolescents associate with elevated blood pres-
sure and heart rate, which are associated with
poor health outcomes (Hauber et al. 1998;
Mueller et al. 2001). Adolescents’ levels of
anger also link concurrently with psychosomatic
symptoms and poor self-perceived health (Piko
et al. 2006). The links between forms of anger
and negative outcomes appear well established.
Furthermore, as late adolescents’ transition into
early adulthood, in general depression and anger
tend to decrease at similar rates, indicative of their
interrelated mechanisms and how adolescents’
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propensity for one could easily either lead to or
follow from the other (Galambos and Krahn
2008).

Importantly, research examining the effects of
anger has moved toward distinguishing among its
potential forms. Outward expression (often
referred to as “Anger-Out”) links to externalizing
disorders in adolescents (Gjerde et al. 1988) as
well as internalizing problems such as sadness
(Clay et al. 1996) and hopelessness (Kashani
et al. 1997). But the suppression of anger (often
referred to as “Anger-In”) also links to negative
responses. Suppressed anger has been deemed
common among schoolchildren who exhibit
social withdrawal (Jacobs et al. 1989) and has
been linked to depressive symptoms (Renouf
and Harter 1990). Children who are able to
express their anger constructively appear to be
better adjusted, as revealed by studies that com-
pare various types of anger expression with their
links to depressive affect and adjustment prob-
lems (Kashani et al. 1995; Cole et al. 1996).

Although the vast majority of the anger-health
literature uses a dichotomous approach to distin-
guish anger coping styles, research now reveals
that anger is more likely to be a multidimensional
construct than a simple split between anger-in and
anger-out and that more complex view recently
has been confirmed by efforts that have found a
variety of responses to anger relating differently to
higher levels of self-reported somatic complaints
among adolescents (Miers et al. 2007). Nonethe-
less, there is still merit in differentiating anger-in
and anger-out expressions for understanding cer-
tain motivations and mechanisms of anger, espe-
cially in the context of anger as a result of similar
(anger-in and/or anger-out) behavior seen in
parental figures (Konishi and Hymel 2014). Fur-
thermore, anger can be understood in some cases
as a coping strategy to handle a variety of potential
stressors, adding another nuance to understanding
anger as a coping strategy (Pittman 2011).

How anger is conceptualized gains significance
particularly in terms of how it can be addressed.
There has been increased interest in anger man-
agement, for example. But the bulk of that research
has focused on adults (see Henwood et al. 2015;
Smeets et al 2015). Analyses of interventions to
address adolescents’ anger have come from
research relating to aggression. Even that research,
however, remains quite limited in terms of their
number and rigor of evaluations, as revealed in a
recent effort to conduct a meta-analysis on popular
therapeutic interventions to address aggression
(see Hoogsteder et al. 2015). Efforts to conduct
more rigorous studies are important, as they
address the limitations of other types of reviews
of interventions that suggest (but do not rigorously
support) the utility of anger and aggression inter-
ventions (see Blake and Hamrin 2007).
Conclusion

Although the gaps in research on anger have only
recently begun to be filled (and the research is still
far from complete), anger is relatively well under-
stood and this understanding is helpful in trying
both to explain and work with adolescent behav-
iors and psychopathologies. Anger has been seen
to correlate with many aspects of development – it
has been linked to parental interactions, personal-
ity traits, social environments, and even religious
involvement, although the direction of the causa-
tion (if any) behind some of these relationships is
not completely understood (Carlozzi et al. 2010).
Given the significance of close relationships to
mental health, and given the established links
between adults personality traits, social environ-
ments, and even religious involvement, further
research to fill the existing gaps will likely prove
very useful in helping to understand angry ado-
lescents and help them better respond to anger.
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The most frequently used definition of animal
cruelty by social scientists is “socially unaccept-
able behavior that intentionally causes pain, suf-
fering, or distress to, and/or death of, an animal”
(Ascione 1993, p. 228). This definition omits
behaviors that may be socially and culturally
acceptable in other contexts. Such behavior may
include, but is not limited to, laboratory research,
hunting, agricultural, and veterinary practices.
While there is some consensus over the definition
of animal cruelty, there remains little to no con-
sensus as to the relationship between childhood
acts of animal cruelty and later acts of
interpersonal violence. Attempts to show the pos-
sible relationship between animal cruelty and vio-
lence toward humans have produced
contradictory results, especially given the numer-
ous methodologies undertaken to examine various
aspects of this phenomenon. Thus, the association
proposed by academic literature between child-
hood acts of violence against animals and later
acts of violence against humans remains contro-
versial among scholars, animal rights activists,
and policy makers.

For nearly five decades, researchers have
sought to unravel the link between juvenile animal
cruelty and later interpersonal violence. In 1961,
Macdonald introduced a triad of characteristics
(enuresis, fire setting, and cruelty toward ani-
mals), which he believed to be predictive of a
child’s propensity to commit later acts of violence
toward humans (Macdonald 1961). Three years
later, Mead (1964) suggested that childhood cru-
elty to animals may indicate the formation of a
spontaneous, assaultive character disorder. She
argued that juvenile animal cruelty “could prove
a diagnostic sign, and that such children, diag-
nosed early, could be helped instead of being
allowed to embark on a long career of episodic
violence and murder” (p. 22). The impact of
Mead’s recommendation was evident over
20 years later when the American Psychiatric
Association took note.

In 1987, animal cruelty was added to the Diag-
nostic and Statistical Manual of Mental
Disorders-III-R (DSM-III-R) as a symptom of
childhood conduct disorder and was later kept in
the 1994 DSM-IV, the 2000 DSM-IV-TR, and the
2013 DSM-5 (American Psychiatric Association
1987, 1994, 2000, 2013). According to the Diag-
nostic and Statistical Manual 5, a conduct disor-
der is “a repetitive and persistent pattern of
behavior in which the basic rights of others or
major age-appropriate societal norms or rules are
violated, as manifested by the presence of at least
3 of the following 15 criteria in the past 12 months
from any of the categories below, with at least one
criterion present in the past 6 months” (American
Psychiatric Association 2013, p. 469). The criteria
include cruelty to animals, frequent bullying or
threatening, frequently starting fights, use of a
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weapon that could potentially cause serious harm,
cruelty to people, theft with confrontation, forcing
sex upon someone, intentionally setting fires to
cause significant damage, intentional destruction
of property, breaking into the property of others,
frequently using deception for personal gain,
stealing, deliberately disobeying parents’ rules,
running away, and frequent truancy. TheDiagnos-
tic and Statistical Manual 5 also notes that many
children with conduct disorder will continue to
exhibit behaviors into adulthood that then would
meet the criteria for antisocial personality
(American Psychiatric Association 2013). Thus,
animal cruelty is recognized as an important indi-
cator of a serious psychological problem.

Defining animal cruelty as a symptom of con-
duct disorder lends further validity to the research
examining the link between animal cruelty and
later violence against humans. For law enforce-
ment officials, cruelty to animals has long served
as a red flag for identifying extremely violent
offenders. Correspondingly, the expansive litera-
ture about serial killers and school shooters has
often cited juvenile cruelty to animals as a precur-
sor to subsequent violence against humans
(Arluke and Madfis 2014; Ressler et al. 1998;
Verlinden 2000; Wright and Hensley 2003).
Moreover, other studies using inmate samples
have supported the link between animal abuse
and later interpersonal violence (Hensley
et al. 2009; Merz-Perez and Heide 2004; Merz-
Perez et al. 2001; Tallichet and Hensley 2004).
Research on Juvenile Animal Cruelty

Numerous studies have been conducted in the last
15 years to examine the association between
childhood acts of cruelty toward animals and
adult acts of violence against humans. In an
attempt to discover a relationship between these
behaviors, various methodological techniques and
different sample participants have been studied
with less than satisfactory results. The results of
these studies have been inconsistent and often-
times contradictory in their attempt to show a
link between childhood animal cruelty and adult
acts of violence perpetrated against humans. In
fact, some studies reveal no association at all or
no apparent time order between the behaviors
(Arluke et al. 1999; Miller and Knutson 1997),
while still others support both the association and
the temporal sequencing of the acts (Arluke and
Madfis 2014; Flynn 1999; Hensley et al. 2009;
Merz-Perez and Heide 2004; Merz-Perez
et al. 2001; Ressler et al. 1998; Tallichet and
Hensley 2004; Verlinden 2000; Wright and
Hensley 2003), and others find that individuals
who abuse animals commit both violent and non-
violent offending equally (Walters 2014).

A 1987 review by Felthous and Kellert of
15 studies which explored the association
between juvenile animal cruelty and human vio-
lence revealed that many of the studies comparing
violent and nonviolent prisoners and psychiatric
patients throughout the 1970s and 1980s were
unable to establish a clear link or that the data
supporting the association were “soft and of dubi-
ous reliability” (p. 69). The focus of the review
was to examine whether the previous studies had
supported a relationship between recurring acts of
childhood animal cruelty and serious and persis-
tent acts of later violence against humans.
Felthous and Kellert (1987) excluded studies of
aggressive behavior that were not clearly “danger-
ous or injurious” or reports of single cases involv-
ing cruelty toward animals (p. 69).

Ten of the 15 studies did not find a relationship
between childhood animal cruelty and subsequent
violence against humans. Felthous and Kellert
(1987) contended that many of these studies had
significant limitations. First, most were unsuc-
cessful in clearly defining the behaviors being
studied (i.e., animal cruelty and interpersonal vio-
lence). Second, all but one of the studies that did
not find a relationship between childhood animal
cruelty and later violence examined only single
acts of violence toward humans. However, inves-
tigators who found an association between animal
cruelty and interpersonal violence had examined
recurrent interpersonal violence. Third, over half
of the studies that were unable to discover a rela-
tionship between animal cruelty and later human
violence relied on the chart method of data gath-
ering rather than direct interviews with respon-
dents. In contrast, all of the studies that found a
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relationship relied entirely on direct interviews
with subjects. Felthous and Kellert (1987) argued
that investigators should not exclusively rely on
clinical records because they may not contain
sufficient historical information. Furthermore,
researchers should not focus on interviews that
examine only singular acts of animal cruelty or
violence toward humans.

In 1997, Miller and Knutson found no associ-
ation between the types of crimes that had been
committed by 314 male and female inmates and a
composite measure of their passive and active
experiences with childhood animal cruelty. More-
over, their inmate sample data revealed only a
modest connection between exposure to animal
cruelty and “the aversive childhood histories of
the subjects,” as well as their physical or sexually
coercive behavior in dating or intimate relation-
ships (p. 59). Within the same study, Miller and
Knutson performed a follow-up study with
308 undergraduate students to examine whether
high exposure to animal cruelty was distinctive
only to the incarcerated sample. Again, modest
associations were found between animal cruelty
and undergraduates’ “punitive and acrimonious”
childhood histories (p. 59). They also found that
16.4% of the inmates had hurt an animal com-
pared to only 9.7% of the students, 32.8% of the
inmates had killed a stray compared to only 14.3%
of the students, and 12% of the inmates had killed
a pet compared to only 3.2% of the students. The
reported methods used by subjects to kill animals
were poison (n = 17); drowning (n = 5); hitting,
beating, or kicking (n = 43); shooting (n = 77);
strangling/smothering (n = 6); stabbing (n = 6);
burning (n = 5); throwing against an object
(n = 9); exploding (n = 7); accidental (n = 16);
and other methods (n = 6). These figures only
included childhood animal abuse in which the
subject was the prime perpetrator and excluded
abuse which did not result in the death of the
animal. Unfortunately, the authors did not discuss
their findings concerning animal cruelty methods
within their control sample of college students.
The authors did note two limitations of their
study. First, they found fairly high base rates of
exposure to animal cruelty in both the incarcer-
ated sample and the undergraduate student
sample. Second, the distribution of scores on the
combined measure of exposure to animal cruelty
was positively skewed and leptokurtic, severely
compromising correlational analysis (i.e., making
it more difficult to yield significant findings).

A later study by Arluke et al. (1999) examined
the criminal records of 153 animal abusers and
153 control participants. They found that the
childhood animal abusers were more likely than
the control participants to be interpersonally vio-
lent. However, they were also more likely to com-
mit property, drug, and public disorder offenses
later in life. Consequently, the data indicated that
animal abuse was associated with a variety of
antisocial behaviors inclusive of, but not limited
to, violence. The authors also noted that the abuse
of animals was not more likely to precede antiso-
cial behavior than to follow it, casting doubt on
the allegation that individuals who are cruel to
animals eventually move on or “graduate” to com-
mitting acts of violence against humans (known as
the “graduation hypothesis”). Significant limita-
tions of this study pertain to the time order rela-
tionship between childhood cruelty and
subsequent acts of violence. First, while Arluke
et al. (1999) analyzed official criminal records to
determine the relationship between cruelty toward
animals and violence toward humans, they were
unsuccessful in obtaining criminal records for
participants under the age of 17, which is likely
to have contributed to the finding that there was no
significant time order relationship between child-
hood cruelty and later interpersonal violence. In
addition, they analyzed data only in cases of sin-
gle acts of animal cruelty rather than those involv-
ing repeated acts.

Other studies specifically examined the gradu-
ation hypothesis, proposing that those who com-
mit childhood acts of animal cruelty are more
likely to engage in interpersonal violence as
adults. Ressler et al. (1998) conducted a study
exploring the link between animal cruelty and
sexual homicide. They examined various behav-
ioral characteristics of 36 sexual murderers, all but
7 of whom were serial murderers. Of the 36 men,
28 were tested for certain childhood characteris-
tics. The authors discovered that many of the
28 convicted sexual murderers had engaged in
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animal cruelty. Thirty-six percent of these
offenders had perpetrated animal cruelty as chil-
dren, 46% had been cruel to animals as adoles-
cents, and 36% continued to abuse animals as
adults.

Wright and Hensley (2003) examined
354 cases of serial murder and discovered that
childhood animal cruelty was present in
75 cases. Moreover, the authors developed case
studies examining the childhood histories of five
specific serial murderers (Carroll Edward Cole,
Jeffery Dahmer, Edmund Kemper, Henry Lee
Lucas, and Arthur Shawcross). During childhood,
each of the five serial killers had turned to animals
to displace their anger. Using the framework of the
graduation hypothesis, Wright and Hensley
(2003) found that the serial murderers who
engaged in animal cruelty as youths graduated to
aggressive behavior toward humans. After a series
of aggressive acts toward animals, the serial
killers gradually increased the extent of their
abuse as a way of gaining further satisfaction
from the venting of their repressed frustration
and humiliation. This ultimately resulted in vio-
lent acts against humans, allowing them to gain
some type of satisfaction. Therefore, abusing and
torturing animals as a child was a precursor for
future violence against humans. The authors also
found that the methods used to kill animals during
childhood were then later used by the serial mur-
derers on their adult victims.

In 2000, Verlinden examined the link between
childhood animal abuse and school shootings.
She found that 5 of the 11 offenders (in nine
separate incidents) had histories of childhood
animal abuse. Evan Ramsey (Bethel, Alaska)
often amused himself by throwing rocks at
dogs. Eric Harris and Dylan Klebold (Littleton,
Colorado) frequently discussed their mutilation
of animals with friends. Additionally, Kipland
“Kip” Kinkel (Springfield, Oregon) bragged to
his peers about beheading cats and blowing up a
cow with explosives. One particularly well-
documented case linking animal cruelty and a
school shooting involved Luke Woodham
(Pearl, Mississippi). Prior to killing his mother
and two schoolmates, Woodham tortured and
killed his pet dog.
Arluke and Madfis (2014) investigated
whether individuals who had committed school
shootings had histories of childhood animal cru-
elty. They performed case studies on 23 school
shooters between 1998 and 2012 in which two or
more victims were killed and the shooter was
20 years of age or younger. Ten of the 23 shooters
(43%) had histories of childhood animal cruelty.
Nine of these ten had used an up close and per-
sonal manner to abuse animals, including drown-
ing, strangulation, or bludgeoning animals to
death. Only 10% of the shooters had used a
more distant method of abuse, such as shooting
an animal.

Flynn (1999) also addressed the link between
childhood animal cruelty and interpersonal vio-
lence. He distributed questionnaires to 267 under-
graduate psychology and sociology students to
test whether committing animal cruelty as a
child was associated with the endorsement of
interpersonal violence, particularly against
women and children. He identified animal abuse
as killing a pet, stray, or wild animal; hurting or
torturing an animal; touching sexually; or having
sex with an animal. The possible responses for
animal type were cats; dogs; small animals such as
rodents, reptiles, birds, or poultry; or large ani-
mals (livestock). At least one act of animal abuse
was reported by 17.6% of all the respondents.
More than one in six respondents reported hurting
or killing an animal during childhood. Moreover,
men were four times more likely to have done so
than women. Nearly all animal abusers had
abused animals more than once. Small animals
and dogs were most often abused; however,
small animals were killed most often. Small ani-
mals (50.0%) were also more likely to be hurt or
tortured, followed by dogs (44.4%). The most
common type of animal killed was a stray
(13.1%) compared with killing a pet (2.6%).
Around 35% reported killing a stray or wild ani-
mal in one circumstance, nearly 40% had twice,
and 25% had in three or more circumstances. For
these individuals, 70.6% reported the occurrence
during adolescence. For 29.4%, killing an animal
occurred between the age of 6 and 12. Fifty per-
cent of those who hurt or tortured animals also
occurred between age 6 and 12.
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Flynn gave two explanations for the finding
that respondents were more likely to have actu-
ally killed a wild or stray than to have hurt or
tortured any type of animal. Since small animals
(77.1%) were likely to be killed, socially accepted
behaviors (i.e., killing a rodent or snake) were
probably reported more often. Nevertheless, to
hurt or torture an animal with the intent to inflict
pain may be considered more deviant than actu-
ally taking an animal’s life because torturing an
animal is never a socially accepted behavior.
According to Flynn, to torture an animal for a
thrill should be more alarming than actually kill-
ing an animal which explains why it was reported
less often.

Merz-Perez and Heide (2004) and Merz-Perez
et al. (2001) interviewed 45 violent and 45 nonvi-
olent offenders incarcerated in a Florida maxi-
mum security prison. Participants were coded as
violent or nonviolent based on the offense for
which each individual was convicted. The infor-
mation was verified by institutional record and
through the interview itself. Fifty-six percent of
the violent offenders reported committing acts of
childhood animal cruelty as compared to only
20% of the nonviolent offenders. They also dis-
covered that the ways in which the violent
offenders abused animals were quite similar to
the methods that they later used to perpetrate
crimes against their human victims.

Both violent and nonviolent inmates commit-
ted animal cruelty more often toward wild animals
followed by farm animals and pets. However, the
respective proportions were quite different. Vio-
lent offenders committed acts of cruelty on wild
animals (29%), pets (26%), and farm animals
(14%), while nonviolent offenders were also par-
ticularly cruel to wild animals (13%) followed by
pets (7%) and farm animals (2%). Only violent
offenders reported abusing stray animals (11%).
Violent offenders were significantly more likely
than nonviolent offenders to have been cruel to pet
and stray animals. Merz-Perez et al. (2001) also
found that many of the nonviolent inmates com-
mitted animal cruelty against wild animals in the
company of their peers, but all violent offenders
reported abusing animals alone. Finally, nonvio-
lent offenders more often expressed remorse over
their animal cruelty acts than violent offenders in
the study.

The qualitative data indicated that nonviolent
offenders were more likely to be involved in
methods of abuse which could be categorized as
less severe or distanced acts of cruelty. For exam-
ple, nonviolent offenders reported having com-
mitted childhood animal cruelty by methods of
“articulated fear” (n = 1), shooting (n = 6), and
forced fighting (n = 3). These acts could be
committed without close physical contact with
the animal. Violent offenders, however, reported
having committed acts of cruelty which required
actual physical abuse at the hands of the offender.
For example, these offenders committed direct
acts of violence by engaging in sexual activity
with the animal (n = 3); beating, kicking, or
stomping (n = 5); stabbing (n = 1); pouring
chemical irritants on (n = 2); burning (n = 1);
and dismembering (n = 2). Nonviolent
offenders did not report committing any of
these severe acts of animal cruelty that included
physical contact.

In a 2004 study, Tallichet and Hensley
explored the relationship between recurrent child-
hood animal cruelty and subsequent violence
toward humans. They surveyed 261 inmates in a
Southern state to determine if male inmates
convicted of repeated violent crimes against
humans had also committed repeated acts of
childhood animal cruelty. Although multiple
demographic characteristics (race, education, res-
idence, parents’ marital status, and number of
siblings) were analyzed, Tallichet and Hensley
(2004) found that only repeated acts of childhood
animal cruelty and number of siblings predicted
later violence against humans. Additionally, all
the reported acts of childhood animal cruelty
occurred prior to conviction, emphasizing the
time order relationship between animal cruelty
and later interpersonal violence. These results
were also found in a study by Hensley
et al. (2009). Using a sample of 180 inmates
from a different Southern state, they found that
only repeated acts of childhood animal cruelty
were predictive of later recurrent acts of violence
toward humans, again showing a relationship
between the two.
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Using the first sample of 261 inmates, Tallichet
et al. (2005a) assessed the impact of demographic
characteristics (race, education, and childhood
residence) and situational factors (if they hurt or
killed the animal alone, if they tried to conceal the
cruelty, and if they felt upset after abusing the
animal, the frequency of youthful acts of animal
cruelty, and the age of onset) on the type of animal
abused. They found that inmates who had abused
animals as youths were more likely to hurt or kill
dogs, cats, and wild animals and tended to target
them exclusively. Respondents who had hurt or
killed dogs were more likely to have done so
alone. Those inmates who had hurt or killed cats
were more likely to have started at a younger age.

Similarly, Tallichet and Hensley (2005) inves-
tigated how demographic, familial differences,
and species type had contributed to the frequency
of acts of childhood animal cruelty. In general, the
early exposure to animal abuse was a strong pre-
dictor of the subsequent behavior. Rural inmates
learned to be cruel toward animals by watching
family members exclusively, while urban inmates
learned from family members and friends. More-
over, urban inmates chose dogs, cats, and wild
animals as their target animals, but rural inmates
chose only cats.

Hensley and Tallichet (2005b) also addressed
how demographic characteristics and childhood
experiences with animal abuse may have affected
the recurrence and onset of childhood and adoles-
cent cruelty as a learned behavior. Findings
revealed that inmates who experienced animal
cruelty at a younger age were more likely to
demonstrate recurrent animal cruelty themselves.
In addition, respondents who observed a friend
abuse animals were more likely to hurt or kill
animals more frequently. Finally, inmates who
were younger when they first witnessed animal
cruelty also hurt or killed animals at a
younger age.

Tallichet et al. (2005b) also examined the influ-
ence of demographic attributes (race, education,
and residence while growing up) and situational
factors (if the abuse was committed alone, if the
abuser attempted to conceal the act, if the abuser
was upset by the abuse, the perpetrators’s age of
initial animal cruelty, and the frequency of animal
abuse) on a range of specific methods of animal
cruelty (shooting, drowning, hitting/kicking,
choking, burning, and sex). They found that
White inmates tended to shoot animals more fre-
quently and were less likely to be upset or cover
up their actions than non-Whites. Inmates who
had sex with animals were more likely to have
acted alone and to conceal their cruelty toward
animals than non-bestialics. Hensley and Tallichet
(2009) then examined the relationship between
these same methods of animal cruelty and their
commission of interpersonal violence. They
found that drowning and having sex with an ani-
mal during childhood were predictive of later
violence toward humans.

Hensley and Tallichet (2005a) also examined
the impact of demographic attributes and situa-
tional factors relating specifically to a range of
animal cruelty motivations (for fun, out of anger,
dislike for the animal, to shock people, fear of the
animal, to impress someone, for revenge against
someone else, to control the animal, for sex, and
imitation). Respondents who reported hurting or
killing animals alone were more likely to commit
the acts out of anger, but less likely to have com-
mitted them to impress others, for sex, or to imi-
tate others. Using the sample of 261 inmates,
Hensley and Tallichet (2008) then used these
same motives for committing animal cruelty to
examine their power to predict interpersonal vio-
lence. They found that abusing an animal for fun
was the only salient motive for predicting later
interpersonal violence.

Tallichet and Hensley (2009) examined the
effects of age of onset and frequency of animal
cruelty, the covertness of animal cruelty, the com-
mission of animal cruelty within a group or in
isolation, and empathy for the abused animals.
They found that inmates who had covered up
their childhood animal cruelty were more likely
to have been convicted of repeated acts of inter-
personal violence, demonstrating that the role of
empathy and individuals present during acts of
animal cruelty were less important than
concealing those acts.

Finally, Walters (2014) used data from the
11-wave Pathways to Desistance study to examine
the relationship between animal abuse and future
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violence. His sample consisted of 1,154 males and
182 females between the ages of 14 and 18 who
were found to be delinquent by the court system.
He discovered childhood animal cruelty to be at
least as effective at predicting aggressive behavior
as it was at predicting non-aggressive behavior.
These findings indicate that individuals who abuse
animals take part in both violent and nonviolent
behavior. He also found that a child being cruel to
animals did not specifically mean that individual
would commit violence during adulthood, leading
him to conclude that the relationship between
animal abuse and future offending was more gen-
eral than specific.

As most of these studies have shown, although
not all violent individuals have been previously
cruel to animals, the majority have. Consequently,
this potential relationship demands further analy-
sis as researchers and policy makers search to
identify potential warning signs to curb violent
crime. As Ascione (2001) noted, “taken together,
these studies suggest that animal abuse may be
characteristic of the developmental histories of
between one in four and nearly two in three vio-
lent adult offenders” (p. 4). In light of these find-
ings, it may be especially important to further
explore and understand the relationship between
these two types of aggression beyond that which
was previously suspected. In other words, as one
of several red flags or warning signs of interper-
sonal violence, childhood animal cruelty is one
malevolent behavior that continues to demand
further study.
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Overview

Antisocial personality disorder (ASPD) is a mal-
adaptive personality style marked by the violation
of the rights of others. It has a long history as a
clinical diagnosis but, unlike other personality
disorders, ASPD has an age-of-onset criterion
that precludes its application to individuals youn-
ger than 18. However, research suggests that the
ASPD criteria are useful in identifying severely
antisocial adolescents who differ from those with
conduct disorder. Although more research is
needed on the construct validity of ASPD in ado-
lescents, clinicians could begin using the ASPD
criteria to identify adolescents that are most in
need of intervention.
Introduction

Antisocial personality disorder (ASPD) reflects a
pervasive pattern of disregard for and violation of
the rights of others (American Psychiatric Asso-
ciation (APA) 2013). This disorder affects approx-
imately 3% of the general population and upwards
of 60% of prison samples and is associated with a
multitude of medical and social problems making
this disorder a serious public health concern
(Compton et al. 2005; Moran 1999). Symptoms
of the diagnosis include failure to conform to
social norms, deceitfulness, impulsivity, aggres-
siveness, disregard for safety, irresponsibility, and
lack of remorse (APA 2013). Prior to age 15, the
person must show “evidence” of conduct disorder
(CD), which includes aggression to people and
animals, destruction of property, deceitfulness or
theft, and serious violation of rules. In the Diag-
nostic and Statistical Manual of Mental Disor-
ders, 5th edition (DSM-5), personality disorders
are more broadly conceptualized as “an enduring
pattern of inner experience and behavior that devi-
ates markedly from the expectations of the indi-
vidual’s culture, is pervasive and inflexible, has an
onset in adolescence or early adulthood, is stable
over time, and leads to distress or impairment”
(APA 2013, p. 645). There is an explicitly stated
expectation that personality disorders can become
recognizable during adolescence (APA 2013,
p. 647). Despite this expectation, individuals less
than 18 years of age cannot be diagnosed with
ASPD (APA 2013). The utility and validity of this
age limit is the focus of this essay as some
research has demonstrated that personality can
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be validly assessed in adolescents, and the ASPD
diagnosis can help identify a subset of adolescents
with a more serious clinical profile than those with
just a CD diagnosis.
History and Conceptualization
of the ASPD Diagnosis

The conceptualization of the ASPD diagnosis was
informed by early descriptions of psychopathy, a
personality style identified by Hervey Cleckley
(1941). Psychopathy is a multifactorial construct,
and researchers have developed measures to
assess various facets of this personality style
(e.g., Frick and Hare 2001; Hare 1991; Levenson
et al. 1995; Lilienfeld and Andrews 1996; Patrick
et al. 2009). Cleckley’s (1941) initial description
of psychopathy included a constellation of affec-
tive and interpersonal features along with symp-
toms of antisocial behavior. Hare (1991) later
operationalized Cleckley’s description of psy-
chopathy by creating a checklist to assess for
these symptoms which included measurement of
two components: one that reflected the incapacity
to experience empathy and guilt (referred to as
Factor 1) and another (Factor 2) that reflected an
antisocial lifestyle (Cleckley 1976; Walsh and
Kosson 2008).

Early in the history of the DSM, the diagnostic
criteria for “antisocial personality” were parallel
to Cleckley’s (1941) initial description of psy-
chopathy, which included symptoms such as an
incapacity for loyalty, callousness, irresponsibil-
ity, impulsivity, and an inability to feel guilt (APA
1968). Over time, the criteria for “antisocial per-
sonality” in the DSM drifted away from the core
personality symptoms of psychopathy in an
attempt to form a more reliable diagnosis. As
such, the current conceptualization of ASPD
focuses on behavioral indicators that can be
assessed more reliably than features such as cal-
lousness or incapacity for loyalty inherent in the
original descriptions of psychopathy (Patrick
2007). Even so, ASPD and psychopathy continue
to have overlapping features, especially
concerning chronic behavioral deviance and lack
of remorse. In fact, the ASPD criteria when
measured dimensionally as a symptom count are
highly correlated with scores on the Psychopathy
Checklist – Revised, which is a widely used mea-
sure of psychopathy in experimental research
(Hare 2003).

Alternative DSM-5 Model for Personality
Disorders
A model which characterizes personality disor-
ders within a dimensional framework has been
introduced in Section III of DSM-5, a section
devoted to emerging models and areas that require
further research. Under this approach, a diagnosis
of personality disorder requires moderate impair-
ment in personality functioning and one or more
pathological personality traits (out of five broad
domains) which are relatively stable across time
and have an onset in adolescence or early adult-
hood. For ASPD, impairment manifests as ego-
centrism, goal setting based on personal
gratification, absence of prosociality, lack of
empathy, and/or incapacity for intimacy. Patho-
logical personality traits which are elevated in
ASPD include aspects of antagonism and disinhi-
bition. Specifically, elevations on six of the fol-
lowing seven traits are required for diagnosis:
manipulativeness, callousness, deceitfulness, hos-
tility, risk taking, impulsivity, and irresponsibility.
A specifier, “with psychopathic features,” is also
included to identify individuals who exhibit a lack
of anxiety or fear and a bold interpersonal style.
This proposed approach to conceptualizing ASPD
represents a shift back towards previous defini-
tions of the construct, placing more emphasis on
the core personality traits rather than focusing
primarily on specific behaviors (Few
et al. 2015). However, it should be noted that the
age 18 requirement for diagnosis remains.

Downward Extension
Despite similarities between ASPD and psychop-
athy, one important difference involves the age
restriction for diagnosis. Unlike ASPD, psychop-
athy is not a DSM-based diagnosis and is not
restricted to adults. A large literature supports
the extension of psychopathy to children and ado-
lescents (Salekin 2006). Research has shown that
psychopathic traits can be reliably assessed in



Antisocial Personality Disorder, Table 1 Exploratory
factor analysis using promax rotation of conduct disorder
and antisocial personality disorder symptoms in a sample
of 1,253 17-year-old twins

Symptom
Factor
1 loading

Factor
2 loading

Stolen without
confrontation

.619

Cruel to people .596

Destroyed someone’s
property

.588 .327

Used a weapon in a fight .585

Broken into a home or car .573

Set fires deliberately .530

Often initiates physical
fights

.497

Ran away overnight .444

Often lies .404 .329

Cruel to animals .394

Often truant .368

Stolen with confrontation .357

Failure to conform to social
norms

.489 .655

No regard for the truth .637

Inconsistent work behavior .574

Failure to plan/impulsivity .561

Reckless regard for safety
of self/others

.488

Irritable and aggressive .403 .475

Lacks remorse .380

Failure to honor financial
obligations

.376
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children and are parallel to those found in adult
psychopathy (Frick et al. 1994; Lynam
et al. 2009). Nonetheless, the downward exten-
sion of the adult psychopathy construct has been
criticized, and there continues to be debate about
whether juvenile psychopathy should be assessed
given the potential dangers of assigning such a
label to a child (Frick et al. 1994; Moffit
et al. 2008). This debate is about whether psy-
chopathy should be diagnosed in adolescents and
even younger individuals. The bulk of the evi-
dence suggests that psychopathy can be assessed
in children and adolescents, and the construct has
validity and utility. Similar evidence is being com-
piled to suggest that ASPD can be assessed in
adolescents and is valid and potentially useful.
According to Skodol (2014), the Personality and
Personality Disorders Work Group for DSM-5
proposed eliminating the ASPD age requirement
but decided not to do so due to the potential for the
diagnosis to be misused in court decisions regard-
ing incarceration.

One study showed that although only a minor-
ity of psychologists actually diagnose personality
disorders in adolescents, a majority agreed that
personality disorders exist and can be diagnosed
in adolescents (Laurenssen et al. 2013). Research
also shows personality traits and disorders can be
validly and reliably assessed and diagnosed in this
age group (De Clercq et al. 2006; Linde
et al. 2013; Tromp and Koot 2008, 2010; Westen
et al. 2003). Researchers have encouraged the
clinical assessment of personality and personality
disorders in adolescence, suggesting early identi-
fication of pathology can lead to early intervention
and perhaps prevention of adult psychopathology
(Kasen et al. 1999; Shiner and Allen 2013).
Development of ASPD

A developmental perspective of antisocial behav-
ior is useful in evaluating the age criterion for the
diagnosis of ASPD. Conduct disorder is the devel-
opmental precursor to and predictor of ASPD
(Gelhom et al. 2007), yet it is not conceptualized
as a maladaptive personality style in the DSM. In
support of this diagnostic distinction, an
exploratory factor analysis using data from 1,253
adolescent twins shows that the CD and ASPD
criteria sets are largely reproduced as separate
factors (see Table 1), suggesting that the antisocial
behaviors and traits tapped by each set of criteria
are related (r = .42 between factors) but distinct.
Further, while most adults diagnosed with ASPD
begin their antisocial behavior in childhood, most
youth with CD do not go on to develop ASPD
(Robbins 1966). That is, there is a process of
multifinality among children who demonstrate
antisocial behaviors resulting either in the contin-
uation of their antisocial behavior or desistence.
This has stimulated research on identifying pre-
dictors that differentiate children and adolescents
with CD who go on to develop ASPD from those
who do not.
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One key predictor that has emerged in the
literature regarding the persistence of antisocial
behavior is age-of-onset, or the age at which an
individual begins displaying antisocial behavior
(DiLalla and Gottesman 1989; Moffitt 1993,
2003). Age-of-onset has been shown to differen-
tiate two distinct trajectories of antisocial behav-
ior, depending on whether the onset is early (e.g.,
childhood) or late (e.g., adolescence). The early
onset group, labeled life-course-persistent, has
been postulated to be more likely to demonstrate
an increase in severity and rate of antisocial
behavior over time and more likely to persist
into adulthood (Moffitt 2003). Indeed, a large-
scale US epidemiological study showed that the
average number of adult antisocial symptoms
increased as the number of childhood conduct
problems before age 15 increased (Robins
et al. 1991). The adolescent onset group, labeled
adolescence-limited, is thought to be the outcome
of an exaggerated process of adolescent rebellion,
and these individuals cease their antisocial behav-
ior by the time they reach adulthood (Moffitt
2003). The majority of children diagnosed with
CD fall into the adolescent onset category and do
not go on to develop ASPD (Moffitt 2003).

Several studies have examined the degree of
genetic and environmental influences on antiso-
cial behavior subtypes defined by age-of-onset as
a means of validating them. Moffitt’s (1993) the-
ory suggests that genes play a larger role in the
etiology of early onset, life-course-persistent anti-
social behavior, whereas late onset, adolescence-
limited antisocial behavior is predominantly
influenced by environmental factors like peers.
Using twin study methodology, Taylor
et al. (2000) found that adolescent boys who
began exhibiting antisocial behavior at an early
age (before 12) had substantial genetic effects on
their antisocial behavior. However, genetic effects
were smaller (and environmental effects were
larger) on antisocial behavior that began in ado-
lescence (after age 12). Further, Silberg
et al. (2007) examined longitudinal prospective
twin data and identified a single genetic factor
contributing to antisocial behavior that began at
an early age and continued through adulthood. On
the other hand, a shared environmental effect
contributed to antisocial behavior that began
later in adolescence. Thus, the literature suggests
that more persistent forms of antisocial behavior
that can be identified in childhood have a greater
level of genetic influence that likely contributes to
the continuity of the behavior. This literature also
supports the idea that there are different develop-
mental trajectories of antisocial behavior with
some adolescents showing a more persistent
form that could be likened to a personality style.

Consistent with this, those with early onset
antisocial behavior tend to also exhibit more
callous-unemotional (CU) traits than those with
adolescent onset (Dandreaux and Frick 2009).
Callous-unemotional traits have emerged as
another key predictor of antisocial behavior
persisting into adulthood (Frick and White
2008). These traits, defined as a callous lack of
guilt and empathy, lack of caring, and shallow or
deficient affect, are present in approximately
20–50% of children with serious conduct prob-
lems (Frick et al. 2014). Children who exhibit CU
traits also exhibit greater severity and stability of
antisocial symptoms (Frick et al. 2014). Twin
research shows greater genetic influences on anti-
social behavior with CU traits compared to anti-
social behavior without CU traits (Viding
et al. 2005). Callous-unemotional traits represent
the extension of a subset of features of psycho-
pathic personality traits to childhood (Frick
et al. 1994). That is, CU traits could also be
likened to a personality style that a subset of
conduct disordered individuals exhibit. This dis-
tinction has been acknowledged in the CD criteria
in DSM-5, which now includes a “without pro-
social emotions” specifier indicating the presence
of CU traits.

Even though there is a clearly identifiable form
of antisocial behavior among adolescents that
begins early and is persistent, the age restriction
for the ASPD diagnosis can be useful in that it
avoids putting a lasting label on a child who may
desist in their antisocial behavior. However, the
Taylor et al. (2000) and Viding et al. (2005) stud-
ies indicate a strong genetic component associated
with an early age-of-onset of antisocial behavior
and the presence of CU traits. Other research has
shown that this group is most likely to evince an
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increase in severity and rate of antisocial behavior
and may eventually meet criteria for ASPD
(Moffitt 2003). Therefore, it could be that the
early age-of-onset is biologically driven to some
extent, and the trajectory that these children fol-
low is more likely to be one that extends into
adulthood. Strictly enforcing the age limit on
ASPD could cause clinicians and researchers to
overlook this qualitatively different group of anti-
social adolescents who may meet criteria for
ASPD before age 18. The symptoms of ASPD
may be developmentally appropriate for some
older adolescents, such as youth 16 and 17 years
of age. Individuals at this age are old enough to
begin manifesting the more severe symptoms of
ASPD and are also old enough to have established
a pattern of chronic antisocial behavior as a child.
This group may be important to assess from a
clinical standpoint as adolescents who meet
criteria for ASPD before the age of 18 would, by
definition, be a more severe group of individuals
compared to adolescents who only meet criteria
for CD.

In addition, as an extension of Moffit’s (1993)
theory about the taxonomy of delinquency,
research has indicated that earlier onset of CD
and other types of conduct problems is associated
with poorer academic performance and poorer
prognosis in terms of trajectory of antisocial
behavior (Moffitt and Caspi 2001). A similar pat-
tern may emerge if adolescents meet criteria for
ASPD before the age of 18, as this early demon-
stration of severe symptoms may place them at a
higher risk of poor prognosis and related comor-
bid conditions, such as substance abuse. If the
above is correct, then the speculation would be
that the ASPD criteria could form the basis of
assessing just the sort of severe antisocial pheno-
type that is predictive of these negative outcomes.
The classification of these youth would be valu-
able for guiding research on causal variables as
well as early and specific strategies for interven-
tion. However, there are two areas that need to be
addressed before establishing the utility of ASPD
as a diagnosis in adolescents. First, it would be
important to investigate specifically whether there
is stable continuity of antisocial personality from
adolescence into adulthood in order to reliably
assess for this personality disorder in adolescence.
Second, it would be important to investigate
whether ASPD in adolescence is similar in man-
ifestation compared to adult ASPD by researching
the symptomatology, prognosis, and comorbid
conditions in this subset of youth. Research has
been conducted in both areas as outlined below.
Personality Stability in Adolescents

Many of the studies examining the stability of
personality throughout development (e.g.,
Blonigen et al. 2008) have used the Multi-
dimensional Personality Questionnaire (MPQ)
which yields three higher-order personality fac-
tors: constraint (low scorers tend to be impulsive
and thrill seeking and lack adherence to social
norms), negative emotionality (high scorers tend
to be aggressive and prone to negative emotional
states), and positive emotionality (high scorers are
achievement oriented and connected to their
social network). Each of these factors is com-
prised of at least three lower-order personality
factors (e.g., constraint is derived from harm
avoidance, traditionalism, and control). Various
lines of research show that personality traits and
configurations present in adolescence show a
large degree of stability into early adulthood
with normative changes toward maturity. That is,
there is a trend of decreasing negative emotional-
ity and increasing constraint with age (Blonigen
et al. 2008; Donnellan et al. 2007; Roberts
et al. 2001). To a degree, this trend may translate
into an aging out process that reduces externaliz-
ing features, in particular among those who have
an adolescent onset of antisocial behavior (e.g.,
Farrington et al. 2009). However, despite gradual
movement toward personality maturity, those
children and adolescents with high maladaptive
personality traits tend to remain high over time
(De Clercq et al. 2009). Further, when examining
ASPD traits specifically, research shows categor-
ical, mean level, and rank order stability in ASPD
traits from late adolescence into early adulthood
(Chanen et al. 2004).

If ASPD is a valid diagnostic construct in ado-
lescence, then its associated personality trait



Antisocial Personality Disorder, Table 2 Correlates
showing a significant difference between conduct disorder
only and antisocial personality disorder (ASPD) diagnosed
in adolescence

Correlate
Pattern of significant
difference

Constraint (personality trait) Conduct disorder
only > ASPD

Aggression (personality trait) Conduct disorder
only < ASPD

Depression Conduct disorder
only < ASPD

Alcohol abuse and
dependence

Conduct disorder
only < ASPD

Cannabis abuse and
dependence

Conduct disorder
only < ASPD

Other illicit drug abuse and
dependence

Conduct disorder
only < ASPD

Performance IQ > verbal IQ
discrepancy

Conduct disorder
only < ASPD

Antisocial peers Conduct disorder
only < ASPD

Science achievement Conduct disorder
only > ASPD

Note. Table summarizes findings from Taylor et al. (2007)
and Taylor and Iacono (2007)
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profiles should differ from CD in quality and/or
severity, and some data do show this. Low con-
straint and high negative emotionality is a pattern
of personality traits that has been associated with
antisocial behavior (e.g., Moffitt et al. 1996). Tay-
lor and Iacono (2007) examined these personality
traits in three groups of adolescents: one group
that had no CD or ASPD through young adult-
hood, a second group that had CD that did not
progress to ASPD, and a final group with CD that
progressed to ASPD by young adulthood. Person-
ality was measured at age 17 and groups differed
significantly on constraint and all its lower-order
factors and on negative emotionality and its
lower-order factors of alienation and aggression
(see Table 2). Adolescents who had progressed to
ASPD had significantly more pathological scores
on the constraint personality trait and its lower-
order factors as compared to adolescents with CD
only and controls who did not differ significantly
from each other. Adolescents with CD only were
intermediate on the negative emotionality scale
and its component scales of alienation and aggres-
sion. Thus, the personality traits associated with
ASPD are similar in type to those associated with
CD only, but the profile associated with ASPD is
more extreme, and this is evidenced before age
18 when ASPD can be diagnosed.
Manifestation of ASPD in Adolescents

A final piece of evidence for the validity of the
ASPD diagnosis in adolescents comes from a
direct examination of the issue using a large epi-
demiological sample of twins. Taylor et al. (2007)
identified adolescent boys and girls who had CD
by age 17 but no progression to ASPD by age
20, another group that met criteria for ASPD in
adolescence before age 18, another group that met
criteria for ASPD between ages 18 and 20, and a
control group of adolescent boys and girls with no
CD or ASPD through age 20. Groups were com-
pared on the rates of CD and ASPD symptoms to
assess differences in the clinical presentations as
well as on several domains of functioning includ-
ing IQ, achievement, peer affiliations, family his-
tory of ASPD, and comorbid psychopathology
(see Table 2).

The CD only, adolescent ASPD, and ASPD
groups had similar presentations of CD symp-
toms, suggesting that the clinical presentation of
CD is similar in those who persist to ASPD and
those who desist (Taylor et al. 2007). The presen-
tation of ASPD symptoms was similar across the
two ASPD groups, suggesting that adolescents
who do not yet meet DSM criteria for ASPD
because of the age onset criterion nonetheless
have a clinical presentation of pathological anti-
social personality that is similar to those who do
meet the age onset criterion. In terms of comorbid
psychopathology, the adolescent ASPD group had
significantly higher rates of depression and sub-
stance use disorders than adolescents with CD
only and controls who did not differ significantly
from each other (Taylor et al. 2007). Moreover,
the adolescents with ASPD and the ASPD group
that met the age onset criterion did not differ in
their rates of depression or substance use disor-
ders at age 20, but the adolescents with ASPD had
significantly more alcohol abuse, nicotine depen-
dence, and cannabis use disorder at age 17 than
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the ASPD group that onset after age 17 (Taylor
et al. 2007). These results suggest that ASPD is an
important clinical diagnosis in adolescence as it
signals depression and substance use disorder
rates that are well above those found in adoles-
cents with CD only.

The validity of the ASPD diagnosis in adoles-
cence was further demonstrated by the differences
found across cognitive and social functioning.
Taylor et al. (2007) found that adolescents with
ASPD and those with ASPD after age 17 had
significantly higher discrepancies between their
performance and verbal IQ scores than those
with CD only and controls (which were similarly
low in their IQ discrepancies). A similar pattern
was found for antisocial peers and academic
achievement. Thus, across multiple domains, ado-
lescents diagnosed with ASPD looked similar to
young adult men and women with ASPD. This
suggests that the ASPD criteria signal a group of
adolescents whose clinical, cognitive, academic,
and social presentation is worse than when only
the CD criteria are used to identify psychopathol-
ogy related to antisocial behavior.
Gender Differences

Research shows that males engage in antisocial
behavior at significantly higher rates than their
female counterparts (Moffitt et al. 2001). Not sur-
prisingly, given the larger proportion of antisocial
behavior carried out by males, most research has
focused on them. However, in the past three
decades in the United States, an interesting trend
has emerged: In the 1980s, male juvenile crime
was nearly eight times larger than that of females.
By 2011, the rate had narrowed to only four times
larger due in part to increases in female crime
rates. Moreover, although the rate for arrests has
decreased for both genders, the decrease has been
slower for adolescent females, and while the rate
is at a three decade low for males, among females
the rate is still 23% above its 1983 low point
(Puzzanchera 2011).

Given the increased prominence of antisocial
behavior among females, there has been more
attention to examining gender differences in the
etiology and manifestation of antisocial behavior
among women and girls. Early influential
researchers proposed that perhaps less symptoms
should be required to diagnose CD among
females given the differential rates of antisocial
behavior between genders (Zoccollilo 1993).
Similarly, other researchers suggested that girls
may engage in different forms of antisocial behav-
ior and aggression such as relational aggression in
lieu of physical aggression (Crick 1995). Yet
others suggested that the dual typical life-course-
persistent/adolescent-limited courses may not
exist for girls, but rather there may be a “delayed
onset” through which girls at risk for CD and
ASPD in childhood only start displaying these
behaviors during adolescence (Silverthorne and
Frick 1999).

However, subsequent research has found that
while the difference in rates of CD/ASPD traits
between genders is robust, there are also various
similarities between boys and girls in the manifes-
tation of these traits that may not warrant
completely different diagnostic criteria. First,
data suggests that although at lower rates, child-
hood onset CD does occur among girls, and sec-
ond, they have similar presentation and risk
factors as childhood onset boys (e.g., McCabe
et al. 2004; Moffitt et al. 2001). Importantly,
boys and girls may not differ in relational aggres-
sion, stealing, lying, or substance abuse problems
(Tiet et al. 2001).

Nonetheless, there are still notable differences
between genders with regard to risk factors and
correlates of CD and antisocial behavior. With
regard to risk factors, a widely reported finding
among girls with CD and antisocial features is a
significantly higher incidence of sexual and phys-
ical abuse that begins early in life and continues
through adolescence (e.g., McCabe et al. 2002).
Another important aspect is that among boys and
girls, CU traits have been consistently linked to
more severe and treatment resistant forms of CD
and antisocial behavior. However, among boys,
CU traits generally show negative relationships to
internalizing symptoms (i.e., depression and anx-
iety), while among girls, callousness, uncaring,
and unemotionality have been positively related
to internalizing symptoms (Essau et al. 2006).
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Altogether, the extant data suggest that girls may
have early life biological protective factors
against severe externalizing psychopathology
which may explain higher rates of these traits
among boys early in life. However, girls experi-
ence an array of environmental factors associated
with internalizing psychopathology (e.g., abuse)
that also potentiate externalizing features
resulting in a broader array of internalizing and
externalizing symptomatology in adolescence.

The rise and slower fall of criminal behavior
among adolescent girls and women in the past
four decades suggests a certain degree of stability
and predictive validity to childhood onset CD in
this population but also points to a large degree of
change in these traits likely due to environmental
factors. Therefore, efforts to determine environ-
mental factors that may moderate antisocial
behavior among girls and women is ongoing,
and significant research attention has focused on
factors associated to changes to nuclear families
and women’s social roles and expectations in the
past 50 years.

