
Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=740#h5p-200 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=740#h5p-201 

Critical Thinking Questions 

    Compare and contrast situational influences and dispositional influences and give an example 

of each. Explain how situational influences and dispositional influences might explain 

inappropriate behavior. 

A situationism view is that our behaviors are determined by the situation—for example, a 

person who is late for work claims that heavy traffic caused the delay. A dispositional view is 

588  |  WHAT IS SOCIAL PSYCHOLOGY?

https://louis.pressbooks.pub/intropsychology/?p=740#h5p-200
https://louis.pressbooks.pub/intropsychology/?p=740#h5p-201


that our behaviors are determined by personality traits—for example, a driver in a road rage 

incident claims the driver who cut her off is an aggressive person. Thus, a situational view tends 

to provide an excuse for inappropriate behavior, and a dispositional view tends to lay blame for 

inappropriate behavior. 

 

    Provide an example of how people from individualistic and collectivistic cultures would differ 

in explaining why they won an important sporting event. 

People from individualistic cultures would tend to attribute athletic success to individual hard 

work and ability. People from collectivistic cultures would tend to attribute athletic success to 

the team working together and the support and encouragement of the coach. 

Personal Application Questions 

Provide a personal example of an experience in which your behavior was influenced by the power of the 
situation. 

Think of an example in the media of a sports figure—player or coach—who gives a self-serving attribution for 
winning or losing. Examples might include accusing the referee of incorrect calls, in the case of losing, or citing 
their own hard work and talent, in the case of winning. 

Summary 

Social psychology is the subfield of psychology that studies the power of the situation to influence individuals’ 
thoughts, feelings, and behaviors. Psychologists categorize the causes of human behavior as those due to 
internal factors, such as personality, or those due to external factors, such as cultural and other social influences. 
Behavior is better explained, however, by using both approaches. Lay people tend to over-rely on dispositional 
explanations for behavior and ignore the power of situational influences, a perspective called the fundamental 
attribution error. People from individualistic cultures are more likely to display this bias versus people from 
collectivistic cultures. Our explanations for our own and others behaviors can be biased due to not having 
enough information about others’ motivations for behaviors and by providing explanations that bolster our 
self-esteem. 

WHAT IS SOCIAL PSYCHOLOGY?  |  589



59. 

SOCIAL COGNITION 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe social roles and how they influence behavior 

• Explain what social norms are and how they influence behavior 

• Define script 

• Describe the findings of Zimbardo’s Stanford prison experiment 

As you’ve learned, social psychology is the study of how people affect one another’s thoughts, feelings, and 
behaviors. We have discussed situational perspectives and social psychology’s emphasis on the ways in which 
a person’s environment, including culture and other social influences, affect behavior. In this section, we 
examine situational forces that have a strong influence on human behavior including social roles, social norms, 
and scripts. We discuss how humans use the social environment as a source of information, or cues, on how to 
behave. Situational influences on our behavior have important consequences, such as whether we will help a 
stranger in an emergency or how we would behave in an unfamiliar environment. 

Social Roles 

One major social determinant of human behavior is our social roles. A social role is a pattern of behavior that 
is expected of a person in a given setting or group (Hare, 2003). Each one of us has several social roles. You may 
be, at the same time, a student, a parent, an aspiring teacher, a son or daughter, a spouse, and a lifeguard. How 
do these social roles influence your behavior? Social roles are defined by culturally shared knowledge. That is, 
nearly everyone in a given culture knows what behavior is expected of a person in a given role. For example, 
what is the social role for a student? If you look around a college classroom you will likely see students engaging 
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in studious behavior, taking notes, listening to the professor, reading the textbook, and sitting quietly at their 
desks. Of course you may see students deviating from the expected studious behavior such as texting on their 
phones or using Facebook on their laptops, but in all cases, the students that you observe are attending class—a 
part of the social role of students. 