Census data indicate that a much larger number
of children are being raised in single parent house-
holds or households with a stepparent (Kennedy
and Bumpass 2008). This fact is particularly rele-
vant for antisocial behavior because early data
indicated that adolescents growing up in single
parent households and stepfamilies are more sus-
ceptible to peer pressure toward deviant behavior
(Steinberg 1987), and notably, adolescent girls are
at higher risk of sexual abuse after parental
divorce or separation (Wilson 2001). In addition,
researchers from a social learning perspective
have suggested that higher acceptance of physical
aggression expression among girls may also be
influencing the rates of criminal behavior in girls
and women (Snethen and Van Puymbroeck 2008).
The importance of environmental factors has also
received support from behavioral genetic studies
showing that shared environmental factors (e.g.,
parental practices which could include abuse,
societal acceptance of female aggression) and
nonshared environmental factors (e.g., antisocial
peers) account for about 40% of the variance of
antisocial behavior among adolescent girls of low
socioeconomic status (Tuvblad et al. 2006).
Altogether, the confluence of increased environ-
mental stressors and societal changes (higher
divorce, abuse, acceptance of female aggression)
may have affected genetically vulnerable girls,
particularly those of low SES, disproportionally
relative to boys. These factors among others may
help explain why crime rates among adolescent
females and women have not decreased as rapidly
as men’s and reflect the continued increasing rates
of incarceration of adult women in American jails
which has been increasing since 2010 by an aver-
age of 3.4% per year (Glaze and Kaeble 2014).
Protective Factors

Recently, research on the development of antiso-
cial behavior has broadened to include protective
factors against CD symptoms, CU traits, and gen-
eral antisociality. Due to the heterogeneity of
problems associated with these externalizing syn-
dromes, studies have focused on efforts examin-
ing the effects of protective factors on discrete
outcomes such as substance abuse, aggression,
or risky sexual behavior. To date, the most prom-
ising data revolve around the moderation of risky
and antisocial behaviors, while the data examin-
ing factors that may moderate CU traits is more
nascent and has not yielded as many results.

Overall, protective factors against antisocial
behavior could be characterized as those factors
associated with the development of strong, caring
social bonds in and outside family circles. Nota-
bly, studies attempting to disentangle genetic fac-
tors that may play a role in these findings (i.e.,
empathic parents have empathic children) have
shown that some of these skills may be learned
and may not be necessarily linked to genetic
effects. For example, a sibling genetic and envi-
ronment controlled study showed that warm,
empathic, and responsive fathering was associ-
ated with lower rates of risky sexual behavior
among girls even after a divorce (Ellis
et al. 2012). The importance of strong family
and social bonds is evident also when examining
interventions aimed at reducing antisocial behav-
ior. For example, a study with at-risk high school
students followed up in their early 20s found that
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those who participated in an extracurricular activ-
ity had lower arrest rates if the child’s social
network was involved in the school extracurricu-
lar activities (Mahoney 2000). Perhaps not sur-
prisingly, many interventions are deployed in
school settings where children spend significant
amount of time. These interventions may not
directly target a particular behavior (e.g., drink-
ing) but rather focus on developing certain skills
(e.g., impulse/emotion regulation), and they have
yielded some promising results even years later.
An example is a school intervention with seventh
graders aimed at developing a possible future self-
identity and self-promotion skills was associated
with higher rates of abstinence (Clark et al. 2005).
Also, another school-based intervention provid-
ing parent, teacher, and social competence train-
ing for children throughout elementary school
was associated with reduced rates of violence,
heavy drinking, and risky sexual behavior by
age 18 (Hawkins et al. 1999).

As previously mentioned, the search for factors
that may moderate interpersonal and affective
traits associated with CD and ASPD such as CU
traits has not yielded as much actionable informa-
tion, but there are some interesting leads. In a
longitudinal study with 506 community referred
boys, Pardini and Loeber (2008) reported that a
significant number of boys experienced steep
decreases in interpersonal callousness at adult
follow-up, and the decreases were most steep for
those with higher initial levels of oppositional
defiant disorder/CD and attention deficit/hyperac-
tivity disorder. Although this group also had
highest scores interpersonal callousness scores in
adulthood, the relationship of these traits to self-
reported antisocial personality problems was
modest, only accounting for about 10% of the
variance. Consistent with previous data showing
that warm, empathic relationships with parents
were associated with lower antisocial behavior,
Pardini and Loeber reported that poor communi-
cation and supervision, as well as physical pun-
ishment were associated with higher callousness
at the last follow-up. In all, this study and other
similar ones (e.g., Lynam et al. 2008) show that
CU traits are not immutable and may be moder-
ated by close social interactions.
Clinical Implications

The findings of Taylor et al. (2007) suggest that
the ASPD diagnosis can provide a means to iden-
tify adolescents with a serious clinical profile of
psychopathology that goes beyond persistent anti-
social behavior. These findings further indicate
that clinicians and researchers should assess the
criteria for ASPD in their adolescent samples even
if they would only give out a provisional diagno-
sis until a person reached the age of 18. Taylor
et al. (2007) found that CD presentations did not
differ among those with CD only and those with
the ASPD diagnosis. Therefore, if only the CD
criteria are used with adolescent samples, then a
severely antisocial group will be overlooked.

The dimensional approach to personality dis-
orders outlined in the DSM-5 provides a frame-
work to assess ASPD in people across various
ages, including adolescence. Nonetheless, the
age onset criterion for ASPD remains intact even
in the dimensional conceptualization of personal-
ity disorders. The Taylor et al. (2007) study
showed that personality trait profiles were similar
across groups who met criteria for ASPD at age
16–17 versus after age 18. This suggests that the
age criterion used in the dimensional conceptual-
ization of ASPD may also result in overlooking a
severely antisocial group.

It is important for researchers to continue to
investigate the observable and testable clusters of
symptoms and impairments associated with
ASPD in adolescents as this information is likely
to provide direction in deliberate and precise tar-
gets for rehabilitation and treatment. Current
research supports the use of cognitive behavioral
therapy (CBT) for the treatment of ASPD among
adults as it reduces verbal and physical aggression
and alcohol use, and increases social functioning
(Davidson et al. 2009). It is possible that adoles-
cents with ASPD would respond similarly to
CBT, though this remains an empirical question.
In addition to CBT interventions, using psycho-
social interventions aimed at increasing skills for
children and parents that foster warmer relation-
ships might be beneficial for the treatment of
antisocial traits and behavior, but further replica-
tion is needed.



Antisocial Personality Disorder 233

A

Caveats

It is important not to overstate the implications
from the study conducted by Taylor et al. (2007).
Given that it appears to be the only study that has
directly examined the construct validity of the
ASPD diagnosis in adolescence, the findings
would need to be replicated before changes to
the ASPD diagnostic criteria could even be con-
sidered. Also, despite the promise of this research
and the potential utility of assessing for ASPD
among adolescents, clinicians should be cau-
tioned in assessing for this disorder in younger
adolescents given that prior studies on the issue
have only been conducted on older adolescents
(i.e., 16 and 17 years of age). Children certainly
are not appropriate for assessment of ASPD given
the symptom quality and severity inherent in this
diagnosis, and the applicability of the research
regarding continuity of this disorder and associ-
ated prognoses may not be relevant to children or
younger adolescents. Finally, there is a need for
balance in the upward extension of CD and the
downward extension of ASPD as there may be
ages at which these diagnoses overlap. For
instance, adolescents aged 15–17 years old may
have symptoms of CD and ASPD at the same
time. In these cases, clinical discretion should be
used in determining which disorder best charac-
terizes the adolescent’s clinical presentation.
Conclusions

In summary, the research presented in this essay
indicates that adolescents diagnosed with ASPD
are similar to adults diagnosed with ASPD in
terms of clinical, cognitive, academic, and social
presentation. The existing literature is compelling,
but it should be replicated to ensure the reliability
of these results. Nonetheless, clinicians and
researchers could begin to assess the criteria for
ASPD in their adolescent samples as a means to
provide more information regarding clinical pre-
sentation as well as likely prognosis. From a clin-
ical perspective, assessing for ASPD in
adolescents could prove to be an efficient means
of identifying persistent antisocial behavior that
could help accelerate the timeline for and perhaps
even the success of intervention.
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Overview

Anxiety disorders are common among adoles-
cents, often causing distress and impairment in
their daily lives. Adolescents with anxiety disor-
ders suffer peer difficulties, underperform in
school, have difficulty getting along with their
families, and are at risk for other emotional prob-
lems. For example, youth with anxiety disorders
are more likely to develop depression and have
problems with substance use. Anxiety disorders
run a chronic course and tend to persist without
treatment. Two treatment approaches, cognitive
behavior therapy and medication, have been
found to effectively treat anxiety disorders in ado-
lescents. More research is needed to further adapt
these treatments for adolescents, as research stud-
ies have tended to focus on a younger population.
Additionally, efforts are needed to make treat-
ments more widely available to anxious youth.

Anxiety disorders are among the most preva-
lent forms of psychopathology in youth, occurring
in approximately 10% of all youth and are asso-
ciated with significant impairment in daily func-
tioning (Costello et al. 2003). Socially, youth with
anxiety disorders experience peer rejection more
frequently than youth without anxiety disorders.
Educationally, youth with anxiety disorders strug-
gle in school, often withdrawing prematurely
from school compared to their same age peers.
Youth with anxiety disorders also experience
problematic family relationships and tend to
have parents who are more controlling and
rejecting than those of comparison youth without
anxiety. In addition to the impairment that adoles-
cents experience in family, social, and academic
functioning, anxious youth are also at high risk for
developing additional psychological disorders
including adult anxiety disorders, depression,
and substance use problems – and these disorders
can cause further impairment in functioning. The
impairment that anxious adolescents experience is
not temporary, as untreated anxiety disorders gen-
erally run a chronic course extending into adult-
hood. The high prevalence and negative
consequences of untreated anxiety disorders in
youth suggest that anxiety disorders are a signif-
icant public health concern that requires contin-
ued research and clinical attention. Unfortunately,
many, if not most youth with clinically significant
anxiety disorders have not received an appropriate
empirically supported treatment.
The Importance of Adolescence

Adolescence is a time of tremendous biological,
cognitive, and social change. During adolescence,
secondary sex characteristics emerge, growth
spurts occur, and reproductive systems mature.
Social awareness develops, independence and
autonomy become important, and concerns
about academic matters, dating, and interpersonal
relationships become prominent. The capacity for
higher order thought and systematic problem
solving also develops in adolescence, enabling
adolescents to recognize their thought processes,
discover patterns within their thinking, and iden-
tify how their thoughts have evolved over time.

The developmental changes of adolescence do
not occur in isolation; these changes impact the
nature of the anxiety experienced by adolescents.
Anxiety disorders are typically diagnosed when a
youth is experiencing fears and distress that are
interfering and that persist over time. Teenagers
commonly experience increased anxiety related to
biological changes, peer perceptions, social rela-
tionships, and academic matters. Youth with anx-
iety disorders also experience these fears, though
they experience them more intensely and with
greater interference. Anxiety-disordered youth
also frequently struggle with developing auton-
omy and independence. These youth often require
assistance to manage their emotions, yet at the
same time, they may be afraid and resistant to
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receive this assistance. Although these youth are
likely very cognitively aware of their thoughts and
worries, they lack the skills to manage their anx-
iety. In addition, adolescents with anxiety disor-
ders are at higher risk for depression and
substance use.

Although adolescence is a unique develop-
mental time period, the majority of research on
anxiety disorders has been conducted on adults or
on children. Although many studies include both
children and adolescents, Foa et al. (2005) note
that it is critical that research begins to look at risk
and protective factors that are specific to adoles-
cence. Identifying these factors may lead to
improvements in the prevention and treatment of
adolescent anxiety disorders.
Anxiety Disorders in Adolescence

Although anxiety is common in adolescence, anx-
iety disorders only occur in a subset of adoles-
cents. Specifically, anxiety disorders are
diagnosed when anxiety causes distress, persists,
and contributes to meaningful interference in
daily functioning. The American Psychiatric
Association (APA 1994) provides specific defini-
tions of discrete anxiety disorders; however, many
teenagers with anxiety disorders will likely meet
criteria for more than one psychological disorder.
A brief overview of the examples of anxiety dis-
orders is included below.

Two commonly observed anxiety disorders in
adolescent populations are social phobia (SP) and
generalized anxiety disorder (GAD). GAD is
characterized by the presence of uncontrollable,
excessive worry. For adolescents, these worries
may include concerns about school, health,
friendships, their appearance, and personal harm.
Although most teenagers worry at times, youth
with GAD worry more days than not over an
extended time period (at least 6 months) and
these worries cause interference in their lives.
Adolescents with GAD also experience at least
one physical symptom of anxiety; common symp-
toms include restlessness and difficulty sleeping.
Rather than experiencing general worries, adoles-
cents with social phobia experience excessive fear
in social or evaluative situations in which the
youth may experience possible negative evalua-
tion by others. As noted previously, social con-
cerns become increasingly salient in adolescence,
given the heightened importance of social status
and peer relationships.

Anxiety disorders in adolescents may take
other forms. Obsessive-compulsive disorder
(OCD) is a disorder characterized by obsessions
(recurrent, persistent, and intrusive thoughts,
images, or impulses) and/or compulsions
(repetitive behaviors or mental acts) that are
distressing, time-consuming, or cause significant
interference in daily functioning. Obsessions
among adolescents with OCD often relate to
fears of harm or other negative outcomes to self
and others. Commonly observed compulsions
among adolescents include ritualized and/or
excessive hand washing, cleaning, and checking
(e.g., Rettew et al. 1992).

Posttraumatic stress disorder (PTSD) is
another form of anxiety seen in adolescents.
Youth with PTSD display a collection of symp-
toms that develop in response to a trauma in which
the youth either personally experienced or
witnessed an event involving serious injury or
death. The PTSD event(s) are experienced as ter-
rifying and horrifying and the youth feels help-
less. Youth often express disorganized or agitated
behavior in response to these events. In addition to
feeling horrified, youth with PTSD persistently
reexperience the event through recurrent and
intrusive distressing recollections of the event,
recurrent distressing dreams of the event, or acting
or feeling as if the event were actually recurring.
Youth with PTSD experience severe psychologi-
cal and/or physiological distress upon exposure to
internal or external cues that symbolize or are
similar to a feature of the event. Youth with
PTSD also avoid stimuli associated with the
trauma; this avoidance may present as numbing
of general responsiveness.

Although panic disorder and agoraphobia are
less commonly observed among adolescents in
comparison to adults, these disorders begin to
emerge around this period of development. Ado-
lescents with panic disorder experience recurrent
panic attacks, which are discrete episodes of
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intense fear and emotional distress that have a
sudden onset and brief duration. During these
attacks, the individual experiences the physical
and cognitive symptoms of anxiety and is afraid
of these symptoms. In panic disorder, these
attacks appear to happen without an obvious trig-
ger and the youth experiencing these attacks must
exhibit at least 1 month of concern about the
recurrence of these attacks and their conse-
quences. Youth with agoraphobia are fearful and
tend to avoid situations that they believe would be
difficult to escape from were they to experience
panic symptoms. Not all youth who have panic
attacks develop agoraphobia. Indeed, given that
adolescents are often not fully independent, there
may be less room for avoidance of feared
situations.

Other anxiety disorders in adolescents include
specific phobias and separation anxiety disorder.
Specific phobias are common and often include
fears of animals, heights, and needles. Separation
anxiety disorder, a disorder characterized by a fear
of being away from family members or from
home, is less common in adolescents. However,
when present, it may be particularly distressing as
it can interfere with the adolescent’s ability to
develop autonomy and independence.

Although the frequency of separation anxiety
disorder decreases from childhood to adoles-
cence, the prevalence of other disorders increases
over time. For example, there are higher preva-
lence rates of social phobia in adolescents than in
younger children and the prevalence of this disor-
der continues to increase throughout adolescence
(Essau et al. 1999). A modest increase in GAD in
middle adolescence has also been found (Costello
et al. 2003). Indeed, prevalence estimates con-
tinue to increase with age among children and
adolescents for GAD, social phobia, panic disor-
der, and agoraphobia; however, an increase of the
same magnitude is not seen for specific phobia or
separation anxiety disorder (Beesdo et al. 2009).
Assessment of Anxiety Disorders

A thorough diagnostic assessment, conducted by
a trained and reliable mental health professional,
is necessary to accurately diagnose an anxiety
disorder. Anxiety disorders in adolescents are
best assessed using information from (a) the ado-
lescents themselves, (b) their parents or primary
caregivers, (c) teacher reports, (d) semi-structured
clinical interviews, and (e) behavioral observa-
tions, as each of these sources of information pro-
vides valuable information. Assessments of
anxiety disorders evaluate the onset of symptoms,
determine the context in which the symptoms
occur, and review a child’s medical, familial,
social, and academic history. Consideration need
be given to comorbid psychological disorders, as
comorbid psychological disorders are common in
youth diagnosed with anxiety disorders.

Accurate assessments use reliable, valid, and
developmentally appropriate symptom measures
that examine symptoms over time, discriminate
between disorders, assess anxiety severity, include
multiple observers (e.g., parent and child report),
and are sensitive to therapeutic change. Structured
clinical interviews, such as the Anxiety Disorders
Interview Schedule for Children/Parents (ADIS-C/
P; Albano and Silverman 1996), are ideal clinician-
administeredmeasures that capture changes in anx-
iety disorder severity occurring over the course of
treatment. Self-report measures of anxiety (e.g., the
Multidimensional Anxiety Scale for Children;
MASC-C; March et al. 1997) provide information
about the adolescent’s subjective experience of
anxiety. Self-report measures are quick to adminis-
ter and are generally less expensive than structured
interviews; however, they do not always yield
enough information about the adolescent’s specific
anxiety concerns to reach a diagnostic decision.
Parent and teacher reports are useful, especially
with younger adolescents, as they may provide
information about the adolescent’s functioning in
different environments and from different perspec-
tives. Finally, behavioral observations provide cli-
nicians with valuable information (e.g., avoidance
of eye contact, quiet speech, reassurance seeking)
that is wise to consider. Of course, one needs to be
aware that the adolescent may behave differently
while in the presence of the professional relative to
their daily environment.

Gathering information from a variety of
sources is important, yet total agreement among
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informants is not to be expected. Parents and
teachers may not be aware of the adolescent’s
internal experiences of anxiety, and adolescents
may be unable or unwilling to report their own
experiences of anxiety. For example, a socially
phobic 13-year-old may not be comfortable
divulging his or her fears to a stranger. Alter-
nately, a parent of a 17-year-old may be unaware
of their child’s functioning in social situations.
A proper evaluation of anxiety disorders in ado-
lescents takes these factors into account.
Treating Anxiety in Adolescents: Efficacy
of Cognitive-Behavioral Therapy

Although there are several theories and approaches
for the treatment of anxiety in adolescents, one
approach, Cognitive-Behavioral Therapy (CBT),
has received the most empirical support for the
treatment of youth with anxiety disorders (Kazdin
andWeisz 1998; Silverman et al. 2008). The Amer-
ican Psychological Association (APA) Task Force
on Promotion and Dissemination of Psychological
Procedures (1995) has provided guidelines for
determining whether treatments should be consid-
ered “well-established,” “probably efficacious,” or
simply “experimental.” Clearly, the preferred des-
ignation is that which is supported by the most
data. For a treatment to be deemed an empirically
supported treatment (EST), it is necessary for the
treatment to demonstrate efficacy across several
randomized clinical trials (RCTs) by multiple
research investigators (Chambless and Hollon
1998). Behavioral techniques and contingency
management strategies have been labeled “proba-
bly efficacious” or “well-established” for the treat-
ment of phobias. CBT has been deemed “probably
efficacious” for treating other anxiety disorders
and, given recent reports (Kendall et al. 2008;
Walkup et al. 2008), is said to now qualify as
“efficacious.”

To illustrate, consider the results of RCTs that
evaluated CBT for the treatment of youth with
anxiety disorders (e.g., Barrett et al. 1996; Kendall
et al. 1997). For example, the trial conducted by
Kendall and colleagues investigated the efficacy of
CBT for 9–13-year-olds who met diagnostic
criteria for anxiety disorders. The youth were
highly comorbid and typical of those seen in anx-
iety clinics. Following treatment, approximately
two-thirds of youth did not meet criteria for their
principal anxiety disorder and maintained their
treatment gains at 1-year follow-up. A majority of
these participants also maintained significant
improvements in anxiety at long-term follow-up
and positive responders to treatment had a reduced
degree of substance use involvement and related
problems 7.4 years later (Kendall et al. 2004). In
Australia, Barrett et al. (1996) evaluated a CBT
intervention based on Kendall’s Coping Cat pro-
gram (Kendall and Hedtke 2006) to an intervention
that provided a family intervention alongwith CBT
for youth ages 7–14 with a primary diagnosis of
overanxious disorder (nowGAD), SAD, or SP. The
results were favorable: 60% of youth in both treat-
ment conditions achieved a nondiagnosis status
posttreatment and gains were largely maintained
at 1-year follow-up.

Accumulating evidence from other RCTs of
CBT is consistent, and continue to demonstrate
that the treatment of youth anxiety disorders can
be efficacious. Results of two recent studies con-
firm that about two-thirds of treated youth no
longer meet criteria for their principal anxiety
disorder or are rated by independent evaluators
as “treatment responders” (very much improved,
or much improved) following 12–16 sessions of
the Coping cat program (Kendall et al. 2008;
Walkup et al. 2008). In one study, the beneficial
effects of CBT for youth ages 7–17 were aug-
mented by the addition of a selective serotonin
reuptake inhibitor (SSRI; Walkup et al. 2008).
Specifics of CBT

CBT for anxious youth is premised on several
core strategies and beliefs. A core assumption of
CBT is that not all anxiety is maladaptive, and that
anxiety can be an evolutionarily adaptive
response to stressors that helps individuals in dan-
ger. This anxiety, though generally adaptive, is
interfering and maladaptive in individuals with
anxiety disorders – the amount of anxiety experi-
enced is in excess of what is appropriate. The goal
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of CBT for anxiety is not to completely eliminate
anxiety, but to help youth recognize anxious
arousal, manage and reduce it, and cope with
their anxiety such that they no longer experience
anxiety as distressing and interfering.

Anxiety has three core components: physiolog-
ical, cognitive, and behavioral. Physiologically,
anxiety is the “flight or flight” response that occurs
when an individual is in a provocative situation.
Evolutionarily, this response enables individuals to
leave situations that could cause bodily harm by
physiologically preparing the body to eitherfight or
flee. Specifically, anxiety activates the autonomic
nervous system, which increases functions
required for fighting or fleeing such as heart rate,
respiration, and perspiration and decreases func-
tions that are not necessary for immediate survival
such as digestion and sexual arousal. In anxiety
disorders, this response is activated too frequently
and thereby interferes with daily function.

The cognitive component of anxiety refers to
the thoughts (self-talk) that accompany anxious
arousal and distress. A broad range of thoughts are
included in this component. Often these thoughts
catastrophize the situation, making it seem more
harmful or dangerous than it actually is. For exam-
ple, an anxiety-disordered adolescent with social
phobia may misinterpret a social situation and
think a peer’s silence reflects dislike and total
rejection, even when this is unlikely. These
thoughts are distressing and often lead to avoid-
ance of feared situations.

The choice to stay away from or leave an
anxiety-provoking situation is avoidance. Behav-
iorally, anxious youth avoid situations that they
see as distressing or potentially distressing. This
avoidance provides the youth with a sense of an
immediate anxiety relief. In the case of youth with
anxiety disorders, avoidance prevents the youth
from fully engaging in their environment and
results in social isolation, academic difficulties,
and strained familial relations. Additionally,
avoidance prevents youth from learning when a
situation is not harmful or dangerous, and thereby
creates a cycle in which the youth continues to
avoid situations that could be mastered. Avoid-
ance may seem to work in the short term, but it
maintains anxiety in the long term.
CBT for anxious youth combines physiologi-
cal (relaxation), cognitive (problem solving,
threat appraisal), and behavioral strategies
(modeling, exposure, contingency management)
to help youth learn to cope with excessive anxiety.
Most CBT protocols for anxious youth include a
combination of all of these components in addi-
tion to psychoeducation, cognitive restructuring,
and relapse prevention plans.

Psychoeducation and affective education pro-
vide information about emotions and anxiety dis-
orders. Emotional identification strategies help
youth identify emotions in themselves and others.
Anxious youth often misidentify emotions, lead-
ing to negative feedback from their environment
and increased anxiety levels. Properly recogniz-
ing emotions, especially anxiety, enables youth to
determine what strategies to use to help them-
selves feel better. For example, a youth would
learn to appropriately discriminate when physical
symptoms they experience may be due to anxiety
as opposed to physical illness by taking into
account the context in which the symptom occurs.
When youth identify their anxiety and differenti-
ate it from other feeling states, they are better able
to cope with their anxiety.

Once youth have mastered emotional identifi-
cation and have developed an increased aware-
ness of their somatic reactions to anxiety,
relaxation training may be used to help youth
develop awareness and control over their own
physiological and muscular reactions to anxiety.
Relaxation training enables the youth to take the
aroused physical state as a signal to begin relaxa-
tion procedures, and awareness of one’s unique
response to distress enables the youth to target
specific muscle groups that tense when he or she
becomes anxious. Progressive muscle relaxation
and relaxation scripts are commonly employed in
the treatment of anxious youth.

Cognitive restructuring within CBT for anx-
ious youth focuses on identifying and challenging
youth’s distorted cognitions. Cognitive
restructuring highlights the role of maladaptive
thinking in dysfunctional behavior and seeks to
adjust distorted cognitive processing in order to
develop more constructive ways of thinking. Cog-
nitive strategies include teaching the youth to test



Anxiety Disorders 241

A

out and reduce negative self-talk, challenging
unrealistic or dysfunctional negative self-
statements, generating positive self-statements
and coping thoughts, and devising a plan to cope
with feared situations. The goal is to build a new
cognitive structure that is based on coping. It is
important to note that this new cognitive template
is not intended to get rid of all the youth’s anxiety,
but rather to “turn down the volume” on anxiety
by enabling the youth to use coping strategies in
the face of formerly distressing misperceptions
and arousal.

Problem solving is another cognitive compo-
nent of CBT. Problem solving helps youth
develop confidence in their own ability to help
themselves deal with challenges that arise in their
lives. The therapist and youth identify problems
and collaboratively brainstorm possible solutions
without judgment as to their viability. The youth
learns to evaluate each alternative and select the
most appropriate solution. By learning how to
problem solve, the youth acquires the skills to
generate solutions in situations that initially
appeared hopeless.

Reinforcement, a behavioral component of
CBT, is based on operant conditioning principles.
Reinforcement procedures focus on facilitating
approach responses through appropriate reward
and reinforcement rather than focusing exclu-
sively on the reduction of anxiety. Anxious
youth are reminded that when initially attempting
to accomplish a daunting task, perfect perfor-
mance is not expected. Reinforcement delivered
in a timely manner as well as graduated practice
help youth develop confidence and lead to a grow-
ing sense of competence.

Exposure is an essential component of CBT for
anxiety disorders. Exposure tasks help the youth
habituate to a distressing situation and provide the
youth with opportunities to practice coping skills
by experiencing either real-life or simulated
anxiety-provoking situations. Exposures can be
approached in graduated measures or by flooding.
In gradual exposure, the child approaches feared
situations sequentially in a hierarchy of feared
situations that range from least to most-anxiety
provoking. In flooding, a youth is exposed to a
feared stimulus or situation and remains in its
presence until his or her self-reported anxiety
level decreases. Flooding is usually accompanied
by response prevention, where the child is pre-
vented from engaging in avoidance behavior
(or compulsions) during the exposure.

Integrated CBT programs specifically for the
treatment of anxiety disorders in adolescents
have been developed. One example, is the CAT
Project (Kendall et al. 2002), a program that
facilitates learning by presenting the main princi-
ples of anxiety management using the FEAR
acronym: The “F” (Feeling Frightened?) step
focuses on recognizing somatic symptoms of
anxiety, the “E” (Expecting Bad Things to Hap-
pen?) step helps youth identify anxious cogni-
tions, the “A” (Attitudes and Actions that Can
Help) step helps the youth develop coping skills
to implement in anxiety-provoking situations
(e.g., coping thoughts, problem solving, relaxa-
tion), and the “R” (Results and Rewards) step
allows youth to rate their effort and earn rewards
for facing feared situations. The structured treat-
ment program consists of 16 sessions, with the
first 8 sessions focused on skills training and the
second 8 sessions consisting of skills practice.
This treatment program, like most CBT pro-
grams, includes assignment of weekly take-
home tasks that provide youth with opportunities
to practice the skills learned in session in their
everyday lives. However, more research is
needed to examine the efficacy of treatment
protocols for adolescents, as most of the treat-
ment outcome literature examines children ages
13 and under.
Unique Issues in Application of CBT for
Adolescents

When implementing CBT, attention to the youth’s
unique needs and developmental level, including
social, emotional, and cognitive functioning is
essential. Treatment for adolescents with anxiety
disorders requires some adaptations to address
their different needs. Confidentiality issues are
especially important for adolescents, as they are
becoming more independent and may not want
their parents to know about their emotions and
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behaviors. Thus, it is important to make clear what
information will be shared with parents, so that the
therapeutic alliance is not disrupted if such a dis-
closure needs to be made, and to help foster an
environment where the adolescent can feel com-
fortable sharing his or her experiences with the
therapist.

Additionally, youth may often be reluctant to
share their thoughts and feelings with a therapist.
Adolescents may not believe they need treatment
and may feel that they are being forced by their
parents. If they are reluctant, youth should be
given the choice to attend a few trial sessions
before they commit to treatment. It may also be
helpful to provide adolescents with journals for
recording the exercises, as journaling can facili-
tate open communication about thoughts and feel-
ings. This technique can also help illuminate the
adolescents’ personal treatment goals, which
helps them to gain self-efficacy.

Finally, treatment should encourage adoles-
cents to develop appropriate social relationships
with peers and to develop autonomy and indepen-
dence from their parents. To do so, adolescents
may need encouragement to make decisions
rather than deferring to adults. Encouragement to
spend time with peers or interact with peers from
different peer groups may be needed. Unlike in
childhood, forming relationships with peers may
be more challenging for adolescents, especially
when an adolescent is unsure of what type of
peer group he or she will best fit in with. As a
result, it is important to help adolescents explore
their own personal identity and to help them
become more willing to have a variety of experi-
ences with peers.
Medication

Medications have also been used to treat anxiety
disorders in youth. SSRIs are the most frequently
used medications in youth as they are generally
well tolerated. With the exception of sertraline,
which has been approved for the treatment of
OCD in youth, psychiatric medications have gen-
erally not been approved for use in adolescents.
However, research suggests that sertraline is
associated with meaningful reductions in anxiety
symptoms. Walkup et al. (2008) compared medi-
cation (sertraline) to CBT alone or a combination
of CBT and medication with a pill placebo. This
study found that all active treatments led to sig-
nificant reductions in anxiety symptoms. Youth
treated with CBT and sertraline had the greatest
reductions in symptoms, suggesting that combin-
ing these treatments may lead to the greatest
reductions in anxiety.
Future Directions

Although there are effective treatments of anxiety
disorders, more research is needed to refine these
treatments, especially given that approximately
30% of youth do not respond to CBT or medica-
tion alone. It may be that adaptations of the treat-
ments to help adolescents cope with sadness or
social isolation may bolster the outcomes pro-
duced by these treatments. Also, the effective
treatments need to be more widely available for
youth. One possible method to disseminate the
treatments is through the development of
Internet-based treatments for adolescents.
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Overview

Anxiety sensitivity (AS) is a cognitive individual
difference factor involving an enduring fear of
anxiety-related arousal sensations (e.g., increased
heart rate) that arises from the tendency to
catastrophize about these sensations, believing
they will have serious psychological, physiologi-
cal, and/or social consequences. AS may have
particular relevance for adolescents as the onset
of puberty heralds the arrival of a wide range of
new and unexpected bodily sensations, as well as
changes in cognitive and social development.
Research has implicated AS in the development
and maintenance of a number of mental health
disorders in adolescents including panic disorder,
social phobia, posttraumatic stress disorder,
chronic pain, substance misuse, and depression.
Furthermore, AS has been shown to be composed
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of several lower-order factors (e.g., Physical,
Social, and Psychological Concerns), which may
have unique associations with psychopathology.
Understanding AS will help in the identification
of youth at risk for mental health problems and
might have implications for prevention and
intervention.
Anxiety Sensitivity: The Concept, Its Link
to Psychopathology, and Its Relevance
in Adolescence

Anxiety sensitivity (AS) is a cognitive individual
difference factor involving an enduring fear of
anxiety-related arousal sensations (e.g., increased
heart rate, dizziness). This fear arises from the
tendency to interpret these sensations catastroph-
ically, believing that they will have serious phys-
ical, psychological, and/or social consequences
(Reiss 1991; Reiss and McNally 1985). For
instance, an individual with high AS might fear
experiencing heart palpitations because he or she
believes they are a warning sign of an impending
heart attack. Similarly, an individual with high AS
might interpret an inability to think clearly as a
sign that he or she is “going crazy.” In contrast,
individuals with low AS regard these sensations
as unpleasant but harmless (McNally 1999). The
importance of AS is reflected in its implication in
the development and maintenance of anxiety and
related disorders (McNally 2002).

Reiss and McNally’s (1985; Reiss 1991)
expectancy theory of anxiety explains the link
between AS and anxiety disorders. This theory
posits that when an individual with high AS expe-
riences otherwise benign physiological anxiety
symptoms (e.g., breathlessness), he or she is likely
to fear that these symptoms will have harmful
consequences. Such catastrophic misinterpreta-
tions lead to increased levels of anxiety, which
serve to further exacerbate physiological anxiety
symptoms. This results in a vicious positive feed-
back cycle and ultimately leads to a panic attack or
maladaptive behaviors for dealing with anxiety
such as avoidance or escape. This conceptualiza-
tion of AS has led to a line of research (e.g.,
Schmidt et al. 2006) suggesting that AS is a
predisposing cognitive risk factor for anxiety
disorders.

Research has proposed a number of pathways
through which AS may be acquired. Heritability
studies (e.g., Stein et al. 1999) have identified a
strong correspondence between AS levels in iden-
tical, as compared to fraternal, twins. This
research suggests that genetics may play an
important role in the development of AS as
approximately half of the variance in AS could
be accounted for by genetics. Environmental fac-
tors, including learning experiences, likely also
make an important contribution. Retrospective
research with nonclinical university students
(mean age approximately 20 years; Watt et al.
1998; Watt and Stewart 2000) has suggested a
role for learning history factors in the develop-
ment of AS. Both instrumental learning (i.e., pos-
itive reinforcement for exhibiting anxiety
symptoms) and observational learning (i.e.,
modeling of fear reactions by parents or verbal
transmission of beliefs about the harmful nature of
anxiety symptoms) mechanisms have been impli-
cated. Partial replication of these findings comes
from a youth self-report study by Muris et al.
(2001a), who found that parents’ verbal transmis-
sion of their beliefs about the danger of somatic
symptoms, but not parental reinforcement of
somatic symptoms or observational learning,
was significantly related to AS in nonclinical ado-
lescents (12–14 years old). As such, questions
remain about the relevance of specific types of
early learning experiences to the development of
AS. For instance, these discrepant results may
reflect the possibility that different types of learn-
ing experiences (e.g., verbal transmission and
observational learning) manifest as elevated AS
at different developmental stages. Moreover, fur-
ther research is needed to elucidate the importance
of the interaction between genetic factors and
environmental factors in developing AS. A recent
large-scale behavioral-genetic analysis suggests
that genetic and environmental factors are rele-
vant for women, while only environmental factors
contribute to variance in men’s AS (Taylor
et al. 2008).

Anxiety sensitivity has been widely explored
in adult populations; it has been implicated in the
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development and maintenance of a number of
anxiety disorders (e.g., panic disorder, post-
traumatic stress disorder, social phobia) and has
been linked to other related conditions including
depression, substance use disorders, hypochon-
driacal concerns, and chronic pain (for reviews,
see Olatunji and Wolitzky-Taylor 2009 and Watt
and Stewart 2008). Taken together, research with
adults has convincingly shown that AS should be
considered a vulnerability factor for anxiety and
related disorders. Studies investigating AS among
adolescents have largely drawn from this body of
research. Research into AS among adolescents,
however, only began in earnest following the
development of the Childhood Anxiety Sensitiv-
ity Index (CASI; Silverman et al. 1991) and, as
such, is still growing.

The CASI, a measure of AS among children
and adolescents, is a developmentally sensitive
modification of the Anxiety Sensitivity Index
(ASI; Peterson and Reiss 1992), the most widely
used measure of AS among adults. The CASI is a
self-report questionnaire consisting of 18 items
(16 items directly mirroring the adult ASI items
but in developmentally appropriate language, plus
two additional child-specific items). CASI items
ask youth to report how aversively they view
anxiety symptoms (i.e., “It scares me when I feel
like I am going to throw up” or “When I am afraid,
I worry that I might be crazy”) on a three-point
scale (1= none, 2= some, 3= a lot). Total scores
range from 18 to 54 by summing across all items,
with higher scores representing higher levels of
AS. Findings from a representative sample of
socioeconomically and ethnically diverse adoles-
cents suggest that the mean CASI score among
nonclinical adolescents (12–17 years) is 27.19
(SD = 6.4; Weems et al. 2007). Studies consis-
tently show girls to have significantly higher mean
CASI scores than boys (e.g., Calamari et al. 2001;
Ginsburg and Drake 2002; Silverman et al. 1991;
van Widenfelt et al. 2002; Weems et al. 2007).

The psychometric properties of the CASI were
originally explored in a nonclinical sample of
76 youth (11–15 years of age) and a clinic-referred
sample of 33 youth (8–15 years of age) with a
range of mental health disorders (Silverman et al.
1991). The CASI was found to possess good
internal consistency estimates (a = .87) for both
samples and test–retest reliability of .76 (2 weeks)
and .79 (1 week) for the nonclinical and clinical
samples, respectively (Silverman et al. 1991).
Similar estimates of internal consistency have
been found in other studies of both clinical and
nonclinical adolescents (e.g., a = .89, Bernstein
et al. 2006; a = .92, Chorpita and Daleiden 2000;
a = .87, McLaughlin et al. 2007; a = .84, Muris
et al. 2001b). Estimates of test–retest reliability
vary as a function of the test–retest time interval.
For instance, research with nonclinical adoles-
cents (African-American and Dutch samples) has
yielded 2-week test–retest reliabilities between
.70 and .80 (e.g., Lambert et al. 2004a; van
Widenfelt et al. 2002). In contrast, research
among nonclinical African-American adolescents
over a 6-month period has shown test–retest reli-
ability estimates of .48 and .51 (Ginsburg and
Drake 2002; Ginsburg et al. 2004).

With respect to convergent validity, CASI
scores correlate well, and in a theoretically mean-
ingful way, with other self-report measures of
child anxiety and fear (e.g., Silverman et al.
1991). For instance, van Widenfelt et al. (2002)
found that scores on the CASI were significantly
associated with scores on the Fear Survey Sched-
ule for Children – Revised (FSSC-R; Ollendick
1983; r = .64) and the State Trait Anxiety Inven-
tory for Children – Trait Subscale (STAIC-T;
Spielberger et al. 1973; r = .58) among a sample
of nonclinical adolescents. Similarly, other studies
with nonclinical adolescents have found signifi-
cant correlations between CASI scores and self-
report measures of anxiety symptoms including
the Revised Child Manifest Anxiety Scale
(RCMAS; Reynolds and Richmond 1979), the
Multidimensional Anxiety Scale for Children
(MASC; March et al. 1997; r = .74 and r = .47,
respectively; Lambert et al. 2004a), and the
Spence Children’s Anxiety Scale (SCAS; Spence
1997; r = .57; Essau et al. 2010).

Given the sizable correlations between AS and
measures of adolescents’ fear and anxiety,
researchers initially expressed concern that AS
did not represent a construct distinct from other
anxiety-related variables. In particular, there was
concern that while trait anxiety (the general
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tendency to respond fearfully to potentially
anxiety-provoking stimuli; McNally 2002) and
AS (a specific fearful response to one’s own anx-
iety symptoms) appeared conceptually different,
this distinction would not hold up to empirical
scrutiny. Since then, empirical research with ado-
lescents has clearly demonstrated that, while
related to trait and manifest anxiety, AS is indeed
a unique construct. Studies investigating the
incremental validity of the CASI in nonclinical
populations have shown that AS accounts for
significant additional variance on scales of fear
(e.g., FSSC-R; Silverman et al. 1991; van
Widenfelt et al. 2002) and on anxiety symptom
measures (e.g., RCMAS; Muris et al. 2001b)
beyond that accounted for by trait anxiety or anx-
iety frequency. In clinical samples, studies have
revealed similar findings. For instance, one study
(Weems et al. 1998) with adolescents with anxiety
disorders revealed that adolescents’ CASI scores
predicted significant unique variance on a mea-
sure of fear beyond that accounted for by both trait
anxiety and anxiety frequency. Another study
with adolescent psychiatric inpatients showed
AS to account for significant variance in anxiety
symptoms after accounting for trait anxiety and
depressive symptoms (Joiner et al. 2002). As
such, it is generally accepted that AS and trait
anxiety are conceptually and empirically distinct
constructs that account for unique variance in
anxiety symptomatology.

As a distinct construct, research with adoles-
cents has also shown an association between AS
and anxiety symptoms and disorders. Early cross-
sectional research demonstrated that youth with
anxiety disorders had significantly higher CASI
scores than those with no diagnosis (e.g., Rabian
et al. 1993). Furthermore, AS has been associated
with panic symptoms and panic disorder in clini-
cal and nonclinical adolescent samples. For
instance, cross-sectional research has shown sig-
nificant associations between elevated AS and
panic attack symptoms among adolescents
(Ginsburg and Drake 2002; Hayward et al. 1997;
Lau et al. 1996). Kearney et al. (1997) found that
adolescents diagnosed with panic disorder had
higher levels of AS than adolescents with other
(non-panic) anxiety disorders. Moreover,
longitudinal research with a large sample of non-
clinical adolescents has shown AS to prospec-
tively predict the onset of panic attacks, as
defined by endorsement of experiencing a panic
attack with at least 4 of 13 associated symptoms
(Hayward et al. 1997). It should be noted, how-
ever, that some research has challenged the
AS-panic association. In one study, Ginsburg
and Drake (2002) found that, cross-sectionally,
adolescents with high AS were more likely to
experience panic attacks than those with lower
AS; however, longitudinally, AS failed to predict
levels of panic 6 months later after controlling for
initial levels of panic.

Calamari et al. (2001) examined the incremen-
tal validity of the CASI in predicting panic disor-
der symptoms while controlling for general
measures of anxiety and depression (i.e.,
RCMAS; STAIC; Children’s Depression Inven-
tory, Kovacs 1992). In two studies with non-
clinical populations, they found that the CASI
predicted additional variance in panic disorder
symptoms and on the SCAS after controlling for
general anxiety and depression symptoms. Fur-
ther research by Leen-Feldner et al. (2005) pro-
vides additional empirical evidence for the
incremental validity of AS in predicting anxious
responding. In their study, 151 adolescents com-
pleted a 3-min voluntary hyperventilation chal-
lenge, after which they rated their anxiety (using
a Subjective Units of Distress rating) and panic
symptoms. Results showed that adolescents’
baseline AS predicted additional variance in
post-challenge anxiety (DR2 = .03) and panic
symptoms (DR2 = .06) after controlling for neg-
ative affect (as measured by the Positive and Neg-
ative Affect Scale) and pre-challenge state anxiety
levels. Taken together, these studies suggest that
AS is an important cognitive vulnerability factor
for panic.

Anxiety sensitivity has also been implicated in
a number of other anxiety disorders in adolescents
in theoretically meaningful ways. For instance,
physiological theories of social phobia posit that
individuals with social phobia experience ele-
vated arousal sensations in social situations,
which they interpret as a warning of impending
danger (Gerlach et al. 2004). Individuals might
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also fear that their physiological arousal will
become embarrassingly visible to others, another
important aspect of AS. In accordance, one study
found significantly higher levels of AS, as mea-
sured by the CASI, in adolescents with social
phobia as compared to non-anxious adolescents
(Anderson and Hope 2009). Other research has
identified a relation between AS and post-
traumatic stress symptoms. Kiliç et al. (2008)
investigated this relation among children and ado-
lescents who had experienced a traumatic earth-
quake in Turkey 5 years previously. These youth
had similar AS levels as a matched control sample
who had not experienced any trauma. Multiple
regression analyses among the youth who had
experienced the earthquake revealed that post-
traumatic stress symptoms were predicted by
CASI scores above and beyond the effect of trait
anxiety. Similarly, Hensley and Varela (2008)
found that CASI scores explained an additional
6% of the variance in posttraumatic stress symp-
toms after accounting for gender, level of expo-
sure to trauma, and trait anxiety among
adolescents who had experienced Hurricane
Katrina. Kiliç et al. (2008) hypothesized that
those high in AS would be more sensitive to
arousal-related sensations experienced at the
time of trauma exposure and would struggle to
overcome these effects. Moreover, these youth
might be more vulnerable to trauma reminders,
as they would elicit greater physiological distress
and catastrophizing than they would for those
with low AS (Kiliç et al. 2008).

Adult AS researchers have also proposed that
AS is an important consideration in the develop-
ment and maintenance of chronic pain and pain-
related anxiety. Fear-avoidance theories posit that
AS exacerbates one’s fear of pain and leads to
pain-related avoidance behaviors, which serve to
maintain and enhance fear and pain-related dis-
ability (Asmundson 1999; Stewart and
Asmundson 2006). Muris et al. (2001c) found
that AS was a significant predictor of pain-related
anxiety symptoms, as measured by the Pain Anx-
iety Symptoms Scale (McCracken et al. 1992),
with 200 healthy adolescents, even after control-
ling for trait anxiety, panic symptoms, somatiza-
tion symptoms, and the experience of pain.
Similarly, AS has been shown to account for
unique variance in fear of pain among youth
with chronic pain after accounting for general
anxiety and depressive symptoms and pain inten-
sity (Martin et al. 2007). Furthermore, Tsao et al.
(2006) used structural equation modeling to illus-
trate the relation between AS and pain intensity in
response to three laboratory pain tasks (cold pres-
sor task, pressure task, and thermal task) with
nonclinical adolescents. Their model did not
show a direct association between AS and pain
intensity. Rather, CASI scores predicted anticipa-
tory anxiety, which in turn predicted pain inten-
sity. These findings support the conceptualization
of AS as a cognitive vulnerability factor in the
subjective experience of pain among adolescents
through its association with anxiety/fear related to
the pain experience.

AS has also been linked to substance use
behaviors in adolescents. Researchers have
shown that high levels of AS among high school
students are associated with risky reasons for
using alcohol, cigarettes, and marijuana, such as
coping motives (to avoid/reduce negative emo-
tions) or conformity motives (to avoid/reduce
social censure; Comeau et al. 2001). More specif-
ically, high AS was a significant predictor of
drinking and using marijuana for conformity rea-
sons. It may be that individuals high in AS use
alcohol and marijuana for their anxiolytic proper-
ties in order to cope with anxiety experienced in
social contexts and to avoid negative evaluation
by their peers (Comeau et al. 2001). This study
also showed that high AS moderated the associa-
tion between trait anxiety and coping-motivated
alcohol and cigarette use. Adolescents who expe-
rience anxiety frequently and who fear anxiety
sensations may be more likely to turn to sub-
stances to control their anxiety (Comeau et al.
2001). Coping-motivated and conformity-
motivated drinking are concerning, because pre-
vious research has demonstrated an association
between these negative-reinforcement motives
and substance-related problems (e.g., Carey and
Correia 1997). As such, recent interventions for
substance misuse among high school students
have been targeted at individuals with high
AS. For instance, high school students who
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received a brief intervention, which teaches cog-
nitive and behavioral coping skills training for
AS, reported significantly less alcohol-related
problems and significantly greater abstinence
rates 4 months later than students with high AS
who had not received the intervention (Conrod
et al. 2006). A similar intervention with older
adolescent and young adult women with high
AS has also resulted in a reduction in hazardous
alcohol use (Watt et al. 2006).

Research has also found a link among sub-
stance use, AS, and panic symptoms. In accor-
dance with an affect regulation model (Zvolensky
et al. 2003), smoking produces a number of affec-
tive bodily sensations including increased heart
rate (Benowitz 1996), which, when combined
with high AS, might create a unique vulnerability
to panic. Leen-Feldner et al. (2006) assessed
smoking status, panic symptoms, and AS levels
among a sample of nonclinical adolescents and
found that AS moderated the association between
smoking status and panic symptoms such that
panic symptoms were the highest among those
with the highest AS who also reported being cur-
rent smokers.

Along with anxious symptoms, pain, and sub-
stance use, investigators have looked for an asso-
ciation between AS and depression. It is possible
that depressive symptoms such as difficulty con-
centrating and making decisions could be ampli-
fied among individuals with AS who fear such
sensations (i.e., may interpret them catastrophi-
cally), consequently exacerbating their depressive
symptoms (Taylor et al. 1996). Empirical support
for this supposition, however, is conflicting. Some
research has highlighted a significant association
between AS and depressive symptoms among
adolescents, even after controlling for manifest
and trait anxiety (Muris 2002; Weems et al.
1997). However, Joiner et al. (2002) as well as
Lambert et al. (2004b) showed that AS was not
significantly related to depressive symptoms after
controlling for anxious symptomatology.

Despite conflicting findings with respect to its
association with depressive symptoms, there is an
accumulation of evidence for the association of
AS with a number of anxiety disorders and other
mental health problems. As such, the next stride
taken by researchers has been to lookmore closely
at the factor structure of AS and consider the
manner in which its component parts might be
uniquely associated with different aspects of psy-
chopathology. The factor structure of AS remains
a contentious issue. Nonetheless, research largely
supports a hierarchical multidimensional factor
structure, similar to that identified in factor ana-
lytic studies of the ASI. In this conceptualization,
AS constitutes a single construct at a higher-order
level that is split into a number of lower-order
factors detailing fear of specific types of anxiety
symptoms and associated catastrophic conse-
quences. The identification of these distinct
lower-order factors is important, as the relations
between individual factors and psychopathology
may reflect unique mechanisms through which
AS acts as a vulnerability factor for specific dis-
orders. Uncertainty remains, however, about the
exact number and nature of lower-order factors.