Being a student is just one of the many social roles 
you have. (credit: “University of Michigan 
MSIS”/Flickr) 

Social roles, and our related behavior, can vary across different settings. How do you behave when you are 
engaging in the role of son or daughter and attending a family function? Now imagine how you behave when 
you are engaged in the role of employee at your workplace. It is very likely that your behavior will be different. 
Perhaps you are more relaxed and outgoing with your family, making jokes and doing silly things. But at your 
workplace you might speak more professionally, and although you may be friendly, you are also serious and 
focused on getting the work completed. These are examples of how our social roles influence and often dictate 
our behavior to the extent that identity and personality can vary with context (that is, in different social groups) 
(Malloy, Albright, Kenny, Agatstein & Winquist, 1997). 

Social Norms 

As discussed previously, social roles are defined by a culture’s shared knowledge of what is expected behavior 
of an individual in a specific role. This shared knowledge comes from social norms. A social norm is a group’s 
expectation of what is appropriate and acceptable behavior for its members—how they are supposed to behave 
and think (Deutsch & Gerard, 1955; Berkowitz, 2004). How are we expected to act? What are we expected to 
talk about? What are we expected to wear? In our discussion of social roles we noted that colleges have social 
norms for students’ behavior in the role of student and workplaces have social norms for employees’ behaviors 
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in the role of employee. Social norms are everywhere including in families, gangs, and on social media outlets. 
What are some social norms on Facebook? 

Tweens, Teens, and Social Norms 

My 11-year-old daughter, Jessica, recently told me she needed shorts and shirts for the summer, and that she 
wanted me to take her to a store at the mall that is popular with preteens and teens to buy them. I have noticed 
that many girls have clothes from that store, so I tried teasing her. I said, “All the shirts say ‘Aero’ on the front. 
If you are wearing a shirt like that and you have a substitute teacher, and the other girls are all wearing that type 
of shirt, won’t the substitute teacher think you are all named ‘Aero’?” 

My daughter replied, in typical 11-year-old fashion, “Mom, you are not funny. Can we please go shopping?” 
I tried a different tactic. I asked Jessica if having clothing from that particular store will make her popular. 

She replied, “No, it will not make me popular. It is what the popular kids wear. It will make me feel happier.” 
How can a label or name brand make someone feel happier? 
Think back to what you’ve learned about lifespan development. What is it about pre-teens and young teens 
that make them want to fit in? Does this change over time? Think back to your high school experience, or look 
around your college campus. What is the main name brand clothing you see? What messages do we get from 
the media about how to fit in? 

Young people struggle to become independent at 
the same time they are desperately trying to fit in 
with their peers. (credit: Monica Arellano-Ongpin) 

Scripts 

Because of social roles, people tend to know what behavior is expected of them in specific, familiar settings. A 
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script is a person’s knowledge about the sequence of events expected in a specific setting (Schank & Abelson, 1977). 
How do you act on the first day of school, when you walk into an elevator, or are at a restaurant? For example, 
at a restaurant in the United States, if we want the server’s attention, we try to make eye contact. In Brazil, you 
would make the sound “psst” to get the server’s attention. You can see the cultural differences in scripts. To an 
American, saying “psst” to a server might seem rude, yet to a Brazilian, trying to make eye contact might not 
seem an effective strategy. Scripts are important sources of information to guide behavior in given situations. 
Can you imagine being in an unfamiliar situation and not having a script for how to behave? This could be 
uncomfortable and confusing. How could you find out about social norms in an unfamiliar culture? 

Zimbardo’s Stanford Prison Experiment 

The famous Stanford prison experiment, conducted by social psychologist Philip Zimbardo and his colleagues 
at Stanford University, demonstrated the power of social roles, social norms, and scripts. In the summer of 
1971, an advertisement was placed in a California newspaper asking for male volunteers to participate in a 
study about the psychological effects of prison life. More than 70 men volunteered, and these volunteers then 
underwent psychological testing to eliminate candidates who had underlying psychiatric issues, medical issues, 
or a history of crime or drug abuse. The pool of volunteers was whittled down to 24 healthy male college 
students. Each student was paid $15 per day and was randomly assigned to play the role of either a prisoner 
or a guard in the study. Based on what you have learned about research methods, why is it important that 
participants were randomly assigned? 