Models with two (e.g., Chorpita and Daleiden
2000), three (e.g., van Widenfelt et al. 2002), and
four (e.g., Silverman et al. 2003) lower-order fac-
tors have each been proposed, of which the latter
two are the most widely supported. In the first
factor analytic study on the CASI, Silverman
et al. (1999) used both a clinical sample of youth
with anxiety disorders and a nonclinical sample
and found evidence to support that the CASI
could best be conceptualized as consisting of
one higher-order factor and either three or four
lower-order factors. The four-factor solution
(Physical Concerns, Mental Incapacitation Con-
cerns, Social Concerns, and Control) provided the
best fit for the data; however, the Social Concerns
factor consisted of only two items and the corre-
lation between these two items was less than .30.
As such, the authors favored the three-factor solu-
tion (Physical Concerns, Concerns about Publicly
Observable Symptoms, andMental Incapacitation
Concerns; Silverman et al. 1999). Subsequent
research among Dutch adolescents also suggested
that the CASI was best modeled with either three
or four lower-order factors (Muris et al. 2001b).
Van Widenfelt et al. (2002) also found that three
lower-order factors accounting for Physical Con-
cerns, Mental Incapacitation Concerns, and Pub-
licly Observable Concerns best fit the data among
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a similar sample of nonclinical Dutch adolescents.
They did, however, find relatively low reliability
for the mental concerns (a = .49) and social
concerns (a = .52) subscales.

In 2003, Silverman and colleagues conducted a
large cross-cultural confirmatory factor analytic
study in which they tested the fit of a number of
previously proposed AS factor structures. Results
revealed strong support for a hierarchical structure
with one higher-order factor and four lower-order
factors, which they labeled Disease Concerns,
Unsteady Concerns, Mental Incapacitation Con-
cerns, and Social Concerns. This factor structure
held across a non-referred sample and a referred
sample (Silverman et al. 2003), as well as a Ger-
man sample of typically developing adolescents
(Adornetto et al. 2008). Silverman and colleagues
found that scores on the Disease Concerns factor
were higher among youth with anxiety disorders
as compared to nonclinical youth, youth with
specific phobia, and youth with other mental
health diagnoses. Furthermore, results showed
adolescents with social phobia scored signifi-
cantly higher on the Social Concerns factor than
nonclinical adolescents.

The results of several studies (Chorpita and
Daleiden 2000; McLaughlin et al. 2007;
Silverman et al. 1999; van Widenfelt et al. 2002)
suggest that the AS factor(s) representing con-
cerns related to the physical sensations of anxiety
(differentially labeled as “Physical Concerns,”
“Disease Concerns,” and “Unsteady Concerns,”
or “Fear of Respiratory Symptoms,” and “Fear of
Cardiovascular Symptoms”) is the most robust of
the lower-order factors. The remaining factors are
somewhat less reliable (e.g., Muris et al. 2001b;
van Widenfelt et al. 2002). Muris (2002) stipu-
lated that the 18-item CASI has too few items to
permit examination of the lower-order factors of
AS and proposed including additional items to
better identify these lower-order factors. As
such, in accordance with a similar revision of the
ASI among adults (Taylor and Cox 1998), Muris
developed the 31-item Children’s Anxiety Sensi-
tivity Index – Revised (CASI-R; Muris 2002).
CASI-R scores were reliable (a = .93) and corre-
lated well with CASI scores in a sample of
518 nonclinical adolescents. Confirmatory factor
analyses found the data best fit a hierarchical
factor structure with four lower-order factors:
Fear of Publicly Observable Anxiety Reactions,
Fear of Cognitive Dyscontrol, and physical con-
cerns reflected in two distinct factors – Fear of
Cardiovascular Symptoms and Fear of Respira-
tory Symptoms (a’s ranged from .81 to .88).

Taken together, these factor analytic studies
support the existence of three or four lower-order
factors reflecting Physical concerns (i.e., fear of
arousal-related physiological sensations due to the
belief that these sensations will have catastrophic
health consequences), Psychological concerns
(i.e., fear of anxiety-related mental sensations,
such as difficulty concentrating, because of the
belief that they are indicative of impending mental
illness), and Social/Control concerns (i.e., fear
that anxiety-related arousal sensations will be
publicly visible and lead to social censure or
embarrassment). Several studies have highlighted
the unique associations of these lower-order fac-
tors with psychopathological traits (e.g., Dia and
Bradshaw 2008). For instance, a longitudinal
study conducted with a large sample of non-
clinical adolescents (N = 2,246) showed the psy-
chological and physical subscales of AS, but not
the social subscale, to prospectively predict
behavioral avoidance, suggesting that AS might
precede and exacerbate this important mainte-
nance factor for anxiety disorders (Wilson and
Hayward 2006).

McLaughlin et al. (2007) investigated the
incremental and construct validity of the Physical,
Social, and Psychological Concerns lower-order
factors in a nonclinical sample of 349 children and
adolescents. They examined whether these factors
predicted unique variance in anxiety disorder
symptoms (as measured by the Spence Children’s
Anxiety Scale; SCAS) while controlling for trait
anxiety. They found CASI total scores accounted
for unique variance on each of the SCAS symp-
tom scales (panic/agoraphobia, separation anxiety
disorder, social phobia, generalized anxiety disor-
der/overanxious disorder, physical injury fears,
and obsessive-compulsive disorder), even after
controlling for trait anxiety. With respect to the
three lower-order factors, the Physical Concerns
factor emerged as a global predictor of anxiety
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symptoms, accounting for significant additional
variance over trait anxiety on all SCAS symptom
scales. The relationship between the Social and
Psychological Concerns factors and anxiety
symptoms were more conceptually specific. The
Social Concerns factor accounted for significant
additional variance on social phobia, generalized
anxiety, and physical injury fears subscales,
reflecting the importance of social evaluation con-
cerns among youth with these symptom patterns
(i.e., youth with social phobia may be
embarrassed to show anxiety symptoms such as
sweating or shaking in front of others). The Psy-
chological Concerns factor accounted for signifi-
cant additional variance on panic/agoraphobia,
separation anxiety disorder, and obsessive-
compulsive scales, reflecting fears about loss of
mental control characteristic of youth with these
disorders (i.e., youth with obsessive-compulsive
disorder may fear uncontrollable intrusive
thoughts as indicative of impending mental catas-
trophe). These findings support the clinical impor-
tance of distinguishing among the unique lower-
order factors of AS.

The factor structure of AS has also been shown
to be invariant across gender (Dehon et al. 2005).
Conclusions about gender differences across sub-
scales, however, are less definitive. VanWidenfelt
et al. (2002) found that girls had significantly
higher scores across subscales while Walsh et al.
(2004), using factor scores, found that girls scored
significantly higher on Physical and Social/Con-
trol Concerns but not on Psychological Concerns.
While gender differences with respect to the Phys-
ical Concerns subscale are in line with research
among adults, gender differences on the Social/
Control Concerns subscale among adolescents are
not. Within gender, comparisons have shown that
girls score higher on the Physical Concerns factor
than the Social/Control or Psychological Con-
cerns factors (Walsh et al. 2004). In contrast,
boys have significantly higher scores on the Psy-
chological and Social/Control Concerns factors
than on the Physical Concerns factor, and signif-
icantly higher scores on the Psychological than
Social/Control Concerns factor (Walsh et al.
2004). Observed gender differences with respect
to AS subscales may be the result of gender-
specific learning histories and sex-role socializa-
tion as youth mature (Stewart et al. 1997). For
instance, Walsh et al. (2004) proposed that girls
might be rewarded for expressing somatic com-
plaints while boys might learn that it is less
acceptable for them to outwardly display anxiety
symptoms or loss of control.

It should be noted that additional work examin-
ing the structure of AS among adolescents has
explored its taxonicity (i.e., categorical nature).
The basic question that this type of research
addresses is whether AS is better conceptualized
as a categorical variable (where one either has high
AS or does not; a qualitative distinction) or a
dimensional construct (where AS levels vary
along a continuum; a quantitative distinction).
Similar to research among adults, this work has
suggested that AS is taxonic in youth (Bernstein
et al. 2006, 2007). In other words, there is evidence
that AS is discontinuous in nature such that it can
be dichotomized into adaptive and maladaptive
latent forms. Similar to the presence of a psycho-
logical disorder such as panic disorder, one either
has or does not have the maladaptive form of AS
(i.e., the high AS taxon). Bernstein et al. (2007)
have suggested that the high AS taxon might result
from emotional learning or gene–environment
interactions that change the nature of AS to become
maladaptive. Research has also shown that the base
rate of the high AS taxon differs across gender (.12
among girls and .07 among boys; Bernstein et al.
2006), which might help to explain the gender
differences in mean AS levels observed in other
studies, as discussed previously. This finding also
suggests that it might be clinically useful to use
gender-specific AS norms for identifying those
belonging to the high AS taxon.

It may also be useful to explore cultural differ-
ences in AS. Several studies have found elevated
levels of AS in African-American (Lambert et al.
2004a), Asian (Weems et al. 2002), and Latin
American (Varela et al. 2007) youth. However,
this finding has not been replicated in all studies
(e.g., Ginsburg and Drake 2002) and more
research is needed to confirm any robust cultural
differences in AS. Interestingly, despite Latin
American youth showing elevated AS, research
has shown that heightened AS was not associated
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with panic symptoms for Latino youth as strongly
as it was for Caucasian youth (Weems et al. 2002).
As theorized by Varela et al. (2007), this may be
because fear of anxiety-related sensations and the
somatic experience of emotions are more norma-
tive in Latino culture. Hence, exposure to these
ideas might weaken the link between AS and
anxiety symptoms among this population.

Taken together, the research examining AS
among adolescents has highlighted the clinical
importance of this individual difference factor.
Research suggests that there are both genetic and
environmental influences on the development of
AS. However, further research is needed to eluci-
date the interaction between these influences and
their relative importance. Numerous studies have
shown that AS, as measured by the CASI, is
significantly associated with a range of mental
health disorders. Increasingly, recent work has
been supporting the conceptualization of AS as a
cognitive vulnerability factor in the development
of panic disorder. The importance of AS in the
development of other disorders, including social
phobia, posttraumatic stress disorder, pain, sub-
stance use disorders, and depression has also been
highlighted. Much of this research has been cross-
sectional in nature and as such, more prospective
and longitudinal studies are needed to better
understand the role of AS in the development
and maintenance of these disorders. Moreover,
further research into the lower-order factors of
AS and their unique associations with psychopa-
thology will help us to better understand the clin-
ical relevance of AS physical, social, and
psychological concerns to a range of anxiety and
related disorders.

Finally, the study of AS may have unique
importance for adolescents. Adolescence is
heralded by the onset of puberty and its accom-
panying biopsychosocial changes. Many of these
changes are characterized by the experience of a
range of new and unexpected bodily sensations
(Patton and Viner 2007). Leen-Feldner et al.
(2006) proposed that adolescents with high AS,
as compared to those with low AS, may perceive
the body sensations experienced during puberty
as threatening and anxiety provoking. They pos-
ited that the repeated experiencing of these
sensations and accompanying anxiety may result
in a learned association between bodily sensa-
tions and anxiety states, leading those with high
AS to fear body sensations. Indeed, they found a
significant interaction between pubertal status
and AS in predicting adolescents’ anxious
responding to a voluntary hyperventilation task.
In other words, among adolescents with higher
AS, those at a more advanced pubertal stage
reported the greatest post-challenge anxiety
with respect to body sensations, while among
those with low AS, pubertal status had less of
an effect.

In addition to these physiological changes,
adolescence is also a time of important cognitive,
social, and emotional development. These
changes, including identity formation and the
development of executive functioning, among
others, might interact with AS with implications
for adolescents. For instance, adolescence
involves the development of metacognition
(Arnett 2004). However, at its early stages of
formation, adolescents struggle to distinguish
their own and others’ perspectives. As such, they
develop a distinctive egocentrism, one aspect of
which is the feeling that an imaginary audience is
watching and thinking about their every move
(Arnett 2004). This cognitive and social experi-
ence might be particularly salient for those ado-
lescents high in AS who experience a pronounced
fear that others are aware of any outward signs of
anxiety they might display. It is certainly possible
to speculate about how these and other complex
developmental changes might interact with AS
during adolescence.

When considered in the context of the physical,
cognitive, and social development of adolescence,
the relevance of AS during adolescence might also
have implications for psychopathology. Research
shows that this important developmental period
witnesses an increased emergence of symptoms
of panic (Hayward et al. 1992), social phobia
(Wittchen et al. 1999), and substance use and
abuse (Patton et al. 2004). The concordance of
these timelines suggests a possible link between
adolescent development, anxiety sensitivity, and
psychopathology. It may be that the particular
changes adolescents experience interact with high
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AS increasing the likelihood of the development of
mental health problems. For example, when an
adolescent with high AS enters puberty and begins
to experience unexpected and undesired body sen-
sations, as well as a new awareness of their peers’
perspective, their likelihood of developing panic
attacks or social phobia might increase. Given
this possibility, longitudinal research examining
changes in AS from childhood to adulthood is
needed. A comprehensive understanding of AS
will help in the identification of adolescents at
risk for psychopathology during this particularly
vulnerable life stage. Furthermore, targeting AS
through early intervention might have implications
for the treatment and prevention of a range of
mental health problems. For example, providing
adolescents high in AS with psychoeducation
about normal bodily sensations and with cognitive
strategies useful in challenging catastrophic
thoughts about bodily sensations might allay the
development of more severe psychopathology in
the long term. Ultimately, these possibilities sug-
gest that adolescence may be a pivotal time period
for the study of AS.
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Overview

Appeals are one of the most important mecha-
nisms that individuals can have to redress deci-
sions involving them. In law, they refer to the
process that reviews decisions (what is typically
called “cases”) in which parties request a formal
change to an official governmental decision, such
as a decision made by a judge, magistrate, or
administrator. As such, appeals function in two
ways: they correct errors and interpret the law. In
practice, appeals serve to limit the discretion of
decision makers and help to ensure consistency in
the development of law and its application to
particular cases. Although appeals have a critical
role in the development and application of laws,
adolescents generally are involved in legal sys-
tems that rely on considerable discretion, much of
which cannot or does not get appealed. The extent
to which the legal system permits appeals reveals
the extent to which rights are protected and taken
seriously.
Appeals

An appeal refers to a legal proceeding by which a
lower court decision is reviewed by a higher court.
Appeals are critical components of due process
rights, which are the procedures in place to reduce
errors when the government makes decisions.
They are critical to the extent that they limit the
discretion of decision makers and limit their risk
of error because (1) they know that their findings
can be scrutinized and (2) appeals provide all
relevant decision makers with a sense of how
they should decide their own cases.

The legal system has adopted highly elaborate
procedures to ensure the right to appeal. Appeals
are argued through written briefs and oral argu-
ments. There are different types of appeals, such
as direct appeals to higher courts or post-
conviction appeals. Typically, appeals are based
on legal issues, not on matters of fact. Thus, courts
that hear appeals do not rule on newly introduced
testimony or evidence. If reversible errors are
found, then the court may vacate, modify, or
reverse a lower court rule; if no reversible errors
are found, then the reviewing court will affirm the
lower court’s decision.
The Limits of the Right to Appeal

Appeals are important parts of due process rights,
but their effectiveness are limited. There is much
to support the view that appeals are critical ways
to remedy actual errors that occur during legal
processes as well as perceived errors to maintain
trust in the system of justice (see Cavallaro 2002).
Despite the potential significance of appeals, the
Supreme Court long ago ruled that there is no
constitutional right to appeal even a criminal con-
viction in the first instance (McKane v. Durston
1894). Neither now nor at common law has an
appeal of the final judgment in a criminal case
been seen as a necessary element of due process
of law, which means that the right to appeal is
purely a statutory right (Uhrig 2008).

The Supreme Court’s finding that the right to
appeal is not a highly protected constitutional one
means that states generally determine for them-
selves whether an appeal should be allowed and, if
so, under what circumstances or on what condi-
tions. Importantly, the Supreme Court, in the lead-
ing case granting juveniles due process rights in
juvenile justice systems, declined to address
whether juveniles have a right to appeal (see In
re Gault 1967). That finding may appear odd to
those who read the case, but the failure to recog-
nize a right is not surprising in light of
constitutional law.

Although appellate rights generally are found
in statutes, it does not mean that they lack impor-
tance (see Arkin 1992). In fact, once they are
recognized in statutes, the constitution protects
how they are implemented. A key example of
the relevance and importance of the right is
through rights to trial transcripts and, in some
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cases, representation of counsel. Importantly, the
specific rights of appeal have been extended
beyond contexts that have recognized the rights,
such as their being extended from criminal law to
child welfare law (see M. L. B. v. S. L. J. 1996).
Adolescents’ Rights to Appeal

Appeals are relevant to youth in many ways. They
are relevant to the extent that both the child wel-
fare system and the juvenile justice systems per-
mit appeals, as do criminal courts if juveniles are
transferred to them and civil courts when youth
are, for example, subjects in family courts (e.g., in
custody disputes). When involved in the child
welfare or family court systems, parents typically
bring appeals; when in the juvenile justice or
criminal justice system, appeals typically are
brought by minors themselves.

The importance of appeals is not reflected well
in research in that appeals tend to not be the
subject of studies, especially as they relate to
youth. Part of that gap in research in the under-
standing of the nature and implementation of the
appellate rights of juveniles likely has to do with
the nature of proceedings. Given that child welfare
and juvenile justice proceedings are meant to be
rehabilitative, cases in them have tended to not be
challenged as much as would have been expected.

When dealing with juvenile dispositions, prac-
tical matters lead to avoiding appeals. These prac-
tical matters include rehabilitation programs that
center on the admission of guilt as a vital step in
rehabilitation, which leads some defense counsel
to opt out of appeals to protect the long-term
developmental needs of their clients. In a real
sense, the very nature of the juvenile justice sys-
tem creates situations that have appeals run the
risk of undermining the juvenile courts’ efforts to
rehabilitate youth (see Cooper et al. 1998; Fedders
2010). The system also creates incentives for
youth not to appeal given that challenging deci-
sions may lead to more problematic outcomes
for them.

In delinquency proceedings, even if juveniles
wished to appeal, there rights to do so may be
limited. For example, juveniles likely have fewer
appellate rights in that post-disposition
(convictions) appeals in juvenile courts are a stat-
utory right, and not every state affords juveniles
full appellate rights. This means that juveniles
may not have a right to counsel to make appeals
(Kinkeade 1999; Fedders 2010). Thus, even if
they may have a right to appeal, they may not
have the means to do so. Not surprisingly, reviews
find that appeals of juvenile dispositions are strik-
ingly rare (see Drizin and Luloff 2007).

Appeals are likely equally infrequent in other
legal contexts involving juveniles. This conclu-
sion comes without empirical evidence, a lack of
evidence that actually may not be necessary to
reach conclusions given the manner the systems
work. For example, child welfare proceedings, it
turns out, actually rarely do go through formal
court proceedings simply because families tend
to be involved voluntarily, with court supervisions
being quite different from what may be thought of
as what courts do (see Levesque 2008). Courts in
child welfare cases serve more as monitors than
adjudicators.

When considering appeals, it is important to
keep in mind that they can involve more than
court proceedings. For example, adolescents
spend much time in schools, and those decisions
can involve important rights, such as when stu-
dents are disciplined or placed in different aca-
demic tracks. In such instances, the courts have
found that school administrators retain broad dis-
cretion. Schools even do so when involved in
administering disciplinary measures, such as cor-
poral punishment, that even the criminal justice
system does not impose (see Ingraham vs. Wright
1977), let alone impose with so few protections
from governmental errors (e.g., the major form of
corporal punishment allowed is the death penalty,
which the criminal justice system cannot impose
on youth and can only impose on few adults only
after rigorous due process protections). Schools’
high level of discretion persists even after impor-
tant laws have been enacted to protect the rights of
students in schools (see Levesque 2016). This
context illustrates well how appeals may be
important to ensuring rights, but they may not be
relevant to much of the everyday lives of
adolescents.
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Conclusion

One of the most important rights that individuals
have is the right to challenge decisions that the
government makes for them. The right to appeal
a decision can involve an allegation of error, both
in terms of facts used to resolve disputes or in the
interpretation and application of the law. Without
recourse to higher courts, rights have been
deemed as essentially empty, as left to the will
of individual decision makers. Remarkably,
when it comes to adolescents, it is clear that
they mainly operate in systems that do not make
much use of appeals. What is striking about this
conclusion is that the systems inherently resist
appeals, which is fundamentally at odds with
how other systems have developed to protect
the rights of adults.
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Apprenticeships

Robert Halpern
Erikson Institute, Chicago, IL, USA
Overview

This essay discusses the renewal of apprentice-
ship for high school-aged youth. The author enu-
merates and illustrates the attributes of this
distinctive institution and explores its develop-
mental benefits that complement the period of
adolescence. Benefits gained by participants are
included.

In a recent commentary entitled “Let Teen-
agers Try Adulthood,” Bard College president
Leon Botstein (1999) argues that most high
schools in the United States serve most of their
students poorly, failing equally to engage their
minds and hearts and to help them begin to pre-
pare for adult life. Although Botstein’s (1999)
commentary is focused on the lack fit between
high school as an institution and young people’s
developmental needs, it applies equally to the
culture at large. Too many young people in Amer-
ican society lack access to the kinds of vital,
productive learning experiences that would enrich
their present lives and provide a foundation for
adulthood (Eccles 2004). Adults worry that young
people are growing up too fast and yet those same
adolescents remain isolated from the fullness and
complexity of the adult world – its places and
endeavors, occupations and disciplines, problems
and dilemmas (Larson 2000). Young people them-
selves report that “something is missing,”
although they are not sure what it is nor how to
find it.

One approach to structuring learning that
addresses what seems to be missing for young
people is apprenticeship. In many corners of
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society there has been a kind of reinvention – and
a reconceptualization – of the institution that for
hundreds of years practically defined this period
of life for young people. Apprenticeship can be
broadly defined as an experience in which a young
person has opportunity (1) to work in a sustained
and gradually deepening way on tasks/projects in
a specific discipline, field of work, or service;
(2) under the tutelage of, and sometimes along-
side, an adult skilled in that discipline; (3) through
that work begins to master the attendant knowl-
edge, skills, practices, and habits; and (4) perhaps
also begins to acquire the social identity of one
who works in that discipline or field (Halpern
2009; Lerman 2010).

Not surprisingly, learning/producing domains
reflect the full richness and diversity of cultural
endeavor. Halpern (2009) elaborated on the broad
nature of apprenticeships; the visual, performing
and literary arts, hand-crafts, media and design,
basic or applied sciences, community develop-
ment, environmental stewardship, entrepreneur-
ship, culinary arts, and sustainable agriculture
are all possibilities. And there are many more
domains, he suggests, including some explicitly
vocational. As implied by the breadth of fields,
apprenticeships are rooted in an enormous variety
of settings.

Participating youth are diverse in back-
ground, educational status, and life experience.
Sponsors are diverse as well (United States
Department of Labor 2010). They include
youth serving agencies, arts, cultural and civic
organizations, high schools, universities, and
businesses (Halpern 2009). Sponsors may pro-
vide an apprenticeship experience themselves –
that is, they may be or create a workplace of
sorts – or they may place youth with other public
or private organizations. Individual mentors may
be paid to do this work or volunteer (Halpern
2009). Youth likewise are sometimes paid for
their work, at other times not (Lerman et al.
2009). An individual youth may work with one
adult or be part of the staff of a department
(Collins et al. 1989). In some settings appren-
tices learn primarily from adult teachers; in
others they may learn a good deal from more
experienced peers (Halpern 2009).
Why Call It Apprenticeship?

Although the experiences described here are
apprenticeship-like in spirit and dynamics, they
are not formal Department of Labor-registered
apprenticeships, nor could they be (Halpern
2009). Such apprenticeships require 4000 or
more hours of work, take from 3 to 6 years to
complete, and serve adults almost exclusively
(United States Department of Labor 2010). The
term is apt because, even separated from its tradi-
tional connotations, it captures what is most
essential about this particular set of experiences.

These experiences provide youth a sense of
joining and contributing to a tradition, as embod-
ied in a specific discipline or civic sphere (Halpern
2009). Apprentices are, typically, working and
learning in the setting in which a craft, trade, or
discipline is practiced (Borham 2004; Steedman
et al. 1998). Both adult and youth are active and
share responsibility for the work to be done and
the products to be created, although each has a
different role (Halpern 2009). The adult mentor is
responsible for sharing his or her disciplinary
knowledge and skills with youth (Collins et al.
1989). Youth are responsible for working hard to
begin to become proficient at something specific,
and for contributing to the community which they
have joined (Rauner 2007).

Tasks and projects have real meaning and use –
making a documentary about housing conditions,
designing a logo for a business, surveying a fish
habitat, growing organic produce to be sold and
donated to low-income families. Greg Gale, asso-
ciate director of The Food Project, notes “If we do
not farm well and productively, people go hungry,
land lies wasted, and families do not have access
to the life-giving produce we grow” (Gale 2006,
p. 11). Learning and work are structured to lead
young people through complete production cycles
with results judged by the established standards of
a discipline (Halpern 2009).

According to Halpern (2009), constraints are
characteristic of those found in professional work
in the fields involved. Young people work with
deadlines, have demanding clients who some-
times change their minds, answers and solutions
are not known ahead of time, and unexpected
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difficulties are commonplace. Young people learn
through observation, imitation, trial and error, and
reiteration – in other words through force of expe-
rience. Though professionalism and care are
expected, perfection is not.

Adult mentors hold the discipline for the
apprentice, sequencing and controlling task
demands to keep them on the constructive side
of difficulty notes Halpern (2009). They direct
apprentices’ attention, demonstrate and some-
times collaborate, act as the embodiment of a
discipline, and also model skilled practice and
the general behavior of one with that particular
identity (Hamilton 1990). Apprentices may get to
watch their mentors at work, addressing a prob-
lem, running a meeting, or simply interacting with
others.
The Experience of Apprenticeship and
Its Effects: A Growing Experience

Apprenticeship seems to leave an “indelible
impression” on many who experience it (Sigaut
1993, p. 105). To start with, it is a powerful
teaching and learning model (Hamilton 1990).
From a developmental perspective, apprentice-
ship experiences provide opportunity for the real
accomplishment that Erik Erikson (1968) noted as
so important during adolescence (Halpern 2009).
They create that transitional space where young
people can be both playing and working, pre-
tending to be and practicing at being what they
might become and yet genuinely participating in a
particular adult community (Winnicott 1971;
Csikszentmihalyi and Schneider 2000).

Yet, Halpern (2009) adds, apprenticeships are
often genuinely unprecedented contexts for
youth – about learning but not at all like school;
serious and demanding, but accepting of struggles
and mistakes. It takes time for some youth to learn
to trust the apprenticeship framework, including
the very different relationship with adults. It is a
challenge for some to be active, to work hard, to
learn to work with care, to work deeply and to
persist, whether to accept the idea that the quality
of produce grown is critical or to not stop working
on a design with the first idea that comes to mind.
He notes that some youth struggle with the reali-
zation that there is little room in apprenticeship for
either bravado or self-abnegation; these attitudes
are brushed aside by the demands and standards of
the work (Halpern 2009; Hamilton 1990).

With time young peoples’ sense of difficulty,
disorganization, or just tentativeness is increas-
ingly balanced by more complex feelings
(Collins et al. 1989). What begin as external
demands become internalized (Collins et al.
1989). Young people adjust to what they once
thought they could not (Halpern 2009). They get
better at the work and begin to believe they can do
it – and have a right to be doing it (Hamilton
1990). Young people note being glad to be able
to be themselves, to not have to pose or front or try
to fit in Halpern (2009). An apprentice in
Chicago’s Marwen Arts notes that “nobody is
telling you to be any way. You do what you need
to do” (Yenawine 2004, p. 6).

Not least, Halpern (2009) states that young
people like being around adults who enjoy their
work, are passionate about a particular field, and
draw their identity from it. Identification with
mentors provides both a spur for mastery and a
model for identity work. Who mentors are, what
they have done, the path they have taken, and
even how they behave is instructive, interesting,
and often novel to apprentices (Halpern 2009).
What Apprentices Learn, How and Why
They Grow

Apprenticeship provides a powerful spur for
many kinds of growth, and this growth derives
both from the demands of the work itself and from
the context for those demands. Skills and disposi-
tions develop in apprenticeship because they have
to – one is faced with a new or persistent problem,
constraints of time, resources, or materials (Rose
2004) – and because the young person is moti-
vated to cope with the difficulties faced (Halpern
2009). The intricacy or complexity of tasks and
the genuine need for resulting products demand
care and teach the apprentice to work more care-
fully (Hamilton 1990). Working through complete
production cycles gives the experience coherence
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and deepens its meaning (Halpern 2009). The
sense of realness and genuineness of contributions
made reinforce the experience: Rocking the Boat
apprentices working with other organizations to
restore the Bronx River saw the return of beavers
to the river for the first time in 200 years (Halpern
2009).

Some growth in apprenticeship is discipline
specific. Apprentices exert gradually greater con-
trol over their own efforts, a kind of discipline-
specific self-regulation; they are better able to
steer those efforts (Halpern 2009). Apprentices
workingwith a professionalmuralist on one project
learn to work large, to keep the elements connected
(Larson and Walker 2006). A film-making appren-
tice uses a film-editing program in an innovative
way (Halpern 2009). With time the apprentice
begins to learn how to look at things in a particular
field to understand them, to recognize patterns, to
know what is important, to sense when a work at
hand feels right (Polanyi 1966). For instance, the
cabinet-making apprentice develops what Mike
Rose (2004, p. 92) calls “cabinet sense.”

Halpern (2009) notes some more general
growth which is also to a degree generalizable.
Young people acquire skills in approaching and
engaging tasks as such. They learn, for instance,
to prepare before plunging in, learn to get started
or move ahead without waiting for instructions or
guidance, learn to attend to detail, to edit, and to
revise. They also learn to seek out needed infor-
mation and to draw on others’ experience, and
grow more adept at working with a measure of
uncertainty. They do not freeze when faced with
problems and obstacles, and become able to view
them as just part of the work (Halpern 2009).

Apprentices gain knowledge and skill in
design and production processes (Hamilton
1990). According to Halpern (2009), they learn
to compress ideas to fit constraints – of time,
materials, human resources, their own experience,
or the marketplace. Apprentices learn to cope with
things out of their control. Young people learn, as
one boat-building teacher puts it, to work with as
well as work through mistakes – they learn that
mistakes go along with the imperfections of
craftsmanship. In learning how to work as part
of a team, apprentices learn what it means to be
responsible to a team or ensemble, and what it
means to make a contribution to a larger effort
(Halpern 2009).

Some of the most powerful, if subtle, effects of
apprenticeship experience can be described as self
effects: how young people view and understand
themselves, including what they think they are
capable of, what they enjoy and are good at Ham-
ilton (1990). It is also visible in how they approach
the opportunities and difficulties in different set-
tings, including willingness to take risks, work
hard, and be active (Halpern 2009). Young people’s
public behavior begin to change in a variety of
ways – they began to use language and share their
thoughtsmore carefully, to takemore responsibility
for themselves, their public behavior became more
serious and appropriately assertive, they become
more patient with themselves and with others.

For some youth, an apprenticeship experience
seems to have a self organizing effect, pulling
them together, waking them up, mobilizing their
energies, providing a sense of direction (Halpern
2009). Young people may try to carry the skills
and dispositions acquired in apprenticeship to
other settings in their lives.

More globally, apprenticeship experiences lead
some youth to reevaluate how they are
approaching high school (Halpern 2009). They
may come to think more closely about what it
might take to pursue particular disciplines or
careers, and how much time and effort it takes to
get good at a chosen endeavor (Lerman et al.
2009). In some instances, apprenticeship experi-
ences open up paths to college (Halpern 2009).
Youth make new adult relationships, enter into
new networks, and are connected to new institu-
tions, all of which may be located outside of their
existing social world (Halpern 2009). The acqui-
sition of this new capital comes at a crucial time,
as apprentices are beginning the transition from
high school to either further schooling or work or
both (Hamilton 1990).
Some Implications

The societal context for youth apprenticeship is
both challenging and potentially receptive
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(Hamilton 1990). On the challenging side, work
has been noted to have become more fluid – a
series of personal encounters, more abstract –
involving manipulation of symbols and informa-
tion, more focused on process and less reliant on
specific (or fixed) content (Halpern 2009).
Breadth of skills seems as or more important
than depth (Halpern 2009). It can be argued none-
theless that substantive, discipline-specific knowl-
edge and skills are not becoming irrelevant and in
fact are gaining renewed appreciation as a foun-
dation for entrance into many critical professions.

Paralleling the changing narrative of work is a
narrative describing a less well-defined and less
straightforward transition from high school to
work or post-secondary education for the majority
of American youth (Halpern 2009). Both the tran-
sition itself and the labor market as a whole lack
transparency, and it is difficult for youth to make
sense of the context in which they have to make
decisions (Lehmann 2005). Again, apprenticeship
experiences offer potential to help with this diffi-
cult process in a number of ways, and in some
instances they can nurture the beginnings of a
career (Hamilton 1990).

For the many youth not ready to begin a career
process, apprenticeship still provides experiences
that help clarify educational and work-related
decision-making processes, and introduce young
people to the variety of adult work and disciplin-
ary knowledge (Hamilton 1990). And becoming a
nascent photographer or engineer or journalist
even for a year or two enriches an adolescent’s
self and provides a bridge or interim identity for
her as she strives to figure out who she is, who and
what she wants to be (Halpern 2009).

The learning model embodied in apprentice-
ship holds a number of implications for high
school reform, first and foremost as a conceptual
model of good learning design for youth (Eccles
2004). Only a handful of reform efforts have
emphasized how fundamentally the assumptions
and practices of high school would have to change
to better meet young people’s developmental
needs, as Botstein (1999) puts it, to engage their
hearts and minds and prepare them for the future.
To do so high schools would have to rethink
almost every practice, including: the nature of
core learning resources and tasks; where, when,
and under what conditions learning takes place;
the meaning of making mistakes; what the prod-
ucts of learning consist of; how growth is concep-
tualized and how learning is assessed; who
teaches and how teaching is done; how time is
organized (every day and over the years); and
what other institutions should be involved
(Eccles 2004). As far as I can tell, apprenticeship
addresses each of these points of practice.

Second, apprenticeship is relevant as an actual
learning experience as part of the high school
curriculum: this is already happening, in some
themed high schools, in unique high school
models like Big Picture, and most significantly
in career/technical education programs and cen-
ters (Lerman 2009). Third, it is relevant in the
sense that high schools cannot meet young peo-
ple’s developmental needs alone: this requires
working across the boundaries of service systems
and sectors of society (Crockett and Petersen
1993).

That in turn means shared responsibility and
mutual learning between schools and the
community – organizations, cultural institutions,
single-cause organizations, the business commu-
nity, higher education and workforce develop-
ment agencies, among others (Hamilton 1990).
Apprenticeship-like settings can help schools
with their tasks but also offer potential to change
schools’ understanding of those tasks. The attri-
butes of apprenticeship are not only developmen-
tally compelling to youth but seem to address
many of the goals that school reformers have for
their own work.

In Halpern’s (2009) eyes, few leaders are cry-
ing out for “more youth apprenticeship” for the
nation’s high school age youth. He notes that in
Wisconsin, a superlative statewide youth appren-
ticeship program had to fight for years to stay
alive. Still, Halpern (2009) notices the need for
apprenticeship; an urgent sense at every level of
society that the United States must address the
puzzle of adolescence, of young people going
through the motions, barely hanging on in school
without exactly knowing why, fantasizing about
becoming rock stars or professional athletes,
looking at the adult world with puzzlement and
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sometimes cynicism, and, most critically, having
little specific idea of what they might actually
strive to become.
Conclusion

Youth apprenticeships offer many opportunities
for youth to develop career skills, as well as their
sense of identity and maturity. While youth
apprenticeship program differ from Department
of Labor-registered apprenticeships, the set of
experiences that the program embodies is similar:
academic education, skill development, and men-
torship. Although many researchers have advo-
cated for programs that fit the developmental
abilities present in adolescence (Hamilton 1990;
Eccles 2004; Halpern 2009), many schools have
not yet recognized the opportunity of youth
apprenticeships.
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Overview

Arranged marriage refers to a marriage where at
least one member of the couple has little or no
influence on the choice of partner. Cultural norms
about love and courtship vary greatly throughout
the world, and that variation includes the preva-
lence of arranged marriage. Although the focus of
research tends to be on young women, men also
are necessarily involved. Yet, the focus on young
women remains the central concern because of the
negative effects arranged marriage can have on
how woman are treated as well as the delicate
social and economic transactions often behind
this form of marriage. Although research has
found that love between partners in an arranged
marriage does tend to strengthen greatly over
time, research focusing on adolescents and
arranged marriage is a growing field that gains in
significance due to the powerful effect that some
types of marriage may have on individuals’ devel-
opment, families, and on broader society.
Arranged Marriage

Although adolescence is not always thought of as
a time when one’s life partner will be
decided – whether selected by an adolescent
themselves or by someone else – in some societies
this practice is not infrequent and actually com-
mon in some (Penn 2011). Adolescents choosing
spouses themselves is admittedly rare (for a mix
of legal and social reasons) and thus not often a
subject of research. But, having spouses chosen
by another is common enough and pertinent
enough to adolescents and adults that research
has increasingly addressed the topic.

An arranged marriage refers to a marriage in
which at least one member of the couple had little
to no influence on the selection of their partner.
Arranged marriages curtail courtship in that, in
some instances, the couple may have never met.
While arranged marriage may not seem to be a
large part of Western civilization, it continues to
be a part of the present in some subcultures within
Western society and others across the world. This
method of family formation is important to a
cross-cultural understanding of adolescent devel-
opment, although how it relates to adolescents
generally has not been the subject of empirical
studies focusing on adolescents, with the notable
exception of child marriages (which relates to but
is not synonymous with arranged marriages; see
Hampton 2010).

Cultures that do practice arrangedmarriage vary
greatly (see Ghimire et al. 2006; Tek’ce 2004).
Different groups have a range of ways of determin-
ing who is eligible for marriage. For example,
some allow cousins to marry one another while
others may allow children to marry either another
child or even an adult. Sometimes, gifts from the
bride or groom’s families are given in exchange for
the marriage. Social status and wealth often factor
in these types of marriages because, in many of
these cultures, marriage is viewed as more than just
a union of two individuals but as a merging of
families. The individuals who are actually involved
in the arranging also differ greatly by group. Par-
ents generally have themost control while the bride
and groom may have varying degrees of decision-
making power. Some families may even seek
advice from religious leaders. Importantly, in
some societies, girls are married to gods and live
in temples, a practice that has been linked to child
prostitution (see Levesque 1999).

The wide range of practices continues to
change, especially when they are influenced by
Western ideologies of family formation and child
development. Research particularly has found that
both single women and women in arranged mar-
riages born into a culture where arranged marriage
is common who later move to a Western country
without the practice often are psychologically torn
about both their own marital prospects and why
their homeland’s customs are not more common
elsewhere (Zaidi and Shuraydi 2002).
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Research has sought to compare arranged mar-
riages with other types of marriages, but such
differences are difficult to evaluate given how
other cultural forces likely influence a society’s
views of marriage as well as supports for marriage
as an institution. Although existing research may
be subjected to important criticisms, the research
nevertheless shows the importance of recognizing
the wide variety of ways individuals can marry
and the need to proceed cautiously before pro-
nouncing judgment on the variety of ways marital
relationships form.

For example, some research reports that
arranged marriages have equal or somewhat
lower divorce rates and equivalent levels of mar-
ital satisfaction as couples who chose their part-
ners based on love or other factors. As expected,
these findings can be deceiving. Several cultural
differences likely influence those who engage in
arranged marriages versus those who adopt love-
based marriages. For example, higher satisfac-
tion has been reported in arranged marriages in
India than in love marriages – a name for auton-
omous marriages based on personal choice. But,
India also has a cultural expectation of such hap-
piness resulting from arranged marriage due to its
high prevalence, which renders other types of
marriage in situations different than in other
countries (Yelsma and Athappilly 1988; Myers
et al. 2005).

Research also reveals that the way these cul-
tures view divorce may be very different; for
example, in arranged marriage cultures, divorce
carries much more shame than it does in those
societies that base their marriages on love or other
bases for commitment. It is also important to note
that, while in arranged marriages, families choose
spouses based on wealth, religion, and social sta-
tus, both types of marriages often result in spouses
who are very similar to one another. This similar-
ity has been linked to marital satisfaction in youn-
ger couples. However, what one culture may view
as satisfactory in a marriage another may not.

Recent research also has explored how and
why romantic satisfaction in arranged marriages
changes over time. Studies have found that self-
reported perceptions of level of love in an
arranged marriage will almost double in the span
of a few decades of marriage and that couples who
make a conscious effort to really get to know their
arranged partner to make up for their lack of prior
interaction with them experience very strong
romantic bonds by the end of the marriage regard-
less of initial perceptions (Epstein et al. 2013).

Despite being practiced in countries around the
globe and the acknowledged need to respect
sociocultural differences, arranged marriages con-
tinue to be the subject of concern. Due to couples
having little say in who they marry, there is con-
cern that partners may not acquire in the long term
the ability to make decisions on their own. An
additional concern centers on the manner mar-
riage traditions will be impacted by the ever-
impeding borders of different societies and their
cultural customs. Also concerning is the practice’s
relationship to the status of women, with its being
linked to women’s lower status and to their being
viewed as property. In societies that practice
arranged marriages, women often are subjugated
and mistreated. Both single and married women in
societies where arranged marriages are prevalent
are likely to feel that the matriarchy is deeper
entrenched than might otherwise occur due to
the combination of the long tradition of arranged
marriage tending to favor wealthy and conserva-
tive single men over poorer or less traditional
single women (Nasser et al. 2013).

Although criticisms and concerns about
arranged marriages may be well taken, it is impor-
tant to recognize that other forms or marriages and
relationships also receive criticisms. Notably,
many women also suffer considerable violence
in relationships that are not arranged and the status
of women continues to not be as equal to that of
men in societies that do not embrace arranged
marriages. In some societies that allow for mar-
riage dissolution, women are the ones who are
generally at a disadvantage especially in terms of
the support they receive after the dissolutions.
Differences in practice as well as other forms of
marriage create complexities that challenge
efforts to understand them, and these complexities
are exacerbated by the constant change in the
nature of marriage, close relationships, as well as
broader social, religious, economic, and legal
changes.



Art Therapy 265

A

Conclusion

Although arranged marriage is not always perti-
nent to adolescents, especially in several modern
Western societies, it can affect both adolescents
and adults alike, and the implications that it can
have on psychopathology and romantic attitudes
are not limited to non-Western modern nations
(Penn 2011). The mechanism of family formation
as a result of arranged marriage partnerships can
have direct practical implications for adolescents,
and though the research is limited it does provide
answers to the important questions (Zaidi and
Shuraydi 2002). Moreover, it would be helpful
to conduct comparative longitudinal research
tracking arranged marriages and love
(autonomous) marriages in countries where
arranged marriages are either common or uncom-
mon to help further understand the long-term
implications of these relationships as well as
how much they differ from marriages in which
each partner has been able to express choices.
Overall, arranged marriage is a complex phenom-
enon that requires taking many cultural, social,
and individual psychological factors into account
to truly understand its nuances.
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Teen violence and delinquency is one of the most
vexing and enduring trends faced in contemporary
society. The pervasiveness of the problems delin-
quency creates has been answered through insti-
tutionalizing an increasingly large number of
alienated and rebellious teenagers. Understanding
how adolescents experience institutional life is a
matter of importance to the adolescents, their care,
and to society. Those who work with institution-
alized adolescents have much to learn about how
they influence the behavior of teenagers in their
care. As well, society has not quite grasped how
adolescents who are given negative labels such as
“delinquent” or “deviant” continues to maintain
these identities through their interactions in soci-
ety. While certain interactions may perpetuate
these behaviors, they can also help reverse these
tendencies. This essay will first introduce a sum-
mary of how an interactionist perspective can be
applied to understanding the notions of deviance
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and delinquency. It will then address the institu-
tionalization of the disaffected youth, present self-
appraisal and labeling theories within this context,
and ultimately use these theories and vignettes to
explore and illustrate how the act of creating art
and art therapy can be used to help reverse this
trend. Please note that this essay has been modi-
fied from the book chapter, “The deviant adoles-
cent: Creating healthy interactions and relabeling
through art therapy,” published in Doris
Arrington’s Art, Angst and Trauma: Right Brain
Interventions with Developmental Issues, with
permission from Charles C. Thomas, Publishers.
Social and Symbolic Interactionism

The theories of interactionism emerged from the
philosophies of James, Cooley, Dewey, Mead,
and Blumer.William James claimed that the social
self is developed through the interaction of the
individual and social groups (James 1890/1918).
Cooley saw “. . . interactionism as a framework
through which social reality was to be interpreted”
(1964, p. 9) and that there is a joint
interdependence between the social environment
and individuals. People interpret what others see
in them by noting the actions of those with whom
they interact; “. . . the self emerges in a process of
communication and interaction as the individual
responds to and internalizes aspects of ways
others have of acting toward the person” (Hall
1979, p. 50). Dewey (1930) maintained that peo-
ple, their environments, and their thoughts are
interconnected, forming a larger whole.

Mead claimed that it was the self’s interactions
with others through social experiences that defined
situations (Mead 1964). He believed that the self
developed from such experiences and activities
“. . . as a result of his relations to that process as
a whole and to other individuals within that pro-
cess” (p. 199). However, the self not only interacts
with others, but also with his or her own thoughts
and ideas (Mead 1964), through self-reflection.

This notion that the self is created and defined
through interactions with non-corporeal objects
was similar to Blumer’s (1969) theoretical
perspective of interactionism. Blumer (1969)
claimed that a person will interpret others’ ges-
tures and will then act on what they perceive the
meaning to be from this translation (Blumer
1969). However, he also stressed the interaction
between people and objects. Objects have mean-
ing for people “. . . not intrinsic to the object but
arises from how the person is initially prepared to
act toward it” (Blumer 1969, pp. 68–69). Objects
can include ideas and thoughts as well as some-
thing tangible. It is the sharing of these objects,
and the interpretations thereof, that define the
action and interaction. Those who subscribe to
interactionism claim that meaning emerges from
the interaction between people (and objects).
Thus, meanings and interpretations are social
products. Ideas lead to action and the construction
of a practice and/or product.

It is through these interpretations that a societal
context and the roles of the people that make up
this society – including teenagers – are defined. In
simple terms, through interactions, people are
defined. Therefore, meanings and interpretations
are social products. Such actions are also
maintained through self-appraisals, and societal
categorical definitions, or labeling.
Self-appraisal and Labeling

Role taking is an important aspect of
interactionism (Blumer 1969); this consists of
“projecting oneself into the role of others, and
appraising from their standpoint the situation,
oneself in the situation, and possible lines of
action” (Bartusch and Matsueda 1996, p. 147).
This aspect influences how a person views oneself
and can ultimately sway the person’s self-concept
and identity. Once this identity is acted upon, and
if negative behavior ensues, the labeling that
occurs perpetuates this identity, and creates a
cycle that is difficult to break (Becker 1963). For
example, Zimbardo et al. (1973) recognized that
people may develop aggressive and dominating
characteristics after roles and labels are assigned
and accepted. In their study, a Stanford University
class was divided into two groups – one group
role-played prison guards and one group played
the inmates – to:
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. . . understand more about the process by which
people called “prisoners” lose their liberty, civil
rights, independence, and privacy, while those
called “guards” gain social power by accepting the
responsibility for controlling and managing the
lives of their dependent charges. (p. 38)

The guards locked up and watched over the
inmates in the basement of the psychology build-
ing. The study had to be terminated earlier than
originally planned because both groups inhabited
their roles more seriously than anticipated. The
original identities of the students were quickly
transformed. The guards became aggressive
toward their “wards,” and the “inmates” became
docile and cunningly resistive. Through self-
appraisals and perpetuation of these identities by
those around them, the participants became their
roles, and that their aggressive actions or reactions
emerged from their labeled identities (Zimbardo
2007).

Some have contended that labeling a child as
delinquent or simply “bad” may be a result of the
child’s economic background, and may include
those who are socioeconomically disadvantaged
or of a minority (Bartusch and Matsueda 1996).
Although it is not clear if such labeling influences
the self-image more if it is a “formal” label (i.e.,
through the courts, schools, psychiatric or detention
facilities), or an informal label (i.e., by peers and
family), Paternoster and Iovanni (1989) stressed
that it is more important to focus on informal rather
than official descriptors. Thus, although a court
may deem that an adolescent requires institutional-
ization for his or her behavior, it is the perpetuation
of that label through his or her peers that may create
the sustained identity. However, regardless of the
type of label, one thing was made clear: labeling
informs self-appraisals, and in turn, can perpetuate
delinquent and deviant tendencies.
Deviance and Delinquency

Rules and sanctions against those that violate
rules established by society (and in a smaller
sense, an institution), and thus the norms, are
created through a social act (Lauer and Handel
1977). Deviants, or those that belong to a deviant
group, are those who have been sanctioned. Social
problems are defined by normative groups, or the
“normals.” “Social norms are two-sided.
A prescription implies the existence of a prohibi-
tion and vice-versa (italics are the authors). . . .
norms that define legitimate practices also implic-
itly define illegitimate practices” (Cloward and
Ohlin 2001, p. 359). By simply creating a stan-
dard of acceptance, society is indicating that any-
one who engages in behavior out of bounds of the
given standard is a deviant.

Spector and Kitsuse (1973) believed that social
problems emerged through grievances frommem-
bers of groups or societies. “[B]ehaviors are not
recognized as deviant, or criminal, unless others,
as members of cultural groups, react to them as
such” (Hagan 2001, p. 6). Merton explained devi-
ance through what he labeled the “strain theory”;
if people are unable to meet their goals, through
acceptable means, they may try to achieve these
goals through deviant means. “[W]hen individ-
uals (or groups) discover, for example, that no
matter how hard they work/try, they cannot
achieve the levels of satisfaction or material
wealth to which they have been taught to aspire,
deviant behavior may be the result” (Merton, as
cited in Rouncefield 2003, para 8).

Becker (1963/1991) claimed that many theo-
retical perspectives and definitions exist for devi-
ance. Yet, what they all seem to have in common
is their belief that any member in a society who
tends to reduce stability is considered a deviant.
Ultimately, deviants belong to the groups within
the society that do not fit in – the “outsiders.”

Much like Spector and Kitsuse, Becker
believed that the society is responsible for creat-
ing, or defining, deviance. Sagarin (1975)
believed that people and behavior that provoke
hostile reactions are considered deviant. Never-
theless, Sagarin also made a clear distinction
between deviance and criminality, indicating that
deviance and crime overlap but not entirely –
there are some that are both criminal and deviant,
another that is deviant but not criminal, and
another that is criminal and not deviant. For the
sake of this essay, the notion of deviance corre-
sponds with that of delinquent or offending
tendencies.
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The problem with relying on labeling theory
to explain the genesis of deviant behavior is that
it puts the entire responsibility for such anomies
on society and disregards biological and psycho-
logical impulses (Hagan 2001). While this may
be true in some cases, in others it is not. As
Hagen conceded, one can assume that a more
proper explanation for the cause of deviance
and delinquent tendencies is a combination of
the two – natural impulses may be present, but
societal interactions perpetuate and maintain
deviant tendencies. Dryfoos (1996) outlined six
significant risk factors for deviant behavior:
(1) poor parenting, (2) interactions in school
and response to the schooling process, (3) peer
influences, (4) psychological difficulties such as
depression or bipolar tendencies, (5) living in an
impoverished and crime-ridden neighborhood,
and (6) race and ethnicity. Four of the six risk
factors involve societal and environmental inter-
actions and all factors influence interaction and
labeling to instigate and perpetuate deviant
tendencies.

Adolescents may act out and express their
anger and frustration in dangerous and unaccept-
able ways, that is, unacceptable by society’s stan-
dards. This, in turn, can cause retribution or
punishment and sanctions by societal members,
including the institutionalization of these disaf-
fected youths in detention facilities. Such invali-
dation of these feelings may cause the adolescent
to form further self-perceptions as a deviant, per-
petuating a cycle.

As well, according to the interactionist per-
spective, such deviant behaviors may be learned
through observation and through interaction with
other deviants, either within institutions or on the
streets. This is similar to the process by which
gang members operate, or the phenomena that
happens in juvenile and adult correctional facili-
ties where newer inhabitants learn continual devi-
ant behavior, in some cases necessary for survival,
from those who are more institutionalized. Such
behaviors are not only accepted within that sub-
culture but are expected (Gussak 1997). Such
interactions also create an identity within the ado-
lescent, one that would be difficult to replace with
one more acceptable.
Thus, simply “locking someone up” may not
only be insufficient, but may very well continue
the cycle through strengthening the deviant self-
appraisal. As Rubington and Weinberg (2002)
indicated, the deviant identity is maintained
through an interactive process between those that
break the rules and those that enforce them. The
punishment does not deter the behavior but does
in fact confirm for the perpetrator that they are
indeed a deviant; “how others respond is therefore
crucial to the process of acquiring a deviant iden-
tity” (Brownfield and Thompson 2005, p. 23).
Reinforcing or Reversing Labels: The
Interaction of Art Therapy

As social interaction creates, defines, and main-
tains deviant behavior, so it can also help remove
the deviant label and interrupt the cycle of unac-
ceptable behavior. It is through positive social
interaction that new behaviors and identities can
be developed and validated, and redefining the
actions of those considered deviant or delinquent
that such tendencies can be halted and even
reversed. The art therapist can help facilitate this
through the art-making process to aid in develop-
ing appropriate interactions and decrease aggres-
sive tendencies (Gussak 2006).

Blumer (1969) indicated that symbolic interac-
tion can occur between people and objects as well
as between two people: “. . . objects – all objects –
are social products in that they are formed and
transformed by the defining process that takes
place in social interaction” (pp. 68–69). Actions
and interactions are initiated and reinforced
through active interpretation of corporeal and
non-corporeal objects. What is more, societal
norms can be defined through the shared mean-
ings of objects, and connections and interactions
can be secured through the shared use of such
objects.

Art has been used to create and define interac-
tive relationships through their visual cues. For
example, art is a prevalent form of communication
and definition between members of adolescent
street gangs. These gang members communicate
through several different visual cues including
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hand gestures, color codes, and graffiti (Jackson
and McBride 1986). Graffiti images are used to
create an identity, a sense of belonging, a means of
communication within the gang, and are designed
to separate the gang set from rival gangs or out-
siders (Huff 1990; Padilla 1992). Different gangs
have different lettering styles and the images can
be quite stylized and intricate, serving as a means
of self-labeling within the gang. “Taggers”
(graffiti artists) are well respected within their
own group. To “strike out” a gang sign or gang
member’s logo is considered a high insult and
challenge to the turf, and is grounds for serious
retaliation. Gang members are even willing to die
to protect the integrity of their own visual identity
(Decker and van Winkle 1996).

The images demand respect; honoring the
visual cues, in essence, values the members. By
using images to communicate, reciprocation is
more likely. Padilla (1992) indicated that some
gang members want to become legitimate,
accepted into the society, but they have been
embroiled into a subculture for so long they may
not know how to separate themselves for accep-
tance into the conventional society.

Experience with gang members and “gang
wannabes” in a therapeutic context proved com-
plicated. (The gang wannabes wanted to be gang
members, and took on the attributes but were not
yet gang members – it was a commonly held
belief by staff members who work with wannabes
in therapeutic settings that they are worse than
actual gang members, as they may have had
more to prove.) They chose to interact primarily
with those in their own group. They tend to
believe that those outside their group clearly did
neither understand, nor accept them. Sometimes, a
new form of communication and self-expression
can develop and emerge when art materials are
introduced.

The art therapist can take advantage of these
natural tendencies for identity and acceptance
through visual imagery. Introducing art materials
to clients considered delinquent creates a new
interaction, a new social pattern. Interacting with
the materials and the art product, clients will begin
to redefine their images, and eventually will be
more acceptable to others. Where previously the
deviant individual had difficulty connecting with
others, by using the art materials together, the
individual’s previous label becomes blurry. It is
at this time that a new sense of self can be created;
this can occur through the art process, specifically,
the deviant person may now be “an artist” as well.
Likewise, a different relationship is established
between the artist and the therapist. Both currently
belong to the same socially acceptable context, the
art world, constructed and maintained through the
shared conventions of the collective media
(Becker 1982). Teaching a client how to use art
materials for self-expression creates a new mode
of interaction. Mastery of the materials promotes a
new sense of self-worth apart from previously
established hostile and deviant identities.

Rick (first introduced in Gussak 2006) was an
11-year-old boy who was in a facility for “acting
out” and for aggressive behavior. He was proud
that he belonged to a gang. His deviant behavior
was initiated and maintained through continual
support from his gang peers, and through the
strong reaction and sanctioned labels provided
by the staff at the facility. He was seen as a
deviant, as a delinquent, and he did little to con-
vince the facility otherwise. It was not until new
labels were created for Rick that he was able to
eventually construct a new identity. Through art,
Rick was able to create a new label, with a more
appropriate and healthy self-appraisal.

Rick constantly “tagged” his gang moniker on
the unit walls in which he was housed. As there
was a rule against displaying gang insignias,
let alone writing on the walls, he frequently got
in trouble with the facility’s staff. He became
angry when the graffiti was washed off the
walls; he at times attacked those who did
so. Rick perceived this as a disrespectful act,
reflecting that the staff did not accept who he was.

After several other similar interactions, a deal
was made with Rick after receiving permission
from the unit administrator. He was first reminded
of the institution’s regulations. However, he was
then told that he could do the gang tags on sepa-
rate paper but he had to keep them in his desk
drawer. He also had to promise that he would not
hang the drawings up. He agreed to this, and he
spent several afternoons drawing quietly with
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pencils on white paper. Each drawing was metic-
ulously completed. After completing several of
these drawings, it was then suggested that instead
of illustrating his gang’s name, he was asked to do
a drawing of the name his gang called him. Even-
tually, the drawing evolved into an embellishment
of his real name. These he would show proudly,
and they would be hung on the wall in his room.
By the time he left the unit, he was more compli-
ant with staff directives and less aggressive than
before. Through this process, Rick was validated,
forming a self-label that was deemed “accept-
able.” Concurrently, his behavior was altered to
conform to social norms. Simultaneously, his own
concept of self was strengthened, he developed a
healthier self-appraisal, and he saw himself as an
individual within a different societal context.

The art therapy process provides a means to
interrupt the cycles of deviance and delinquency
by strengthening a sense of self; providing an
avenue to express negative emotions in an accept-
able and appropriate manner; creating new mean-
ings; and tapping into empathic responses
(Gussak 1997, 2004; Gussak et al. 2003). While
it is common to believe that the client creates an
art piece with little thought to the viewer, all artists
take into account what the viewer may think of the
result:

. . . [I]t is crucial that, by and large, people act with
the anticipated reactions of others in mind. This
implies that artists create their work, at least in
part, by anticipating how other people will respond,
emotionally and cognitively, to what they
do. (Becker 1982, p. 200)

Even when the artist creates an image with
hostile content, he or she may be doing it as a
means to “attack” the viewer. However, art is an
acceptable way to express hostility and the thera-
pist can use the pictures to promote acceptance
and success. As sessions continue, the client
understands that these images, and by extension
the client himself, are accepted. Once a client feels
validated, the images may begin to evolve into
more complex and thought-inducing products.
For example, Kevin (a pseudonym) was a
17-year-old biracial resident of a juvenile deten-
tion facility (his mother was white and his father
was African-American). Kevin had sporadic
contact with his father who was addicted to
drugs; he saw his mother often, but she was con-
sidered “nice – a pushover” by her son. This split
was one of the initial difficulties Kevin had in
gaining a damaged self-appraisal; he was often
made fun of by the peers on his unit for his lack
of racial identity, and he constantly talked about
being confused with his own sense of self; “I feel
like I don’t belong.” In a sense, he seemed to be
missing a label.

His initial arrest was for drug-related activities,
that is, possession, consumption, and distribution.
Kevin’s drug history was quite extensive while on
the streets; even when in the facility, Kevin would
use illicit drugs, or would find unique methods to
take his medication inappropriately such as
“snorting his aspirin.” He was recognized by the
staff of the facility as being difficult, and was
subsequently labeled a deviant. Kevin, for his
part, seemed to reinforce this label through
displaying inappropriate attention-seeking behav-
ior; he told his peers on the unit that his sister was
kidnapped. He also told them that his family lived
in New Orleans and was unreachable after the
hurricane that affected the region in the fall of
2005. When staff and peers voiced sympathy
and pity, he laughed, letting them know that he
was only kidding. He seemed to be trying to
develop a new label.

Kevin became angry if he thought he was
being wronged or disrespected; generally, his
anger just resulted in him grinding his teeth and
clenching his jaw. If his anger persisted, it devel-
oped into “acting out” behavior, most commonly
through verbal abuse and threats”; several times
his angry outbursts and threats resulted in days
added to his sentence.

He enjoyed doing art, but initially drew images
that were inappropriate and against the facility
rules, such as gang symbols. He did enjoy work-
ing with the art therapists of the facility, using the
opportunity to articulate personal issues. How-
ever, initially he had some difficulties expressing
himself such as when asked to write and draw an
advertisement about whom he was, focusing on
self-identity. He was unable to complete it, and
became quite frustrated, demonstrating the diffi-
culty of not having a clear label for oneself.



Art Therapy, Fig. 1 A
large dragon, by Kevin

Art Therapy 271

A

Nevertheless, he was able to build a strong rapport
with an art therapist.

After approximately 7 months in the facility,
Kevin completed Fig. 1, a black-and-white paint-
ing of a large dragon attacking a tiny person; the
stick-person is ineffectively shooting the dragon
with a bow and arrow.

After he completed it, he told the art therapist –
intern from the Florida State University Graduate
Art Therapy Program – that he was the dragon,
specifically representing what he is like when he
gets angry. He indicated, “When I get angry, it’s
like I grow horns.” He pointed out what the indi-
vidual components of the drawing represent – the
white on the tips of the horn is hate, as is the white
part of the stomach. The white part (hate) in his
stomach comes out his mouth past his tongue, and
gets vomited out, which he pointed out manifests
into cursing and acting out. Yet, the art piece is
hopeful – he said the gray area in his head is new,
it is where he is working out his anger, and that the
round shape around his head is the shield he puts
up to protect him from the projectiles that the stick
figure is shooting at him. Although he was some-
what unclear on whom the stick figure was, it was
most likely “a peer who was kissing up with the
staff.” He did not provide any more information,
but seemed satisfied with how the image
expressed how he felt.

Kevin was able to process this piece with the
art therapist, who accepted what Kevin said and
consequently accepted him. This piece seemed to
represent a turning point for Kevin, one where he
began to use the art process to express himself,
where he saw his work validated by someone else;
as a result, he demonstrated an authentic represen-
tation of himself without fear of rejection.

Kevin of course did not demonstrate a com-
plete reformation, and he still at times made
inappropriate decisions. For example, after he
discovered that he would be leaving the facility
soon, he wrote up a “hit list” of all the people he
was going to kill, complete with dates and loca-
tion. However, it became clear that he did this as
a means to extend his sentence; he told the art
therapist that he was afraid to leave, as his par-
ents were not effective in providing for him and
that he was reluctant to go back to the streets,
back to his gang. The art therapist was able to
work on Kevin’s ability to work through these
feelings through the art, and develop options
rather than extending his stay at the facility. In
short, Kevin felt validated by the art therapist
and by the art-making process, and was subse-
quently able to begin altering his own self-
appraisal.

In Rick’s and Kevin’s cases, the art process was
used to initiate the reversal of negative labeling
and poor self-appraisal. What became evident is
that not only can the art process facilitate change
in an individual, but it can also facilitate change of
a group label.
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Changing a Group Label

Art therapy sessions were conducted in a special
need, behaviorally focused school in a poor, rural
section of the Florida panhandle. The school pro-
vided education to approximately 60 students,
ranging in age from 12 to 18. The students were
primarily African-American; they were placed in
this institution after they were removed from their
previous schools for severe deviant behavior,
including assault, drug violations, and larceny;
many of the students either belonged to street
gangs, or were gang wannabes. Many of the stu-
dents were territorial and were strongly aligned
with their school district, even when they deni-
grated the school and the teachers from which
they came. Although the students were placed in
this school to avoid juvenile jail time, many of the
students were still in the court system, awaiting
sentences for various violations. Because these
students were from different schools within this
particular county, there were often conflicts based
on these territorial issues. The teachers and behav-
ioral specialists were taught conflict management,
and there was a security guard and often a county
sheriff on campus. Since the majority of the all of
the students were seen in art therapy sessions, the
students attended the groups in the class groups
they were already put in; thus, the participants saw
the session as “just another class.” The group
members were seen throughout the school year,
unless the student was removed from the school to
do some time in a juvenile correctional facility, or
were deemed appropriate enough to return to the
public school.

Throughout the year, the art activities generally
focused on individual tasks, addressing anger man-
agement, problem solving, and socialization skills.
Rarely could the students work together to produce
a group project; some of the older students were able
to construct simple group paper sculptures, or take
part in a pass-around drawing, but these activities
were infrequently attempted. It took a long time for a
rapport to be built with the students, and even then,
it was tentative at best. However, 10 weeks before
the end of the school year, it was announced to all
the students that theywould all participate in amural
that would be painted directly on the activities room
wall. All of the students became excited about the
idea of painting on a wall and they agreed to the
established rules of the group. These rules generally
focused on appropriate behavior, decrease in aggres-
sion toward others in the group, follow directions,
respect each others’ space while painting, and
respect the materials; and of course, the most impor-
tant one – respect the art therapist, and listen to what
he had to say. They understood that if these rules
were broken the offender could not return to the
mural. They readily agreed.

Because there were approximately 60 students
in various groups, a system was established in
which they would all plan, organize, and work on
themuralwhile in their respective collectives, rather
than together all at once. Although this approach
would have some drawbacks, including the possi-
bility that something they were working on in one
session may be altered prior to the next, it was
believed that the drawbacks were far outweighed
by the need for safety. They were all told about the
possibility of something they worked on would be
painted over, but were told that as it was a group
mural, it belonged to all the students at the school,
and they all had the right to make changes. Again,
they surprisingly, if not begrudgingly, agreed to
this, and proceeded.

The first step was to design the mural that
would go on the selected walls. Each group of
six to ten students was provided butcher-block
paper, and was told to draw a scene of their choice
using oil pastels, colored pencils, and markers.
From these drawings, the art therapists and faculty
would look for consistencies and discuss with all
of the group members what the final theme would
be on the wall. Surprisingly, all five groups drew a
beach scene without knowing what the other
groups drew; there were differences, such as one
had a palm tree, one had an overlarge sun with
sunglasses (Fig. 2), or one had a hut with a man
fishing off a pier.

However, the consistency made planning the
mural theme easy.

During the course of the year, the participants
singled out several students as artistic. The draw-
ings were roughly outlined on the walls by the art
therapist, his art therapy student intern from the
Florida State University Graduate Art Therapy
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Program, and two of these students. The initial
drawing was kept a simple outline with few details
to provide flexibility for the participants. For the
next 6 weeks, all of the students painted the mural,
making many changes, painting and repainting
various details, and ultimately covering the walls
with a large extended beach scene (Figs. 3, 4, 5,
and 6).

Creating the mural was not entirely free of
difficulties. Three of the participants were asked
to leave the groups, and there were times, despite
previous discussions and warnings, when several
of them became upset at what they had completed
previously were changed. There were days where
there was much cajoling to get them to focus on
the task, and overall, redirection became the norm.
However, these difficulties were eclipsed by the
successes.

Most of the participants, regardless of their
territorial affiliations or prior difficulties were
able to work together. One student, who up until
the creation of this mural was obstinate, aggres-
sive, and hostile, became a leader, offering to help
some of the younger students, and would stick
around and help the art therapists clean up after.
If others became belligerent, he would often talk
with them to get them to calm down.

Many of the students claimed ownership, even
when their contribution was as simple as painting
the beige tones for the sand; this ownership was
encouraged. At one point, one of the participants
began painting his name and a stylized lettering of
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the town in which he came, possibly evident of
gang relations; his peer, one that he was close to,
told him to stop it, and brought it to the attention
of the art therapist. With only a little resistance,
the offender repainted the section. He was also
reassured when told that all the names of the
participants would be on the mural. The students
proudly showed their work to the faculty and staff,
Art Therapy, Fig. 4 Student working on beach scene
mural

Art Therapy, Fig. 5 A
beach scene mural
who in turn greatly complimented their efforts and
the finished product.

Overall, the mural activity proved successful in
creating a new interaction that provided some
initial steps in reversing the labeling. Those who
participated developed a sense of pride and iden-
tity in an activity that was not only acceptable, but
also encouraged, by the faculty and parents. The
participants’ self-appraisals were more positive,
as seen by their pride in displaying their work,
and their eagerness to have their name included on
the mural. Granted, this one project did not
reverse what years of societal, familial, and insti-
tutional interactions have instilled, but it did pro-
vide a glimpse of the power that the art may have
in helping reverse the deviant label by increasing
self-esteem and a sense of acceptance within soci-
etal norms.
Conclusion

Through social interactions, people are labeled.
Through these labels, the roles of social partici-
pants are defined, including adolescents who are
branded deviant or delinquent. Such labels are
accordingly maintained through self-appraisals,
making it difficult to break the cycle that can
eventually be reinforced through institutionaliza-
tion. The art therapist has unique tools that can
design new interactions and aid in relabeling peo-
ple, validating and reinforcing new behaviors and
identities, and can assist in reversing the labels
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associated with deviance and delinquency. In turn,
a positive self-appraisal can be established and
can ultimately end the cycle of the deviant
identity.
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Overview

Asperger Syndrome (AS) is the term used to
describe individuals who have qualitative impair-
ments of reciprocal social interaction in associa-
tion with rigid and ritualistic patterns of behavior,
including a tendency to circumscribed patterns of
interest, of developmental onset. The term
“Asperger Syndrome” was coined by Lorna
Wing in 1981 (Wing 1981) in recognition of the
similarities in presentation between a group of
children and young adults that she had clinically
characterized and those children who had been
described by Hans Asperger in 1944 (Asperger
1944) as having “autistic psychopathy” (or in
translation, “autistic personality disorder,”
Asperger 1944 translated in Frith 1991). Since
Wing’s paper, interest in Asperger Syndrome has
increased enormously, as attested by the fact that
over 1,000 publications have been devoted to it,
and following its subsequent inclusion in both
ICD-10 (International Classification of Diseases,
volume 10,WHO 1992) and DSM-IV (Diagnostic
and Statistical Manual of Mental Disorders, Vol-
ume IV, APA 1994, where it is referred to as
Asperger’s Disorder) it is used increasingly as a
diagnostic label.

In Wing’s (1981) and subsequent publications,
the similarities to another developmental disorder,
“infantile autism,” first described by Leo Kanner
in 1943 (Kanner 1943), have been highlighted. At
the time of publication of Wing’s paper, infantile
autism was already an established diagnosis, and,
while Asperger believed that there were some
essential differences between Kanner’s autism
and his “autistic psychopathy,” any such differ-
ences have since been de-emphasized such that
Asperger Syndrome and autism are now concep-
tualized as forming a spectrum of disorders, the
“autism spectrum disorders” (ASDs). This rela-
tionship is far from universally accepted, and a
significant number of articles continue to be
published attempting to understand the relation-
ship between these two disorders. The discussion
of Asperger Syndrome begins with a consider-
ation of this literature, before describing its clini-
cal features and the wider considerations such as
its epidemiology, etiology, management, and
prognosis.
Conceptual Issues

In 1944, Hans Asperger, a pediatrician working in
Vienna, described four boys aged between 6 and
11 years who all presented with a similar pattern
of strengths and vulnerabilities (Asperger 1944
translated in Frith 1991). Most notably, although
they were cognitively and verbally reasonably
high functioning, they all exhibited severe diffi-
culties interacting socially with others. Their
interactions tended to be one sided, and they
would give long-winded accounts on topics that
represented areas of special interest to them, with-
out appreciating the nonverbal cues given by their

http://www.homestead.com/rouncefield/files/a_soc_dev_14.htm
http://www.homestead.com/rouncefield/files/a_soc_dev_14.htm
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interlocutor. The interests that they would talk
about tended to be precocious, the pursuit of
which would occupy much of their time to the
detriment of social interaction and everyday func-
tional adaptive skills. Asperger coined the term
“autistic psychopathy” after Bleuler (for a discus-
sion of Bleuler’s concept of “autism” see Kuhn
and Cahn 2004), who used this term to describe
the severe egocentrism seen in schizophrenia.

Over the next four decades, the wider English-
speaking scientific community failed to recognize
this syndrome, until, in 1981, Lorna Wing
described 34 children and adults who presented
in a similar way to those described by Asperger
(Wing 1981). She coined the term Asperger Syn-
drome, and, although many of the features she
described were the same, she did make a number
of modifications. Notably, while Asperger did not
feel that the condition could be recognized prior to
the age of 3 years, Wing suggested a number of
socio-communicative impairments might be evi-
dent as early as the first 24 months of life. In doing
so, she drew parallels with another developmental
syndrome, namely infantile autism. This develop-
mental syndrome had been described 1 year prior
to Asperger’s by Leo Kanner. In his paper on
“autistic disturbances of affective contact,” he
described 11 mostly preschool children with
poor or absent social relatedness associated with
profound communication impairments and resis-
tance to changes in their environments. However,
unlike Asperger’s cases, Kanner’s children were
cognitively less able and either mute or pro-
foundly limited in even basic communication
skills. Nonetheless, the marked similarities
between the two, as highlighted by Wing (1981),
has subsequently resulted in the two being con-
ceptualized as forming an “autism spectrum of
disorders” (ASDs).

While Kanner’s autism was first
operationalized and included in third edition of
the DSM and the ninth volume of the ICD, it was
not until the subsequent edition of both of these
diagnostic manuals that the syndrome described
by Asperger was fully recognized. Nonetheless,
following Wing’s 1981 paper, clinicians, eager to
diagnose the syndrome and study it further, made
attempts to provide formal criteria by which it
could be diagnosed. However, the more widely
recognized of these, most notably those of
Gillberg (Gillberg and Gillberg 1989) and Tantam
(Tantam 1988), appeared to be based primarily on
characteristics described by Wing rather than
Asperger. Moreover, yet other clinicians tended
to use the term “Asperger Syndrome” to describe
“milder” cases of autism (Szatmari et al. 1989), or
use to term synonymously with Pervasive Devel-
opmental Disorder Not Otherwise Specified
(PDDNOS, Towbin 2005). This DSM-IV term,
similar to ICD-10’s “atypical autism,” refers to
subthreshold cases of autism spectrum disorders.

With the subsequent inclusion of Asperger
Syndrome in the ICD-10 and DSM-IV, the core
criteria were operationalized, alleviating some of
the inconsistencies and at last allowing clinicians
and researchers to have a benchmark for diagno-
sis. Purposefully avoiding nosologic heterogene-
ity, the ICD-10 and later DSM-IV both adopted
the same set of criteria. In particular, drawing on
Wing’s conceptualization, the core diagnostic
impairments included qualitative impairments of
social interaction (as for autism) and restricted and
repetitive stereotyped patterns of behavior (as for
autism). Also included in the definition was the
requirement for no history of significant delay in
spoken language, and self-help and adaptive
behavior at a level consistent with normal devel-
opment. In addition to this “onset rule” was the
“hierarchy rule,” whereby if an individual met the
diagnosis for autism, that should take precedence.
Of note, both systems did not include the need for
any specific communication disorder, even
though Asperger, and later Wing and others, all
identified a characteristic pattern of communica-
tion impairments.

Since achieving nosological status, the concept
of Asperger Syndrome has continued to be
plagued by some of the old confusions and con-
troversies. Perhaps most strikingly, a huge body of
scientific literature has been devoted to under-
standing the relationship between Kanner’s
autism vis-à-vis Asperger Syndrome, but the sim-
ilar diagnostic criteria used for both confounds
any investigation to establish external validity,
and therefore most research to date is difficult to
interpret because of the tautological issues that
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undermine its conclusions (Klin et al. 2005b).
Nonetheless, some significant group differences
have been found, notably with AS subjects having
relatively higher Verbal IQ (VIQ) scores than
Performance IQ (PIQ), with the reverse pattern
among those with High Functioning Autism
(HFA) (see Klin et al. 2005b for a detailed
discussion).

Other studies examining the external validity
of AS vis-à-vis HFA have been published, but the
results are far from conclusive (discussed in Klin
et al. 2005b). It is likely that these differences
between research studies may be, in part at least,
a result of the methodologies used, with broad
criteria failing to identify differences, whereas
more narrow criteria being more successful at
identifying differences. Until more robust data
are available, which canmeasure differences inde-
pendent on the criteria used to assign group mem-
bership, it is difficult to draw any conclusions. For
example, it may be that the impairments of com-
munication and/or motor control represent a core
defining feature of AS, and may form the basis of
distinguishing it as a unique orthogonal dimen-
sion of social disability. Their de-emphasis is
unfortunate, and it is anticipated that in subse-
quent revisions of the ICD and DSM manuals
they may either be reintroduced or, its validity
remaining doubtful, Asperger Syndrome may be
dropped altogether.

Another controversy has focused on whether it
is possible to make a diagnosis of AS given the
onset and precedence rules. Some have argued
that as a result of these rules making a diagnosis
is a near impossibility, although research has not
consistently supported this view (Woodbury-
Smith et al. 2005). Indeed, a reanalysis of the
cases originally seen by Asperger also demon-
strated that the majority would remain in the AS
category (Hippler and Klicpera 2003).

These issues notwithstanding, another area of
confusion has been with the relationship between
Asperger Syndrome and a number of other labels
that have emerged from different clinical special-
isms to describe individuals with a primary dis-
turbance of social interaction, such as Nonverbal
Learning Disability (NLD) from neuropsychol-
ogy, semantic–pragmatic disorder from
psycholinguistics, and schizoid disorder of child-
hood from psychiatry. A full discussion of this is
beyond the scope of this essay, but certain points
of similarity and difference between each of these
and Asperger Syndrome can be made. First, schiz-
oid personality of childhood, as described by
Wolff and colleagues, is also characterized by a
primary social impairment and marked abnormal-
ities of empathy, but the outcome for individuals
with this label is significantly better than among
those with AS (Wolff 2000). Moreover, the rela-
tionship between schizoid personality of child-
hood and schizophrenia, discussed below, is
stronger than it is for AS (Wolff 2000). It may be
that schizoid disorder of childhood forms part of
the “schizophrenia spectrum of disorders,” in
which case ASDs and schizophrenias are likely
to have overlapping genetic risk, due to single
genes of major effect (Kilpinen et al. 2008), or
perhaps at the level of some shared common
genetic variants.

Secondly, NLD, which refers to a pattern of
neuropsychological strengths in the verbal
domains relative to vulnerabilities in the nonver-
bal domains, is also associated with difficulties in
social interaction as well as a number of other
cognitive difficulties (Rourke and Tsatsanis
2000). Strikingly, research has identified that
many cases with AS will show a profile of
“NLD” on standardized tests of general intelli-
gence, but such a relationship is far from universal
(Klin et al. 2005b). And finally, in semantic–
pragmatic disorder, individuals have preserved
formal language skills, but their everyday use, in
terms of semantics and pragmatics, is impaired
(Bishop 1989). The focus in this disorder is on
pragmatics of communication impairment as the
primary impairment, and again its relationship to
AS remains unclear. Until the relationship
between these two disorders and AS is more
fully understood, and while they remain absent
from the ICD-10 or DSM-IV, a diagnosis of
autism or Asperger Syndrome should always be
given if an individual meets the diagnostic criteria
for either of these disorders. One important reason
for this is that accessing services is dependent on
diagnostic category, and so recognized labels
should be used where possible.
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Assessment

The clinical assessment for Asperger’s, as with any
of the other ASDs, requires both an informant-
based history as well as direct observation and
interaction with the child. The informant needs to
be a person who knew the individual during their
formative years and can thereby provide a detailed
developmental history. The semi-structured
Autism Diagnostic Interview-Revised (ADI-R,
Lord et al. 1994) can facilitate the gathering of
information, but in itself merely approximates
good clinical judgment. The ADI-R does not
have an algorithm for AS specifically, and so there-
fore some interpretation of the scores obtained is
required. Conversely, another semi-structured
interview, the Diagnostic Interview for Social and
Communication Disorder (DISCO) (Wing et al.
2002), does contain an algorithm, but in other
respects is very similar to the ADI-R. There are
no pathognomonic signs or symptoms and no lab-
oratory investigations that facilitate the diagnostic
process. Being a syndrome, it is diagnosed
according to a threshold number of symptoms in
the key diagnostic domains, and in accordance also
with specific exclusion criteria. As discussed pre-
viously, diagnosis is based on demonstration of
impairments in the domains of social interaction
and communication, and ritualistic and repetitive
patterns of behavior.

It should be noted that the symptoms are the
same as those for autism, yet there is no require-
ment for any impairments in the communication
domain, and, unlike autistic disorder, there
should be no developmental abnormality during
the first 3 years. Indeed, diagnosis should be
deferred until it is certain that language has devel-
oped normally (in simple terms, the acquisition of
phrase speech before 36 months). IQ also needs
to be in the normal range (IQ > 70). Although
there are no communication items in the diagnos-
tic criteria, abnormalities are often seen in the
volume, rate, and prosody of speech. Individuals
with AS may speak in a loud, monotone voice, or
in staccato like explosive bursts that are difficult
to follow.

The diagnostic assessment should also include
a screen to rule out medical, genetic, and
psychiatric illness. As will become apparent later
in this essay, the prevalence of mental health
problems among individuals with Asperger Syn-
drome is significant, and not always straightfor-
ward to diagnose. There are no recommended
laboratory or routine genetic tests, unless the his-
tory indicates a specific reason for doing so. For
example, a history of seizure-like episodes would
be an indication for sleep deprived video teleme-
try, and dysmorphology or associated medical
problems would prompt a referral to medical
genetics. Neuropsychological assessments may
be indicated to identify particular cognitive
strengths and vulnerabilities to aid in management
planning. In addition, it is usual to obtain a mea-
sure of adaptive function to determine strengths
and weaknesses in everyday functioning.

In addition to the informant interview, it is also
important to observe the children directly, and
interact with them to assess their social and com-
munication skills, including their use of eye-to-
eye contact, conventional gestures, play prefer-
ences, and joint attention skills as well as their
speech, socio-emotional reciprocity, and informa-
tion regarding their interests and friendships. This
can be facilitated using the Autism Diagnostic
Observation Schedule (ADOS-G, Lord et al.
2000), which structures the interaction and con-
sists of four modules, the choice of which is
guided by the child (or adults) level of language
and intellectual functioning. The diagnostic algo-
rithm is not specific for Asperger’s, but again, it
should only be used to complement the clinical
assessment rather than diagnostically in an abso-
lute sense.

Much attention has been focused on early
screening for ASDs, as evidence points toward
early intervention improving outcome (Rogers
and Vismara 2008). Certain early signs, such as
failure to use eye contact or to share positive
emotion, reduced or atypical play, and repetitive
motor movements at 12–18 months, have been
described as predicting the subsequent develop-
ment of autism (Zwaigenbaum et al. 2009),
although most of these early abnormalities are
likely to be absent in children who go on to
develop Asperger Syndrome (simply by defini-
tion, according to the “onset rule”).
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Notwithstanding this inference, parents of chil-
dren with AS will often retrospectively identify
some early “clues,” although these are unlikely to
be of the severity seen in autism, and, therefore,
early screening initiatives may be less likely to
pick up AS cases. It is certainly true that AS is not
diagnosed until later than autism (Howlin and
Asgharian 1999), and this is likely to reflect the
subtlety of presentation in the early years. How-
ever, it is also unclear whether the early interven-
tion programs, generally Applied Behavior
Analysis (ABA) in nature, will benefit those who
are higher functioning.

There are a number of screening instruments
that can be used among children for whom a
diagnosis is suspected (see Woodbury-Smith and
Volkmar 2009), including the Autism Screening
Questionnaire (ASQ), and the Autism Quotient
(AQ). There are also other relatively brief mea-
sures purported to be more useful in the diagnostic
process, including the Asperger Syndrome Diag-
nostic Scale (ASDS), Gilliam Asperger Diagnos-
tic Scale (GADS), and Asperger Syndrome
Diagnostic Interview (ASDI). Most of these
have data on validity and reliability and are com-
mercially available.
Epidemiology

The exact prevalence of Asperger Syndrome is
unclear. Many studies have measured the preva-
lence of ASDs, but failed to specifically look at
the prevalence of Asperger Syndrome. A meta-
analysis of epidemiologic studies of the preva-
lence of all autism spectrum disorders
(Fombonne 2009) has provided an estimate of
60/10,000, making ASD one of the most frequent
childhood neurodevelopmental disorders. Median
prevalence for autistic disorder is 20/10,000 and
for AS is 6/10,000. It should also be noted that
approximately 25% of individuals with ASDs
function intellectually in the normal range, from
which it can be estimated that the median preva-
lence for all higher-functioning autism spectrum
disorders is approximately 14/10,000, thereby
indicating that the prevalence of HFA and AS
are roughly equal.
In terms of gender ratio, males are affected four
times more commonly than females when all
ASDs are considered, but this ratio changes across
the spectrum of intelligence. Among those who
are most impaired, the ratio approximates unity,
while among the higher-functioning individuals
the ratio increases to as many as 9:1, favoring
males.

It is important to point out that much of the
epidemiological data are from Western countries,
and so little is known about the prevalence of AS
worldwide.
Etiology

Much of the research literature has focused on
investigating the etiology of autism as a spectrum
of disorders, and, as such, research on the etiology
of Asperger syndrome as an entity in its own right
is relatively scant. Considered as part of the
autism spectrum, however, there is now a vast
knowledgebase concerning its genetic basis and
the pathophysiological factors mediating the clin-
ical syndrome.

Genetics
The twin and family studies from the 1970s and
the 1980s provided the first clues to the strongly
genetic basis for ASDs, with twin studies leading
to heritability estimates in the region of 90% (for a
discussion see Rutter 2005). In support of overlap
between AS and other autistic disorders, family
studies of AS probands have found a higher inci-
dence of AS and autism in first-degree relatives,
and families of autism probands have similarly
found higher rates of both AS and autism in
first-degree relatives (Ghaziuddin 2005; Volkmar
et al. 1998). At a genetic level at least, therefore,
there seems to be evidence of overlapping genes
responsible for the ASDs. Subsequent efforts have
been focused on linkage methods to identify
regions harboring susceptibility, and association
studies to test for candidacy of key genes.
Although no candidate genes have been identi-
fied, linkage to a number of regions has been
demonstrated (for review see Abrahams and
Geschwind 2008).
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Only one study has performed a genomewide
scan on AS probands (Ylisaukko-oja et al. 2004).
Seventeen Finnish families ascertained for
Asperger Syndrome with a strictly defined pheno-
type were examined for evidence of genetic link-
age. Evidence for linkage was highest on
chromosome 1q21-q22 (maximum 2-point lod
score of 3.58), followed by chromosome 3p24-
p14 (maximum 2-point lod score of 2.50), and
chromosome 13q31-q33 (maximum 2-point lod
score of 1.59). This same group also identified
association between AS and DISC1 (Kilpinen
et al. 2008). The DISC1 gene is of particular
interest as it is also associated with schizophrenia,
which perhaps might explain the increased rates
of schizophrenia seen in Wolff’s series of cases
discussed above.

More recent studies have focused on identi-
fying Copy Number Variants (CNVs) among
ASD samples, and many de novo and rare
inherited CNVs have been demonstrated
(Marshall et al. 2008). However, the pattern of
genetics seems to support the possibility that
these CNVs are more common among “syn-
dromal” cases of autism (i.e., those cases with
associated medical problems and congenital
birth defects), many of whom will have comor-
bid intellectual impairment and therefore will
not meet the diagnostic criteria for Asperger
Syndrome (Marshall et al. 2008). A theory is
emerging, in which simplex nonfamilial cases
of ASD are the result of de novo or rare inherited
CNVs, and tend to be “syndromal” in presenta-
tion, whereas multiplex cases are associated with
higher familiality, and are due to common vari-
ants (Virkud et al. 2009).

Environmental
Much has been written on the alleged association
between MMR and Thimerosal and autism. The
research has consistently found an absence of any
relationship, and therefore it seems reasonable to
conclude that there is no relationship between
either of these disorders and the development of
an ASD, including Asperger’s (DeStefano 2007).
There is no currently evidence of a role for any
other environmental risk factor and the subse-
quent development of an ASD.
Pathophysiology
The mechanism by which the genetic and envi-
ronmental risk factors mediate the clinical presen-
tation in ASDs is not well understood.
Nonetheless, there has been a number of consis-
tent neuropsychological and neuroimaging find-
ings that help to explain some of AS’s clinical
manifestations.

The neuropsychological literature has identi-
fied a consistent pattern of weakness in certain
cognitive domains across the autism spectrum,
although with some evidence of group differences
when high functioning cases of autism are com-
pared with AS. Summarizing the major findings
(see Klin et al. 2005b for a detailed discussion),
while individuals with autism of all abilities seem
to have metalizing difficulties, this finding is less
consistent among those with AS independent of
intellectual ability. Similarly, verbal memory
appears to differentiate between autism and AS
cases. In contrast, executive function appears to
be impaired across the spectrum. Finally, as
discussed previously, there is some evidence of
VIQ/PIQ differences between autism and
AS. However, it remains unclear how these neu-
ropsychological findings translate into the every-
day clinical vulnerabilities.

A number of studies have also examined the
autism spectrum using MRI or CT (Schultz et al.
2000; Williams and Minshew 2007). Unfortu-
nately, most of these studies have collapsed sam-
ples into “ASDs,” and so the extent to which those
who meet criteria for Asperger Syndrome perform
similar to their peers with autism is uncertain.
Nonetheless, several case studies or small case
series have revealed temporal lobe pathology,
occipital hypoperfusion, and abnormalities in
other cortical areas. More recent findings include
subcortical abnormalities (Hardan et al. 2008),
and evidence that children with HFA had smaller
gray matter volumes in predominantly fronto-
pallidal regions, while children with Asperger’s
had less gray matter in mainly bilateral caudate
and left thalamus, again suggesting evidence for
HFA/AS distinction (McAlonan et al. 2008).

Functional neuroimaging has also been
conducted among individuals with ASDs, in
which brain function is measured during the
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performance of social experimental paradigms
(Schultz et al. 2000; Williams and Minshew
2007). The studies that included people with AS
demonstrated, along with their autism counter-
parts, abnormal patterns of “activation” in the
inferior temporal sulcus (the fusiform face area),
areas of frontal dysactivation during the perfor-
mance of neuropsychological tests, and functional
integration abnormalities in the amygdala and
parahippocampal gyrus.

Finally, while there are no postmortem studies
of individuals specifically with AS, a small num-
ber have examined more impaired individuals
with ASDs and demonstrated hypoplasia of the
cerebellar vermis, and reduced numbers in the
cerebellar Purkinje cell layer, although the signif-
icance of these findings is far from clear (Kemper
and Bauman 2002).

Several challenges remain before a better
understanding of brain-behavior mechanisms is
achieved. First, studies of just AS probands need
to be conducted and replicated rather than simply
assuming that the findings among individuals
with ASDs are directly applicable to those with
AS. Secondly, experimental paradigms that are
more ecologically valid need to be devised and
included in studies. And finally, larger sample
sizes need to be studied through multisite
collaboration.

Theoretical Perspectives on Asperger
Syndrome
Theoretical models concerning the ASDs have
been put forward over the years, but no one
model has been able to explain the complete clin-
ical phenotype in terms of an overriding theory.
For example, following the early theory of mind
studies, a fundamental biological disorder of the
“theory of mind mechanism” was suggested
(Baron-Cohen et al. 1985). Unfortunately, neither
did this theory explain all the clinical features, nor
was it applicable to those higher-functioning indi-
viduals, many of whom had AS and most of
whom were not impaired on the domain of theory
of mind. Another early theory was that of “absent
central coherence,” in which it was argued that
people with ASDs lacked a biologically based
ability to perceive a gestalt, instead viewing the
world in terms of its parts rather than its “whole”
(Happe 2005). This theory, too, failed to make
sense of the complete phenotype.

A more recent set of papers has considered
ASDs as resulting from a disturbance of neural
connectivity, either as a surfeit or as a deficit
(Belmonte et al. 2004). The idea of connectivity
refers to the “signal to noise” ratio of incoming
sensory stimuli. It is too soon to draw any conclu-
sions regarding the applicability of this theory, not
least because of the ongoing confusion with ter-
minology (including differentiating local from
global connectivity), but this may prove to be a
useful theoretical basis on which to draw together
the diverse autism literature (Belmonte
et al. 2004).

One final theory warrants special attention due
to its particular relevance to those who are higher
functioning, and this is the “extreme male brain”
theory of autism (Baron-Cohen 2005, 2009). This
theory postulates that autism represents an
extreme of the male brain, whereby traits more
common among males, such as relatively poor
socio-empathic reciprocity associated with rela-
tive strengths in the domain of systemizing, are
exaggerated among those with ASDs. This idea is
certainly supported by the neuropsychological lit-
erature (Baron-Cohen 2009), but further research
is required.

Finally, an intriguing body of work has used
eye-tracking technology to attempt to see and
measure what a person with autism focuses on in
their environment. In a sophisticated set of stud-
ies, the focus of gaze among infants and adults
with autism was measured while they were
watching socially loaded stimuli (Klin et al.
2005a). Strikingly, while normal controls focused
on the emotionally laden eye region among the
protagonists in the scene, the ASD individuals
instead looked at mouths and other environmental
stimuli. An “enactive mind” theory is postulated,
which takes into consideration the motivational
process of attending to social stimuli, and, cru-
cially, the interaction between an individual and
his or her environment. Moreover, it is suggested
that, as a consequence, brain development and
its “specialization” is influenced by these
experiences.
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Comorbidity

The comorbidity among those with ASDs is
extremely high for both other developmental dis-
orders, such as tic disorders (Ringman and
Jankovic 2000) and Attention Deficit Hyperactiv-
ity Disorder (ADHD) (Sturm et al. 2004), and also
more specific mental health problems, such as
depression and anxiety (Woodbury-Smith and
Volkmar 2009). Among those who are higher
functioning, many of whom will meet the criteria
for AS, the prevalence of depression and anxiety
disorders appears to be significantly higher than in
the general population, with the highest rates of
depression and anxiety in adolescents and young
adults. This is presumably due to the increased
social demands associated with these ages. The
prevalence of psychotic and bipolar disorders
appears to be low, and similar findings have
been shown across the autism spectrum. Interest-
ingly, however, one study found a significant
number of people with ASDs, both higher and
lower functioning, exhibiting catatonia, although
the significance of this is uncertain (Wing and
Shah 2000). Another study has suggested a
genetic relationship between ASDs and bipolar
disorder, although there is not strong evidence in
favor of this from the most recent clinical and
genetic studies.

Diagnosing anxiety and depressive disorders is
relatively straightforward among those who are
higher functioning, and standard criteria as set
out in ICD and DSM should be adhered to as far
as possible. Some verbal higher-functioning indi-
viduals may have difficulty verbalizing their emo-
tions, and such “alexithymia” has been
demonstrated to be a possible endophenotype for
ASDs (Szatmari et al. 2008). Therefore, the clini-
cian must pay close attention to other symptom-
atology in such individuals that may indicate
possible mental disorder. For example, any
change in behavior in association with life events
might raise the suspicion. Moreover, relatively
minor life events may be of particular significance
to people with ASDs and so changes in behavior
following, for example, disruption of routines or
changes in the environment, must be given partic-
ular attention.
A particular challenge is with the diagnosis of
obsessive-compulsive disorder (OCD), even
among those who are higher functioning and ver-
bal. Ritualistic and repetitive patterns of behavior
and resistance to change in routine and environ-
ment form an integral part of the autism spectrum,
and so differentiating these from OCD symptom-
atology needs a special degree of expertise. The
differentiation is ultimately based upon whether
the symptoms observed are “egosyntonic”
(as would be seen in ASDs), or “egodystonic”
(as would be seen in OCDs), but such a differen-
tiation is almost never possible in younger chil-
dren and those of any age who are nonverbal. In
such cases, diagnosis will be based on a combina-
tion of “index of suspicion” combined with
response to appropriate psychopharmacological
management (discussed below).
Management

Although there is no treatment that will “cure”
AS, there are a number of behavioral and other
psychological techniques that are likely to have a
positive impact on the developmental trajectory of
the disorder, and certain psychopharmacological
options for the management of behavioral disor-
ders and mental health problems. Among individ-
uals who are higher functioning, the aim should be
to engender social inclusion, facilitate the devel-
opmental of independent living skills, and man-
age behavior and mental health comorbidity.
Unfortunately, there has been little research focus-
ing on the effectiveness of treatment programs for
higher-functioning individuals with ASDs, but a
number of recommendations can be made (for a
detailed discussion of treatment see, e.g., Klin and
Volkmar 2000; Woodbury-Smith and Volkmar
2009).

Psychological Interventions
Ideally, children with AS should be integrated
with their peers, from whom they will be able to
learn social and communicative skills, and with
whom they can practice these skills. Such a pro-
cess can be facilitated by developing a peer sup-
port system, either through “buddying,” or



284 Asperger Syndrome
developing a “circle of friends” (Woodbury-Smith
and Volkmar 2009). Additional explicit social
training can also be useful, particularly in the
form of social skills groups, whereby skills can
be taught in a group setting. Such a group may
involve peer modeling and role-play, including
the use of social stories (Quirmbach et al. 2009).
There is emerging evidence of the effectiveness of
such groups (Tse et al. 2007). In addition, there are
commercially available computer packages, such
asMind Reading: An Interactive Guide to Human
Emotions (Golan and Baron-Cohen 2006), that
some children may be more responsive too. One
issue with training such as this, though, is ensur-
ing that the skills taught are generalized and put
into practice. Ongoing support and supervision is
often required for several months after the group
has finished to achieve this.

Consideration also needs to be given to the
educational context. Children with AS, although
cognitively able, often have a scatter of scores,
such that although general intelligence may be in
the normal range, other skills, such as processing
speed or working memory, may be disproportion-
ately impaired and impact on performance.
Because of this, it is often necessary for children
with AS to be allowed extra time to complete
tasks. Similarly, some individuals with AS may
have a pattern of nonverbal learning disability,
with relatively preserved language and rote verbal
memory skills masking underlying deficits in
visuospatial perception, attention, and memory.
Such children are likely to benefit from explicit
verbal-based information taught in a “parts to
whole” manner, whereby instructions are pre-
sented in a concrete and sequenced manner. It is
therefore often necessary for children with a diag-
nosis of AS to undergo detailed psychoedu-
cational assessment to identify their pattern of
strengths and vulnerabilities to inform strategies
that will form part of an Individualized Education
Plan (IEP).

Individuals with AS will often show a relative
impairment of their adaptive skills, such that
attending to their daily living and self care
requirements is only completed as a result of
prompting by a parental figure, or as part of
highly structured routine. An absence of skills
in this area is therefore often most noticeable
when the person transitions to independent liv-
ing, and therefore anticipating such difficulties
and providing the necessary intervention and sup-
port to practice these skills in a different setting is
important.

Psychological interventions may also be nec-
essary for those individuals who present with
challenging behaviors or mental health problems.
The principles of applied behavior analysis,
which is based on operant conditioning, can be
useful in such situations, whereby positive rein-
forcement contingencies are associated with cer-
tain behaviors, thereby allowing behavior to be
molded in a positive fashion. Alternatively, if
problematic behaviors occur in particular con-
texts, mutually agreed problem-solving strategies
can be explicitly taught as a “social script.”
Finally, cognitive-behavior strategies may also
be useful for individuals with anxiety and mood
disorders (Wood et al. 2009). It is particularly
important not to assume that the individual will
be able to learn cognitive strategies in a similar
way to their neurotypical peers, and therefore
special attention will need to be given to their
neuropsychological profile.

Psychopharmacological Interventions
There is no medication that modifies the core
phenotypic features or the course of the disorder.
However, medication is indicated for the treat-
ment of (i) irritability that may arise as a direct
consequence of the disorder, (ii) ritualistic pat-
terns of behavior, or (iii) comorbid mental health
problems. In general, studies examining the effi-
cacy and safety profile of medication use among
individuals with AS is rather limited, but it seems
reasonable to assume that the response may be
similar to their general population peers. Impor-
tantly, however, individuals with ASDs may be
more sensitive to medication and it is therefore
sensible to start with low doses and titrate slowly,
carefully monitoring both desired effects and for
the emergence of unwanted effects. Unless indi-
cated, the research discussed in the following
sections includes subjects with ASDs, and none
has specifically focused on effectiveness among
those with AS.
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Symptomatology Arising from the Core
Phenotype
Irritability: The atypical antipsychotic, risperi-
done, is licensed for the management of “irritabil-
ity” in autism, with support for its effectiveness
and safety derived from large double-blind
placebo-controlled studies (Research Units on
Pediatric Psychopharmacology [RUPP] 2002).
Although “irritability” is a nonspecific term, it is
derived from the Aberrant Behavior Checklist
(ABC), and, as a symptom, is often seen among
children and adults with ASDs. It is important that
before initiating any treatment, an understanding
of the environmental triggers is sought and mod-
ified where possible. Medication should only be
used where such modification has not had any
positive impact, or, alternatively, where its use
will facilitate the use of psychological interven-
tions. Certain stimuli, such as social over-
stimulation, boredom, disruption to routine, and
communication breakdown are common causes of
irritability. However, the possibility of mental ill-
ness should also be considered for a person pre-
senting with irritability, and so detailed
psychiatric evaluation is indicated in a person
with an ASD presenting with irritability.