A mock prison was constructed in the basement of the psychology building at Stanford. Participants 
assigned to play the role of prisoners were “arrested” at their homes by Palo Alto police officers, booked at a 
police station, and subsequently taken to the mock prison. The experiment was scheduled to run for several 
weeks. To the surprise of the researchers, both the “prisoners” and “guards” assumed their roles with zeal. In 
fact, on day 2, some of the prisoners revolted, and the guards quelled the rebellion by threatening the prisoners 
with night sticks. In a relatively short time, the guards came to harass the prisoners in an increasingly sadistic 
manner, through a complete lack of privacy, lack of basic comforts such as mattresses to sleep on, and through 
degrading chores and late-night counts. 

The prisoners, in turn, began to show signs of severe anxiety and hopelessness—they began tolerating 
the guards’ abuse. Even the Stanford professor who designed the study and was the head researcher, Philip 
Zimbardo, found himself acting as if the prison was real and his role, as prison supervisor, was real as well. 
After only six days, the experiment had to be ended due to the participants’ deteriorating behavior. Zimbardo 
explained, 

At this point it became clear that we had to end the study. We had created an overwhelmingly powerful 
situation—a situation in which prisoners were withdrawing and behaving in pathological ways, and in which 
some of the guards were behaving sadistically. Even the “good” guards felt helpless to intervene, and none of the 
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guards quit while the study was in progress. Indeed, it should be noted that no guard ever came late for his shift, 
called in sick, left early, or demanded extra pay for overtime work. (Zimbardo, 2013) 

The Stanford prison experiment demonstrated the power of social roles, norms, and scripts in affecting human 
behavior. The guards and prisoners enacted their social roles by engaging in behaviors appropriate to the roles: 
The guards gave orders and the prisoners followed orders. Social norms require guards to be authoritarian 
and prisoners to be submissive. When prisoners rebelled, they violated these social norms, which led to 
upheaval. The specific acts engaged by the guards and the prisoners derived from scripts. For example, guards 
degraded the prisoners by forcing them to do push-ups and by removing all privacy. Prisoners rebelled by 
throwing pillows and trashing their cells. Some prisoners became so immersed in their roles that they exhibited 
symptoms of mental breakdown; however, according to Zimbardo, none of the participants suffered long-term 
harm (Alexander, 2001). 

The Stanford Prison Experiment has some parallels with the abuse of prisoners of war by U.S. Army troops 
and CIA personnel at the Abu Ghraib prison in 2003 and 2004. The offenses at Abu Ghraib were documented 
by photographs of the abuse, some taken by the abusers themselves. 

Iraqi prisoners of war were abused by 
their American captors in Abu Ghraib 
prison, during the second Iraq war. 
(credit: United States Department of 
Defense) 
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Visit this website to hear an NPR interview with Philip Zimbardo where he discusses the 

parallels between the Stanford prison experiment and the Abu Ghraib prison in Iraq: Prison 

Psychology and the Stanford Prison Experiment. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=742#h5p-203 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=742#h5p-204 
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Critical Thinking Questions 

    Why didn’t the “good” guards in the Stanford prison experiment object to other guards’ 

abusive behavior? Were the student prisoners simply weak people? Why didn’t they object to 

being abused? 

The good guards were fulfilling their social roles and they did not object to other guards’ 

abusive behavior because of the power of the situation. In addition, the prison supervisor’s 

behavior sanctioned the guards’ negative treatment of prisoners. The prisoners were not weak 

people; they were recruited because they were healthy, mentally stable adults. The power of 

their social role influenced them to engage in subservient prisoner behavior. The script for 

prisoners is to accept abusive behavior from authority figures, especially for punishment, when 

they do not follow the rules. 

 

    Describe how social roles, social norms, and scripts were evident in the Stanford prison 

experiment. How can this experiment be applied to everyday life? Are there any more recent 

examples where people started fulfilling a role and became abusive? 

Social roles were in play as each participant acted out behaviors appropriate to his role as 

prisoner, guard, or supervisor. Scripts determined the specific behaviors the guards and 

prisoners displayed, such as humiliation and passivity. The social norms of a prison environment 

sanctions abuse of prisoners since they have lost many of their human rights and became the 

property of the government. This experiment can be applied to other situations in which social 

norms, roles, and scripts dictate our behavior, such as in mob behavior. A more recent example 

of similar behavior was the abuse of prisoners by American soldiers who were working as 

prison guards at the Abu Ghraib prison in Iraq. 