Ritualistic behavior: Rigidity and ritualistic
patterns of behavior are often seen in AS and
form an integral feature of the disorder. While
the SSRIs are effective for the management of
ritualistic behavior that forms part of a diagnosis
of OCD, their efficacy for such symptoms in
ASDs is less clear (Woodbury-Smith and Volkmar
2009). In one randomized controlled study,
fluvoxamine was shown to be superior to placebo
in reducing repetitive behaviors among adults
(McDougle et al. 1996). However, in an open-
label trial of fluvoxamine among children, several
experienced serious side effects, including hyper-
activity and irritability (Martin et al. 2003). It was
shown that such symptoms could be avoided with
a lower starting dose and slower titration. Another
randomized controlled study showed fluoxetine
had superior efficacy compared with placebo in
treating repetitive behaviors among children with
ASDs, with no significant side effects reported
(Hollander et al. 2005). Noteworthy also is the
fact that the tricyclic antidepressant clomipramine
has also been shown to be effective in two ran-
domized controlled studies (Gordon et al. 1993;
McDougle et al. 1992).

Inattention/motor restlessness: Symptoms of
inattention and motor restlessness and/or hyper-
activity are also seen among children and adults
with ASDs. There is now emerging evidence
for the effectiveness and safety of the
psychostimulant methylphenidate (Research
Units on Pediatric Psychopharmacology 2005;
Jahromi et al. 2009), but the risk of side effects,
including stereotypies, tics, and social with-
drawal, appears to be relatively high in this
group (Handen et al. 2000).

Comorbid Mental Illness
There are no clinical trials at the time of writing
that specifically evaluate the effectiveness of stan-
dard antidepressant and anxiolytic psychopharma-
cology among those with Asperger Syndrome.
There is no reason to believe that the efficacy of
these agents would be any less than in the general
population, and so until specific guidelines are
available, cautious prescribing is appropriate.
There is some evidence, albeit from small open-
label studies, for the effectiveness of sertraline and
citalopram for symptoms of anxiety among ado-
lescents with ASDs, and for clomipramine for the
treatment of “obsessive-compulsive symptoms”
(Woodbury-Smith and Volkmar 2009).
Outcome

There is now evidence that as many as 20% “grow
out” of their disorder, failing to meet the diagnos-
tic criteria in adulthood, with many others show-
ing significant improvement of their symptoms
(Seltzer et al. 2003). In contrast, however, studies
investigating social adjustment, in terms of
employment, opportunities, and friendship, have
indicated that significant social exclusion and
poor quality of life are prevalent among adults
with Asperger Syndrome (Tantam 2003). The
challenge now is to identify the factors that predict
outcome among individuals with AS, and to
develop strategies to facilitate better social
inclusion.



286 Asperger Syndrome
Asperger Syndrome and the Criminal
Justice System

Since the widespread recognition of Asperger’s in
the 1980s, a small yet significant number of pub-
lications have been concerned with the apparent
association between AS and problematic behav-
iors, including behavior of an unlawful and/or
antisocial nature (Dein and Woodbury-Smith
2010). Indeed, Asperger himself had described
antisocial behavior and “autistic acts of malice”
among his cases, but this feature was discarded
from subsequent descriptions of the core features.
Nonetheless, Wing too described “bizarre antiso-
cial acts” (Wing 1981, p. 116), and since then case
studies have continued to be published that
describe individuals with AS who have engaged
in unlawful behaviors.

Although the exact prevalence of such behav-
ior is unknown, it is certainly rare in community
samples, and there appears to be no pattern to the
type of offense (Dein and Woodbury-Smith
2010). It is possible that among some, the risk is
the consequence of comorbidity for antisocial
personality disorder, although in some cases it
may be the result of the pursuit of a circumscribed
interest (Dein and Woodbury-Smith 2010). It is
important not to overinflate this potential risk, but,
on the other hand, it is vital to recognize this as a
potential complication to ensure that individuals
with AS are given the necessary support as they
negotiate the criminal justice system (Dein and
Woodbury-Smith 2010).
Future Directions

At this stage, the future of Asperger Syndrome as
a clinical entity is under close scrutiny as revisions
of the DSM are considered. Research is crucially
needed, therefore, that establishes its external
validity without the tautological limitations that
have characterized much of the research so far.
This will facilitate a growing understanding of its
core features and relationships to other disorders,
including pervasive developmental disorders and
the schizophrenia spectrum. Finally, further
expertise is required in the diagnosis and manage-
ment of complications of AS, including mental
health comorbidity, and more wider strategies
are required to facilitate better social inclusion
throughout the life span.
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Assault
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Assault can be either a crime against a person
(a criminal offense) or a tort (a civil offense).
Popular discussions as well as legal actions relat-
ing to assault, however, typically refer to the crim-
inal form. Although definitions can vary
considerably, including the penalties associated
with it, assault typically involves a “simple
assault” (attempting to cause or purposely, know-
ingly, or recklessly causing bodily injury to
another) or an aggravated assault (negligently
causing bodily injury to another with a deadly
weapon). Particularly when relating to adoles-
cents, the category of sexual assault is of signifi-
cance, as it can encompass forcible rape, forcible
sodomy, sexual assault with an object, and forc-
ible fondling.

In the United States, official crime reports
reveal simple assault to be the most common of
all crimes against persons and to be the most
common crime against adolescents (see, e.g.,
Rand 2009). Simple assault constitutes 41%
of all offenses against juveniles, and sexual
assault is the crime with the highest percentage
of juvenile victims (see Finkelhor and Ormod
2000). Importantly, nearly half of all assaults
are committed by offenders having a domestic
relationship with the victim (i.e., the victim and
offender are connected by a family or romantic
relationship) (Snyder and McCurley 2008).
Although official reports have been criticized
for having important limitations (e.g., they rely
on reports to law enforcement), they do high-
light the important point that available evi-
dence supports the conclusion that juveniles
are more likely to be victimized than any
other age group and that much of juveniles’
victimization involves a wide variety of
assaults.
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Overview

Assimilation can be defined as the changes in values
and behaviors that individuals make as they gradu-
ally adopt the cultural values of the dominant soci-
ety. Assimilation theorists suggest that cultural
change results from interactions between dominant
and nondominant groups, and such change is com-
monly characterized by nondominant groups taking
on the language, laws, religions, norms, and behav-
iors of the dominant group. The assimilation pro-
cess has functioned throughout the history of the
USA, influencing public policy, interpersonal rela-
tionships, and intergenerational interactions. Social
science researchers have found that, as assimilation
progresses from low assimilation levels to high
assimilation levels, youth violence and alcohol use
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increases, especially binge drinking and alcohol use
by females; psychiatric problems proliferate; and
family cohesion decreases. Important mental health
differences between foreign-born immigrants and
US-born Latinos and Asians have been identified,
suggesting that assimilation is a significant risk
factor for health and mental health problems.
Background and Definitions

Assimilation can be defined as the changes in
values and behaviors that individuals make as
they gradually adopt the cultural values of the
dominant society (Smith and Guerra 2006).
These unidirectional assimilation trends suggest
that cultural change results from interactions
between dominant and nondominant groups, and
such change is commonly characterized by non-
dominant groups taking on the language, laws,
religions, norms, and behaviors of the dominant
group (Berry 1998; Castro et al. 1996). The com-
mon notion of assimilation entails persons losing
their culture-of-origin identity to identify with the
dominant cultural group. That is, a movement
from culture-of-origin involvement to assimila-
tion, which a person completes by swapping the
positive relationship with his or her culture of
origin for a positive affiliation with the dominant
culture. The assimilation model assumes that an
individual sheds his or her culture of origin in an
attempt to take on the values, beliefs, behaviors,
and perceptions of the target culture (Chun et al.
2003). The individual perceives the dominant cul-
ture as more desirable, whereas the culture of
origin is seen as inferior. In this model, change is
“directional, unilinear, nonreversible, and contin-
uous” (Suarez-Orozco and Suarez-Orozco 2001,
p. 8). There are conflicting views as to the ending
point for assimilation. For example, according to
classical assimilation theory, immigrants assimi-
late into the native middle class and thereby gain
access to educational and economic growth
(Gordon 1964; Greenman 2011); according to
this theory, assimilation results in upward mobil-
ity for immigrants. However, according to seg-
mented assimilation theory, there are various
assimilation outcomes (i.e., immigrants may not
become part of the middle class), and immigrants
may assimilate into different economic sectors of
US society including, but not limited to, the mid-
dle class; thus, immigrants are at risk of assimilat-
ing into the poverty stricken lower class (Portes
and Zhaou 1993). Segmented assimilation theory
posits that assimilation does not always benefit
immigrants as an immigrant family could assimi-
late into the underclass, increasing the risk of poor
educational outcomes and economic hardship
(Greenman 2011). In line with segmented assim-
ilation theory, it follows that across age groups,
assimilation can be associated with a host of neg-
ative outcomes such as increased substance use
(Cano 2016; Donath et al. 2016; Mathews et al.
2014; Salas-Wright et al. 2015a, b; Serafini et al.
2017) and poor mental health (Harada et al. 2013).

The central issue after different cultures come
into close contact becomes who has power and
control, and how will the dominant group use that
power? Usually, the nondominant group is
strongly influenced to take on norms, values, and
behaviors espoused by the dominant group. The
intensity and negativity associated with this pro-
cess is largely contingent upon the receptivity of
the dominant group in welcoming, respecting, or
stigmatizing the nondominant group (Berry 1998;
Massey and Sanchez 2010). Further, the attitudes
held by the dominant group influence the adoption
of policies for relating to the nondominant group.
For example, dominant group attitudes toward
immigrants that influence policy are reflected in
the debate in the USA regarding whether English
should be declared the country’s official language.

The experience of European immigrants
appeared to fit the unidirectional assimilation
framework that has been the dominant way of
conceptualizing acculturation change (de Anda
1984; Feliciano 2001). In the earliest days of the
USA, colonists saw the new republic as the begin-
ning of a utopian society where immigrants from
different nationalities, cultures, and races blended
into an idealized American “new man.”

. . .whence came all these people? They are a mix-
ture of English, Scotch, Irish, French, Dutch,
Germans, and Swedes. . . What, then, is the Amer-
ican, this newman? He is neither a European nor the
descendant of a European; hence that strange
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mixture of blood, which you will find in no other
country. I could point out to you a family whose
grandfather was an Englishman, whose wife was
Dutch, whose son married a French woman, and
whose present four sons have now four wives of
different nations. He is an American, who, leaving
behind him all his ancient prejudices and manners,
receives new ones from the new mode of life he has
embraced, the new government he obeys, and the
new rank he holds. . .. The Americans were once
scattered all over Europe; here they are incorporated
into one of the finest systems of population which
has ever appeared. (St. John de Crevecoeur 1782)

The concept of the great American “melting
pot” was popularized in the era spanning from
1890 to 1910, which was the height of a large
wave of European immigrants that flooded into
the USA. After the premiere of the play The Melt-
ing Pot by Israel Zangwill in 1908, the term
“melting pot” came into general use. In the play,
Zangwill’s immigrant protagonist declared,

Understand that America is God’s Crucible, the
great Melting-Pot where all the races of Europe
are melting and reforming! A fig for your feuds
and vendettas! Germans and Frenchmen, Irishmen
and Englishmen, Jews and Russians – into the Cru-
cible with you all! God is making the American.

The melting pot theory of ethnic relations
focused on American identity created by the
assimilation and intermarriage of White immi-
grant groups. In the play, the Jewish Russian pro-
tagonist falls in love with a Christian Russian
woman. The couple is able to overcome their
differences and celebrate assimilation to new iden-
tities within their adopted homeland. The play
captured a drama common during this historical
period. During the late nineteenth and early twen-
tieth centuries, large numbers of non-Protestant,
Southern, and Eastern European immigrants
immigrated to the USA, causing concern over
how these new groups of Irish, Polish, Italian,
and Jewish settlers would mix with the Northern
European, often Anglo-Saxon, Protestant majority
who no longer thought of themselves as new-
comers. These new White settlers were eligible
for naturalization under the racially restrictive
Naturalization Act of 1790 and had to be inte-
grated in some way. Non-Protestant European
immigrant groups such as the Catholic Irish, Ital-
ians, and Jews suffered from forms of
discrimination but were gradually accepted as
“White”American citizens, enjoyed political free-
dom, and eventually assimilated through intermar-
riage into the White majority.

There has always been unequal access to the
great American melting pot for non-White ethnic
and racial minorities. Non-White ethnic and racial
minorities, both immigrants and natives, have
been barred from full participation in US society
as citizens, banned from immigrating, and sub-
jected to oppressive assimilation policies and
practices. Assimilation fervor has a long history,
dating back to the earliest days of contact between
the English settlers and the Native Americans. In
1651, John Eliot, a Puritan minister, started the
first “praying town” in Natick, Massachusetts, to
convert American Indians (primarily the Wampa-
noag tribe) to Christianity. Those who agreed to
forsake their native religion, beliefs, and tradi-
tional ways of being in the world to live by Puritan
moral codes were promised both eternal life and
physical safety.

By 1671, when Wampanoag Chief Massasoit’s
son Phillip began to fight back against English
assimilation pressure, there were only a thousand
members of the tribe remaining, and nearly half
were dispersed across 14 different praying towns.
However, assimilation adaptations and painful
conversion experiences were often not enough to
allow these cultural groups to peacefully coexist.
During the subsequent Indian uprising led by
Phillip, Native Americans who were living a
Christian life in praying towns were banished,
taken to Deer Island in Boston Harbor, and left
in the middle of winter without blankets or food.
Native Americans were enrolled in tribes, and,
because they did not have US citizenship until
the Indian Citizenship Act of 1924, they were
subjected to government policies of enforced cul-
tural assimilation, also termed Americanization.
Native American children were taken from their
families and placed in boarding schools to teach
them how to interact in civilized society. African-
Americans were also excluded for not being
White. Slave owners deliberately broke up fami-
lies of African slaves so that they would be easier
to control. Even after the Emancipation Proclama-
tion banished slavery and granted citizenship to
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African-Americans, intermarriage between
Whites and African-Americans was illegal in
many US states under anti-miscegenation laws,
which continued from 1883 until 1967. Asian
immigrants such as Chinese, Japanese, Koreans,
and Filipinos were ruled to be non-White and
banned from marrying Whites in several states
where existing anti-miscegenation laws were
expanded to include them. After a number of
conflicting rulings in American courts, Punjabis
and others from British India were also deemed
as non-White. In the late nineteenth and early
twentieth centuries, laws such as the Chinese
Exclusion Act severely limited or banned immi-
gration of Asians. The Immigration Act of 1924
severely restricted immigration from areas outside
Northern and Western Europe.

Assimilation fervor peaks during times of
national distress. There was a backlash against
German immigrants during World War I. Many
Japanese American adults who were imprisoned
during World War II tried to discard their ethnic
identity and assimilate after the end of the war,
attempting to avoid any association, shame, or
embarrassment that came from being imprisoned.
Attitudes toward non-White immigrants and
natives gradually improved after World War II in
the second half of the twentieth century. After the
successes of the American Civil Rights Move-
ment and the enactment of the Immigration and
Nationality Act of 1965, which allowed for a large
increase in immigration from Latin America and
Asia, intermarriage between White and non-
White Americans has been increasing. However,
after the terrorist attacks on the World Trade Cen-
ter on September 11, 2001, assimilationist rhetoric
enjoyed a resurgence and remains central to the
immigrants’ drama of adjusting to life in the USA.
Further, after the presidential election of 2016, the
focus on assimilation intensified as President
Donald Trump claimed that immigrants should
assimilate into American society and abandon
their culture of origin. According to Trump, immi-
grants not willing or able to assimilate should not
remain in the USA, making immigrants feel like
unwelcome outsiders. Indeed, anti-immigrant
sentiment has currently spiked with the Trump
administration, characterizing Mexicans, by far
the largest immigrant group, as “rapists, drug
dealers, and bad hombres” who should be
deported. Racist rhetoric has also peaked against
people from the Islamic faith. Recently, an engi-
neer in Kansas City who emigrated from India
was murdered after the gunman shouted “go
back to your country.” Similarly, a series of
bomb threats and cemetery vandalism has
occurred against Jewish communities. When
assimilation messages are heightened to an
extreme, the demand to adapt to the dominant
culture transforms into a basic command to
“change, leave, or die.”

Assimilation theory has been applied in a range
of policies and practice situations. For example,
English as a second language (ESL) programs in
which instructors speak only English and policy
proposals that declare English to be a state’s or
country’s “official” language have deep roots in
assimilationist ideology. In 1998, California
voters passed Proposition 227 by a wide margin
(61% vs. 39%); now encoded as EC 300–340 of
the California Education Code, it requires that all
public school instruction be conducted in English.
Similarly, Arizona’s voters passed Proposition
203 in 2000, which mandates school instruction
must be in English and severely limits opportunity
for bilingual instruction. Both propositions are
examples of the assimilationist structured English
immersion approach to educating immigrants
who are not proficient in English.
Assimilation and Adolescent Health

Over 5 decades of qualitative and quantitative
empirical research has demonstrated the associa-
tion of assimilation with physical health and men-
tal health status (e.g., Organista et al. 2003; Rogler
et al. 1991). Many authors hypothesize a link
between assimilation and social maladjustment,
psychopathology, poor family functioning, and
substance use (e.g., see Al-Issa and Tousignant
1997; Delgado 1998; Donath et al. 2016; Gil
et al. 1994; Schwartz et al. 2013; Szapocznik
and Kurtines 1980). Examination of the research
on adolescent assimilation and health has pro-
mpted researchers to conclude that as assimilation
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progresses from low to high levels, alcohol use
increases, especially binge drinking and alcohol
use by females; psychiatric problems proliferate;
and familism (by definition, familism is an espe-
cially strong sense of family cohesion and the
cultural emphasis on family life being at the center
of a person’s world) decreases. Researchers have
found important mental health differences
between foreign-born Latino immigrants and
US-born Latinos. Each of these points is
explained in more detail in the sections that
follow.
Adolescent Substance Use

Research on the links between assimilation and
substance use for Latino adolescents and other
immigrant groups has provided inconsistent
results. Some studies have reported that high
levels of assimilation were predictive of substance
use (Donath et al. 2016; Dinh et al. 2002; Pokhrel
et al. 2013), whereas other research has found the
reverse (Carvajal et al. 1997; Schwartz et al. 2013;
Schwartz et al. 2014; for reviews see, De La Rosa
2002; Gonzales et al. 2002). Factors associated
with assimilation, such as speaking English at
home, significantly increased the likelihood of
substance use by almost double (Bui 2013). For
adolescent Latino males, high levels of Anglo
orientation (assimilation) predicted lower atten-
dance to and engagement in substance use treat-
ment programs (Burrow-Sanchez et al. 2015). In
another sample of Latino adolescents, Hispanic
orientation, which can be considered the opposite
of assimilation, was a protective factor that pre-
vented the escalation of substance use over time
(Unger et al. 2014). Findings of path analyses
conducted using longitudinal data from286Latino
adolescents living in either North Carolina or Ari-
zona (65% foreign born) showed that accultura-
tion stress negatively influenced relationships
with family and friends which, in turn, affected
adolescent mental health problems and substance
use (Buchanan and Smokowski 2009). Accultur-
ation stress was defined by Berry et al. (2006,
p. 43) as “a response by people to life events that
are rooted in intercultural contact” that is the strain
placed on people due to the challenges inherent in
the assimilation process. The key mediators in the
pathway from acculturation stress to substance
use were parent–adolescent conflict, internalizing,
and externalizing problems.

Assimilation is commonly related to markers
such as place of birth (termed nativity), length of
time in the host country, and language facility and
use. Research has found that US-born Latino ado-
lescents display levels of alcohol and substance
use that are consistently higher than foreign-born
Latino adolescents (Gil and Vega 1996; Gil et al.
2000; Gil et al. 2004; Vega and Gil 1998). The
longer foreign-born adolescents live in the USA,
the higher their rates of alcohol or substance use
(Gil et al. 2000), so that by adulthood, foreign-
born Latino/Hispanics have rates of alcohol
dependence that exceed the rates among
US-born Latino/Hispanics (Gil et al. 2004). Con-
sistent with this finding, other research has shown
Latino adolescents who primarily speak Spanish
are less likely to use alcohol and drugs than are
English-speaking Latino adolescents (Welte and
Barnes 1995; Zapata and Katims 1994). One
study suggests that the higher rates of substance
use among US-born Latino/Hispanics are partially
accounted for by perceived peer substance use
(Prado et al. 2009). Finally, polysubstance using
Latino/Hispanic adolescents experienced signifi-
cantly higher rates of acculturation gap stress (i.e.,
parents want them to maintain cultural customs)
compared to their non-substance using counter-
parts, suggesting that the pressure to avoid assim-
ilation can lead to substance use (Cardoso
et al. 2016).
Youth Violence

Most research on assimilation and adolescent
health behavior has focused on youth violence
and aggressive behavior. Violence is the “inten-
tional use of physical force or power, threatened
or actual, against oneself, against another person,
or against a group or community, that either
results in or has a high likelihood of resulting
in injury, death, psychological harm, mal-
development, or deprivation” (Dahlberg and
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Krug 2002, p. 5). Adolescent interpersonal vio-
lence includes violence between biologically
unrelated youth who have a romantic or intimate
relationship (i.e., dating violence) as well as vio-
lence between biologically unrelated youth who
may or may not know each other in other contexts
and environments (i.e., youth violence). Similar to
acculturation and assimilation, adolescent inter-
personal violence has been assessed in multiple
ways across studies. Dating violence has also
been assessed in a variety of ways including ver-
bal, emotional, physical abuse, and sexual assault.
Researchers investigating youth violence assess
violence involvement using measures such as
gang membership, bullying, physical fighting,
carrying weapons, verbal threats, aggressive
behavior, externalizing symptoms, and serious
criminal activity, including homicide or assaults.
Self-directed violence is a subcategory of violence
that includes a person’s tendency to intentionally
inflict self-harm that may or may not shorten or
end life. Measures of suicidal ideation, plans,
attempts, and suicide-related deaths are regularly
used in this area of inquiry.

In their literature review on acculturation and
mental health in Latino youth, Gonzales et al.
(2002) identified ten studies that examined the
link between acculturation and youth violence.
Of those studies, six showed that higher assimila-
tion levels were associated with increased delin-
quency and stronger relationships with antisocial
peers (Buriel et al. 1982; Fridrich and Flannery
1995; Samaniego and Gonzales 1999; Vega et al.
1993, 1995; Wall et al. 1993). This association
between assimilation and aggressive behavior sur-
faced across studies even when simple proxy
measures of acculturation (e.g., generational sta-
tus, language use, or nativity) were used as
markers for more complex acculturation pro-
cesses (Gonzales et al. 2002). In contrast, two
other studies did not find a link between assimila-
tion and aggression problems (Dumka et al. 1997;
Knight et al. 1994); however, these investigations
examined the variables of parent assimilation and
adolescent externalizing behavior and found no
significant relationship between those variables.

Smokowski et al. (2009a, 2017) conducted a
comprehensive review of studies examining the
relationship of Latino adolescent acculturation
and youth violence. Among the studies reviewed,
the association between acculturation and youth
violence outcomes was examined in 17 studies, of
which 14 examined the perpetration of violence as
the outcome, and four examined fear of being a
victim of violence as the outcome. The results
favored a significant positive association between
assimilation and youth violence. Eleven of the
14 studies reported that higher adolescent assim-
ilation (defined in different ways by time in the
USA, generational status, language use, or with
multidimensional measures) was associated with
increased youth violence (Brook et al. 1998; Bui
and Thongniramol 2005; Buriel et al. 1982; Dinh
et al. 2002; Samaniego and Gonzales 1999;
Schwartz et al. 2007; Sommers et al. 1993;
Smokowski et al. 2009b; Smokowski and
Bacallao 2006; Vega et al. 1993, 1995).

Alongside studies on the deleterious effects of
assimilation, research efforts have focused on
stress precipitated by adapting to a new cultural
system. Acculturation stress has been linked to
several negative outcomes for Latino youth,
including mental health difficulties (Cano et al.
2015; Gil et al. 1994; Gudino et al. 2011), sub-
stance use (Cano et al. 2015), suicidal ideation
(Hovey and King 1996), delinquent behavior
(Samaniego and Gonzales 1999), and behavior
and conduct problems (Cano et al. 2015;
Hurwich-Reiss and Gudino 2016; Vega et al.
1995). For example, acculturative dissonance
(conflict between adolescents and American
values) was associated with significant increases
in proactive aggression (Williford et al. 2015).
Researchers have consistently demonstrated
links among acculturation stressors such as lan-
guage conflicts, perceived discrimination,
parent–adolescent culture conflicts, parent–child
acculturation gaps, and negative health behavior
in youth. Immigrant youth are at a particularly
high risk of experiencing these negative outcomes
as they reported higher levels of acculturative
stress compared to their US-born counterparts
(Gudino et al. 2011). Further, familial accultura-
tion stress also negatively impacts youth. For
example, high rates of maternal acculturation
stress predicted decreased child academic
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functioning over time, as evidenced by lower
Woodcock Johnson/Bateria test scores (Zeiders
et al. 2016). In addition, high levels of family
acculturation stress predicted increased adoles-
cent aggression and substance use and decreased
adolescent self-esteem; however, this relationship
was mediated through low reports of parent and
adolescent family functioning (Lorenzo-Blanco
et al. 2016). Acculturative stress also negatively
impacts non-Latino youth, and in a sample of
275 Samoan adolescents from Hawaii and
Washington state, acculturative stress had a direct
effect on delinquency (Godinet 2011). Further, a
study of first and second-generation Latino,
Asian, Middle Eastern, West Indian, and mixed-
race immigrant adolescents found a positive asso-
ciation between acculturation stress and internal-
izing symptoms (Katsiaficas et al. 2013).

Studying the link between acculturation and
delinquent behavior in a sample of 1843 Cuban
boys and girls, Vega et al. (1993) found a signif-
icant positive correlation of 0.35 between accul-
turation conflicts and self-derogation.
Correlations range from �1 to 1 with higher pos-
itive or negative numbers signaling a stronger
relationship. In this study, there was a moderately
strong tendency for children who experienced
acculturation conflicts to also report self-
derogation. These researchers showed that con-
flicts inherent in the acculturation process were
associated with a child’s increased negative feel-
ings about himself or herself. Perceived discrimi-
nation displayed a statistically significant
interaction with peer approval of drugs and with
self-derogation. Language conflicts also had a
significant interaction with teacher derogation
and peer drug use. Moreover, this study found
that acculturation factors, such as perceptions of
discrimination and language conflicts, had a direct
positive association with delinquent behavior.
This association between acculturation factors
and delinquent behavior was stronger than the
impact family variables had on delinquent
behavior.

In an investigation of acculturation stressors
with a predominantly Cuban sample of 2360 ado-
lescents living in Miami, Vega et al. (1995) found
that only language conflicts were associated with
adolescents’ total behavior problems as reported
by the parents and teachers of immigrant adoles-
cents. However, among the US-born Cuban
youth, language conflicts, perceived discrimina-
tion, and perceptions of a closed society were
associated with behavior problems reported by
teachers. Further, Dinh et al. (2002), whose
assessment of 330 Latino youth represents one
of the few longitudinal studies in this area, found
higher levels of assimilation predicted statistically
significant higher levels of problem-behavior
proneness (i.e., gang involvement, peer delin-
quency, conduct problems) in youth reports col-
lected 1 year after baseline measures were
established. Similarly, Ebin et al. (2001) reported
that high assimilation levels had a positive asso-
ciation with problem behaviors and a negative
association with health-promoting behaviors.
Foreign-born Latino adolescents exhibited fewer
problem behaviors than US-born Latino adoles-
cents. Likewise, Coatsworth et al. (2005) studied
the acculturation patterns of 315 Latino youth and
found that when compared to less-assimilated
participants high-assimilated youth reported sig-
nificantly greater numbers of problem behaviors
and less parental monitoring. In a study of first-
and second-generation immigrants, researchers
found that for the Mexican-American subsample,
the predicted probability of moderately persistent
offending was highest among youth who
endorsed higher assimilation regardless of disad-
vantage, indicating that for first-generation
Mexican-Americans, assimilation alone impacts
differences in offending. For second-generation
immigrants, the predicted probability of persistent
offending was highest for those youth who
endorsed high levels of assimilation and high
levels of disadvantage, followed by youth who
endorsed high disadvantage and low assimilation,
suggesting that for second-generation Mexican-
American immigrants both a disadvantaged con-
text and assimilation impact offending (Bersani
et al. 2014). However, other studies have failed to
find a relationship between acculturation and
youth violence, aggression, or delinquency
(Barett et al. 2013; Lawton et al. 2017; Tam and
Freisther 2015). For example, one study of
153 Southeast Asian youth found that linguistic
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acculturation had no statistically significant rela-
tionship with violence, arrest, or gang association
(Tam and Freisther 2015).

The first two coauthors of this essay and their
colleague Roderick Rose conducted one of the
most exhaustive analyses of acculturation and
Latino adolescent aggressive behavior
(Smokowski et al. 2009b). In this study, reports
of youths’ aggressive behavior were obtained
from both the adolescents and their parents. This
multiple reporter approach provides more confi-
dence in the study results because the results are
more objective than relying on the accuracy of
adolescents’ reports alone. Further, the research
project followed the sample of 256 adolescents for
2 years, collecting data every 6 months. This
approach provided four data points to use in
examining the longitudinal trajectory of aggres-
sive behavior, improving upon the cross-sectional
snapshot that many studies have considered in
the past.

The overall trajectory of Latino adolescent
aggression displayed a statistically significant
negative trend best characterized by a quadratic
curve. Over time, adolescent aggressive behavior
decreased and leveled out near the end of the
study period. These analyses delineated signifi-
cant risk factors related to aggression levels,
showing that gender, age, parent-reported accul-
turation conflicts, and adolescent-reported
parent–adolescent conflicts were associated with
higher levels of adolescent aggression. Latino
adolescents whose parents reported high levels
of acculturation conflict displayed higher levels
of aggressive behavior at every time point, and
although their aggression decreased over time, the
levels did not decline as much as those of youth
with low levels of acculturation conflict. Parent
reports of acculturation conflicts were a signifi-
cant risk factor associated with more aggressive
behavior for foreign-born youth, but not for
US-born youth.

Based on 286 foreign-born and US-born ado-
lescents participating in the Latino Acculturation
and Health Project (Smokowski et al. 2009), per-
ceived discrimination and acculturation conflicts
were significantly related to aggressive behavior
at baseline. This heightened aggressive behavior
led to lower levels of adolescent self-esteem and
familism, higher internalizing problems (e.g.,
anxiety and depression), parent–adolescent con-
flict, and more relationships with delinquent peers
6 months later. The baseline aggression associated
with acculturation stressors was also directly
connected to increased levels of aggressive
behavior 1 year later. In addition to promoting
baseline aggression, experiences of perceived dis-
crimination and acculturation conflicts positively
predicted parent–adolescent conflict and adoles-
cent substance use 6 months later.

Four research reports were unable to find a
significant direct association between assimilation
variables and youth violence perpetration (Bird
et al. 2006a, b; Carvajal et al. 2002; Gonzales
et al. 2006; Schwartz et al. 2007). In a sample of
175 Mexican youth and their mothers living in the
Southwestern USA, researchers found the direct
relationship between family linguistic accultura-
tion and adolescent conduct problems was not
significant. However, the findings showed an indi-
rect relationship was mediated through family
conflict (Gonzales et al. 2006). Similarly, self-
esteem was found to mediate the relationship
between acculturative stress and externalizing
symptoms in Latino youth from Michigan
(Schwartz et al. 2007). Overall, 85% of existing
studies, that is, 12 of 14 studies, on Latino ado-
lescents have shown assimilation or acculturation
stress to directly or indirectly predict aggressive
behavior.

Fifteen articles have focused on acculturation
and youth violence of Asian/Pacific Islander
youth. Four studies included large multiethnic
group investigations (Bui and Thongniramol
2005; Shrake and Rhee 2004; Willgerodt and
Thompson 2006; Yu et al. 2003). The other arti-
cles (Go and Le 2005; Le and Stockdale 2005,
2008; Le and Wallen 2007; Ngo and Le 2007)
analyzed the same sample of 329 Chinese and
Southeast Asian youth recruited from two public
schools and five community-based organizations
in Oakland, California. The majority of the youth
in this sample were second-generation status
(i.e., US born), except for Vietnamese youth
who were nearly equally divided between first
and second generations. In acculturation
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research, first-generation immigrants are those
who were born in a foreign country. Adolescents
who were born in the USA and have foreign-born
parents are considered second-generation immi-
grants. Much of what is known about Asian/
Pacific Islander youth violence comes from one
moderate-sized sample from one city in Califor-
nia. Although it remains important to synthesize
this knowledge, caution is clearly warranted in
generalizing these findings to the general Asian/
Pacific Islander population.

Several themes in the Asian/Pacific Islander
youth literature parallel those already described for
Latino adolescents. Assimilation, individualism,
acculturation stress, and experiencing perceived
discrimination remain important risk factors for
aggression and violence. Among Filipino youth,
second-generation adolescents had significantly
higher delinquency than first-generation youth
(Willgerodt and Thompson 2006), but there were
no differences relative to third-generation age
peers. After examining data from 217 Korean
American students in Los Angeles, Shrake, and
Rhee (2004) reported that Korean American ado-
lescents’ experience of perceived discrimination
showed a strong positive effect on both internaliz-
ing (anxiety and depression) and externalizing
aggressive problem behaviors. In the sample of
329 Southeast Asian youth from Oakland, Le and
Stockdale (2005) found that individualism (used as
ameasure of assimilation) was positively related to
self-reported delinquency, with partial mediation
through peer delinquency. Similarly, Ngo and Le
(2007) reported that increased levels of assimila-
tion, intergenerational/intercultural conflict, and
individualism placed youth at increased risk for
serious violence (e.g., aggravated assault, robbery,
rape, and gang fights). Assimilation, individual-
ism, and intergenerational/intercultural conflict
enhanced the impact of certain stressors (e.g., emo-
tional hardship, physical abuse, and emotional
abuse) to predict violent behavior. In a third study
using the same sample, acculturative dissonance
(a measure of the amount of conflicting cultural
messages adolescents experience) was found as
significantly predictive of serious violence, with
full mediation through peer delinquency (Le and
Stockdale 2008).
Why Would High Assimilation Be a Risk
Factor?

Various hypotheses have been put forth to explain
the relationship among high assimilation, sub-
stance use, youth violence, and health and mental
health problems. Assimilation theorists interpret
findings on these problems as evidence that immi-
grants are taking on behaviors that are tolerated in
the host culture. A behavior adaptation hypothesis
helps to explain this dynamic, stating that assim-
ilating individuals are taking on behaviors that are
tolerated, or even supported, by the host society
(Castro et al. 1996). For instance, immigrant
youth initiate alcohol and substance use to fit
into and identify with American peer groups.
Womenmarkedly increase their alcohol consump-
tion as traditional Latina gender role constraints
against such behavior are eroded (Caetano 1987;
Markides et al. 1988; Rogler et al. 1991). Obesity
tends to increase as immigrants adopt the dietary
habits of the US population, eating fast foods with
high saturated fat levels.

In addition, assimilating individuals may adopt
“American” attitudes toward many behaviors
such as alcohol, drugs, or fast food and disregard
their previously held culture-of-origin attitudes of
these behaviors. Of course, Americans are not a
homogenous group and have diverse attitudes
concerning any of these topics. However, the cen-
tral issue appears to be that assimilating individ-
uals see what is and is not tolerated in the host
society and change their behavioral repertoires
accordingly, gradually replacing culture-of-origin
behaviors, routines, beliefs, and norms with those
from the host society. This perspective of assimi-
lation is supported by evidence in the research
literature on acculturation and health. It appears
that significant changes in health behaviors occur
across generations that suggest US-born children
of immigrant parents, and later generations, will
report health behaviors similar to those of non-
Latino White US citizens. Unfortunately, the evi-
dence available also suggests that this cultural
adaptation comes at a high personal price. Healthy
behaviors characteristic of foreign-born immi-
grants are often lost in subsequent generations,
signaling a strikingly negative aspect of
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assimilation. In the past, assimilation ideology
was concerned with the integration of foreigners
into the host society, mainly through education
and intermarriage for White European immi-
grants. This historic context stressed the benefits
of assimilation. In light of new evidence illumi-
nating the immigrant paradox showing decreased
health associated with assimilation, it is critical to
consider the negative aspects of assimilation.
Along with new educational and economic oppor-
tunities, melting pot assimilation may strip immi-
grants of the healthy behaviors they bring from
their countries of origin while fostering poor
health and mental health functioning that is char-
acteristic of the host society.

Alternately, researchers suggest that negative
health behaviors, such as alcohol and substance
use, may be undertaken as a strategy for coping
with assimilation stress (Gil et al. 2000).Maladap-
tive behavior is thought to derive from “increased
perceptions of discrimination, internalization of
minority status, and/or socialization into cultural
attitudes and behaviors that have a disintegrative
effect on family ties” (Gil et al. 1994, p. 45).
Further, maladaptive coping that includes sub-
stance use, aggressive behavior, hypertension,
mental health problems, and obesity has been
linked to generational differences between assim-
ilating family members. A resilient first genera-
tion of immigrant parents tends to focus on
perceived increases in their standard of living,
leaving them thankful for new opportunities and
protected by traditional values. It follows that
compared to second-generation adolescent immi-
grants, first-generation immigrants are signifi-
cantly less likely to be involved in externalizing
behaviors (Salas-Wright et al. 2016). In contrast,
the perceptions of subsequent generations (e.g.,
assimilated US-born children of immigrant par-
ents) tend to focus more on deprivation because of
higher unrealized expectations and aspirations,
which have the potential to lead these generations
to turn to maladaptive coping strategies (Burnam
et al. 1987; Rogler et al. 1991). At the same time,
negative health behavior patterns increase per-
ceived stress, adding to the difficulties inherent
in the acculturation process. Ultimately, coping
with assimilation stress with negative health
behaviors becomes a self-propelling cycle, caus-
ing some US-born Latino and Asian adolescents
and adults to become immersed in high-risk
behaviors such as substance use, antisocial behav-
ior, and to experience mental health problems.

It is unclear from extant research which of
these theoretical explanations should take prece-
dence. Further research is needed to fully explore
and explain the assimilation process. At the same
time, it is clear that legislators and social service
workers may undermine healthy immigrant
behaviors by over emphasizing assimilation.
Indeed, if policymakers want to emphasize
healthy behavior in this youthful minority popu-
lation, they should provide support for US-born
minority youth to reconnect to their cultural heri-
tages. In doing so, some of the negative effects of
assimilation may be avoided by reintegrating cul-
tural assets that have been lost in the great Amer-
ican melting pot.
Conclusion

Assimilation is defined as the changes in values
and behaviors that individuals make as they grad-
ually adopt the cultural values and ways of life of
the dominant society. Youth who disregard their
culture of origin and completely immerse them-
selves in the new host culture become vulnerable
to negative influences, and existing research sug-
gests that assimilation can be a risk factor for
adolescents, resulting in increased substance use,
violence, delinquency, and aggression. First- and
second-generation immigrants may be impacted
by assimilation differently such that second-
generation immigrants suffer slightly more nega-
tive consequences. It is possible that first-
generation immigrants remain connected to their
culture of origin so that they are more able to form
bicultural identities as opposed to completely
assimilating into the host culture. Most research
on adolescent assimilation has focused on His-
panic/Latino youth to the overall exclusion of
other racial and ethnic groups, highlighting the
need for ongoing assimilation research with
more diverse samples. This additional research is
especially pertinent given the current anti-
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immigrant political rhetoric and burgeoning xeno-
phobia coupled with the high rates of immigrants
residing in the USA.
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Introduction

Psychotherapy for adolescents with emotional
and behavioral disorders is complicated. Adoles-
cents in need of therapy are often not motivated to
participate in therapy and frequently struggle with
issues of dependence, authority, control, and trust.
These and other complications impact the forma-
tion of a therapeutic alliance between the therapist
and the adolescent, which is the best predictor of
psychotherapy outcome. This essay identifies
some of the challenges of providing effective psy-
chotherapy for adolescents with psychological
difficulties. It is proposed that adolescents benefit
from an integrative psychotherapy that is flexible,
effective, and attuned to the relationship. Assim-
ilative psychodynamic psychotherapy, developed
by Stricker and Gold (1996) and adapted for use
with adolescents by Grehan and Freeman (2009),
is put forward as well suited for work with this
population.

Assimilative psychodynamic psychotherapy is
an integrative approach comprised of a compre-
hensive psychodynamically oriented conceptual
framework that freely incorporates ideas, tech-
niques, and strategies from other models of psy-
chotherapy. Given adolescents’ greater
dependence than adults on the world around
them, an increased emphasis is placed on systems
variables and the importance of “goodness of fit”
with the environment. Therapists who employ
assimilative psychodynamic psychotherapy (APP)
benefit from the framework and richness of
attending to relationship issues. The psychody-
namic framework allows for a focus on the rela-
tionship and the interpersonal field between the
therapist and the client as a major source of infor-
mation as well as an instrument for treatment. In
addition, active interventions are freely drawn
from cognitive behavioral therapy (CBT) for
their original purposes as well as psychodynamic
purposes. A case example illustrating the applica-
tion of this approach is presented. The strengths
and limitations to this approach are discussed.
Adolescents and Psychopathology

As numerous essays in this encyclopedia make
clear, adolescents are not simply “little adults.”
Rather, this is a developmental period marked by
significant cognitive, social, and physical
changes. In addition, many adolescents struggle
with developmental issues such as dependence on
adults and the formation of a clear identity. These
issues all occur while they manage shifting family
and peer dynamics as well as changing academic
and work demands.

Although many adolescents in western cultures
do not exhibit significant “storm and stress” (Arnett
1999), an estimated 20% of 9–17-year olds have a
diagnosable emotional or behavioral disorder
(U.S. Department of Health and Human Services
1999). These adolescents are more likely to exhibit
mood disorders (6%), anxiety disorders (13%),
disruptive disorders (10%), or substance abuse dis-
orders (2%; U.S. Department of Health and Human
Services 1999). Youth suffering from these disor-
ders are more likely to experience impairments in
social, academic, and occupational functioning as
well as serious behavioral problems.

Detailed descriptions of developmental chal-
lenges faced by adolescents are available else-
where in this volume; however, it is worthwhile
to review specific examples to illustrate how
developmental issues can interact with neurolog-
ical or psychological difficulties to result in prob-
lematic behavior patterns. One such example is
the development of introspection, which exhibits

https://doi.org/10.1097/DBP.0000000000000321


304 Assimilative Psychodynamic Psychotherapy
itself in a heightened sense of self-consciousness
in adolescents. Often the adolescent believes that
his or her behavior is the focus of everyone else’s
concern and attention (Elkind 1978). In addition,
this egocentricity is displayed in the belief that
their experiences are unique and would not be
understood by others or that they are not as sus-
ceptible to risk as others (Steinberg 2008). These
egocentric beliefs may serve to protect self-
esteem, but can also inhibit communication with
adults and increase the potential for high-risk
behavior. This can be especially problematic
among adolescents who have experienced trauma
or who suffer from psychological disorders.
Issues such as egocentric beliefs can compound
difficulties with weak impulse control, poor emo-
tional regulation, depressed mood, or psychosis.
These combinations may increase high-risk
behavior or withdrawal from their familial and
school support networks.
Adolescents in Therapy

Therapy with adolescents poses unique chal-
lenges and is often considered a difficult endeavor
(Oetzel and Scherer 2003). Many adolescents
referred to therapy attribute their problems to
others and are often especially sensitive to issues
of dependence, authority, control, and trust. In
addition, many adolescents, especially those
exhibiting defiant behavior, do not to perceive
themselves as needing therapy but are directed to
do so by authority figures such as parents, school
personnel, or the juvenile justice system (Oetzel
and Scherer 2003; Politano 1993). Therefore, the
adolescent’s motivation to participate in therapy
as well as the formation of a therapeutic alliance
may be compromised. The therapeutic alliance
refers to the quality of the helping relationship
between the client and the therapist. Bordin
(1979) described the therapeutic alliance as
consisting of an agreement on the goals of ther-
apy, an agreement on the tasks of therapy, and an
emotional bond between the therapist and the
client. The therapist joins with “the client by
expressing concern about the client and family
members and inquiring about personal problems”
to trigger the development of alliance (Oetzel and
Scherer 2003, p. 216). In turn, clients respond by
engaging in the process of working toward the
goals of therapy.

An alliance is difficult to formwith adolescents
who do not share the same goals or are resistant to
participating in therapy (DiGiuseppe et al. 1996;
Oetzel and Scherer 2003). This is problematic
given that the therapeutic alliance has been iden-
tified as a critical element in psychotherapy effec-
tiveness with adolescents (Shirk and Karver
2003). Kazdin et al. (2005) demonstrated that
alliance was associated with greater therapeutic
change, fewer perceived barriers, and treatment
acceptability in this population.

In addition to the relationship with the adoles-
cent, the therapist has to consider the alliance with
the parents or guardians. The therapist can provide
the adolescent with confidentiality; however, this
confidentiality is often tested when there is a need
to engage parents in the therapy. Forming alli-
ances with both the parents and the adolescent
can be challenging if there are differences in
goals, opinions, and values. In addition, adoles-
cents who act in provocative or potentially dan-
gerous ways can make it especially challenging to
maintain alliances with all parties involved. The
therapist has to negotiate both sets of goals, as
attending to one set of goals over the other can
lead to resistance, conflict, or impasse.
Which Psychotherapy Approach?

Although evidence indicates that 70–80% of ado-
lescents with mental health problems benefit from
psychotherapy (Weisz et al. 1987, 1995), it is
estimated that the majority of adolescents in
need either lack access to or otherwise do not
engage in psychotherapy (U.S. Department of
Health and Human Services 1999). Furthermore,
Kazdin et al. (1997) reported that 40–60% of
families that engage in therapy terminate prema-
turely. Therefore, it is valuable to explore psycho-
therapy approaches that maximize adolescent
engagement and treatment effectiveness.

Given the unique challenges of conducting
psychotherapy with adolescents, it is not sufficient
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to conduct therapy in the same manner as with
adults. For example, therapists need to differenti-
ate between typical development and psychopa-
thology. Oetzel and Scherer (2003) recommended
that therapists assess developmental consider-
ations and reflect upon their possible effects on
therapeutic engagement. It is also necessary to
differentiate between minor developmental crises
and psychopathology. In addition, a foundation in
adolescent development can help recognize risk
factors that increase susceptibility to difficulties
such as depression, substance use, eating disor-
ders, and family conflicts (Steinberg 2008). An
understanding of development impacts clinical
decision making as well as goal setting (Oetzel
and Scherer 2003).

Therapists are challenged to establish an authen-
tic and collaborative working relationship. Adoles-
cents tend to be intolerant of insincerity and pretence
(Rubenstein 1996). Therefore, therapists need to
convey an authentic and respectful nonjudgmental
acceptance that does not condone antisocial or self-
destructive behavior. Given the importance of the
alliance to outcome and the likelihood that clients
will terminate therapy prematurely rather than raise
concerns about problems with the alliance (Miller
et al. 2005), it is recommended that therapists offer
adolescents choices (Oetzel and Scherer 2003) and
even elicit feedback about the therapy process
(Miller et al. 2005). Several studies have demon-
strated that eliciting client feedback is a significant
predictor of treatment outcome (e.g., Bachelor and
Horvath 1999).

It is proposed that adolescents benefit from
psychotherapy that is flexible, effective, and
attuned to the relationship. Grehan and Freeman
(2009) proposed that an approach that combines
the relationship-centered aspects of psychody-
namic therapy and the problem-solving aspects
of cognitive behavioral therapy (CBT) could suc-
cessfully address these criteria. More specifically,
assimilative psychodynamic psychotherapy
allows for theoretically consistent integration of
psychotherapeutic techniques from diverse
approaches like CBT into a psychodynamic
framework. This approach is described in greater
detail followed by an examination of how it is
relational, flexible, and effective.
Assimilative Psychodynamic
Psychotherapy

Stricker and Gold (1996) developed assimilative
psychodynamic psychotherapy (APP), to be
an integrative approach comprised of a compre-
hensive psychodynamically oriented conceptual
framework that freely incorporates ideas, tech-
niques, and strategies from other models of psy-
chotherapy. As with many contemporary
psychodynamic models, this approach empha-
sizes the exploration of unconscious processes,
motives, conflicts, anxieties, defenses, and the
dynamic roots of behavior. In addition, active
interventions are freely drawn from other psycho-
therapies for their original purposes as well as
psychodynamic purposes. For example, an inter-
vention such as recording events in a thought log
may be selected to produce the change for which it
was originally designed such as modifying
thoughts and behavior as well as its hypothesized
impact on important psychodynamic issues.

Assimilative psychodynamic psychotherapy
employs a three-tier model of personality struc-
ture and change. The types of assessment and
intervention modalities may differ at each tier.
Tier 1 consists of behavior and interpersonal skills
and can include the use of behavior contracts and
social skills training. Tier 2 includes cognition,
perception, and affect and can include CBT inter-
ventions such as Socratic dialogues. Finally, Tier
3 includes psychodynamic conflict, self-
representations, and object representations.
Examples of methods used in this tier include
attention to the recurrence of interpersonal themes
in the therapy relationship referred to in the psy-
chodynamic literature as transference and coun-
tertransference. Psychological causation is
conceptualized as multidirectional and the focus
of attention moves among the interactions of
unconscious motivation, conscious experience,
action, and the impact of the behavior and atti-
tudes of significant others. Stricker and Gold
(2005) proposed that change begins and can take
place within and among any of the tiers and can
have reciprocal effects on the other tiers.

Assimilative psychodynamic psychotherapy is
based upon a psychodynamic relational model in
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which an individual’s sense of self develops in the
context of significant past and present interper-
sonal relationships. The relational nature of this
theory is also helpful in conceptualizing the role
that others play in the development and mainte-
nance of psychopathology. Indeed, it may be
argued that individuals in the adolescent’s life
become unwitting participants in their repetitive
patterns and play a role in the maintenance of that
behavior. This may be especially true among ado-
lescents whose identities are still being formed
and whose interpersonal relationships seem more
fluid than in adults.