Personal Application Questions 

Try attending a religious service very different from your own and see how you feel and behave without 
knowing the appropriate script. Or, try attending an important, personal event that you have never attended 
before, such as a bar mitzvah (a coming-of-age ritual in Jewish culture), a quinceañera (in some Latin American 
cultures a party is given to a girl who is turning 15 years old), a wedding, a funeral, or a sporting event new 
to you, such as horse racing or bull riding. Observe and record your feelings and behaviors in this unfamiliar 
setting for which you lack the appropriate script. Do you silently observe the action, or do you ask another 
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person for help interpreting the behaviors of people at the event? Describe in what ways your behavior would 
change if you were to attend a similar event in the future? 

Name and describe at least three social roles you have adopted for yourself. Why did you adopt these roles? 
What are some roles that are expected of you, but that you try to resist? 

Summary 

Human behavior is largely influenced by our social roles, norms, and scripts. In order to know how to act 
in a given situation, we have shared cultural knowledge of how to behave depending on our role in society. 
Social norms dictate the behavior that is appropriate or inappropriate for each role. Each social role has scripts 
that help humans learn the sequence of appropriate behaviors in a given setting. The famous Stanford prison 
experiment is an example of how the power of the situation can dictate the social roles, norms, and scripts we 
follow in a given situation, even if this behavior is contrary to our typical behavior. 

SOCIAL COGNITION  |  597



60. 

ATTITUDES AND PERSUASION 

Learning Objectives 

By the end of this section, you will be able to: 

• Define attitude 

• Describe how people’s attitudes are internally changed through cognitive dissonance 

• Explain how people’s attitudes are externally changed through persuasion 

• Describe the peripheral and central routes to persuasion 

Social psychologists have documented how the power of the situation can influence our behaviors. Now we 
turn to how the power of the situation can influence our attitudes and beliefs. Attitude is our evaluation 
of a person, an idea, or an object. We have attitudes for many things ranging from products that we might 
pick up in the supermarket to people around the world to political policies. Typically, attitudes are favorable 
or unfavorable: positive or negative (Eagly & Chaiken, 1993). And, they have three components: an affective 
component (feelings), a behavioral component (the effect of the attitude on behavior), and a cognitive 
component (belief and knowledge) (Rosenberg & Hovland, 1960). 

For example, you may hold a positive attitude toward recycling. This attitude should result in positive 
feelings toward recycling (such as “It makes me feel good to recycle” or “I enjoy knowing that I make a 
small difference in reducing the amount of waste that ends up in landfills”). Certainly, this attitude should 
be reflected in our behavior: You actually recycle as often as you can. Finally, this attitude will be reflected 
in favorable thoughts (for example, “Recycling is good for the environment” or “Recycling is the responsible 
thing to do”). 

Our attitudes and beliefs are not only influenced by external forces, but also by internal influences that we 
control. Like our behavior, our attitudes and thoughts are not always changed by situational pressures, but 
they can be consciously changed by our own free will. In this section we discuss the conditions under which 
we would want to change our own attitudes and beliefs. 
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What is Cognitive Dissonance? 

Social psychologists have documented that feeling good about ourselves and maintaining positive self-esteem 
is a powerful motivator of human behavior (Tavris & Aronson, 2008). In the United States, members of the 
predominant culture typically think very highly of themselves and view themselves as good people who are 
above average on many desirable traits (Ehrlinger, Gilovich, & Ross, 2005). Often, our behavior, attitudes, and 
beliefs are affected when we experience a threat to our self-esteem or positive self-image. Psychologist Leon 
Festinger (1957) defined cognitive dissonance as psychological discomfort arising from holding two or more 
inconsistent attitudes, behaviors, or cognitions (thoughts, beliefs, or opinions). Festinger’s theory of cognitive 
dissonance states that when we experience a conflict in our behaviors, attitudes, or beliefs that runs counter to 
our positive self-perceptions, we experience psychological discomfort (dissonance). For example, if you believe 
smoking is bad for your health but you continue to smoke, you experience conflict between your belief and 
behavior. 
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Cognitive dissonance is aroused by inconsistent beliefs and behaviors. Believing cigarettes are bad for your 
health, but smoking cigarettes anyway, can cause cognitive dissonance. To reduce cognitive dissonance, 
individuals can change their behavior, as in quitting smoking, or change their belief, such as discounting the 
evidence that smoking is harmful. (credit “cigarettes”: modification of work by CDC/Debora Cartagena; 
“patch”: modification of “RegBarc”/Wikimedia Commons; “smoking”: modification of work by Tim 
Parkinson) 