Applying APP to Adolescents
Stricker and Gold (1996) originally developed
assimilative psychodynamic psychotherapy for
individual work with adults. In 2009, Grehan
and Freeman proposed that when therapists
using APP attended to system factors, this
approach was well suited to adolescent psychother-
apy. Specifically, they made a case for the impor-
tance of attending to and addressing the “goodness
of fit” between the adolescent and the systems in
their life. In other words, the adolescent’s pathol-
ogy is viewed as both an intrinsic difficulty and a
product of the context within which the problem
manifests itself. An adolescent’s presenting prob-
lem is assumed to result from a unique interaction
of family dynamics, faulty thinking, skills deficits,
psychodynamics, as well as a mismatch between
biological predisposition/temperament and envi-
ronmental demands.

Attention to the Relationship in Therapy
Therapists who employ APP benefit from the
framework and richness of attending to relation-
ship issues. Psychodynamic therapists tend to
focus on relationships, both inside and outside of
the therapy office (Shedler 2010). In fact, relation-
ally influenced psychodynamic therapists (e.g.,
object relations, self-psychological) treat the
interpersonal field between the therapist and the
client as a major source of information as well as
an instrument for treatment (Aron 1996).

The advantage of focusing on the interper-
sonal field becomes evident when considering
the multiple ways in which adolescents may
experience and respond to a therapist. For exam-
ple, a therapist who is directive and goal oriented
may be perceived as an extension of authority
figures in their lives with aims of changing the
adolescent. On the other hand, a less active ther-
apist who refrains from self-disclosure may be
experienced as inauthentic or withholding. In
addition, given that adolescents referred for ther-
apy often experience conflicts around intimacy, it
is not unusual that they experience intense reac-
tions as well as elicit strong reactions in their
therapist. In fact, there are numerous ways an
adolescent may respond to a therapist or elicit
responses from a therapist. Psychodynamic con-
ceptualizations lend themselves well to under-
standing these dynamics.

Flexibility in Therapy
It is also proposed that adolescents benefit from an
integrative therapy flexible enough to change with
their needs. Therapists employing traditional ther-
apies developed for adults may find themselves in
a bind. Being flexible and adaptive to the adoles-
cent’s needs may challenge the conceptual frame-
work of the therapeutic approach while remaining
faithful to the approach may limit the therapist’s
freedom to respond flexibly to the adolescent.
Garcia and Weisz (2002) reported that the most
common reason for premature termination was
related to therapists who were not flexible enough
to adapt to client’s needs.

The ability to freely draw active interventions
are from other psychotherapies for their original
purposes as well as psychodynamic purposes
allows the therapist to choose interventions for
their purported outcome, rather than because they
fit a particular model. Combining psychodynamic
and cognitive behavioral approaches is valuable
given their unique and complementary strengths.
Psychodynamic therapies are distinguished from
other therapies by their focus on affect and the
expression of emotion, exploration of attempts to
avoid distressing thoughts and feelings, and the
identification of recurring themes and patterns in
thoughts, feelings, self-concept, relationship, and
life experiences. In addition, they differ from other
approaches in their discussion of past experience,
focus on interpersonal relationship, an exploration
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of the therapy relationship, and exploration of fan-
tasy life (Shedler 2010).

In contrast, CBT is a goal-oriented approach
that lends itself well to immediate direct interven-
tion. It is a time-efficient approach whose princi-
ples are generally easily understood and applied.
Adolescents benefit from the fact that it teaches
behavioral and emotional self-control as well as
the wide array of available cognitive, emotional,
and behavioral techniques. A therapist using APP
could shift among various approaches such as a
collaborative goal-directed approach, a support-
ive-introspective approach, a here-and-now
approach and even an examination of current
and past interpersonal dynamics and the patterns
of interaction that impact their current difficulties.

Effectiveness of Therapy
Finally, the approach should be based on treat-
ment approaches that have been shown to be
effective. It is a popular misconception that CBT
is the only treatment of choice and that psychody-
namic therapy has not been shown to be effective.
CBTenjoys a great deal of popularity in academic
circles and the vast majority of psychotherapy
research employs this approach. Although psy-
chodynamic therapies have fallen out of favor,
the literature continues to be actively developed
as evidenced by the emergence of relational psy-
chodynamic approaches (e.g., Greenberg and
Mitchell 1983). Although there is far less research
on psychodynamic approaches than CBT, there is
considerable empirical support for the efficacy
and effectiveness of this approach among adults
(Shedler 2010). In comparison to the adult litera-
ture, the psychotherapy literature on working with
adolescents is sparse (Holmbeck et al. 2006) and
research in psychotherapy effectiveness in chil-
dren and adolescents lags behind that of adults.
Nevertheless, there continues to be support for the
efficacy of psychodynamic therapy with children
and adolescents (e.g., Leichsenring et al. 2004;
Trowell et al. 2007). Although specific data
about the effectiveness of APP with adolescents
are not available, evidence from psychotherapy
effectiveness studies employing either CBT or
dynamic approaches suggests that a combined
approach would most likely be effective.
Case Example

What follows is a case that illustrates the applica-
tion of APP to adolescents. Tom was a 17-year-
old seen for individual therapy in a metropolitan
suburb in the northeastern United States. This
adolescent, whose identifying information has
been disguised, started therapy with a “tough
guy” attitude. During his first session, he casually
stated that he did not need to see a therapist and
that he was only doing so because his father was
forcing him to do so. Once rapport was developed,
he added that he “did not mind coming,” just that
he had “nothing to talk about.”

Tom’s father, Joe, initiated the referral. He was
a sharply dressed businessman who presented
with a serious and intense demeanor. Although
Joe was raised in a tough blue-collar neighbor-
hood, he had worked his way up to being an
executive and flaunted his upper middle class
wealth with visible luxury items including his
home, cars, and suits. Joe stated that he sought
out therapy for Tom because his son was “argu-
mentative, oppositional and lazy.” Joe reported
that he believed that Tom’s difficulties were
related to his mother, whom Joe had divorced
12 years earlier. He reported she had difficulty
setting limits with Tom and gave as an example
his chronic issues with truancy when living with
her. For example, Tom had skipped out of school
over 50 school days in a single year. Joe sought
custody and the court ordered Tom to live with his
father. Tom continued to struggle with attendance
and the school district transferred him to an alter-
native high school for students who were at risk
for dropping out. Joe initiated therapy after Tom
had been living with him for a year.

At home, Tom and Joe frequently engaged in
power struggles. Arguments would lead to Joe
yelling at and punishing Tom, who in turn would
defy his father and alternate between provoking
and avoiding him. Both father and son admitted to
“losing control”with each other from time to time.
On one occasion, Tom called 911 claiming that his
father hit him. Tom would become enraged at his
father’s domineering and inflexible parenting. He
also confronted other authority figures such as
teachers and even police officers.
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When therapy began, it was apparent that they
avoided discussing certain topics with each other.
For example, Joe knew of Tom’s knife collection,
but avoided discussing its significance given their
volatile relationship. In session, Tom admitted to
smoking pot several times a day. In fact, Tom often
appeared stoned during sessions and reported
being “high”much of the day. Joe seemed unaware
of this even after having previously found mari-
juana while going through Tom’s pockets. Joe
believed Tom when he denied that it was his.

Tom visited his mother on alternate weekends
and longed to live with her again. He reported that
she was accepting of him and he “got away with
whatever he wanted” with her. Nonetheless, he
remained disappointed and did not feel she under-
stood him. In contrast, Joe was a firm disciplinar-
ian. He followed through on his word but had little
interest in his son’s experience. Both of Tom’s
parents had used him as collateral in their divorce
and the conflict between them that followed. He
reported that the only thing he cared about was
“hanging out” with his friends and playing hand-
ball. He was withdrawn from his family, staying
out as late as possible and minimizing contact
with them.

In the first few sessions, Tomwas responsive to
inquiry but did not initiate conversation. His
energy level was low and insight was poor, both
of which were likely worsened by his drug use.
Early on, he related a story of how he had told a
prior therapist about drug paraphernalia he had
hidden in his room and how his father had myste-
riously found it the following day. This was Tom’s
way of communicating the importance of trust in
the current therapeutic relationship.

Tom’s withdrawal and anger were conceptual-
ized as ways of coping with his pain and loneli-
ness of having been a narcissistic extension stuck
between a controlling father and an ineffective
mother who were at loggerheads with each other.
Developmentally, he was struggling with issues of
independence and identity. The goal of therapy
was to help Tom work through his anger toward
adults and himself. In order to do so, it was nec-
essary to address the daily drug use, as it inter-
fered with the development of insight and
responsibility for his behavior.
Once it appeared that a working relationship
had been established, Tom engaged in a discus-
sion about his goals for therapy. His stated goal
was to move back in with his mother. In
discussing this goal, he was open to discussing
his drug use that the therapist considered an
important target for intervention. Since Tom
spoke freely about his drug use, the therapist
engaged him in Socratic dialogue, which is a
cognitive (Tier 2) approach to explore his beliefs
about pot use and its effects. The drug use was not
judged on a moral basis, but instead explored in
terms of its role in his life and its effects on his
goal. Over the course of several sessions, Tom
began to identify some negative effects of his
pot smoking and of hanging out with his “druggie
friends.” This identification coincided with the
development of a romantic relationship. Although
his girlfriend was comfortable with his drug use,
Tom sought to spend more time with her and
began to recognize that the drug use and his
friends interfered with their relationship.
Although this was a cognitive intervention, it
was also used for its dynamic goals. From a
dynamic standpoint, he was dissociated from
how he used drugs to manage his disappointment
and anger with his parents. In addition, his drug
use also functioned as a form of rebellion toward
his father while also being self-destructive.

Due to issues of confidentiality, the therapist
could not inform Joe about Tom’s drug use. If
Tom suspected that the therapist “snitched” on
him, even indirectly, it would have been a breach
of trust that would have ended his engagement in
therapy. Although Tom’s romantic relationship
had reduced his drug use, it continued to play a
major part in his life and the therapist believed that
Tom would need more significant intervention in
order to reduce its use to a level that did not
negatively impact his functioning (a Tier 1 goal).

Shortly afterward, Tom returned home so
clearly stoned that Joe became alarmed and had
Tom take a store bought drug test. Needless to say,
Tom failed the test. Given that Tom was in the
process of getting a driver’s permit and desper-
ately wanted a car, Joe wanted to use this as
leverage to stop the drug use. The therapist
consulted with both of them in negotiating an
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agreement in which Tom would get continued use
of a car in exchange for passing weekly drug tests.
Surprisingly, Tom did not rebel, but instead
agreed to these conditions and made a concerted
effort to stop smoking pot. Although it is possible
that he had expected a harsher reaction from his
father, and believed this as an opportunity to
maintain some freedom and the ability to see his
girlfriend, is was also possible that in this situation
he experienced his father as caring rather than
punitive.

Over the course of several months, Tom made
notable progress. His daily pot smoking was
almost completely eliminated, he developed an
interest in graduating from school, and the level
of his conflict at home decreased significantly. He
still avoided his family and felt anger toward his
father, but it was being directed at getting out of
his home and fueled his desire to graduate and get
a job. Tom’s relationship with the therapist allo-
wed him to bridge the gap between him and his
father.

At the start of therapy, the therapist’s contact
with the father was frequent, primarily because
Joe drove his son to the appointments. Once Tom
began to show improvement, he began to miss
appointments after several months of consistent
attendance. Tom would simply not show up for a
session. The therapist’s phone calls to Joe’s
mobile phone went straight to voice mail and Joe
would not call back, even though his phone never
left his side. Each time Tom would show up the
following week and Joe would claim to have left a
message on the therapist’s voicemail. Joe would
insist on paying for the missed session and was
adamant that Tom should continue therapy. This
lapse occurred several times and each time, Joe
became resisted the therapist’s efforts to discuss
this further.

The therapist experienced the inconsistency in
appointments as disruptive and believed that Tom
continued to benefit from therapy. When asked,
Tom expressed a desire to continue therapy. Joe’s
lack of responsibility and courtesy left the thera-
pist feeling annoyed. A few months later, Tom
started driving himself to his appointments and
the therapist’s contact with Joe stopped altogether.
Joe would send an occasional check with Tom that
paid most, but never all, of the balance of their
bill. This was not likely a lack of finances and
instead was experienced like the use of money as
power. Joe did not respond to the therapist’s
attempts to contact him about his son’s therapy.
When the therapist inquired with Tom about the
difficulty communicating with his father, Tom
became protective of his father.

The therapist felt angry and in a bind. Although
Joe’s avoidance was not keeping him from work-
ing with Tom, he felt as if he was being dismissed
and rendered powerless. He believed that Joe’s
disengagement from his son’s therapy would
undermine its effectiveness and he felt helpless
to do anything about it. The therapist’s only lever-
age was to threaten to stop therapy, which
appeared to be too drastic a reaction. Becoming
confrontational with Joe might have made the
therapist feel more powerful, but the likely result
would be Joe’s termination of Tom’s therapy.

With time, the therapist recognized this situa-
tion as what relational psychoanalysts refer to as
an enactment (e.g., Hirsch 1996). An enactment
refers to intense interpersonal reactions to current
events in the therapy relationship that repeat pat-
terns from the adolescent and therapist’s individ-
ual histories. An enactment usually unfolds in the
following manner. First, the adolescent repeats an
interpersonal relational pattern in which he or she
is replicating a way of relating that may be part of
the current problem. The therapist has an inevita-
ble interpersonal reaction based on his or her own
history in the context of the therapeutic relation-
ship. The key to an enactment is that the open and
attentive therapist eventually recognizes the
enactment in which he or she is participating,
affording an opportunity to respond in a way that
could lead to a different and healthier outcome
than the patient has experienced in the past.

In this case, the therapist was the recipient of
what Tom experienced with his father: feeling
used and rendered powerless. The therapist under-
stood in a deep and meaningful way the source of
Tom’s anger and withdrawal. He recognized that
they were also replaying a family dynamic in
Tom’s life. Joe used subtle and coercive forms of
power while maintaining the façade that he was
acting in his son’s interest. On the other hand, the
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therapist found himself in a role similar to the way
Tom experienced his mother; being caring and
supportive, but ineffective in protecting him
from his father’s coercion. They were reliving an
important family dynamic.

This immersion in the enactment brought Tom
and the therapist into the “here and now.” This
realization had a significant effect on the thera-
pist’s ability to work with Tom. He no longer felt
constrained in his response and gained an under-
standing of Tom’s subjective experience that allo-
wed them to explore these issues in a way that was
previously not possible. This recognition gave the
therapist the freedom to explore Tom’s experience
and help him regain his voice when he was feeling
coerced and powerless. This emotional insight
along with Tom’s efforts to change allowed him
to make continued progress.

This case illustrates the advantage of combin-
ing active goal-directed approaches with the
dynamic formulations of the recurrence of inter-
personal themes in the therapy relationship. In this
case, reducing the drug use was crucial to change
and allowed the dynamics to take place and be
addressed. In addition, the immersion in the inter-
personal dynamics allowed for a greater under-
standing and sympathy for Tom’s experience.
Discussion

As this case example illustrates, applying APP to
adolescents offers a flexible yet theoretically con-
sistent framework for approaching this population
(Grehan and Freeman 2009). This framework
takes behavior, cognition, object representations,
and systems variables into account while
maintaining a flexible therapeutic stance. Adoles-
cents are attempting to develop their sense of self
and benefit from support and flexibility in terms of
determining their own needs. The ability to freely
draw active interventions from other psychother-
apies for their original purposes as well as psy-
chodynamic purposes allows the therapist to
choose interventions for their purported outcome,
rather than because they fit a particular model.
This view echoes Miller et al. (2005) outcome
informed work, which posits that the outcome of
an intervention matters more than the nature of the
intervention itself.

Applying APP to adolescents has significant
face validity. It is reasonable to expect that
adapting therapeutic approaches based on the
needs of the adolescent leads to a higher likeli-
hood of therapeutic success. However, this formu-
lation is difficult to examine empirically and there
are no controlled trials to date to support that this
complex additive model results in improved
outcomes.

APP is best suited for verbal and insightful
adolescents for whom a long-term treatment is
appropriate and whose families can be engaged
in therapy. Although the flexibility of this
approach suggests that it has the potential to be
effective with a variety of populations, the relative
complexity of this approach may not be well
suited for adolescents who pose immediate danger
to themselves or others (e.g., psychosis, severe
behavioral difficulties) or require the structure
and limits of a residential treatment facility. In
addition, the requirement for verbal interaction
limits the effectiveness of this approach with ado-
lescents with developmental delays.

Although there are several advantages of
applying APP to adolescents, there are challenges
and questions that need to be addressed. Although
a stated goal of APP with adolescents is to
increase the “goodness of fit” between the adoles-
cents and their environment, it is difficult and at
times impractical for therapists to engage outside
individuals to adapt to the adolescent. Consulting
with parents may be possible, yet doing so with
schools and other settings may be difficult given
issues such as trust and confidentiality.

In addition, adding goal-directed interventions
to a psychodynamic conceptualization can be
challenging. For example, while some interven-
tions are active and practitioner led, this may at
times conflict with the collaborative and patient-
driven nature of APP (e.g., Stricker and Gold
2005). Furthermore, evidence suggests that CBT
and dynamic therapies with adolescents do not
differ significantly in terms of effectiveness; it is
unclear whether the flexibility provided by the
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model presented here outweighs the challenges
created by the complexity in implementing this
approach. Nonetheless, it offers a flexible and
relationally attuned approach that may be partic-
ularly well suited to complex cases where other
approaches have not been successful.
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Assortative mating represents a tendency in indi-
viduals to mate with other people who share cer-
tain similarities, such as a particular trait or
qualities like intelligence or hair color. The con-
cept has been commonly accepted by evolution-
ary theorists and behavior geneticists who have
studied mating by a variety of species. For exam-
ple, in various studies that focus on comparisons
made between identical twins (genetically identi-
cal) and fraternal twins (nongenetically identical),
positive assortative mating for the trait of social
attitudes have been quite strong, especially for
identical twins (Abrahmson and Baker 2002).
This finding suggests that this tendency could be
impacted by genetic factors, especially in assorta-
tive mating practices based on social interactions.
Numerous studies have found support for this
process whereby individuals choose partners
with desired attributes that often include behav-
iors and traits that are similar to their own (see
Rhule-Louie and McMahon 2007).

This phenomenon could hold true especially
for younger adults and adolescents because of the
added influence of family and peer environments
on their developing social attitudes and behaviors.
In cases of adolescents who engage in problem
behavior, for example, adolescents exhibit a ten-
dency to select partners or mates with a similar
disposition to participate in questionable activities
(Rhule-Louis and McMahon 2007). Other impor-
tant studies have found that, whereas assortative
mating for many individual-difference variables
(such as personality traits) is low, assortative mat-
ing for actual antisocial behaviors is substantial
(Krueger et al. 1998). This research reveals that
adolescents’ predilection to select mates with this
same preference pattern can exacerbate their rate
of problem behaviors. In a study of individuals
who exhibit characteristics of antisocial disorders,
it was discovered that persons who display an
assortative mating preference for other persons
who also exhibit antisocial tendencies have a
higher frequency of engaging in criminal behav-
ior, perhaps in response to their partner’s capacity
to engage in undesirable actions as well (Simons
et al. 2002). These types of studies are of increas-
ing significance in that assortative mating has
become a concept that has moved from a narrow
focus on selecting for physical factors and person-
ality dispositions to much more complex traits
like behaviors.
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Athletic Programs and Title IX

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
“Title IX” is the common term used to refer to
Title IX of the Education Amendments of 1972
(2010). Title IX is a United States federal law
requiring that “No person in the United States
shall, on the basis of sex, be excluded from par-
ticipation in, be denied the benefits of, or be sub-
jected to discrimination under any education
program or activity receiving Federal financial
assistance. . .” (Id.). In its broad prohibition
against sex discrimination in the provision of edu-
cational programs, the statute applies to an entire
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institution or school as long as any part of it
receives federal funding. Given the heavy reliance
on federal funds to operate schools, the statute has
a very broad and powerful reach. It even reaches
school activities that receive little federal funding,
like school sports. That reach has been quite con-
troversial and even unexpected given that the
statute originally was meant to address employ-
ment practices of federally financed institutions.
Title IX expanded its reach when what used to be
called the Department of Health, Education and
Welfare, which was granted the power to create
implementation regulations, chose to give the stat-
ute a very broad interpretation as it substantially
expanded the law’s coverage and its own enforce-
ment power. Gradually, Title IX evolved to
address discrimination in all aspects of education,
ranging from admissions, housing, course offer-
ings, recruitment, financial assistance, and
counseling to student health and sexual harass-
ment. The area that was not even envisioned
when the statute was enacted, school athletics,
has become the most frequent focus of claims
and commentaries relating to Title IX.

The Office for Civil Rights in the US Depart-
ment of Education (OCR) administers Title
IX. The OCR promulgates regulations in further-
ance of the mandate it receives from the legisla-
tion that created Title IX. Most notably, OCR
regulations require all institutions receiving fed-
eral funds to conduct self-evaluations, with those
evaluations examining how institutions comply
with the statute’s mandate of not discriminating
in educational activities. The OCR then uses those
statements to determine whether the institution
complies with the federal mandates.

In terms of athletic programs, the OCR has set
several factors that are considered when determin-
ing whether an institution or school has violated its
mandates. For example, it examines whether the
selection of sports and levels of competition effec-
tively accommodate the interests and abilities of
members of both sexes and the extent to which
there is an appropriate provision of equipment and
supplies, scheduling of games and practice time,
travel and per diem allowance, assignment and
compensation of coaches and tutors, the provision
of locker rooms, practice and competitive
facilities, the provision of medical and training
facilities and services, the provision of housing
and dining facilities and services, and publicity.
Although some schools may not do as well on
some factors as others, they still can avoid sanc-
tions because the factors are considered as a whole.
These factors, however, were further elaborated
upon by a policy interpretation for Title IX that
includes what became known as the “three-prong
test” of an institution’s compliance: (1) providing
athletic participation opportunities that are sub-
stantially proportionate to the student enrollment,
(2) demonstrating a continual expansion of athletic
opportunities for the underrepresented sex, or
(3) making a full and effective accommodation of
the interest and ability of underrepresented sex
(Office for Civil Rights 2005). By showing com-
pliance with any of these three prongs, an institu-
tion could receive their federal funds.

The legislation and resulting regulations have
been deemed extremely effective. Reviews note,
for example, an 850% increase in participation in
sports for high school girls 30 years after the
mandates were started in 1972; they also note
that girls have gone from being about 7% to
being over 40% of school athletes (Eckes 2006).
Given the important role that sports can play in
fostering positive youth development (Anderson-
Butcher et al. 2003), these certainly are striking
findings.

Although the above would seem to be
extremely positive developments, and at least
seem fair to the extent that they seek to ensure
equality, the regulations have been the subject of
considerable criticism (for brief reviews, see
Johnson 1998; Little 2008). Among the most fre-
quent criticisms has been the costs that the
enforcement of the regulations has had on male
teams, arguing that they have been cut to replace
them with female sports. Critics also have argued
that there is a need for separation of the sexes for
particular sports, females are at increased injury
risk, and participating in sports is a privilege
rather than a right. In addition, there are arguments
that litigation costs drawmuch needed funds away
from educational programs.

This area of law presents an important devel-
opment in the rights of adolescents. Research



314 Attachment During Adolescence
continues to demonstrate the importance of ath-
letic participation, and the benefits found in that
research are complemented by the real benefits
that can accrue to athletes during adulthood.
Legal developments in this area show how school
officials have increased obligations to ensure
opportunities for more students than traditionally
has been the case. There still is much developing
in this area that serves as a good example of how
gender disparities in educational opportunities are
not only a consequence of problematic stereo-
types but also a cause of those stereotypes.
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Overview

This essay considers a number of important issues
concerning attachment during adolescence. It
begins with a short historical description of
attachment theory and its development, the impor-
tance of studying attachment during adolescence,
and relevant measurement issues. Next, it exam-
ines the source of individual differences in quality
of attachment, changes in quality of attachment
during adolescence, and the connection between
attachment and adolescent psychosocial (mal)
adjustment.
Key Definitions

A general definition of attachment is an enduring
affectional bond of substantial intensity
(Ainsworth 1989). Two names that are almost
synonymous with attachment theory are those
of John Bowlby and Mary Ainsworth. Both
have provided indispensable contributions to
attachment theory as it still stands today. Bowlby
represented the theoretical force behind attach-
ment theory, and Ainsworth provided valuable
empirical corroboration. Bowlby theorized that
human infants have a natural disposition to form
close affectional bonds to other human beings
(attachment figures) and that these bonds, or
attachments, serve the purpose of survival. The
attachment system is a system of homeostasis,
the desired outcome of which is proximity of the
attachment figure (Bowlby 1982; Ainsworth
1989). It is activated in times of stress. When a
child feels frightened, tired, sick, alone, or
unsafe in any way, he or she will exhibit attach-
ment behavior, such as crying or calling out or
otherwise seeking contact with the attachment
figure (depending on the child’s developmental
capabilities). This display of attachment behav-
ior triggers caregiving behavior from the attach-
ment figure, thus resulting in the attachment
figure’s proximity. This behavioral system is
evolutionary reinforced, as closeness to a caring
adult increases an infant’s chances of survival.
When the child feels safe and secure, deactiva-
tion of the attachment system occurs, and attach-
ment figures provide a safe base from which the
child can explore the world. Security in times of
stress and facilitation of exploration are two
important, interrelated functions of the attach-
ment system.

http://www.ed.gov/about/offices/list/ocr/docs/title9guidanceadditional.pdf
http://www.ed.gov/about/offices/list/ocr/docs/title9guidanceadditional.pdf
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Over time, attachment experiences are inte-
grated to form an internal working model of
attachment, which can be secure or insecure. Inse-
cure attachment is further differentiated into inse-
cure avoidant, insecure resistant, and disorganized
attachment. These different categories represent
different strategies for interacting with parents
(or other attachment figures). Securely attached
children are confident in themselves and others.
They are emotionally expressive: they feel secure
enough to show their emotions, positive as well as
negative. When upset, they are generally easily
soothed by their parents, who are usually sensitive
to their needs. Children with insecure avoidant
attachment seem to minimize their attachment
behavior: they outwardly show minimal signs of
distress in stressful situations and barely use their
parents for comfort. Children with insecure resis-
tant attachment seem to maximize their attach-
ment behavior: they are difficult to soothe by
parents when they are upset, and may show
anger toward them. Generally, they seem preoc-
cupied with their parents. Children in the last
category, disorganized attachment, have in com-
mon that they lack a clear consistent behavioral
strategy toward their parents. These children may
act strange, scared, or stereotypical in stressful
situations.

Attachment is not limited to infancy, but
remains important during the entire life span.
However, with increasing age, attachment rela-
tionships change in form and function. An infant
needs his or her parents in order to survive, but as
the infant reaches childhood and adolescence, he
or she becomes progressively more independent.
The dependence of the infant is less relevant in
adolescence, whereas the attachment relationship
itself is as relevant as ever. Therefore, the form
and function of attachment behavior changes as
the physical and cognitive competence of an indi-
vidual changes.

According to theorists, attachment has two
dimensions. In infancy and early childhood,
working models of attachment are inferred from
experiments such as the Strange Situation, which
focus on the behavioral dimension of attachment
(Hinde 1982). This behavioral dimension of
attachment concerns the extent to which children
use attachment figures as a safe base for explora-
tion. The second dimension of attachment, the
affective/cognitive dimension, contains the affec-
tively toned cognitive expectancies that are part of
a person’s working model of attachment
(Bretherton 1985). As children mature in adoles-
cence, the affective/cognitive dimension of
attachment can be directly tapped by self-report
measures.
Why Study Attachment in Adolescence?

Most of the studies concerning attachment have
focused on infancy and early childhood, and adult
attachment has also received considerable atten-
tion. However, comparatively less is known about
attachment during adolescence. The historical
view of adolescence as a period of storm and
stress might not be as universally true for all
adolescents as once posited. However, adoles-
cence is a transitional period, in which many
social, cognitive, and physical changes take
place. An important developmental task for ado-
lescents is identity formation and acquiring more
autonomy from parents while maintaining a
healthy relationship with parents at the same
time. So, during adolescence, children and parents
need to renegotiate their relationship as well as
their positions and roles within the family. For
most adolescents, it is a time of increased conflicts
with parents and feelings of insecurity. It is
already indicated earlier in this essay that the
attachment system is triggered by stress and feel-
ings of insecurity. Because adolescence is a period
of life in which children and their families are
confronted with a great number of changes and
challenges, quality of parent–adolescent attach-
ment is important in increasing the odds of a
positive outcome. Therefore, it is crucial to study
attachment during adolescence.
Measures and Measurement Issues

Whether one studies attachment in infancy, child-
hood, or adolescence has its consequences for the
way quality of attachment is measured. In infancy,
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observation of attachment behavior is most com-
mon, since one cannot ask an infant to describe his
or her quality of attachment verbatim. As the child
matures, however, cognitive changes allow the
child to adequately put his or her feelings and
thoughts into words. From early adolescence
onward, researchers can simply ask participants
of attachment studies to indicate how they feel
about other persons and about themselves. There
have been some observational studies concerning
attachment beyond infancy and early childhood,
but because attachment behavior itself becomes
less easily triggered and recognizable as such, and
because questionnaires and interviews are a more
time-efficient way of studying attachment, adoles-
cent attachment research is dominated by self-
report measures and interview methods.

When studying attachment relationships dur-
ing adolescence, one should use an instrument
that reliably measures the affectively based cog-
nitive expectancies of felt security concerning
specific attachment figures and which can be
used with early to late adolescents. There are
several instruments that measure attachment
beyond infancy. A general distinction can be
made between measures that assess attachment
style, such as the Adult Attachment Interview
(AAI; George et al. 1985), and measures that
assess attachment relationships, for example, the
Inventory of Parent and Peer Attachment (IPPA;
Armsden and Greenberg 1987). The AAI is a
frequently used, reliable, and valid retrospective
semistructured interview, in which older adoles-
cents and adults reflect on past attachment expe-
riences. In the last decade, researchers have also
adjusted this measure for use with children (Child
Attachment Interview) and adolescents
(Attachment Interview for Childhood and Adoles-
cence). Transcripts of the interviews are coded
concerning descriptions of childhood attachment
experiences, the language used in these descrip-
tions, and whether the person is able to provide a
coherent, integrated description of these experi-
ences. All these instruments aim at capturing a
generalized representation of attachment, as
opposed to current attachment relationships. The
IPPA (or questionnaires based on the IPPA, such
as the IPPA-R and People in My Life question-
naire) is also an often-used questionnaire that
assesses the affective/cognitive dimension of
attachment. It has been constructed with the pur-
pose of use with adolescents. As one of the few
available instruments that measure current
parent–adolescent attachment relationships, it
provides an indication of felt security by measur-
ing the adolescent’s trust in the availability and
sensitivity of the attachment figure, the quality of
communication, which fosters comfort, and the
extent of anger and alienation in the relationship
with the attachment figure.

Both types of measures (attachment style and
attachment relationship) show excellent psycho-
metric and theoretical quality, as indicated by
good validity and reliability, as well as a firm
basis in traditional attachment theory. Which
type of attachment measure to use is largely
dependent on the type of research question one
wishes to study.
Sources of Individual Differences

An important issue from both a theoretical as well
as a practical, clinical point of view is the expla-
nation for individual differences in attachment.
Theoretically, a theory of development is incom-
plete if it does not offer hypotheses concerning
which circumstances lead to particular outcomes.
Clinically, it is important to understand the condi-
tions that can lead to specific outcomes for the
sake of intervention. Concerning adolescent
attachment, one needs to know whether differ-
ences in quality of attachment are associated
with characteristics of the adolescent, characteris-
tics of the attachment figure, or of the specific
relationships in order to effectively improve qual-
ity of attachment. If quality of attachment repre-
sents a characteristic of the adolescent, then
interventions to enhance psychosocial adjustment
and well-being by increasing this quality should
focus primarily on the adolescent. A focus on
working models of attachment favors such an
approach. Experience with attachment figures
over time leads an individual to shape a working
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model of these attachment relationships and create
a general working model of attachment, which the
person uses when engaging in new relationships
(Bowlby 1982). Consequently, in this view, qual-
ity of attachment is conceptualized as a character-
istic of an individual.

However, in infant attachment studies, sensi-
tivity and responsivity of the attachment figure
have shown to be of major influence regarding
quality of attachment of the infant (van
IJzendoorn et al. 1992). Research has also
shown that interventions concerning parenting
behavior are associated with changes in quality
of infant attachment. For adolescents, parents are
usually still the primary attachment figures, so
these attachment relationships are still very influ-
ential concerning adolescent psychosocial adjust-
ment. If characteristics of the attachment figure
are essential for individual differences in quality
of attachment, then intervention should focus pri-
marily on the attachment figure and caregiving
behavior, instead of solely on the adolescent.

A third possibility is that differences in quality
of attachment are characteristics of the relation-
ship itself, the unique combination of both the
adolescent and the attachment figure. Research
has shown that quality of attachment may be
relationship specific (Goossens and van
IJzendoorn 1990). A person can be securely
attached to the mother yet insecurely attached to
the father and vice versa. If this hypothesis holds
for adolescents, then focusing exclusively on
either the adolescent or on both of the parents
would not be a fruitful way of increasing quality
of parent–adolescent attachment.

It might well be that all three sources are
important, but that one is more influential than
the other. Because until recently no adequate
methodology was available to disentangle indi-
vidual versus relationship effects, this issue
remained a question of theoretical orientation.
Nowadays, however, sophisticated methodology,
such as the Social Relations Model (Kenny and
LaVoie 1984), enables us to examine this question
statistically. The Social Relations Model (SRM) is
a statistical tool for disentangling individual, dyadic,
and group sources of variance in dyadic data, which
are named actor, partner, relationship, and group
effects in the SRM. So, for example, it can help us
determine whether differences between adolescents
concerning adolescent–mother quality of attach-
ment are best explained by characteristics of the
adolescent (adolescent’s actor effect), characteristics
of the attachment figure (mother’s partner effect),
characteristics of the specific relationship
(adolescent–mother relationship effect), and/or
characteristics of the family as a whole (family
effect). Application of the SRM to family attach-
ment data (Buist et al. 2004) showed that differences
between adolescents in quality of parental attach-
ment were best explained by adolescents’ internal
working model (about 50% of the explained vari-
ance) and relationship-specific characteristics
(about 25% of the explained variance). This is con-
sistent with the idea that internal working models of
attachment and attachment relationship are two
related, but separate constructs (Allen 2008). How-
ever, although characteristics of the attachment fig-
ure and of the family as awhole were less important,
they still accounted for 10% and 15% of the
explained variance, respectively. So, sensitivity of
the attachment figure contributes to differences in
parental attachment in adolescence, and there are
also family-level differences concerning the degree
to which attachment relationship within families are
secure. Further longitudinal research also showed
that most (but not all) of these attachment processes
are relatively stable (Buist et al. 2008). The contri-
bution of internal working models, sensitivity of the
attachment figure, and family characteristics does
not change during adolescence but that of the
unique adjustment between adolescents and their
parents increases.
Continuity Versus Change

Another important question concerning attach-
ment is the degree to which it changes over time,
or whether attachment is relatively stable.
Research into continuity or change of attachment
quality has provided contradicting results, some
studies finding age-related changes and others
failing to find them. These differences in findings
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can be explained by different conceptualizations
of the construct of attachment. A lot of research
concerning adolescent attachment has focused on
attachment style, i.e., internal working models of
attachment. Since these internal working models
of attachment are based on a large number of
attachment experiences over a prolonged time
period, attachment style is thought to be quite
stable over time. Researchers who focus on this
particular conceptualization and apply matching
measures (e.g., the AAI) generally find stability.
For example, some researchers have been able to
demonstrate that attachment security in infancy
can successfully predict attachment security in
late adolescence. Additionally, these studies gen-
erally use attachment categories (e.g., secure
vs. insecure; secure vs. insecure avoidant, inse-
cure resistant, insecure disorganized). Following
that approach, stability is indicated by remaining
in the same category at two different points in
time, whereas change means that an individual
shifts from one category to another (e.g., from
secure to insecure avoidant).

On the other hand, studies that focused on qual-
ity of specific current attachment relationships
instead of attachment style or internal working
models of attachment have generally found
age-related changes in quality of parent–adolescent
attachment. Short-term longitudinal studies have
shown that these specific attachment relationships
tend to change during adolescence, indicating that
quality of adolescent–parent attachment tends to
decrease from early to middle adolescence,
followed by a gradual increase until late adoles-
cence. So, attachment style seems to be relatively
stable, whereas specific attachment relationships
change during adolescence.
Attachment and Adolescent Adjustment

Attachment has been consistently linked to posi-
tive as well as negative behavioral outcomes. Pos-
itive attachment experiences result in a child or
adolescent with confidence in himself or herself
and in the availability and sensitivity of important
others. Consequently, attachment security is
associated with better academic performance and
increased emotional and social competence, as
indicated by a greater sense of social acceptance
as well as higher quality of peer relationships and
friendships.

Insecure attachment, however, increases the
risk of a wide array of behavioral problems. Neg-
ative attachment experiences in infancy and child-
hood result in an internal working model of
attachment that includes a negative image of self
and of the social world. An insecurely attached
child views himself or herself as unworthy of love
and views the (social) world as negative and
untrustworthy. Reflecting the importance of qual-
ity of attachment for psychosocial (mal)adjust-
ment, this connection has been the subject of
considerable research efforts.

Concerning problem behavior, a distinction
should be made between the different insecure
attachment categories, as they are associated
with different types of problem behaviors and
psychopathologies (Allen 2008). Adolescent
depression can be predicted by infant insecure
resistant and avoidant attachment. These children
have learned from early experiences that attach-
ment figures are unavailable, creating a negative
self-image and low self-esteem in combination
with a decreased sense of control, which may
manifest itself in depressive symptoms in adoles-
cence. Anxiety disorders have been linked to inse-
cure resistant attachment. Parents of insecure
resistant children may be either rejecting or over-
protective, resulting in less exploration and more
fearfulness in their children.

Externalizing problems have also been linked
to insecure attachment. Only a small proportion of
severely aggressive and delinquent adolescents
are securely attached. Similarly, both insecure
avoidant and disorganized attachment signifi-
cantly increase the risk of aggression, substance
abuse, and delinquency in adolescence. The oppo-
sitional or antisocial behavior reflects a disregard
for other people’s feelings, which may result from
the experience that attachment figures often disre-
gard the child’s feelings.

Most of these studies have taken place in
Western societies. Whereas the evidence
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concerning the importance of parent–adolescent
attachment for adjustment and problem behavior
is compelling, more research in non-Western
societies is needed to examine whether the
links between attachment and adjustment are
influenced by different cultural and social
values.
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Overview

Attention-Deficit Hyperactivity Disorder
(ADHD) is the single most common psychiatric
diagnosis in childhood and adolescence. Esti-
mates of prevalence vary widely, but consensus
opinions suggest that approximately 7% of chil-
dren have ADHD (American Psychiatric Associ-
ation 2014). The disorder has the potential to
disrupt or interfere with all aspects of functioning,
including academic achievement, employment,
social and familial relationships, and law-abiding
behavior. As such, it also represents a significant
cost to society each year. Furthermore, because
the disorder is often initially present in early child-
hood and may continue into adulthood, it signifi-
cantly impacts individuals and those around them
across the lifespan. It also often presents with
comorbid psychiatric diagnoses and is frequently
accompanied by additional areas of difficulty,
such as problems with interpersonal relationships.
There is a significant body of empirical findings
on ADHD, which support a biological etiology of
the disorder, although the role environmental vari-
ables play should not be underestimated. Empiri-
cally supported treatment typically involves
medication and/or psychosocial intervention, but
complementary treatments have also been devel-
oped. Despite the significant investment in
research about ADHD, this disorder remains con-
troversial in the media and in society in general.
Presentation of ADHD

If one surveys the general public, one might
assume that ADHD has made a relatively recent
appearance in diagnostic circles. This assumption
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is inaccurate. As described by Russell Barkley in
his edited book (2014), symptoms of a syndrome
similar to ADHD were described in a late eigh-
teenth century German medical textbook by
Melchoir Adam Weikard. Similar information
was published in a Scottish medical textbook
book by Alexander Crichton in 1798. George
Still described the childhood syndrome in 1902
as an “abnormal defect in moral control of chil-
dren” (as cited in Spencer et al. 2007). The con-
dition continued to appear in the clinical literature
as “minimal brain dysfunction” for many years.
With the publication of the second edition of the
Diagnostic and Statistical Manual (DSM), the
text that serves as a foundation for all psychiatric
diagnoses in 1968, the new label for this disorder
was “hyperkinetic reaction of childhood.” The
third edition of the DSM split the disorder into
two separate diagnoses, attention-deficit disorder
with and without hyperactivity. In the revision of
the third edition of the DSM in 1987, the diagno-
sis was split in ADHD and attention-deficit disor-
der (ADD). With the fourth edition in 1994 and its
text revision in 2000, the disorder was fully uni-
fied with four subtypes, which are more fully
discussed below. The fifth edition, published in
2014, maintained the structure and language of
the diagnostic criteria from the previous edition.

Symptoms. Symptoms of ADHD fall into two
domains: Inattention and Hyperactivity. The diag-
nostic criteria, described more fully below, require
symptoms to fall within either domain or in both
domains for diagnosis. Symptoms are required to
be present in childhood, must be developmentally
inappropriate, occur in multiple contexts, and
cause significant impairment.

The inattention features associated with
ADHD are often described as difficulty
maintaining attentional set or distractibility.
When asked to describe the behavior of a partic-
ular individual with ADHD, parents, teachers, and
coworkers often enumerate behaviors such as not
being able to organize work toward a goal, not
listening to instructions, missing careless mis-
takes when checking work, avoiding tasks that
require sustained effort, being “flighty,” and
being easily distracted by other events in the envi-
ronment. For individuals with ADHD, losing
belongings, not following through with multistep
procedures, and difficulty in finishing tasks in a
timely fashion make school, work, and some
relaxation activities unsuccessful. Additionally,
there is a body of research to suggest that some
individuals with inattention symptoms appear to
have “slow cognitive tempo” characterized by a
day-dreamy or sluggish state (Hartman
et al. 2004).

Although the inattention symptoms that are
often part of ADHD have significant cognitive
consequences, it is the hyperactivity and the
impulsivity that often have the most significant
behavioral consequences. Individuals with
hyperactivity-impulsivity are often described as
having seemingly endless energy. Even when
able to remain in a seat, they may fidget or squirm
excessively. They may disturb others when
engaged in supposedly quiet activities. This high
level of activity may make sitting through a class,
meeting, or a meal difficult to impossible. The
impulsivity is often manifested as impatience or
intrusive behavior. It may also lead individuals to
engage in risky or dangerous activities without
considering consequences. Although the outward
symptoms may remit somewhat over develop-
ment, many adolescents and adults with ADHD
report feeling restless and have difficulty with
sedentary activities.

As a result of changes in behavior across the
lifespan, many of the behaviors commonly asso-
ciated with ADHD are highly prevalent in very
young children, such as a high level of activity
and difficulty ignoring competing stimuli in the
immediate environment, yet are expected to fade
as the individual becomes an older adolescent and
adult. Thus, implicit in the list of symptoms is a
focus on the developmental appropriateness of the
behavior given the individual’s age and other
demographic characteristics. However frustrating
the presenting behaviors, the symptoms must be
considered in the context of the individual’s
development. For example, behavior involving
running from activity to activity, being noisy
while playing/working, and staying with a given
task for just a couple minutes would be considered
within normal limits for a young child but signif-
icantly aberrant in late adolescence. Furthermore,
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it may be that symptoms change in nature over
time. Generalized distractibility in childhood may
become procrastination or poor time management
and work avoidance in adolescence. Likewise,
running and climbing at inappropriate times in
childhood may transform into avoidance of situa-
tions requiring prolonged sitting, becoming bored
easily, and impatience with others as the child
becomes an adolescent or young adult.

Prevalence. As previously mentioned, ADHD
is the most common childhood psychiatric diag-
nosis, although specific incidence rates vary
widely based on sampling techniques, population
parameters, and other methodological issues
(McKeown et al. 2015). In a study that pooled
prevalence rates across 102 child and adolescent
samples, 5.23% of the population should meet
criteria for diagnosis (Polanczyk et al. 2007).
Data from a World Health Organization sample
(Fayyad et al. 2010) suggest a somewhat lower
prevalence rate, 3.4%, which may reflect subtle
diagnostic differences between the DSM used in
North America and the International Classifica-
tion of Diseases (ICD-10) criteria used predomi-
nantly in Europe. In a large epidemiologic sample
from the United States, 8.6% of participants met
full diagnostic criteria for ADHD (Merikangas
et al. 2010). Across all studies, the disorder is
noticeably more common in males than in
females, with the disorder occurring approxi-
mately twice or thrice as often in males (Perou
et al. 2013). A review of cross-cultural studies
suggests similar prevalence patterns in North
America and Europe, but there is extremely lim-
ited data from samples in developing countries
(Biederman and Faraone 2004).

Cited prevalence rates in adolescence and into
early adulthood are significantly more variable.
A number of longitudinal studies have
documented that this disorder is persistent in at
least some individuals into adulthood (Barkley
et al. 2006; Halperin et al. 2008; Uchida
et al. 2015; van Lieshout et al. 2016). One study
suggested that 60–85% of individuals receiving a
childhood diagnosis of ADHD continue to have
significant symptoms and at least some impair-
ment in adulthood (Barkley et al. 2006). Data
from an epidemiologic study using a US sample
suggest that approximately 4% of adults meet full
diagnostic criteria for ADHD (Kessler
et al. 2012). One significant methodological
issue in many studies of the persistence of this
disorder in adulthood is the fact that the DSM
does not allow for changes in developmental
norms for behavior. For example, an individual
with four or five symptoms of hyperactivity in
childhood may appear only minimally different
from peers; yet, these same behaviors in an older
adolescent may represent significant behavioral
dysfunction. Thus, there is poor consensus related
to what might construe appropriate diagnostic
criteria for an older adolescent or adult. Specifi-
cally, results from one study demonstrated that 1%
of that sample had six symptoms of ADHD (i.e.,
met full diagnostic criteria), whereas 2.5%
exhibited at least four symptoms (Kooij
et al. 2005). Anecdotal and empirical evidence
suggest that it is the hyperactive and impulsive
symptoms that decline across development while
symptoms of inattention persist (Young and
Gudjonsson 2008). Despite the lack of agreement
about specific diagnostic standard for older ado-
lescents and adults, there is clear data to suggest
that a significant number of people persist in their
presentation of symptoms.

Models of ADHD. Although ADHD has been
frequently described as a disorder of executive
functioning (Nigg and Casey 2005), there are
multiple competing and sometimes complemen-
tary models to explain the myriad of behavioral
and cognitive symptoms. Regardless of the model
applied, the neuropsychological deficits associ-
ated with ADHD, such as response time variabil-
ity, poor set shifting, and response errors, have
been extensively documented in the literature.

The predominant model of ADHD involves an
impairment of executive functions (Barkley 1997)
and is typically linked to prefrontal cortex func-
tioning. Barkley posited that ADHD is the result
of impairment in four specific executive function-
ing areas: working memory, self-regulation, inter-
nalization of speech, and behavioral analysis and
synthesis. These impairments were hypothesized
to cause secondary impairments in cognitive con-
trol as well as motor control. Building on
Barkley’s model, it may be that ADHD is not the



322 Attention Deficit Hyperactivity Disorder (ADHD)
result of a single unifying deficit in executive
functioning but a series of possible deficits in
one or more areas of executive functioning
(Nigg and Casey 2005). Inhibitory control, a com-
ponent of executive functioning, is also often pos-
ited as a central feature of ADHD (Roberts
et al. 2013) and is necessary for self-control, emo-
tional regulation, and cognitive flexibility.

In contrast with the focus on executive func-
tioning and inhibitory control, a delay aversion
model of ADHD has also been proposed
(Sonuga-Barke et al. 2010). With this model, the
neurobiological system associated with connecting
present behaviors and future contingencies is
hypothesized to be dysfunctional. This line of rea-
soning explains why individuals with ADHD often
have difficulty in working for extended periods of
time, especially if the reward structure is nebulous
or the rewards vary in magnitude and timing of
reward.

The cognitive-energetic model of ADHD
(Sergeant 2005) offers a third explanation for the
typical symptoms and behaviors associated with
ADHD. In the cognitive-energetic model, the pri-
mary dysregulation is at the level of activation and
effort necessary to optimize cognitive function-
ing. In this model, the arousal centers in the brain
fail to upregulate for more challenging cognitive
and behavioral tasks. This model offers an alter-
nate explanation for the increased reaction time
variability that has been shown across many stud-
ies of individuals with ADHD.

Common comorbidities. ADHD frequently
appears with other conditions (i.e., comorbidity).
The most common comorbidity occurs with
Oppositional Defiant Disorder (ODD) and Con-
duct Disorder (CD). Specifically, 30–50% of chil-
dren with ADHD also have either ODD or CD
(Cuffe et al. 2015). ODD is characterized by a
pattern of negativistic, hostile, and defiant behav-
ior, whereas CD is characterized by habitual rule
breaking with a pattern of aggression, destruction,
lying, stealing, and/or truancy. In many cases,
ODD appears relatively early in the developmen-
tal progression with criteria for CD being met later
in development (American Psychiatric Associa-
tion 2014). When diagnostic criteria for both dis-
orders are met, only CD is diagnosed and is
generally considered to be more concerning than
ODD.Adolescents with comorbid ADHD and CD
are at significantly increased risk for more nega-
tive life-course outcomes (Biederman et al. 2008).

Learning disabilities, particularly reading dis-
abilities or dyslexia, are also commonly comorbid
with ADHD. Between 20% and 35% of children
with ADHD also have learning disabilities (Pham
and Riviere 2015). Although some studies have
suggested that either ADHD causes learning dis-
abilities or vice versa, it is more likely that there
are common underlying genetic or neurobiologi-
cal risk factors for these disorders (Couto
et al. 2009). The presence of learning disabilities
with ADHD suggests a need for additional treat-
ment and intervention (Rennie et al. 2014).

Because of the high prevalence rate of ADHD
in the general population, it is not surprising there
is a high comorbidity rate with other disorders
(Pliszka 2000), such as depression (up to 33%),
anxiety disorders (up to 50%), and tic disorders.
There is some controversy about the comorbidity
rates with ADHD and bipolar disorder, which was
previously known as manic-depression. One lon-
gitudinal sample documented relatively high
comorbidity rates (e.g., up to 16%; Biederman
et al. 2014), whereas other studies have suggested
significantly lower comorbidity rates (e.g., less
than 2%; (McGough et al. 2008)).

As development proceeds, comorbidity pat-
terns change somewhat over time. Three particu-
lar patterns have been repeatedly cited in the
literature. First, adolescents and adults with
ADHD are at significant risk for developing a
substance use disorder (Capusan et al. 2016). Indi-
viduals with this comorbidity are also at further
risk for some of the more negative outcomes asso-
ciated with ADHD, which will be described in
more detail below. It appears that ADHD may,
likewise, increase the risk for a transition from
less significant substance experimentation to
more severe substance dependence in a shorter
period of time than typically developing peers
(Wilens et al. 2005). Second, comorbidity rates
with depression also increase over development
(Meinzer et al. 2015). Lastly, individuals with
persistent ADHD are also at significantly
increased risk for a comorbid personality disorder
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diagnosis. Specifically, risk is increased for Bor-
derline, Antisocial, Narcissistic, Avoidant, and
Paranoid Personality Disorders (Miller
et al. 2008), all of which portend significant risk
for poor outcomes. Although it is not clear how
the etiological factors involved in ADHD may
relate to comorbidity patterns in each case, the
severity of these patterns suggests a potential for
significant lifelong dysfunction in some individ-
uals with ADHD.

Additional issues with ADHD. Related to the
symptoms of ADHD and possibly the high rate of
comorbidity with learning disabilities, many indi-
viduals with ADHD have significant difficulty in
school. Despite intelligence test scores generally
within the average range, many individuals with
ADHD have lower than expected reading and
math achievement (Sayal et al. 2015). A number
of studies suggest that these academic problems
are persistent (Kuriyan et al. 2013), resulting in
lower class rankings, taking longer to complete
high school, and reduced rates of attending and
completing college/university. Additionally, a
diagnosis also increases risk for repeated grades,
special education placement, and a need for reme-
dial instruction, all at significant cost to taxpayers
(Robb et al. 2011). Furthermore, students with
ADHD are suspended or expelled more often
than their typically developing peers (Martin
2014).

Research with adolescents and adults suggests
that individuals with ADHD are also at risk for
having difficulty getting and maintaining employ-
ment (Fredriksen et al. 2013). Perhaps partially
related to academic difficulties leading to lower
levels of education described above, individuals
with ADHD are also at risk for underemployment
and/or chronic unemployment (Küpper
et al. 2012). Employers often describe these indi-
viduals as performing more poorly, and statistical
evidence supports the assumption that they are
more likely to either quit or be fired from their
jobs (Barkley et al. 2006).

A number of studies suggest that individuals
with ADHD have social difficulties with more
than half being rejected by peers (Stenseng
et al. 2015). Difficulties with inattention also
make it more difficult for individuals with
ADHD to learn social skills by observing others
(Cunningham et al. 1991) and to attend to social
cues (Fine et al. 2008). Additionally, those with
hyperactive and impulsive features may also
exhibit intrusive social behaviors that are
off-putting to peers (Whalen and Henker 1991).
There is data to suggest that both males and
females with ADHD are at risk for social difficul-
ties (Hoza et al. 2005). Individuals with ADHD
are more likely to socialize with deviant peers
(Helseth et al. 2015). There is also evidence that
individuals with ADHD begin sexual activity ear-
lier, are less likely to use contraception, have more
total partners, and more likely to experience a teen
pregnancy (Barkley et al. 2006). Thus, when one
considers the full range of social difficulties, it is
not surprising that by adolescence and adulthood,
individuals with ADHD report high rates of failed
relationships and social dysfunction (Eakin
et al. 2004).

Numerous studies document the increased risk
for law breaking and involvement in the justice
system by those with ADHD. One longitudinal
study suggested that within 3 years of diagnosis,
preadolescents with ADHD exhibit significantly
higher rates of delinquency (Molina et al. 2007).
A longer-term longitudinal study has demon-
strated that these individuals as adults are more
likely to have been arrested, convicted, and incar-
cerated than individuals without ADHD
(Mannuzza et al. 2008). This same study
suggested that individuals with ADHD are also
more likely to commit felonies and aggressive
offenses.

Poor control of impulses and difficulty man-
aging multiple simultaneous stimuli also pre-
dicts poor functioning as a driver. Adolescents
and adults with ADHD are two to four times
more likely to be involved in an automobile
accident (Barkley and Cox 2007). Risky traffic
behaviors, including more rear-end collisions,
tickets for reckless driving, driving without a
license, and driving with a suspended license,
are also more common in these individuals
(Graziano et al. 2015). This pattern of driving
difficulties has significant economic and safety
implications at the individual level and for soci-
ety in general.
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Factors predicting persistence and poor out-
comes. As described in the preceding paragraphs,
the outcomes associated with ADHD, particularly
when it persists into adolescence, can be bleak. In
short, all areas of life, from education and employ-
ment to relationships and personal safety, can be
compromised with this diagnosis. Yet, the diag-
nosis of ADHD is not deterministic for poor out-
comes. Indeed, for individuals who either have
remission of symptoms during adolescence or
who find niches where success is more likely,
optimal functioning is common. Within the indi-
vidual, high levels of symptoms or significant
impairment in childhood predict poorer outcomes
in the long term (Molina et al. 2009). Longitudinal
studies of ADHD suggest that there are several
factors that predict poor outcomes, including
maternal psychopathology, larger family size,
psychiatric comorbidity, and persistently impul-
sive behaviors (van Lieshout et al. 2016).

Cost of ADHD to society. As the most com-
mon psychiatric diagnosis during the develop-
mental period, ADHD represents a significant
cost to society. The most common time for diag-
nosis is during the school-age period (Leslie and
Wolraich 2007), but, as previously described,
symptoms are often present early in childhood
and continue into adulthood for many. A fairly
recent study on the economic impact of ADHD in
the United States suggests that the total annual
cost of ADHD in children and adolescents to
society is $38–72 billion annually (Doshi
et al. 2012). In children and adolescents, these
costs are mainly in the education and healthcare
sections, as well as in spillover costs to adults in
the life of a child or adolescent with ADHD. As
such, this disorder represents a significant cost to
society, and not treating represents a potential for
even greater cost.
Diagnostic Criteria for ADHD

The current diagnostic criteria for ADHD are from
the fifth edition of the Diagnostic and Statistical
Manual of Mental Disorders (American Psychiat-
ric Association 2014). The current criteria require
the following:
1. Six developmentally inappropriate and mal-
adaptive symptoms of inattention and/or six
developmentally inappropriate and maladap-
tive symptoms of hyperactivity-impulsivity
for at least 6 months. The DSM-5 manual pro-
vides specific descriptions of nine symptoms in
each domain.

2. Some of the symptoms must be present before
12 years.

3. Some of the symptoms must be present in at
least two settings.

4. The symptoms must cause clinical impairment
in a major life area.

5. Symptoms are not better explained by a differ-
ent disorder.

As in DSM-IV, the DSM-V diagnostic criteria
include three subtypes of ADHD. The Combined
type, which is the most common with 50–75% of
diagnoses (Spencer et al. 2007), requires at least
six symptoms in both the inattentive and
hyperactive-impulsive domains. The Predomi-
nantly Inattentive subtype requires only six symp-
toms of inattention, although there may be
subclinical features of hyperactivity-impulsivity
present. The Predominantly Inattentive subtype
accounts for 20–30% of diagnoses (Spencer
et al. 2007). The Predominantly Hyperactive-
Impulsive subtype requires only six symptoms
of hyperactivity-impulsivity, although there may
be subclinical features of inattention present, and
accounts for less than 15% of diagnoses (Spencer
et al. 2007). New with the fifth edition of the DSM
is the caveat that older adolescents and adults may
be diagnosed with ADHD with only five symp-
toms in either domain. The fifth edition of the
DSM also specifically notes that for individuals
who no longer meet full diagnostic criteria, par-
ticularly adolescents and adults, but did in the
past, “In partial remission” should be specified.
Etiology

The most widely accepted conceptualization of
ADHD is as a disorder characterized by deficits
in executive functioning, with particular deficits
in response inhibition, vigilance, working
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memory, and planning (Willcutt et al. 2005).
These deficits are thought to be largely genetic,
although the role of environmental factors, partic-
ularly those that interact with genetic factors, can-
not be underestimated. These genetic and
environmental factors are believed to influence
prenatal neuroanatomical development and sub-
sequent neurophysiological functioning.

Genetic factors. Multiple studies support the
notion that ADHD is the most heritable of all
psychiatric disorders with a heritability rate
greater than 75% (Akutagava-Martins
et al. 2016). Data from these studies were derived
from twin samples, families of individuals with
ADHD, adoption samples, and molecular genetics
surveys. Siblings of individuals with ADHD have
three to five times greater risk for ADHD (Faraone
et al. 1993). Although the studies strongly support
an underlying genetic risk for ADHD, it is clear
that not all individuals with ADHD carry each
genetic risk factor and many individuals carrying
one or more of the genetic risk factors do not
exhibit ADHD symptoms (Gizer et al. 2009).
And each gene of risk accounts for approximately
1% of the variance in ADHD symptoms,
suggesting that polymorphisms or other factors
likely play a role in the expression of ADHD
symptoms (Gizer et al. 2009).

Across multiple studies, several genes-of-risk
have been highlighted for their role in
ADHD. Multiple dopamine-related genes are
implicated, including DRD4, DRD5, DAT1, and
dopamine b�hydroxylase, as well as several sero-
tonin genes, such as 5-HTT, HTRIB, and SNAP-
25 are implicated (Gizer et al. 2009). As described
below, it is likely that these genes-of-risk interact
with environmental factors in most cases of indi-
viduals with ADHD symptoms.

Neuroanatomical factors. The effects of the
genes associated with risk for ADHD likely have
their effects in neuroanatomical development and
neurochemistry. As a caveat to the following
research on neuroanatomical differences associ-
ated with ADHD, there is not a “neuroanatomical
profile” that is consistent across those who have
been diagnosed with ADHD. Thus, structural and
functional imaging techniques are not a valid
diagnostic tool at this point.
Across numerous studies, there is evidence of
neuroanatomical differences in the brains of indi-
viduals with ADHD compared to individuals
without ADHD (Baroni and Castellanos 2015).
Several studies have demonstrated reduced vol-
ume and cortical thickness in the prefrontal cortex
in individuals with ADHD (Narr et al. 2009).
Additionally, growth trajectories for cortical mat-
uration are also delayed in some individuals with
ADHD (Sripada et al. 2014).

In addition to the cortical differences noted in
ADHD, there is also evidence for subcortical
abnormalities. Some studies have documented
reduced volume in the striatum, specifically the
caudate nucleus and the pallidum, and the puta-
men (Greven et al. 2015). One study reported
corresponding increases in hippocampal volume,
which may be a compensatory mechanism for
coping with aberrant functioning in other areas
of the brain (Plessen et al. 2006). The cerebellum,
traditionally thought to be involved only in motor
coordination, has also been implicated in
ADHD. Reduced cerebellar volume, particularly
in the posterior inferior cerebellar vermis, has
been noted in those with ADHD (de Zeeuw
et al. 2012).

As one might expect with structural differences
within the brain, there are corresponding differ-
ences in activation patterns during tasks related to
executive functioning, a primary deficit in
ADHD. For example, the dorsolateral prefrontal
cortex is less active in individuals with ADHD
(Arnsten and Rubia 2012). This lower level of
activity has been implicated in the slower and
more variable reaction times seen in individuals
with ADHD, as well as other problems with var-
ious executive functioning tasks. Activation is
also reduced in the anterior cingulate cortex and
the striatum (Zametkin and Liotta 1998). The
functional differences found in the anterior cingu-
late cortex has been associated with the failure to
adjust cognitive strategies to meet changing
demands or an increase in error rates during exec-
utive functioning tasks (Pliszka et al. 2006). There
are also changes in frontostriatal functioning,
especially in tasks where inhibiting a highly
over-learned or prepotent response is required
(Durston 2007, 2008). Cerebellar activity may
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also be reduced during executive functioning
tasks, suggesting a deficit in predicting future
events (Durston 2008). A meta-analysis of
16 functional imaging studies reported that
ADHD is generally characterized by significant
hypoactivity in the prefrontal cortex and anterior
cingulate cortex (Dickstein et al. 2006).

Environment (including gene x environ-
ment interactions and epigenetics). A few envi-
ronmental factors have been implicated in ADHD
in a small number of individuals, but these envi-
ronmental risks appear to also potentiate genetic
risk. For example, cigarette smoking during preg-
nancy appears to differentially predict ADHD in
the offspring of women who do and do not carry
alleles of risk for ADHD (Melchior et al. 2015).
There is also animal model evidence to suggest
alcohol serves as a similar type of epigenetic risk
factor for ADHD (Kim et al. 2014). Likewise,
environmental toxins, such as phthalates, have
also been implicated in epigenetic relations (Park
et al. 2014b). Problems during pregnancy and
delivery have been implicated in ADHD. Perinatal
stress and postpartum depression have been cor-
related with ADHD (Park et al. 2014a). Low birth
weight and preterm birth have been similarly
linked with ADHD (Sucksdorff et al. 2015).
Recent work has highlighted a possible epigenetic
effect for certain genetic phenotypes and lead
exposure leading to ADHD (Nigg et al. 2016).
There is also research to suggest that children
who are “young for grade” (i.e., those whose
birthdays are closer to the cut-off point for entry
into school in a given year) are more likely to be
diagnosed with ADHD secondary to their relative
maturing, compared with same grade, but older
peers (Halldner et al. 2014). These studies com-
bined with the broad base of work on ADHD and
environmental risk highlight the multifactorial
relations in the study of ADHD’s etiology.

The inconsistencies in genetic studies of
ADHD are likely the result of interplay between
genetic and environmental factors (Wermter
et al. 2010). Thus, it may be that ADHD is the
result of an individual carrying one or more genes-
of-risk and then experiencing an environment that
increases the likelihood ADHD will occur (Mill
et al. 2002). The high rate of heritability for
ADHD provides an example of this scenario: a
parent with ADHDmay pass along their genes-of-
risk to their offspring as well as providing an
environment that potentiates the genetic risk.
The environmental characteristics may be biolog-
ical, such as prenatal exposure to alcohol or
tobacco, or psychosocial stressors. The nature of
these gene–environment interactions has been
documented in several studies. For example,
DAT1 polymorphisms may only increase risk for
ADHD in the presence of intrauterine exposure to
alcohol (Brookes et al. 2006) or tobacco (Neuman
et al. 2007). Similar results have been reported for
DRD4 (Neuman et al. 2007) and CHRNA4 (Todd
et al. 2003).
Assessment of ADHD

The DSM-5 (American Psychiatric Association
2014) provides information about the best prac-
tices for ADHD assessments. Neither laboratory
tests nor imaging procedures provide definitive
evidence for an ADHD diagnosis. For the clini-
cian, whether physician or psychologist, the diag-
nostic process is focused on gathering information
from multiple sources, such as the patient, his or
her parent/s, and teachers. Information should be
gathered from detailed interviews as well as stan-
dardized behavior rating scales. The interviews
may be conducted with the patient and his or her
parent/s together, although it may lead to
underreporting by an adolescent patient, particu-
larly with behaviors of which the parent is
unlikely to approve, such as substance experimen-
tation or risky sexual behaviors. Parents may also
become hesitant to provide full information if the
adolescent is likely to become angry or upset by
the information the parent provides. Parents may
also be uncomfortable reporting about their own
history in front of an adolescent patient. For these
reasons, it may be more effective to separately
interview each individual. Interviews should
focus on all of the symptoms associated with
ADHD, including duration, frequency, and sever-
ity of symptoms, where impairment occurs, and
symptoms associated with comorbid conditions.
Parents should also be queried about the patient’s
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developmental and medical history, as well as
family history of psychopathology and current
family functioning. The patient interview should
focus on behaviors that are unlikely to be
observed by parents or teachers. Additionally,
standardized behavior rating scales should be
completed by the parent and the teacher. In some
cases, clinicians may also ask the adolescent
patient to complete self-report behavior rating
scales. This entire assessment can be completed
by a physician or a psychologist.

A common concern in the diagnostic process is
what other assessment is appropriate and neces-
sary. According multiple guidelines for ADHD
assessments (American Psychiatric Association
2014; Barkley 2015), other assessment proce-
dures are not necessary unless clearly warranted
in the referral. For example, if there are current
difficulties with academic work or school perfor-
mance suggesting low cognitive ability or a learn-
ing disability, then neuropsychological or
psychoeducational assessment may be indicated.
This type of assessment typically involves testing
intellectual functioning, specialized cognitive
functioning such as memory or receptive lan-
guage, and academic achievement. If the informa-
tion from the clinical interviews indicates a
medical history that is within normal limits, then
additional laboratory testing or neuropsychologi-
cal testing is unlikely to reveal problems and is not
warranted. As previously described, imaging pro-
cedures have not yet advanced to the point of
being diagnostic for ADHD and are therefore not
warranted.
Treatment

Medication. Medication is the typical treatment
of choice for most individuals with
ADHD. Stimulant medications, such as Ritalin
or methylphenidate, are the most frequent pre-
scription for all children in the United States
with 4% of females and 9% of males receiving
prescriptions at any one time (Centers for Disease
Control and Prevention 2005). The most common
developmental window for stimulant treatment is
during the school-age period (Leslie andWolraich
2007). The rates of stimulant treatment are quite
variable with factors such as geographic location,
demographic characteristics of the patient (e.g.,
race/ethnicity, age, sex), and socioeconomic sta-
tus (SES) of the family playing a role in who
receives medication and who does not (Leslie
and Wolraich 2007).

One reason for the high prevalence of stimu-
lant treatment is the long history of efficacy data
on these medications. This class of medications
has been used in children and adolescents for
more than 70 years, with ongoing improvements
in longer duration dosing and reduction of side
effects. Studies of these medications have been
rigorous across multiple large-scale clinical trials,
which typically involve double-blind, placebo-
controlled, multicenter studies (Pliszka 2007).
Approximately 70% of individuals taking stimu-
lant medications experience at least some diminu-
tion of symptoms (Biederman and Spencer 2008),
with males and females similar in their response
to medication (Hinshaw 2007). Greater severity
of ADHD symptoms correlates with a lower rate
of response to medication (Hinshaw 2007). In
addition to reducing the primary symptoms of
ADHD, stimulant medication may improve sec-
ondary areas of difficulty, such as driving perfor-
mance (Cox et al. 2012). Typically, the short-term
effects for these medications is positive
(Hechtman and Greenfield 2003), but there are
notable methodological confounds in longer-
term studies. One recent study suggested that the
positive effects for these medications are maxi-
mized in the first 3 years of treatment and treat-
ment beyond that point provides limited
improvement (Faraone and Glatt 2010). It is pre-
sumed that these medications are effective
because they block the reuptake of dopamine
and norepinephrine at the synaptic cleft
(Swanson and Volkow 2002).

Despite significant evidence for the efficacy of
stimulant medications, there are some drawbacks
in treating children with stimulant medication.
Although side effects, such as insomnia and
abdominal pain, are generally mild and the med-
ications are typically well tolerated (Storebø
et al. 2015), about half of individuals treated
with stimulant medications report at least one
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side effect over the duration of treatment (Charach
et al. 2004). The most common side effect is
appetite loss (Charach and Fernandez 2013).
Although uncommon, there have also been
reports of cardiovascular concerns in some chil-
dren receiving stimulant medications, but these
concerns are not typically clinically significant
(Hammerness et al. 2015). Effects on growth are
fairly common (Vitiello 2008). These effects are
greatest during the initial treatment period
(Murray et al. 2008). Another concern that is
frequently raised by parents and the media is the
possibility of early treatment with stimulants
increases the risk for later substance abuse/depen-
dence. Data from multiple longitudinal studies
suggest that these concerns are unwarranted with
treatment having either no effect on later sub-
stance problems (Sundquist et al. 2015) or a pro-
tective effect against substance problems
(Groenman et al. 2013). Research from multiple
studies also suggests that while medication
reduces symptoms of ADHD, it does not neces-
sarily improve all areas of functioning (Sibley
et al. 2014).

There are also nonstimulant medications avail-
able for the treatment of ADHD, although they are
generally less effective than stimulant medica-
tions (Sibley et al. 2014). The most common of
these medications is a selective norepinephrine
reuptake inhibitor called Strattera (generic:
atomoxetine). It is an improvement over stimulant
medications for some individuals because it is not
a controlled substance, there are fewer side effects
associated with it, and it may be safer for individ-
uals with active substance use disorders
(Childress 2016). It appears to be most effective
for individuals who have comorbid ADHD and
anxiety disorders (Pliszka 2000). In addition to
atomoxetine, several medications have not been
approved by the Food and Drug Administration
for the treatment of ADHD but have been effec-
tive for selected populations. These medications
include certain antidepressants, hypotensives
(blood pressure medications), and atypical
antipsychotics.

Psychosocial treatments. Because not all
individuals experience a positive response to
medication treatments, as described above, and
parents may prefer to avoid giving medications
for a behavioral disorder (Nafees et al. 2014), psy-
chosocial treatments for ADHD have been devel-
oped. Effective models for these treatments
include parent behavioral training and teacher
consultation with classroom modification
(Antshel 2015). The NIMH Collaborative Multi-
site Multimodal Treatment Study (MTA), a longi-
tudinal project following treatment outcomes of
children diagnosed with ADHD more than a
decade ago, developed what is considered to be
the “Cadillac model” of psychosocial treatment.
This program combined an intensive academic
intervention including a paraprofessional to
work specifically on behaviors; intensive behav-
ioral shaping with regular self-, peer-, and teacher-
assessments; parent training; and social skills
instruction (It should be noted that this extremely
high level of intervention, outside of a funded
treatment study, is rarely available and is gener-
ally unaffordable for many families who have
children or adolescents with ADHD). Results
from this study suggested that there were some
benefits to this high level of intervention, although
they were not significantly greater than medica-
tion for most participants (Molina et al. 2009).
Although behavioral treatments, typically focused
on teaching significant adults, such as parents and
teachers, to use contingent applications of rewards
and punishments in response to specific behav-
iors, may be effective for some individuals
(Pelham and Fabiano 2008), there is no empirical
evidence for their efficacy when used with ado-
lescents (Raggi and Chronis 2006). Furthermore,
it is not clear that behavioral treatments improve
core ADHD symptoms (Wells et al. 2000). Like-
wise, teacher-training programs may have some
limited positive effects on classroom behavior in
individuals with ADHD (Ostberg and Rydell
2012). There is also evidence to suggest that pat-
terns of comorbidity and demographics factors
may play a significant role in the outcomes of
psychosocial treatment approaches (Owens
et al. 2003).

Treatments combining medication and psy-
chosocial approaches.The efficacy of combining
medication and psychosocial treatments has been
validated in a number of studies, although it is not



Attention Deficit Hyperactivity Disorder (ADHD) 329

A

entirely clear that the benefit of combined treat-
ment is significantly greater thanmedication alone
(Hinshaw and Arnold 2015). Results from the
previously described MTA study suggested that
for most of their participants combined treatment
did not provide significant improvement in bene-
fits over medication alone for core ADHD symp-
toms (Swanson et al. 2008). In contrast, other
areas of functioning, such as internalizing symp-
toms, parent–child relationships, and reading
achievement were all positively affected by com-
bined treatment (Hinshaw and Arnold 2015).
From that study, there was also evidence
suggesting that combined treatments may result
in lower medication doses when titration is tightly
controlled (Jensen et al. 2001). Children from
homes with fewer financial resources may also
experience greater improvements in their social
skills when they receive combined treatments
(Hinshaw 2007). In total, although combined
treatments have intuitive appeal and may be
appropriate for specific populations, the high
cost of such intervention may make this approach
unavailable to many families.

Complementary treatments. Driven by
parental concerns about stimulant medication
safety and negative media coverage of more con-
ventional ADHD treatment strategies, there are a
number of promising lines of research into com-
plementary therapies. For example, multiple
studies (e.g., Cerrillo-Urbina et al. 2015;
Vysniauske et al. 2016) have suggested that
enhancing levels of physical exercise improve
sustained attention and reduce impulsivity in
children and adolescents with ADHD. Results
across studies suggest that longer duration, but
not increased intensity, predict more positive
response in primary and secondary ADHD symp-
toms. Likewise, there are promising results to
suggest that mindfulness-based interventions
are effective in reducing the primary symptoms
associated with ADHD (Cairncross and Miller
2016; Lo et al. 2016). These interventions train
individuals with ADHD to meditate with the
stated goal of learning to better focus attention
nonjudgmentally on a desired attentional target.
Recent studies have also supported the use of
micronutrients (i.e., broad spectrum vitamins
and minerals) to treat primary and secondary
symptoms of ADHD (Gordon et al. 2015; Kaplan
et al. 2015). These studies have stronger empiri-
cal approaches to treatment than many of the
studies that have considered herbal or naturo-
pathic interventions. Although coaching has
been used with a number of populations, includ-
ing those with clinical disorders, the research
with individuals who have ADHD is somewhat
limited. Recent studies (García Ron et al. 2016;
Goudreau and Knight 2015) state that it may be
effective in older adolescents, particularly with
regard to task completion and activity planning.
Across these complementary therapies, none
have enough empirical support to suggest
replacement of stimulant medication and vali-
dated psychosocial interventions, but all have
adequate empirical support for further study and
clinical applications.

Nonempirically supported treatments.
A number of additional treatments are routinely
offered by a range of practitioners as solutions for
ADHD. The treatments described here have little
or no empirical support for their use in this pop-
ulation. For example, there is no evidence to
suggest that significant changes in diet, including
reducing/eliminating sugar, gluten, or dairy prod-
ucts, result in changes in ADHD behaviors. Spe-
cifically, the so-called Feingold diet has been
repeatedly shown to be ineffective in the treat-
ment of ADHD (Kavale and Forness 1983). Like-
wise, although there are numerous claims of
efficacy with herbal supplements having positive
effects on ADHD symptoms, these claims lack
empirical support (Brue and Oakland 2002).
Although several different types of biofeedback
are popular in the treatment of ADHD, empirical
results from studies examining the efficacy of
biofeedback in treating ADHD have been mixed
(González-Castro et al. 2016; Holtmann
et al. 2014). Sensory integration therapies, often
provided by occupational therapists either in
schools or privately, have also been proposed as
a treatment for reducing ADHD symptoms but
the claims have not been supported by scientific
data (Vargas and Camilli 1999). A number of
commercial entities market their video game
“interventions” for children with ADHD, but
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there are no extant studies to support cognitive
training in the form of video games as an effective
therapy for ADHD (Wilkinson et al. 2008). On
the other hand, there is research to suggest that
this form of intervention may, in fact, be detri-
mental. Indeed, there are a number of studies that
suggest that screen time may actually reduce cog-
nitive performance, particularly in the domain of
executive functioning, and increase vulnerability
to psychosocial impairment (Ferguson and Olson
2014). Social skills instruction has received sig-
nificant attention in the research literature, but
numerous studies have shown the newly learned
social behaviors typically do not generalize to
other settings and individuals with ADHD con-
tinue to be nonpreferred peers, even when trans-
itioning to a new environment (Antshel and
Remer 2003). Across the nonsupported therapies,
when used in combination or alone, may repre-
sent a significant outlay of resources for the fam-
ily of the individual with ADHD but do not
generally result in the desired behavioral or func-
tional changes.
Conclusion

ADHD is generally a lifelong disorder that may
be associated with poor functional outcomes for
some individuals. When symptoms partially or
completely remit in adolescence of adulthood,
some level of inattention and associated impair-
ment often remains. This prevalent disorder is
known to be heritable, although there is a clear
role for environmental factors in symptoms and
in severity of ADHD. Symptoms of inattention
and hyperactivity-impulsivity have the potential
to impact upon all areas of functioning, includ-
ing academic achievement, employment, social
relationships, and personal safety. Treatment
typically involves prescription medication
although there is some empirical support for
psychosocial treatment. Future research in
ADHD is likely to focus upon further elucidat-
ing factors in the epigenetic landscape that por-
tend risk for ADHD and developing innovative
early interventions that reduce the risk for poor
outcomes.
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Overview

This essay begins with a definition of authenticity
in adolescence. Next, theory related to authentic-
ity in relationships is discussed. Recent empirical
findings related to predictors and outcomes of
authenticity in relationships are then discussed.
Finally, directions for future research in the area
of authenticity in relationships are reviewed.
Introduction

The concept of authenticity in relationships is
defined as the extent to which one can be open and
authentic in relationships. Recently, quantitative
researchers have empirically examined the theoreti-
cal concept of authenticity in relationships (Harter
et al. 1998; Smolak andMunstertieger 2002; Theran
2009, 2010; Tolman et al. 2006). Authenticity in
relationships has also been termed “low level of
voice” (Gilligan et al. 1990), “silencing of the
self,” (Jack 1991), “false self” (Harter 1997) or
“inauthentic relationships” (Impett et al. 2008).
Theory on Authenticity in Relationships

Theorists have suggested that girls and boys are
socialized differently in that girls are taught to
value relationships and connectedness more than
are boys (Jack 1991; Jordan et al. 1991).
Chodorow (1987) suggested that another reason
for gender differences in relational experiences is
that girls unconsciously identify with their
mothers, while boys identify as being separate
from their mothers. Psychologists who study
women from a developmental perspective, a clin-
ical orientation, or a psychoanalytic point of view
all agree that women’s orientation to relationships
is the central component of female identity and
emotional activity (Jack 1991). According to the
relational view, the self is embedded in relation-
ships, and women define themselves within the
context of relationships, rather than within the
context of external accomplishments. The self-
in-relation model suggests that aspects of the self
(e.g., creativity, autonomy) develop from within
the context of relationships, and that separation is
not necessary to enhance and create the self
(Jordan et al. 1991). Relational theory explains
the importance of relationships for females, yet
girls may struggle with maintaining them during
adolescence (Miller 1991).

Gilligan and others have argued that girls hit a
relational impasse at adolescence (Brown and
Gilligan 1992; Taylor et al. 1995). Girls have
been socialized all their lives to emphasize the
importance of intimacy and relationships, and to
be a “good woman.” When they reach adoles-
cence, it is assumed that they will continue to
nurture and value relationships; however, society
does not value the emphasis on relationships, and
does not reward them for their relational
approach. Instead, society values individualism,
assertiveness, and independence. As a result, girls
are taught to both devalue relationships and
achieve independence and autonomy.

Thus, according to these theorists, girls lose
either way, in that they either lose their connection
with their inner self to preserve relationships, or
they sacrifice relationships with others in order to
become independent (Taylor et al. 1995). The
subsequent friction and conflict result in girls’
ambivalence and low levels of authenticity in
relationships. This theory suggests that girls, as
the result of both a relational impasse in early
adolescence and identification with their mothers,
may compromise their true selves for the sake of
preserving relationships, and inauthentic relation-
ships result (Gilligan et al. 1990).

Rather than construing authenticity in relation-
ships as a universal construct, Harter’s research
indicates that authenticity in relationships is con-
text dependent (Harter et al. 1997c, 1998). Harter
et al. (1997a) found that adolescents reported the
highest levels of self-reported false self-behavior
with their fathers (30–40% of attributes), lower
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levels of false self-behavior (20–25%) with class-
mates, teachers, and their mothers, and the least
false self-behavior with close friends (10–15%).
Another study by Harter et al. (1998) found that
girls, compared to boys, had higher levels of
authenticity in relationships with female class-
mates and close friends; for boys and girls, levels
of authenticity in relationships with close friends
were higher than other relationships. When asked
why they engaged in false self-behavior, adoles-
cents reported three main reasons. First, they
noted that they wanted to please others, impress
others, and/or gain acceptance from others. Sec-
ond, they described an alienation process from
their true self, due to lack of validation from
others. Finally, they reported that they were
experimenting with different versions of them-
selves, akin to trying on different styles of cloth-
ing, and were trying to figure out which self was
the best fit (Harter et al. 1996). More recent
research has attempted to unravel possible devel-
opmental predictors of lower levels of authenticity
in relationships, and to examine relational contri-
butions to authenticity in relationships across dif-
ferent contexts.
Predictors of Authenticity in
Relationships

Recently, researchers have examined gender role
socialization and attachment as predictors of
authenticity in relationships. Brown and Gilligan
(1992) argued that female adolescents experience
a crisis of identity when they are pressured by
society to accept the “good woman” stereotype,
which emphasizes caring and relatedness even if
that requires self-sacrifice. However, adolescent
girls vary in terms of their gender role socializa-
tion, and not all girls accept the “good woman”
stereotype. Specifically, Rose and Montemayor
(1994) found that only a third of their adolescent
girl participants could be classified as feminine;
they defined feminine as having masculine scores
below the median and feminine scores above the
median.
Researchers have examined how gender role
socialization may be related to authenticity in
relationships. Researchers using the Bem Sex
Role Inventory (BSRI) found that, for eighth
grade girls, the femininity scale of the BSRI was
positively correlated with authenticity in relation-
ships, although it was only a trend (Tolman and
Porche 2000). Another study found that both the
femininity scale and the masculinity scale from
the BSRI were correlated with aspects authentic-
ity in relationships for adolescents, and specifi-
cally, that higher femininity scores were
correlated with lower scores on feeling divided
between one’s true self and one’s false self (Hart
and Thompson 1996).

More recently, Theran (2009) used a current
scale of gender role socialization and found, in a
diverse sample of 14-year-old girls, that gender
role socialization predicted higher levels of
authenticity in relationships. Specifically, higher
levels of masculinity and femininity predicted
higher levels of authenticity with authority figures
(i.e., parents, teachers), and higher levels of mas-
culinity predicted higher levels of authenticity
with peers (i.e., peers, classmates, best friends).
Theran’s results demonstrate that masculinity and
androgyny may lead to higher levels of authentic-
ity in relationships, and the internalization of fem-
ininity is not related to negative outcomes. Thus,
more current quantitative research does not sup-
port Gilligan et al.’s theory that if girls have inter-
nalized the societal ideal of the “good woman,”
they may be more likely to have lower levels of
authenticity during adolescence, and feel that their
relationships cannot be both close and honest
(Brown 1998; Brown and Gilligan 1992).

Theran (2009) also examined the role of attach-
ment as a predictor of authenticity in relation-
ships, following Harter et al.’s (1997c)
suggestion that the origins of later authentic rela-
tionships may be based in the early parent–child
relationship. In addition, Theran (2009) argued
that given that authenticity in relationships is
inherently a relational construct, relational con-
tributors to authenticity in relationships should
be examined. Theran (2009) found that, in a
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sample of adolescent girls, dismissive parental
attachment was negatively related to authenticity
in relationships with authority figures, suggesting
that adolescents may have lower levels of authen-
ticity in relationships as a result of having the
attachment system deactivated. That is, adoles-
cents’ disconnection from attachment figures
might lead to disconnection from their own inter-
personal/emotional needs. The underlying anxiety
from a dismissive parental attachment may result
in the failure of authentic connections with such
figures.
Outcomes of Authenticity in
Relationships

Quantitative research has demonstrated that low
levels of authenticity in relationships have serious
negative repercussions. The majority of the
research on outcomes of authenticity in relation-
ships has focused on individual-level outcomes,
such as well-being. Theory suggests that feeling
that one’s close relationships are mutual and that
one can be authentic with intimate partners would
generate more positive feelings about the self and
fewer depressive symptoms (Jack 1991).

In general, research supports theory that higher
levels of authenticity are predictive of higher
levels of self-esteem. Specifically, Tolman et al.
found that adolescent girls’ low levels of authen-
ticity in relationships with peers were predictive
of lower levels of self-esteem (Tolman et al. 2006;
Tolman and Porche 2000). In the first longitudinal
study of authenticity in relationships across ado-
lescence, Impett et al. (2008) found that as authen-
ticity in relationships increased throughout
adolescence, so did levels of self-esteem; in addi-
tion, authenticity in relationships was the only
salient predictor of self-esteem. Finally, Harter
et al. (1996) found that when the motive for false
self-behavior was devaluation of the self, false
self-behavior was negatively related to positive
psychosocial adjustment.

Authenticity in relationships is also related to
depressive symptomatology. Tolman and Porche
(2000) found that low levels of authenticity in
relationships with peers were correlated with
high levels of depressive symptomatology. Simi-
larly, Theran (2010) found that authenticity in
relationships with authority figures and peers pre-
dicted psychological well-being (self-esteem and
depression). Thus, all of the results linking
authenticity in relationships and well-being sug-
gest that being authentic in relationships is crucial
for good mental health.

Smolak and Munstertieger (2002) investigated
the relation between eating behaviors and authen-
ticity in relationships in a sample of college stu-
dents. They found that eating behaviors such as
eating restraint, eating when angry, eating when
depressed, and binging were consistently corre-
lated with levels of authenticity with parents, pro-
fessors, and male students for women only.
Interestingly, authenticity in relationships with
females was not significantly correlated with eat-
ing behaviors, and none of these factors were
significantly correlated for male college students.

Additional research has examined authenticity
in relationships as a predictor of relational out-
comes, such as quality of friendship and social
support. Theran (2010) found that higher levels
authenticity in relationships predicted higher
levels of intimacy in relationships in a sample of
adolescent girls; this is in contrast to theory that
remaining authentic in adolescence threatens the
intimacy and security of friendships (Brown and
Gilligan 1992). Interestingly, conflict in relation-
ships was positively correlated with friendship
intimacy, suggesting that some conflict is inherent
in close and intimate relationships (Theran 2010).

Social support, another relational construct,
has also been shown to be related to authenticity
in relationships. For example, being authentic in
relationships has been found to be significantly
correlated to feeling validated, a form of support,
within the relationship (Harter et al. 1997b).
Theran (2010) found that emotional and approval
support moderated the relation between lower
levels of authenticity and well-being (i.e., depres-
sive symptomatology and self-esteem). Specifi-
cally, at lower levels of authenticity in



340 Authenticity in Relationships
relationships, girls with higher levels of social
support had significantly fewer depressive symp-
toms than did girls with lower levels of support,
but at higher levels of authenticity in relation-
ships, there was no difference in depressive symp-
toms for higher versus lower approval and
emotional social support. That is, the negative
effects of lower levels of authenticity with author-
ity figures on well-being were buffered by strong
emotional and approval support from parents.
This finding suggests that approval and emotional
support from authority figures can play a powerful
role in protecting against the negative implica-
tions of inauthentic relationships; for girls with
lower levels of authenticity with authority figures,
having good support from parents buffered them
against depressive symptoms, and their depres-
sive symptoms are approximately the same as
those girls with higher levels of authenticity.
Need for Future Research

Although some researchers have begun to inves-
tigate the origins of lower levels of authenticity
in relationships (e.g., Theran 2009), there
remains a need for more longitudinal work that
continues to test theories of authenticity in rela-
tionships, and examines which aspects of early
childhood might cause lower levels of authentic-
ity in relationships in early adolescence. Such
longitudinal work would help determine when
authenticity in relationships begins to decrease,
and which factors may predict this decrease. One
possible factor that may impact authenticity in
relationships is early childhood trauma. Harter
(1997) suggested that the experience of early
childhood trauma puts a child at risk for
suppressing his/her true self. Specifically, the
psychological aspects of abuse, such as not hav-
ing experiences validated and lack of an
empathic connection, lead one to suppress the
true self, and inauthentic relationships may
result. In addition, in order to maintain the rela-
tionship with the parent, the child may attempt to
please the parent, and be a “good” child; as part
of this process, the inauthentic self, and the
inauthentic relationship, may become more
available than the true self (Harter 1997).

In addition, future research should examine the
role of gender in authenticity in relationships. The
majority of the qualitative and quantitative
research has examined authenticity in relation-
ships with adolescent girl participants (e.g.,
Impett et al. 2008; Theran 2009). Further research
should be conducted with adolescent boys in
order to determine if the overall structure of
authenticity in relationships applies to boys; this
is especially salient given recent findings that
authenticity may be just as salient for boys as for
girls (Liang et al. 2008).
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Autism

Roger J. R. Levesque
Indiana University, Bloomington, IN, USA
Autism is a type of pervasive developmental dis-
order that is characterized by severe deficits in
social interaction and communication as well as
by deficits in fine and gross motor skills; it is also
characterized by a limited range of activities and
interests and often by repetitive and stereotyped
behaviors (see, e.g., Folstein 2006). Importantly,
autism also is a spectrum disorder, which means
that it covers a wide set of differences and abili-
ties. Asperger Syndrome is at one end, with this
syndrome characterized as high functioning
autism. Classic or Kanner’s autism is at the other
end of the spectrum and is characterized by pro-
found developmental delays and challenges.
Other pervasive developmental disorders include
Rett Syndrome, Fragile X Syndrome, and perva-
sive developmental disorder not otherwise speci-
fied (PDD-NOS). The prevalence of autism
remains highly disputed, with the high end of
prevalence estimates of the entire autism spectrum
being reported to reach as high as 1% or even
higher (Posserud et al. 2010). Equally contentious
is the claim that autism rates have increased, with
the emerging conclusion being that rates may
have increased, but that the increase may be
more apparent than real due to, for example, def-
initional changes (see Waterhouse 2008).
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Overview

Autism Spectrum Disorders (ASD) are biologi-
cally based, neurodevelopmental disorders of
childhood onset characterized by significant
impairment in social interactions and communi-
cation as well as restricted or stereotyped patterns
of behavior and interests (American Psychiatric
Association 2000). As many as 1 in 110 children
are affected (Center for Disease Control and
Prevention 2009). Typically recognized during
early childhood, the vast majority of research
and interventions has focused on preadolescent
children. Since adolescence is a period of
immense social, cognitive, and behavioral
change, youth affected by Autism Spectrum Dis-
orders face unique challenges to achieving adult
status defined by typical societal norms. Follow-
ing a brief review of the changing definitions of
ASD diagnoses as they relate to adolescents and
young adults, this essay will provide a discussion
of current evidence and insights regarding the
development of personal identity, social relation-
ships, roles within social institutions, and behav-
ioral health issues in the context of adolescents
with ASD.
Autism Spectrum Disorders

Within the Diagnostic and Statistical Manual of
Mental Disorder: Fourth Edition, Text Revision
(American Psychiatric Association 2000), ASDs
are classified in the group of diagnoses of perva-
sive developmental disorders and include
(1) Autistic Disorder, (2) Asperger’s Disorder,
and (3) Pervasive Developmental Disorder, Not
Otherwise Specified (PDD, NOS). Also assumed
under this class are two rare diagnoses that include
(1) Rett’s Disorder and (2) Childhood Disintegra-
tive Disorder (CDD). For the purposes of this
essay, Autistic Disorder, Asperger’s Disorder,
and PDD, NOS will be referred to as ASDs as
this terminology is commonly accepted now.
Within the proposed revisions for the DSM-V to
be published in 2012, the overlap of these diag-
nostic categories and criteria will be more
streamlined.

In 1943, Leo Kanner, MD coined the term
“infantile autism” in describing a group of 11 chil-
dren who had a lack of social interest, communi-
cation deficits, and a resistance to change (Kanner
1943). Since then, the diagnostic label for Autistic
Disorder has been preserved as the “classic”
description of autism. By definition, these chil-
dren display symptoms in all three categories with
a total of at least six symptoms specified across the
three categories of impairment: (1) impairment in
social interactions; (2) impairment in communi-
cation; and (3) restricted repetitive and stereo-
typed patterns of behavior, interest, and activities.

Soon after, an Austrian pediatrician, Hans
Asperger, described a small group of children
who had strong cognitive and language skills,
but who nonetheless had social deficits, keen and
unusual interests and some motor “clumsiness”
(Asperger 1944). Also noted was a family history
of such behavioral differences. Currently, the
DSM-IV diagnostic criteria for Asperger’s Disor-
der include a qualitative impairment in social
interactions and restricted, repetitive and stereo-
typed patterns of behaviors, interests, and activi-
ties. However, by definition, there is no evidence
of cognitive or language delay. Over the last
2 decades, studies examining the validity of the
diagnosis of Asperger’s Disorder versus high-
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functioning autism have resulted in further char-
acterization of each. However, controversy
remains over whether Asperger’s Disorder repre-
sents a separate category or is a milder presenta-
tion of high-functioning autism. Some differences
between the two groups have been shown in their
cognitive profiles. It is generally held that individ-
uals with Asperger’s Disorder have stronger ver-
bal skills than nonverbal skills, but this has not
been a consistent finding.

The diagnosis of PDD, NOS is applicable for
those individuals who display many of the char-
acteristics of Autistic Disorder or Asperger’s Dis-
order, but have milder and fewer symptoms. In
fact, it is often described as “mild autism.” It is
generally believed that the prognosis is better
(Gillberg 1991). This diagnosis may also be used
when sufficient information is not gathered during
the diagnostic process to determine a more spe-
cific ASD diagnosis.

Rett’s Disorder is a relatively rare disorder,
believed to affect one in every 10,000–15,000
live female births. Rett’s Disorder was first
described by a physician in the 1960s and is
characterized by apparent typical development
followed by a period of loss of tone, upper
extremity motor function, and speech. While
the age of regression varies during the preschool
years, the loss of abilities can be quite sudden and
dramatic. The loss of purposeful hand use is
usually associated with the observation of repet-
itive hand wringing at midline. Other early symp-
toms include difficulty in crawling or walking
and low levels of eye contact. Given some of
the overlapping behavioral characteristics such
as limited eye contact and repetitive behaviors,
Rett’s Disorder may be mistaken for autism or
PDD, NOS. Most girls with Rett’s Disorder have
intellectual disabilities. Rett’s Disorder is now
known to be a genetic disorder with two genes
implicated. Given the rarity of Rett’s Disorder
much less is known about the long-term
prognosis.

Even rarer than Rett’s Disorder is Childhood
Disintegrative Disorder (CDD). Children with
CDD display behaviors consistent with autism
but after a longer period of typical development
(3–5 years of age). A regression in skills is
followed by minimal recovery of these skills.
Hence, there is a difference in onset and it is also
believed the course and prognosis is different
(Volkmar et al. 2005). These children may
develop typical language, display social interests,
accomplish toilet training, and other self-care
skills. With the onset of CDD, loss of these skills
is evidenced along with a general loss of interest
in their environment. It is estimated that less than
2 children per 100,000 who are diagnosed with an
ASD have CDD. These children are often evalu-
ated for other neurological diseases and disorders
because of the pronounced loss of skills. The
prognosis for CDD is much more guarded than
for Autistic Disorder, Asperger’s Disorder, and
PDD, NOS.

While these disorders share the common char-
acteristics of impairment in communication and
social abilities along with restricted, repetitive,
and stereotyped behaviors, there is considerable
variability with respect to extent and severity of
the impairment. Furthermore, additional variabil-
ity is introduced as ASDs very often co-occur with
global developmental delays and intellectual dis-
ability. Between 30% and 51% of children with
ASDs also meet criteria for intellectual disability
(Center for Disease Control 2009). Individuals
with ASDs may be functioning in the severe
range of intellectual disability, but may also be
in the superior or gifted range of cognitive func-
tioning. Regardless of the child’s intellectual
functioning or social-communication deficits, the
presence of behaviors that present difficulties in
continued development and learning significantly
interfere with functioning. Throughout this essay,
such behaviors will be referred to as interfering
behaviors, due to the way in which they literally
“interfere with functioning.”

Under development at the time of chapter prep-
aration, several changes to the definitions
described above have been proposed for the
DSM-V. A full review of up-to-date consider-
ations can be found at www.dsm5.org. One con-
sideration is a redefinition of ASD subtypes based
on present core symptom domains: social deficits
only, social and communication deficits, and
social, communication, and repetitive behaviors
combined. Further discussion regarding the

http://www.dsm5.org


344 Autism Spectrum Disorders
interrelationship of repetitive and stereotyped
behavior with each other and with obsessive–
compulsive behaviors may result in separation of
similar behaviors based on age of onset. For exam-
ple, childhood onset of repetitive, rigid, or ritualis-
tic behaviors may be considered to be associated
with ASD, while similar behaviors that develop in
adults may be indicative of Obsessive–Compulsive
or other Anxiety Disorders. Causing some contro-
versy, there is a proposal in DSM-V to collapse
high-functioning autism and Asperger’s Disorder.
The evolving understanding of the neurobiologic
underpinnings and cultural factors that can impact
the interpretation of ASD core symptom domains
will also likely impact the changing definitions.
Adolescent Development

Given that much of the social and cultural expec-
tations about the behavior of adolescents is
derived by what commonly occurs in this devel-
opmental stage, it is important to explore potential
significant differences from the norm for children
with ASD. The developmental trajectory for all
individuals, regardless of ASD diagnosis,
includes the progressive separation from parents
toward the establishment of an individual identity.
Inherent to this gradual separation includes devel-
oping the capacity for autonomous function,
engaging in meaningful social relationships,
adapting to societal proscriptions of gender and
vocational roles, and self-determination. How the
features of ASD affect each of these developmen-
tal tasks is highly variable based on individual
factors, family and community support and accep-
tance, and access to effective interventions.
Therefore, it is impossible, and likely counterpro-
ductive, to refer to the most average range of
symptoms or profile that adolescents affected by
ASD show at different stages of their develop-
ment. Rather, in this discussion, the ways that
features of ASD can affect a typical developmen-
tal trajectory will be presented. This perspective
assists in appropriately highlighting the areas of
concern throughout development and to select
areas of focus for specific interventions for ado-
lescents with ASD.
Children are expected to enter adolescence
with abilities to function in social and academic
settings. Between the ages of 11 and 17, children
progress through middle and high school and take
on increasingly greater burdens of responsibility
and expectations for independence. Middle
school is often a time when children are asked to
take more responsibility for their own indepen-
dent work at school and parents often begin to
trust their child to engage in more activities with-
out their direct supervision (e.g., group social
activities, staying over friends’ homes, and
extended field trips). Adolescence in Western
society also often implies that children are
increasingly entrusted to make appropriate deci-
sions, including risk taking, as they become more
curious about adulthood and are given more
opportunities for independence. This course of
social expectations usually coincides with physi-
ological growth rendering adolescents with an
increasingly pronounced need to exhibit self-
control.