Later research documented that only conflicting cognitions that threaten individuals’ positive self-image cause 
dissonance (Greenwald & Ronis, 1978). Additional research found that dissonance is not only psychologically 
uncomfortable but also can cause physiological arousal (Croyle & Cooper, 1983) and activate regions of the 
brain important in emotions and cognitive functioning (van Veen, Krug, Schooler, & Carter, 2009). When 
we experience cognitive dissonance, we are motivated to decrease it because it is psychologically, physically, 
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and mentally uncomfortable. We can reduce cognitive dissonance by bringing our cognitions, attitudes, and 
behaviors in line—that is, making them harmonious. This can be done in different ways, such as: 

• changing our discrepant behavior (e.g., stop smoking), 
• changing our cognitions through rationalization or denial (e.g., telling ourselves that health risks can be 

reduced by smoking filtered cigarettes), 
• adding a new cognition (e.g., “Smoking suppresses my appetite so I don’t become overweight, which is 

good for my health.”). 

A classic example of cognitive dissonance is John, a 20-year-old who enlists in the military. During boot camp 
he is awakened at 5:00 a.m., is chronically sleep deprived, yelled at, covered in sand flea bites, physically bruised 
and battered, and mentally exhausted. It gets worse. Recruits that make it to week 11 of boot camp have to do 
54 hours of continuous training. 

A person who has chosen a difficult path must deal with cognitive dissonance 
in addition to many other discomforts. (credit: Tyler J. Bolken) 

Not surprisingly, John is miserable. No one likes to be miserable. In this type of situation, people can change 
their beliefs, their attitudes, or their behaviors. The last option, a change of behaviors, is not available to John. 
He has signed on to the military for four years, and he cannot legally leave. 

If John keeps thinking about how miserable he is, it is going to be a very long four years. He will be in a 
constant state of cognitive dissonance. As an alternative to this misery, John can change his beliefs or attitudes. 
He can tell himself, “I am becoming stronger, healthier, and sharper. I am learning discipline and how to 
defend myself and my country. What I am doing is really important.” If this is his belief, he will realize that he 
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is becoming stronger through his challenges. He then will feel better and not experience cognitive dissonance, 
which is an uncomfortable state. 

The Effect of Initiation 

The military example demonstrates the observation that a difficult initiation into a group influences us to 
like the group more, due to the justification of effort. We do not want to have wasted time and effort to 
join a group that we eventually leave. A classic experiment by Aronson and Mills (1959) demonstrated this 
justification of effort effect. College students volunteered to join a campus group that would meet regularly to 
discuss the psychology of sex. Participants were randomly assigned to one of three conditions: no initiation, an 
easy initiation, and a difficult initiation into the group. After participating in the first discussion, which was 
deliberately made very boring, participants rated how much they liked the group. Participants who underwent 
a difficult initiation process to join the group rated the group more favorably than did participants with an easy 
initiation or no initiation. 

Justification of effort has a distinct effect on a person liking a group. Students in the difficult initiation 
condition liked the group more than students in other conditions due to the justification of effort. 

Similar effects can be seen in a more recent study of how student effort affects course evaluations. Heckert, 
Latier, Ringwald-Burton, and Drazen (2006) surveyed 463 undergraduates enrolled in courses at a midwestern 
university about the amount of effort that their courses required of them. In addition, the students were also 
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asked to evaluate various aspects of the course. Given what you’ve just read, it will come as no surprise that 
those courses that were associated with the highest level of effort were evaluated as being more valuable than 
those that did not. Furthermore, students indicated that they learned more in courses that required more 
effort, regardless of the grades that they received in those courses (Heckert et al., 2006). 