While this is the framework for children who
are developing typically, the road map for indi-
viduals with ASDs becomes blurry when
attempting to establish appropriate expectations
for decision-making and healthy behavior during
this age. Parents and caregivers of adolescents
with ASD may struggle with challenging deci-
sions. Parents may be conflicted during this
stage of their child’s development as they may
have a desire to see their children take on more
independent social lives, but have real concerns
that poor decisions with adverse consequences in
social situations will be made with the lessened
support. This issue is particularly challenging
when a child presents with some requisite skills
and motivation to want to engage with peers
socially, but clearly still has difficulty in increas-
ingly complex social settings. This scenario is
commonly observed in adolescents with
Asperger’s Disorder or high-functioning autism.
It is highly recommended that ongoing social
development training continue during this time
in a child’s life because adolescents with and
without disabilities are faced with increasingly
complex stressors. This stress stems from their
own changing physiology and wavering self-
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control, peer groups who may demonstrate vary-
ing levels of sensitivity about the adolescent’s
differences and social competence, and from
diminished support from school personnel who
tend to focus more on academic instruction in
the middle and high school years and less on
social development for individual students.
Within this context, current research on varying
aspects of identity development is discussed here.
Gender and Sexual Development

Adolescents with ASDs present the same course
of reproductive development as individuals with-
out an ASD. However, the issues facing adoles-
cents with ASDs is that the physiological
changes are often complicated by a lack of under-
standing or awareness of how these changes may
be perceived by the outside world. The common
issue during adolescent sexual development is
that their bodies mature, but social deficits still
present significant impairment in determining
appropriate interactions and behaviors. The liter-
ature exploring the concept of sexuality in indi-
viduals with ASDs is very commonly simplified
to only include the explanation of specific sexual
behaviors, and often excludes the psychological
and emotional intimacy that otherwise accom-
panies the broader notion of sexuality
(Realmuto and Ruble 1999). The notions of
self-image, emotions, values, attitudes, beliefs,
and relationships are also included in the concept
of sexuality; as one’s concept of sexuality is a
dynamic process, which is modified by responses
to interactions, experiences, and formal and
informal education, regardless of ASD diagnosis
(Koller 2000).

Gender identity is defined as one’s sense of self
as it relates to socially proscribed norms for males
and females. Gender identity is separate, and often
unrelated, to sexual orientation or physical traits.
Gender Identity Dysphoria (GID) results when
emotional distress results from a mismatch
between physical traits, social expectations, and
one’s sense of gender. There is increasing evi-
dence that GID and ASD may co-occur at
increased rates. De Vries et al. (2010) conducted
a systematic sampling of children and adolescents
with the diagnosis of GID found that there was a
ten-time increase in the co-occurrence of ASD
symptoms than in the general population. Several
theories have been posited as to why there may be
a relationship between these diagnoses, including
gender dysphoria as a feature of ASD, as well as
that the co-occurrence may represent a separate
diagnosis such as OCD.

What is provided in the literature regarding
sexuality likely reflects more about what little is
known about the particular perspective of individ-
uals with ASDs on sexuality than it does about the
actual extent to which individuals with ASDs
experience and express their own sexuality
(Realmuto and Ruble 1999). Unfortunately, com-
munication and social deficits in children with
ASDs may present significant risk for harm to
the individual during sexual development if
appropriate sexual education is not provided. An
estimated 20–25% of adolescents without disabil-
ities are sexually abused. Arguably, the figure for
children with ASDs may be higher due to the core
deficits impeding reportage (Koller 2000).

Due to these differences and the continued
hope of addressing the concerns of safety and
independence of children with ASDs, an individ-
ualized and comprehensive sexual education
training program is essential for every adolescent
with an ASD. Koller (2000) reviewed several
sexual education programs, which all sought to
address teaching about body parts, reproduction,
birth control, sexual health and life cycle, male
and female social/sexual behavior, dating, mar-
riage, parenting, establishing relationships, abuse
awareness, boundary issues, self-esteem, and
assertiveness skills training. These issues were
recommended in the curriculum as a series of
topics that would be instructed with parents or
caregivers of the child as the primary educators,
though a team approach has also been consistently
recommended. The focus of this curriculum was
to emphasize the unique needs of the child in
order to encourage expression of sexuality in a
way that ensures that the child and other partici-
pants are safe and fully aware of the implications
of their behavior. Thus, it is clear that the level of
abstract reasoning and cognitive ability of the
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child be taken into account when designing and
implementing this type of program.

What is known through the research of sexual
behaviors in individuals with ASDs is that a great
many will exhibit what are deemed to be publicly
inappropriate sexual behaviors. Both masturba-
tory behavior and sexual behavior targeted toward
others are often highlighted as inappropriate.
Masturbation is a natural sexual behavior and
may, for many individuals with ASDs, be the
sole means of sexual release. The likelihood of
individuals with autism to engage in self-
pleasuring behaviors is often thought to be higher
due to the propensity for this population to engage
in self-stimulatory behaviors (Dalldorf 1985). It is
imperative that sexual education programs
address ways of teaching appropriate and safe
manners in which to express this need; this may
include explicitly determining locations and times
in which engaging in such behaviors would be
appropriate. The literature in this area supports
addressing all of these behaviors in a direct and
matter-of-fact manner. These efforts should also
be supported with reinforcement of appropriate
behaviors and the provision of clear, visual signals
of the time when breaks for self-pleasuring will be
permitted (Fouse and Wheeler 1997).

Sexual behaviors directed toward others is an
area of considerable concern for those caring for
children with ASDs. A common practice in
research of sexual behavior is to assert that sexual
expression is the right of all individuals. However,
this practice must include the caveat that the sex-
ual expression occur to the degree to which their
desires and needs align with what they may emo-
tionally and physically manage, and that this be
exhibited without harm to themselves or others.
Individuals with ASDs also have the right to seek
and receive guidance and support to learn specific
social and sexual behaviors that align with the
views of the individual’s place of residence.
Finally, great care should be taken when provid-
ing guidance to an individual with an ASD who is
seeking to direct their sexual interest to another
person. While it is important to support individ-
uals in the appropriate expression of these behav-
iors, sexuality includes showing tenderness, care,
and empathy to the degree to which ideally, a level
of mutual emotional intimacy is developed
between two people. Given the well-documented
deficits that individuals with ASDs present in this
area of social development, support of sexual
interactions with others may require careful con-
sideration of risks and benefits.
Interpersonal Relationships

Verbal and nonverbal forms of communication are
at the crux of social relationships for adults. As a
child progresses through adolescence, immense
qualitative and quantitative change typically
occurs in most, if not all, social relationships. As
the nature of relationships change, the meaning of
words is in constant flux, as context, nonverbal
cues, intimacy, and myriad other factors increas-
ingly affect how they are interpreted. This poses
unique challenges for individuals affected by
ASD, as differences in speech and language
development are the hallmark of the spectrum of
disorders. Repetitive and/or idiosyncratic use of
language through echolalic speech (repeating
what they have heard) and scripting (rote repeti-
tion of phrases in response to verbal cues) can
significantly impede the individual’s ability to
communicate effectively and form appropriate
intimate relationships. Additionally, for adoles-
cents who do develop functional language, gener-
alization of skills may not occur naturally and
might remain context-dependent until such skills
are specifically taught across communicative part-
ners, settings, and stimuli.

For example, individuals with Asperger’s Dis-
order and high-functioning autism often exhibit
hyperlexia (early, precocious reading and verbal
abilities). However, these individuals may be
quite literal in their interpretation of language,
tend to be experts on obscure topics, and usually
conform to a rigid self-imposed moral code. This
results in language development that includes
pedantic speech styles, insistence on particular
topics of conversation, and deficits in the ability
to be pragmatic about the use of language.
Although their language may be quite complex
compared to that demonstrated by individuals
with ASD on the whole, individuals with
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Asperger’s Disorder and high-functioning autism
often cannot read the interests of their communi-
cative partners or maintain flexibility in
topic. This communication deficit has the poten-
tial to present major obstacles for adolescents as
they attempt to navigate peer interactions and
social environments independently. It often
becomes a major impediment to forming intimate
interpersonal relationships that in turn contribute
to social function and achievement, including
family relationships, workplace and post-
secondary education settings, and with friends
and other social support networks.

Inability, or limited ability, to employ and
respond to nonverbal cues and modes of communi-
cation often further contributes to formation of
atypical social skills repertoire. Impairments in the
use of eye contact and hand gesture are often con-
sidered hallmarks of autism. However, other non-
verbal social behaviors such as the use of joint
attention and facial expressions are also pervasive.
This contributes to limited social reciprocity, or the
lack of understanding of the reciprocal back and
forth nature of social interaction, as the adolescent
with ASD does not develop the ability to respond to
the needs and interests of others. This can lead to
frustration and even anger on the part of communi-
cation partners as repeated verbal and nonverbal
cues do not result in the desired response. For
individuals severely affected by ASD, these non-
reciprocal social interactions may go unnoticed or
cause any internal distress. However, individuals
with Asperger’s Disorder may show more interest
in social interactions and relationships. The lack of
awareness and understanding of social cues coupled
with the dearth in ability to use pragmatic language
often results in failures to build upon simple social
interactions and to develop and maintain meaning-
ful relationships. This shortcoming can contribute
to an unpleasant emotional response. Further deep-
ening the problem, affected individuals may have
difficulty modulating emotions in that they may
either be over reactive or under reactive to a situa-
tion. As peers and other individuals may come to
avoid or manipulate social interactions, individuals
with Asperger’s Disorder or high-functioning
autism may become socially isolated, targets of
ridicule or violence, or identified as juvenile
delinquents as they respond to the inappropriate
actions and words of others.

In contrast to the dire picture painted when
communication and social interaction differences
are not appropriately recognized, there are many
examples of adolescents and young adults with
ASD who form appropriate and deep social bonds
with family and peers. This can result when the
differences in communication style and skills are
accepted, and individuals are included in oppor-
tunities to build social relationships in a full vari-
ety of settings. Teachers, peers, and affected
individuals can be educated on how to appropri-
ately interpret and respond to differences in verbal
and nonverbal cues. When the unique skills and
interests of individuals with Asperger’s Disorder
or high-functioning autism are celebrated and
supported, the individuals have the potential to
become highly successful adults who are able to
enjoy the benefits of social relationships as inde-
pendent adults.
Social Institutions and Societal Roles

The federal mandate to include children with dis-
abilities in public educational settings (IDEA
2004) has been instrumental in changing the way
schools and professionals respond to the needs of
children and teens with ASD.While the long-term
vision of inclusion in public education is to con-
tribute to the facilitation of social and academic
growth throughout adolescence and adulthood,
the stigmatization of children with ASDs (or,
arguably, any disability or developmental differ-
ence) in middle and high school remains quite
striking (Jackson and Attwood 2002). One mea-
sure of how schools respond to the learning and
social needs of children and adolescents with
ASD is through the National Survey of Children
with Special Health Care Needs. This periodic
telephone survey last completed in 2005–2006
employs parent report of satisfaction with school
and community services for those with a child
with a special health care need, including ASD.
Montes et al. (2009) stated parents of children and
adolescents with ASD reported a significantly
higher degree of dissatisfaction with, and access
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to, school and community services when com-
pared to parents of other children with special
health care needs. In spite of significant legislative
and institutional change brought about primarily
by parent and professional advocates, schools and
communities still must strive to adequately pro-
vide accessible, appropriate services for adoles-
cents with ASD.

As discussed in the previous section on social
relationships, troubling behaviors and potentially
criminal acts may occur during this age as indi-
viduals with Asperger’s Disorder or high-
functioning autism attempt to fit in with social
groups. Violence, fire-setting, and aggression
have all been documented as behaviors that
emerge in this time period. While, it has been
postulated that these behaviors may occur due to
the child’s circumscribed interests and/or lack of
social understanding, adolescents with ASD
exhibiting such behaviors are at risk for being
placed in alternative placements such as group
homes and juvenile detention centers (Barnhill
et al. 2000).

Given the chronic nature of ASD, the impact of
social and/or communication deficits as well as
interfering behaviors is likely to be felt by indi-
viduals and families as the affected individual
transitions to adulthood. The need for continued
support from parents and siblings may cause
adverse strain on family relationships, which can
be significantly exacerbated by persistent behav-
ioral problems. Identifying community supports
that can assist with transitioning to semi-
independent or independent living, workplaces,
and civic engagement pose an additional burden
for families. This process includes identifying and
accessing services typically across a number of
service systems, including postsecondary educa-
tional, mental health, vocational habilitation,
advocacy, and medical subspecialists to name a
few. Providing appropriate treatment for the
growing number of children, adolescents, and
young adults identified with ASDs has become a
challenge to state and local systems (Croen et al.
2002). The need for comprehensive, coordinated,
and universally accessible services for young
adults with ASD is evidenced by the increased
proportion of affected adults who are unemployed
and dependent on family and government systems
(National Research Council 2001).
Behavioral Health Concerns

Children and adolescents with ASDs commonly
exhibit serious behavior problems such as tan-
trums, aggression, self-injury, hyperactivity, and
noncompliance. An estimated 50–70% of chil-
dren with ASDs have co-occurring behavioral or
emotional problems (Gadow et al. 2004). Often an
additional challenge during adolescence is a
child’s physical growth that may exacerbate the
challenge of addressing behaviors, which impede
functioning and treatment, especially for children
who are lower functioning. During the early
stages of a child’s life, aggression, tantrums, and
other challenging behaviors present significant
concern; however, as a child demonstrates greater
size and strength through puberty, the possibility
of imposing danger on themselves and others
increases significantly during behavioral episodes
(Koller 2000).

While the goal of early intervention is that
many of these behaviors will be addressed by
training the child not to engage in them earlier in
the child’s life (while they are still physically
small and behaviors may be more easily
contained), the chronic nature of ASDs often
implies that new patterns of behavior will arise.
For this reason, adolescence presents new chal-
lenges for families and treatment teams. Educa-
tional, mental health, and other treatment teams
addressing or dealing with aggressive or destruc-
tive behaviors may consider staff and child safety
more intensely (e.g., ensuring that staff are trained
appropriately in prevention of behaviors and are
physically capable of protecting the child and
themselves from injury).

Currently, the few approaches used in the treat-
ment of ASDs and its associated symptoms with
an empirical base, include specific interventions
based on applied behavior analysis (ABA) (Smith
et al. 2006), comprehensive educational interven-
tion (National Research Council 2001), and phar-
macotherapy (Scahill and Martin 2005).
Intervention may focus on the core symptoms of
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ASDs and overall development. Alternatively,
treatment of specific behavioral symptoms such
as stereotypic behaviors, hyperactivity, aggres-
sion, self-injury, or specific skill development
such as daily living skills, communication, or
joint attention.
Contributions of Applied Behavior
Analysis

The applied behavior analysis treatment literature
is replete with studies demonstrating the effective-
ness of these procedures for individuals with
ASDs (Matson et al. 1996; Schreibman 2000).
This model, based on operant learning theory,
presumes that antecedent stimuli and conse-
quences influence both the acquisition and main-
tenance of behaviors. Investigations embracing
this approach have demonstrated attenuation of
interfering behaviors (e.g., aggression, self-injury,
tantrums, noncompliance, ritualistic behaviors) as
well as the acquisition of skills (National Research
Council 2001). Recently, there has been a shift in
the ABA field toward prevention and antecedent
management strategies (Luiselli 2006) and away
from reliance on consequence-based strategies.
These approaches include use of visual strategies,
modifications in daily schedule, and rearranging
of the physical setting. Visual schedules have
been used to improve on-task behavior as well as
independence in following the classroom sched-
ule. Environmental adaptations include modifica-
tion in lighting and sound and physical
arrangement of the space.

Comprehensive programs target not only spe-
cific interfering behaviors (e.g., aggression, self-
injury, tantrums, noncompliance, ritualistic
behaviors) but also skill acquisition across broad
domains such as communication and social skills
over a relatively long period (e.g., 2 years).
Although the conceptual framework and interven-
tions differ across such programs, there are many
common features. Specifically, all programs
emphasize the importance of early intervention,
the use of specially trained staff, a low staff to
student ratio, a focus on the child’s social devel-
opment and communication skills, a high value on
individualized treatment, and active involvement
of the family. Differences include the degree of
structure and level of intensity of the various
program models. Several comprehensive educa-
tional programs have published outcome data
showing developmental gains in language func-
tioning or IQ (National Research Council 2001).

Psychopharmacology treatment in ASDs has
been a long-standing practice, most commonly
employed as an adjunct to educational, behav-
ioral, and other treatment approaches. Medica-
tions do not primarily treat the core behavioral
symptoms of autism but rather target particular
behavioral or psychiatric symptoms. These
include disruptive and aggressive behaviors,
attention and hyperactivity symptoms, and affec-
tive symptoms such as anxiety and depression.
Despite the wide use of psychotropic medications,
efficacy studies of medications specifically in
individuals with ASDs have been limited. Classes
of medications prescribed for individuals with
ASDs include primarily stimulants, antipsy-
chotics, antidepressants, and mood stabilizers.

As with other treatments for ASDs, pharmaco-
logical treatment is not curative but rather allevi-
ates behavioral symptoms or clusters of
symptoms. For example, methylphenidate is
believed to increase norepinephrine, which results
in improved attention. Fluoxetine, a serotonin
reuptake inhibitor, increases availability of sero-
tonin, which is implicated in the regulation of
mood. While these effects inferred from use in
other populations, the mechanism for children
with ASDs may vary, or in fact be side effects of
the medication. For example, risperidone affects
both the dopamine and serotonin systems but can
be quite sedating, allowing for a short-term
decrease in disruptive behaviors.
Special Considerations for Individuals
with High-Functioning Autism/Asperger
Disorder

For adolescents, clinicians must consider using
different treatment modalities (than those used
typically with children with autism and intellec-
tual disabilities), which lend themselves to the
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distinctive profiles of children with higher func-
tioning abilities (Sofronoff et al. 2005). Anderson
and Morris (2006) indicated that there was a sub-
stantially higher than expected rate of clinically
significant anxiety and depression diagnoses, as
well as other comorbid disorders (i.e., eating dis-
orders, substance abuse, obsessive–compulsive
disorder, bipolar affective disorder) in individuals
diagnosed with Asperger’s Disorder or high-
functioning autism. Interventions containing ele-
ments that address the areas of comorbid disor-
ders, social training, and relationship formation
would be helpful for this group of adolescents
(White et al. 2010).

Cognitive Behavioral Therapy (CBT) is an
approach that originated in the field of psycho-
therapy. This framework involves altering and
challenging an individual‘s cognitions around
events and situations in order to modify future
behavior (White et al. 2010; Anderson and Morris
2006). CBT focuses on the identification and
modification of cognitive schemas that are dys-
functional for individuals. While CBT presents a
promising framework for continued work with
children with high-functioning ASDs, more
research is required in order to determine its effec-
tiveness for adolescents in this population.
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Overview

Auto theft is a common property crime that is
often committed by young offenders. Research
on youth auto theft has involved analysis of offi-
cial statistics or criminal justice agency records,
and surveys of young offenders or school-based
youth. Studies have examined the characteristics,
experiences, and motivations of auto thieves, as
well as explored the potential deterrence and pre-
vention or intervention strategies. Auto theft is
primarily committed by males. The term “joy-
rider” describes those youth who commit auto
theft primarily for recreation. Situational crime
prevention strategies, tougher sentencing policies,
and negative personal experiences do little to
deter youth auto thieves.
The Problem of Youth Auto Theft

Auto theft is the theft or attempted theft of a motor
vehicle such as car, truck, bus, and motorcycle.
Auto thieves are often divided into older profes-
sionals stealing primarily for profit and younger
amateurs stealing largely for recreation. Auto theft
is a common property crime. It is also a common
crime committed by young offenders. The penal-
ties for auto theft vary across jurisdictions but
often include fines, community sentences
(probation), and imprisonment.
Aims and Methods of Past Research
on Youth Auto Theft

Research on auto theft has examined the charac-
teristics, experiences, and motivations of auto
thieves, as well as explored the potential deter-
rence and prevention or intervention strategies.
Many studies have focused on youth auto thieves,
and involved secondary analysis of official statis-
tics or criminal justice agency records, or qualita-
tive and quantitative surveys of small samples of
young offenders (e.g., Anderson and Linden
2014; Dawes 2002; Drozda 2006; Light
et al. 1993; McMurran and Whitman 1997;
O’Connor and Kelly 2006). For instance, Dawes
(2002) conducted semistructured interviews with
30, 15–22-year-old, indigenous Australian youth
who were in detention and correctional centers for
auto theft. Light et al. (1993) conducted semi-
structured interviews with 100 English auto
thieves aged from 14 to 35, some of whom had
been in motor projects. McMurran and Whitman
(1997) interviewed 110 males, 15–21-year-olds
with a previous history of stealing cars, who
were in a young offenders’ institution. Drozda
(2006) conducted semistructured interviews with
12 juveniles known to the criminal justice system
in Western Canada. O’Connor and Kelly (2006)
interviewed 12 young male and 5 young female
auto thieves under correctional supervision in
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Ontario, Canada. Most recently, Anderson and
Linden (2014) interviewed 43 youth from Winni-
peg, Canada, who had criminal records for auto
theft.

Focusing on young offenders can skew our
understanding of the youth auto theft phenome-
non, as many youth are unlikely to be caught.
Thus, it is unclear how those who are not caught
differ from those who are caught, and it makes it
difficult to assess who should be the target of
crime reduction strategies. Furthermore, analyses
of official figures and records on youth auto theft
are limited by the policies and procedures that
may exist for recording crimes across different
agencies and over time and by the fact that not
all pertinent information is necessarily
documented (or legible). Official statistics typi-
cally reflect only a small proportion of crime,
and these may be unrepresentative since they are
those that victims were motivated to report and
those that could be successfully prosecuted.
Finally, self-report data is subject to social desir-
ability response bias, which may lead to
underreporting of the offenses that youth were
involved in.

Fortunately, there is a small body of research
that also focuses on auto theft in the general pop-
ulation of youth (e.g., Dhami 2008; Fleming
1999; Fleming et al. 1994; Spencer 1992). In a
study of 86 boys from a British school, Spencer
(1992) found that a small proportion had engaged
in auto theft to some degree (i.e., from being
present when a car was stolen, through stealing
property from a car, to stealing a car). Similarly, in
a study involving 1,254 grade 8 and 11 youth in
eight schools across B.C., Canada, Fleming
et al. (1994) found that 5% reported having stolen
a vehicle and 12% said they had been a passenger
in a stolen car. Finally, in a study of 779 grade
9–12 youth in 13 schools across B.C., Canada,
Dhami (2008) found that 14% reported having
ridden in a stolen car, 17% said they had thought
about stealing a car, 10% said they had tried to
steal a car, 8% claimed to have stolen a car, and
6% reported they had been caught in a stolen car.

Studying auto theft in the general population of
youth can yield a broader understanding of the
phenomenon and reveal a “hidden” sample of
school-attending youth who engage in auto theft.
However, studies of school-based youth typically
exclude those who are not at school on the day of
data collection because they skipped classes or
were suspended or excluded from school. These
youth may be at greater risk of engaging in auto
theft.
Characteristics, Experiences,
and Motivations of Youth Auto Thieves

The youth auto theft literature has made progress
in describing the characteristics of young auto
thieves. It has been revealed that youth auto
thieves tend to be teenage males, from lower
socioeconomic groups. A majority are white.
Most live with their family members and expect
to do household chores. Sometimes, discipline
and parental supervision are lacking. Youth auto
thieves are generally uninterested or not engaged
in school and are typically unemployed. They do
not tend to engage in formal extracurricular activ-
ities or active leisure pursuits and instead tend to
“hang out.” Youth auto thieves may have criminal
friends as well as family members who engage in
criminal behavior. They may use alcohol and
drugs and engage in other delinquent or criminal
activities, as well as be gang members.

There are, however, some similarities between
youth who engage in auto theft and those who do
not. Dhami (2008) found no significant difference
between youth in the general population who
reported various levels of engagement in auto
theft and those who did not in terms of the average
age of the two groups, the average number of
other youth at home, and the average weekly
hours spent on chores and paid work.

Studies have also recorded youths’ experiences
of auto theft. It is suggested that youths are often
passengers in stolen cars before they begin steal-
ing them. Youth auto thieves often have been
found to be repeat offenders, and most offenses
are not planned in advance. They often commit
auto theft in groups and after school. Although
youth auto thieves may use alcohol, drugs, or
solvents, auto theft does not necessarily coincide
with the use of such substances. Similarly,
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although some youth auto thieves may engage in
other criminal activities, a significant proportion
of youth describe themselves as specializing in
auto theft. The families of youth auto thieves
may know of their engagement in the offense but
are often powerless to prevent their offending
behavior.

Some researchers have developed and applied
typologies when describing the experiences of
youth auto thieves and explaining their motiva-
tions. Auto theft may be for recreation (e.g., enter-
tainment, fun, power, status, recognition,
masculinity, sex, and a challenge), transport
(e.g., utilitarian, short-term personal use, long-
term personal use, and for commission of another
crime), and profit (e.g., car stripping, sale of parts,
resale, and fraudulent insurance claims). The term
“joyrider” is commonly used to describe those
youth who commit auto theft primarily for recre-
ation. It is important to recognize that youth auto
thieves may have multiple motivations and that
these may change over time. Thus, the categories
of motivations are not mutually exclusive, and
youths’ motivations may shift from one type to
another.

Studies have also explored the factors that
motivate youth to initiate, sustain, and desist in
auto theft. Here, the peer group emerges as a key
factor influencing youth to engage in auto theft.
For instance, it has been found that many youth
auto thieves say they started to steal cars because
their friends were already involved in the activity,
while other reasons included wanting to drive
(including learning how to). Beyond these, other
reasons for initial involvement in auto theft
include avoiding boredom, need for excitement/
fun, need for money, to steal, to impress friends,
and a desire to wreck vehicles.

In terms of continuing to steal cars, the reasons
sometimes given by youth are for fun, going fast,
convenience, freedom, excitement, feeling of
power, avoiding boredom, trying different models
of cars, a challenge, status, and to sell the vehicle.
As their involvement in auto theft continues,
youth may report becoming more skilled in
terms of technique and speed. Peers who were
teachers can become co-offenders, and offenders
may increase their rate of theft from cars or theft
for profit, as well as use of cars for commission of
other crimes such as “ramraiding” (i.e., using the
vehicle to break through the windows or doors of
a shop to allow theft). Indeed, the motivations for
persisting in auto theft change to focus more on
obtaining money than either feeling a “buzz” or
avoiding boredom. In fact, there are some
researchers who consider auto theft an addictive
behavior.

Some evidence suggests that as youth become
young adults they desist from auto theft. The
reasons sometimes provided for ceasing auto
theft included taking up other activities, finding
other modes of transport, wanting to avoid the
adverse consequences of offending, deciding to
obey the law, no longer feeling tempted, and
changing friends or peer group. In addition, desis-
tance may be associated with the threat of prison,
“growing out of it,” and (males) acquiring a
girlfriend.
Deterring and Preventing Youth Auto
Theft

Studies reveal that youth auto thieves do not con-
sider auto theft to be a serious problem or view
joyriding as a serious crime compared to other
crimes. Furthermore, some do not believe it is
wrong to steal a car or steal from it. Against this
backdrop, there has been some discussion about
the most effective strategies for deterring and pre-
venting youth auto theft.

Situational crime prevention strategies such as
target hardening via locks, alarms, immobilizers,
and wheel protectors have not been very success-
ful in reducing auto theft. Indeed, some youth say
that they are not deterred by car alarms. Similarly,
strategies that make it more likely for youth to get
caught such as informant hotlines, curfews, track-
ing devices, and public awareness campaigns
have also had limited effectiveness.

Deterrence may be achieved via sentencing
policy, and some researchers have promoted the
use of increased punishment. The most common
penalties for auto theft are fines and community
sentences or probation. However, only a small
proportion of youth actually come to police
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attention. Youth tend to believe that the chances of
being caught are small, and they think that they
would evade harsh punishment. Even when youth
auto thieves do overestimate the chances of
receiving a custodial sentence, this does not
appear to deter them. Similarly, youth do not
appear to be deterred by their experiences of
being caught or sentenced, even to custodial
sentences.

Youth may be deterred from auto theft via their
own negative experiences. However, studies have
found that youths’ experiences of accidents do
little to deter them. Nevertheless, it has been
found that while youth may not be deterred by
the personal risks involved in joyriding, many
youth who know victims of joyriding say that
knowledge contributed to their decision to stop.

Youth auto theft may be dealt with by changing
offenders’ attitudes to auto theft, reducing their
motivations to offend, and channeling their inter-
est in cars in a legal way. Providing youth with
relatively cheap recreational facilities may pre-
vent them from being bored and “hanging out”
and eventually becoming involved in auto theft. It
has been found that offenders recommend educa-
tional programs highlighting the dangers of auto
theft and joyriding. By contrast, some youth rec-
ommend that provision of activities for young
people would help prevent auto theft.

Strategies designed to reduce youth auto theft
often target young offenders who have been
caught. They participate in programs via outreach
or referral, sometimes after being cautioned or
sentenced to probation. Some programs engage
youth in activities at times when they are most
likely to offend. Programs may make them think
about their offending behavior; redirect their
attention to more prosocial pursuits with long-
term personal development such as car mechanics
courses, sports, voluntary work, and creative pro-
grams; and provide themwith access to driving, as
well as education on safe driving.

Dhami (2008) found that compared to youth in
the general population who reported various
levels of engagement in auto theft, those who
said they had not engaged in auto theft were
significantly more likely to view it as something
that could ruin their image or life or have negative
consequences for other people. The auto thieves
in this sample considered the problem of youth
auto theft as significantly less important to them-
selves and their peers, than youth who had not
engaged in auto theft. Both groups, however,
equally recognized that the problem of youth
auto theft was important to the police and judges
as well as their parents. Finally, compared to
youth who had not engaged in auto theft, auto
thieves believed that more adult support and
greater intervention by the criminal justice system
would both prove to be a significantly less-
effective deterrence and that a greater provision
of other activities would be significantly more
effective in preventing auto theft.
Future Directions for Preventing
and Understanding Youth Auto Theft

Strategies designed to reduce youth auto theft
often target young offenders who have been
caught. It may be worth considering the effective-
ness of such projects for “at risk” school-attending
youth who think about auto theft but have not
begun stealing cars and youth who engage in
auto theft but have not yet been caught. These
could be operated as part of a school organized
general studies class, for example, and could
include an element of peer intervention. Alterna-
tively, a view of auto theft as an addictive behav-
ior implies that interventions such as behavioral
self-control training and relapse prevention may
be useful, along with interventions that provide
rewarding replacement activities.

Although much of the past research on youth
auto theft has been atheoretical, the findings do
bear upon the potential value of control theory,
social disorganization theory, routine activity the-
ory, and rational choice theory. There has also
been some discussion on the usefulness of an
addiction-based model of youth auto theft. Future
research ought to test various theories of crime in
explaining the phenomenon of youth auto theft.

There are many aspects of youth auto theft that
need to be further researched. For instance, there
is a need to better understand how youths’ per-
ceptions of young auto thieves affect their
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likelihood of being involved in auto theft. It would
be interesting to further explore the types of cost-
benefit calculations that may be (sub)consciously
done by groups of youth (i.e., youth who report
engagement in auto theft and those who do not) in
order to determine how well they are calibrated to
the objective probabilities of obtaining specific
potential benefits of auto theft as well as incurring
specific potential costs and then to determine how
specific benefits and costs are balanced to act as a
motivation or deterrence for auto theft. Research
on other forms of youth crime (Dhami andMandel
2012) suggests that despite being aware of the
drawbacks of crime, young people are motivated
by the desire to obtain the benefits, regardless of
their probabilities.
Cross-References
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Overview

Originally theorized to be a developmental task of
toddlerhood, nonetheless, the recognition of auto-
nomy’s pivotal importance in adolescent develop-
ment continues to expand. Conceptual definitions
abound in the literature, but only a handful of
scholars have endeavored to measure adolescent
autonomy empirically. Preliminary attempts to
gauge dependency, an antonym of autonomy,
were strengthened by subsequent efforts to mea-
sure autonomy as a global construct. However, as
an understanding of adolescent autonomy
unfolds, the most promising attempts to assess
autonomy are in specific domains of behavior,
emotion, and cognition.

Adolescent autonomy is manifest in a young
person’s ability to act, feel, and think indepen-
dently. Erikson (1963) originally characterized
autonomy as a task tied to crises in toddlerhood –
today, however, scholars give it considerable atten-
tion as a fundamental component of adolescent
development. Recently, the role autonomy plays
in adolescent psychosocial maturity has received
enough attention that, in some circles, it rivals
identity development as the most integral task of
adolescence. Zimmer-Gembeck and Collins’
(2003) seminal chapter on autonomy development
during adolescence provides a good historical
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overview of the topic. An increased consideration
of the importance of adolescent autonomy has lead
to an increased focus on its measurement for this
age group. We are closer to understanding adoles-
cent autonomy because of the measurement tools
available.

Theoretical and philosophical allegiances dic-
tate scholars’ conceptual definitions of adolescent
autonomy. Anna Freud’s (1958) psychoanalytic
view characterized a detachment from parents;
she saw autonomy as adolescent rebellion against
parental control. The detachment model has con-
tinued to lead to rich data, tangential to autonomy,
specifically as it relates to previous attachment
patterns in childhood and how parental behaviors
(i.e., control, rule setting, and helicopter parent-
ing) relate to adolescent development. Another
familiar conceptualization of autonomy follows a
Durkheim (1957) view, which represents a quest
for independence and individuality. This view
parallels Erikson’s (1963) adjusted psychoana-
lytic view or Mahler’s (Mahler et al. 1975) view
that adolescent autonomy is characterized by self-
regulation – driving inquiry focused around
individuation.

Approaches to measure adolescent autonomy
directly also vary. Researchers have made numer-
ous attempts to assess adolescent autonomy as a
single construct. However, an overarching cate-
gorization, into three main areas, provides a more
manageable approach to understanding adoles-
cent autonomy and has resulted in fruitful lines
of inquiry that, most likely, have propelled the
construct into one of the foremost development
milestones of these formative teenage years. The
most influential approaches to measure adolescent
autonomy operationalize it in terms of behavior,
emotion, or cognition.
Comprehensive Measures of Autonomy

Early attempts to measure autonomy did so by
addressing the construct singularly. Rather than
measuring it directly, however, these early
researchers focused attention on the measurement
of dependency, an antonym of autonomy. In 1961,
Zuckerman, Levitt, and Lubin conceptualized,
from the literature, several traits of personality
that parallel dependency (Zuckerman et al.
1961). They shaped an instrument to measure
three distinct, yet related, traits of a dependent or
compliant personality types. These traits included
succorance, a discernible need for approval and
affection from others; deference, a tendency to
subordinate to others while inhibiting assertive-
ness; and abasement, a tendency toward guilt and
self-blame. Hirschfeld and colleagues developed
a 48-item self-report inventory designed to assess
interpersonal dependency with clinical and non-
clinical populations (Hirschfeld et al. 1977). They
demonstrated, psychometrically, that their newly
created inventory consisted of three components
including emotional reliance on another person, a
lack of social self-confidence, and assertion of
autonomy. The use of the instrument with non-
clinical populations, or participants who were not,
at the time of study, diagnosed with a disorder that
associated with issues of dependency, is notewor-
thy. Prior to this time, developmentalists did not
emphasize the importance of autonomy as an inte-
gral component of typical adolescent psychoso-
cial development. Building on the use of both
clinical and nonclinical populations, Austrian
researchers Rossmann and Bloschl (1982) devel-
oped yet another self-report dependency question-
naire, The Grazer Dependence Scale. They
designed this scale to measure emotional depen-
dency, achievement-related dependency, and
instrumental dependency. With each of these
instruments, the reliance on measuring depen-
dency limited the utility of using them to study
autonomy directly.

Bekker (1993) recognized the shortcomings of
indirectly studying autonomy through a depen-
dency lens of the previously described question-
naires. She also identified, in the early
dependency measurement tools, a lack of a femi-
nistic perspective (Bekker 1991) that might
account for some potentially important gender
differences in adolescent autonomy. Endeavoring
to maintain the goal of comprehensively measur-
ing autonomy, she created the Autonomy Scale
(Bekker 1993). Following an initial factor analy-
sis of the original 50-item scale, she reduced the
scale to the 42 most salient items. Response
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options for the items were on a seven-point Likert
scale ranging from “completely fits me” to “abso-
lutely does not fit me.” Hypothesized to encom-
pass five scales, the final version of the instrument
reduced instead to three factors including self-
awareness, sensitivity to others, and capacity for
managing new situations. Bekker and van Assen
(2006) maintained the original three factors in a
revised and briefer 30-item instrument known as
the Autonomy-Connectedness Scale (ACS-30).

Attempts to measure adolescent autonomy as a
whole, either from a dependency perspective or
from a global perspective, remain too broad to
offer detailed insight into developmental patterns
and trajectories in adolescence. Dependency,
although acknowledged as a suitable antonym of
autonomy, cannot adequately assess autonomy
any better than studying marital discord can
inform us about marriage satisfaction. Likewise,
Bekker’s work, while serving an essential role in
informing the design of more defined measure-
ment tools, assessed autonomy too broadly to
render any clear direction about how to benefit
healthy trajectories in adolescent development in
specific domains. Subsequent measures separated
adolescent autonomy into distinct areas of behav-
ior, emotion, and cognition.
Measurement of Behavioral Autonomy

Behavioral autonomy entails an ability to act for
one’s self. Most developmentalists recognize that
humans seek and receive independence through-
out the lifespan. However, there appear to be
noticeable spikes in the importance of autonomy
at two ages – toddlerhood and adolescence. In
toddlerhood, major autonomous milestones for
children include learning to walk, to regulate
their bodily functions and use the toilet without
assistance, to feed themselves, and to choose and
put on their own clothes. All these events create a
sense of independence and satisfaction for tod-
dlers. Similarly, adolescents begin to experience
new freedoms as activities with friends – away
from parental supervision and control – increase.
Individual behavioral choices in adolescence that
can lead to feeling adult-like independence might
include choosing one’s hairstyle, manner of dress,
tattoos, and piercings. They can include deciding
about risk-taking behaviors like using drugs and
alcohol or trying out for a school play. They will
also include decisions about sexually activity,
educational preferences, and employment.

Historically, behavioral autonomy was the first
specific area of adolescent autonomy to be mea-
sured. This is most likely due to two factors. First,
it is less complicated, from a measurement per-
spective, to observe evidence of behavioral auton-
omy directly – it is easier to measure the actions of
a participant than it is to measure their emotions or
their thoughts. Second, there is a direct connection
between behavioral autonomy and Erikson’s sec-
ond stage of lifespan development, “autonomy
versus shame or doubt.” Autonomy in toddler-
hood is about behavioral independence. It was a
logical first step in developing measures of assess-
ment to examine independent behavior in adoles-
cence as well.

Numerous scholars have defined behavioral
autonomy conceptually. They use terms such as
self-reliance (Greenberger 1984), functional inde-
pendence (Hoffman 1984), self-regulation
(Markus and Wurf 1987), competence (Deci and
Ryan 2000), personal control (Flammer 1991),
nonconformity (Ryan 1993), and reflective auton-
omy (Koestner and Losier 1996) to describe the
process of acting independently. However, reliable
and valid instruments to measure the construct
accompanied few of these conceptualizations.
The foremost researchers to created instruments
that measure behavioral autonomy include Felman
and Quatman (1988), Rosenthal and Bornholt
(1988), Felman and Rosenthal (1990), and Daddis
and Smetana (2005).

Almost three decades ago, Feldman devised a
measurement of adolescent behavioral autonomy.
Together with her colleague, Feldman created a
21-item questionnaire called the Teen Timetable
(Felman and Quatman 1988). These items
included a variety of everyday life management
domains, conceptually grouped as autonomy,
oppositional autonomy, social interaction, and lei-
sure. Response options included a five-point scale
of age ranges for when the adolescents thought
their parents should allow them to do the task. The
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response options ranged from 1 = before age
12, 2 = 12–14 years of age, 3 = 15–17 years of
age, 4 = 18 years of age and older, and 5 = not at
all. Parents completed an equivalent questionnaire
with slight verbiage adjustments to accommodate
adult responders. Unfortunately, there is no indi-
cation of psychometric assessment for the Teen
Timetable by either Feldman or other researchers.

Concurrent with the Teen Timetable, Rosenthal
and Bornholt (1988) designed their own assess-
ment of behavioral autonomy. Their instrument,
the Developmental Timetable Questionnaire,
consisted of 65 items, spanning eight domains.
These domains included interpersonal sensitivity,
initiative or independence, personal maturity,
responsibility, unsupervised activities, social
behavior with friends, self-control, and respect
or politeness. Rosenthal’s scales demonstrated
adequate internal reliability on the initially
reported scores. Two years later, Felman and
Rosenthal (1990) joined forces to create the
Revised Teen Timetable, a 19-item inventory com-
bination of the Feldman Teen Timetable and the
Rosenthal Developmental Timetable. Overall,
there is significant overlap in the two earlier ver-
sions of the questionnaires. However, upon close
examination, the Revised Teen Timetable is more
akin to the Felman and Quatman (1988) Teen
Timetable, with over 63% of the items coming
directly from that original instrument.

In this century, Daddis and Smetana (2005)
again revised the Teen Timetable to create the
24-item Teen Timetable measure. Daddis adapted
the original Felman and Quatman (1988) measure
by dropping three items (doing homework, taking
a part-time job, and going to a rock concert with
friends) and adding five items dealing with
responsibilities. These items included deciding
how to talk to parents, how to keep their bedroom,
whether to use slang or curse words, their ability
to prepare their own dinner, and how to do chores.
Many of these additions were similar in content to
items on the Rosenthal and Bornholt (1988)
65-item inventory. Daddis used a similar scale as
the previous versions of the Teen Timetable but he
varied the age options slightly (1 = before age
14, 2 = 14–15, 3 = 16–17, 4 = 18 or older, 5 =
never). Daddis’ change of age options is
interesting. As society continues to push adult
behavior choices toward younger children, it
would seem logical to move the age of first option
younger rather than older to maximize variability.

Each of these measurements attempts to high-
light areas of behavioral change in the transition
from childhood to adult status. Still, several
researchers contend that behavioral autonomy
should remain primarily a task of toddlerhood
because the observable tasks of toddlers are
more salient and because the rationale for behav-
ioral choices in adolescence has a stronger emo-
tional and cognitive basis. Instead of focusing on
what parents allow adolescents to do indepen-
dently, some scholars focus on how adolescents
begin to develop their own affective domain by
untying themselves from their emotional depen-
dence on their parents or primary caregivers and
how they develop their own cognitive domain
evidenced by independent thought and decision
making abilities.
Measurement in Emotional Autonomy

Since the late 1980s, researchers have emphasized
the role of emotions in an adolescent’s quest for
independence. Anna Freud’s theoretical concep-
tualization of adolescence provides a foundation
for this line of assessment. According to Freud
(1958), adolescence is a time when children rebel
against their primary caregivers toward an inde-
pendence of emotional connection. The rebellion
then results in an opposition to their caregiver
attachment experienced in infancy. Conceptual
interpretations of emotional autonomy include
emotional and social independence (Flammer
1991; Hoffman 1984); mutuality and permeability
(Grotevant and Cooper 1985); relatedness (Deci
and Ryan 2000); connectedness, separateness,
and detachment (Beyers et al. 2003; Frank
et al. 1988); and reactive autonomy (Koestner
and Losier 1996). Once again, psychometrically
sound instruments to measure the conceptualiza-
tions accompanied few of these. Three groups of
researchers have attempted to empirically mea-
sure emotional autonomy. Steinberg and
Silverberg (1986), Noom et al. (2001), and Allen
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et al. (1994) have each developed their own way
of assessing emotional autonomy.

Steinberg and Silverberg (1986) are credited
with the development of the Emotional Autonomy
Scale (EAS). The EAS consists of a 20-item instru-
ment that used Likert type scales to create four
subscales of emotional autonomy. The subscales
include recognizing parents as people, parental
deidealization, nonparental dependency, and indi-
viduation. Steinberg and Silverberg constructed
these subscales according to Blos’s (1979) theo-
retical perspective of adolescent individualization
(Schmitz and Baer 2001). While researchers have
used the EAS often over the past three decades,
controversy still surrounds its connection to Anna
Freud’s (1958) negative view of adolescent devel-
opment that centers on detachment from parents
rather than a more healthy approach of adolescent
autonomy being in harmony with parental prefer-
ences (Ryan and Lynch 1989). Critics have also
questioned the apparent lack of convergent valid-
ity (Hill and Holmbeck 1986). Questions remain
as to whether EAS actually measures emotional
autonomy or whether it measures something more
akin to detachment.

Noom et al. (2001) included emotional auton-
omy as one of three dimensions of their concep-
tualization and measurement of autonomy. Using
the earlier work of Bekker (1993), Noom and
colleagues constructed a 15-item questionnaire
purporting to assess attitudinal, emotional, and
functional autonomy. Despite the fact that their
instrument attempts to measure a more inclusive
scope of autonomy – by including attitudinal and
functional dimensions of autonomy – emphasis
remains on the distancing of the adolescent from
parental influences.

Allen and his colleagues (2002) have been the
most active in exploring new ways to conceptual-
ize and measure emotional autonomy. Allen
et al. employed a qualitative approach to code
mother–adolescent interactions for behaviors
exhibiting autonomy. They devised their own
coding system that they refer to as the Autonomy
and Relatedness Coding System. Their scale
includes ten different groups of speech patterns
anchored by concrete observable behaviors. Allen
and his research team use their assessment to
examine how adolescents develop emotional
autonomy across assorted domains.

Each of these approaches attempts to assess
areas of emotional change, as youth mature to
adulthood. Not all scholars agree about the utility
of such measures. A common theme in these
assessments is distancing of emotional reliance
on parents. However, a shift of emotional depen-
dence away from one’s parents only to replace it
with emotional dependence on someone else,
such as a friend or significant other, does not
necessarily constitute autonomy. Additionally,
scholarly work on attachment through the
lifespan – attachment bonds remain over the life
course – brings into question the detachment
model of emotional autonomy. Consequently,
instead of focusing on an affective shift, other
researchers have focused on how adolescents
begin to develop their own cognitive domain. As
young people begin to think independently, they
will most likely recognize the proper nature of
their emotional connections to caregivers and
will most likely display behavioral independence.
Adolescence is a time when youth begin to think
independently, without undue influence from out-
side sources, including parents.
Measurement in Cognitive Autonomy

Many of the researchers in this field have included
a conceptual component that contains elements of
cognitive autonomy. Indeed, Allen et al. (2002)
describe their measure as an assessment of both
emotional and cognitive autonomy. However,
none of the measures attempts to validate the
conceptualization of the construct. Historically,
conceptualizing independent thought and cogni-
tive autonomy in a decision-making model has
received noted consideration (see Campione-
Barr et al. 2015; Jacobs and Klaczynski 2005).
However, restricting it to a simple decision-
making model falls short of a full appreciation of
the construct. Unquestionably, decision making is
a significant component of adolescent indepen-
dent thought, but it represents only one aspect of
cognitive autonomy. A more comprehensive
approach for all adolescent development seems
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warranted. This can be seen in the uptick of stud-
ies attempting to assess cognitive autonomy that
use measures that extend the construct beyond
decision making for persons with disabilities,
at-risk youth, and adolescents from other cultures
(see Beckert et al. 2015; Lee et al. 2009; Margalit
and Ben-Ari 2014).

Currently, only one instrument purports to
assess multiple qualities of cognitive autonomy
in adolescence. The Cognitive Autonomy and
Self-Evaluation (CASE) inventory (Beckert
2007) endeavors to quantify five areas of inde-
pendent thought. After a thorough review of rel-
evant literature in psychology, sociology, and
human development, highlighting many areas
of independent thought that warrant consider-
ation, the author of the CASE inventory used a
grounded theory approach to identify salient
areas of independent thought from adolescent
perspectives. Once categorical coding of the
open-ended data reached saturation, support for
the emergent categories was justified from the
literature. The use of this type of grounded theory
approach with supporting literature is consistent
with the construction of instruments in social
science areas that encompass multiple opera-
tional definitions of specific constructs
(Charmaz 2003).

The CASE inventory operationally defines
cognitive autonomy in five domains. These
domains entail a capacity to evaluate thought
and make logical deductions (Miller and Drotar
2007; Zimmerman 2000), to voice opinion (Reed
and Spicer 2003), to make decisions or generate
alternatives (Galotti 2002), to capitalize on com-
parative validations (Bednar and Fisher 2003;
Finken 2005), and to self-assess or self-reflect
(Demetrious 2003; Dunning et al. 2004; Peetsma
et al. 2005). Beckert’s inventory is a 27-item
instrument with response options on a five-point
Likert scale. Initial investigations of instrument
validity, using factor analysis, revealed a good-
ness of fit for five related but statistically unique
areas. The reliability and validity of scores from
diverse populations support the subscale distinc-
tion (Beckert 2007).

The CASE inventory assesses implications
toward evaluative thinking that include thinking
about the consequences of decisions, looking at
situations from other’s perspectives, weighing
possible risks, evaluating daily actions, consider-
ing alternative decisions, thinking about effect of
actions, weighing the long-term effect of deci-
sions, and evaluating one’s own thoughts.
A young person’s inclination to voice opinions is
measured on the inventory by the adolescent’s
willingness to speak up in class discussions, to
share views when disagreements arise, to stand up
for what the adolescent thinks is right, valuing
their own opinion, and speaking out in other
school situations. Decision making, as measured
on the inventory, entails a recognition that there
are consequences to decisions, that their ways of
thinking and decision making have improved with
age, that they think more about the future than
previously, and that they are better at decision
making than their friends. The measurement on
the inventory of self-assessing includes an ability
to identify self-strengths, abilities, and talents.
Finally, comparative validation on the inventory
includes needs to have family members and
friends approve decisions, to have views match
those of parents, friends, and others.
Conclusion

Varied conceptualizations and an inability to
envision the construct uniformly have led to
diverse interpretations of what adolescent auton-
omy really entails. Continued scholarly inquiry
to tap the implications of successful development
of adolescent autonomy is important; however,
relatively few scholars have attempted to
advance measures of autonomy. Nonetheless,
strength exists in the efforts. Some researchers
have tried to measure the construct singularly,
while others focused on behavioral, emotional,
or cognitive domains of adolescent autonomy.
Understanding of adolescent autonomy increases
because of concerted efforts to measure explicit
facets of the construct. As we learn more about
how an adolescent becomes an adult in behav-
ioral, emotional, and cognitive realms, we will be
better able to assess the transition associated with
each area.
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