Besides the classic military example and group initiation, can you think of other examples of cognitive 
dissonance? Here is one: Marco and Maria live in Fairfield County, Connecticut, which is one of the wealthiest 
areas in the United States and has a very high cost of living. Marco telecommutes from home and Maria does 
not work outside of the home. They rent a very small house for more than $3,000 a month. Maria shops at 
consignment stores for clothes and economizes where she can. They complain that they never have any money 
and that they cannot buy anything new. When asked why they do not move to a less expensive location, since 
Marco telecommutes, they respond that Fairfield County is beautiful, they love the beaches, and they feel 
comfortable there. How does the theory of cognitive dissonance apply to Marco and Maria’s choices? 

Persuasion 

In the previous section we discussed that the motivation to reduce cognitive dissonance leads us to change 
our attitudes, behaviors, and/or cognitions to make them consonant. Persuasion is the process of changing our 
attitude toward something based on some kind of communication. Much of the persuasion we experience comes 
from outside forces. How do people convince others to change their attitudes, beliefs, and behaviors? What 
communications do you receive that attempt to persuade you to change your attitudes, beliefs, and behaviors? 
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We encounter attempts at persuasion attempts everywhere. Persuasion is not 
limited to formal advertising; we are confronted with it throughout our 
everyday world. (credit: Robert Couse-Baker) 

A subfield of social psychology studies persuasion and social influence, providing us with a plethora of 
information on how humans can be persuaded by others. 

Yale Attitude Change Approach 

The topic of persuasion has been one of the most extensively researched areas in social psychology (Fiske et 
al., 2010). During the Second World War, Carl Hovland extensively researched persuasion for the U.S. Army. 
After the war, Hovland continued his exploration of persuasion at Yale University. Out of this work came a 
model called the Yale attitude change approach, which describes the conditions under which people tend to 
change their attitudes. Hovland demonstrated that certain features of the source of a persuasive message, the 
content of the message, and the characteristics of the audience will influence the persuasiveness of a message 
(Hovland, Janis, & Kelley, 1953). 

Features of the source of the persuasive message include the credibility of the speaker (Hovland & Weiss, 
1951) and the physical attractiveness of the speaker (Eagly & Chaiken, 1975; Petty, Wegener, & Fabrigar, 1997). 
Thus, speakers who are credible, or have expertise on the topic, and who are deemed as trustworthy are more 
persuasive than less credible speakers. Similarly, more attractive speakers are more persuasive than less attractive 
speakers. The use of famous actors and athletes to advertise products on television and in print relies on this 
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principle. The immediate and long term impact of the persuasion also depends, however, on the credibility of 
the messenger (Kumkale & Albarracín, 2004). 

Features of the message itself that affect persuasion include subtlety (the quality of being important, but 
not obvious) (Petty & Cacioppo, 1986; Walster & Festinger, 1962); sidedness (that is, having more than one 
side) (Crowley & Hoyer, 1994; Igou & Bless, 2003; Lumsdaine & Janis, 1953); timing (Haugtvedt & Wegener, 
1994; Miller & Campbell, 1959), and whether both sides are presented. Messages that are more subtle are more 
persuasive than direct messages. Arguments that occur first, such as in a debate, are more influential if messages 
are given back-to-back. However, if there is a delay after the first message, and before the audience needs to 
make a decision, the last message presented will tend to be more persuasive (Miller & Campbell, 1959). 

Features of the audience that affect persuasion are attention (Albarracín & Wyer, 2001; Festinger & 
Maccoby, 1964), intelligence, self-esteem (Rhodes & Wood, 1992), and age (Krosnick & Alwin, 1989). In 
order to be persuaded, audience members must be paying attention. People with lower intelligence are more 
easily persuaded than people with higher intelligence; whereas people with moderate self-esteem are more easily 
persuaded than people with higher or lower self-esteem (Rhodes & Wood, 1992). Finally, younger adults aged 
18–25 are more persuadable than older adults. 

Elaboration Likelihood Model 

An especially popular model that describes the dynamics of persuasion is the elaboration likelihood model 
of persuasion (Petty & Cacioppo, 1986). The elaboration likelihood model considers the variables of the 
attitude change approach—that is, features of the source of the persuasive message, contents of the message, 
and characteristics of the audience are used to determine when attitude change will occur. According to the 
elaboration likelihood model of persuasion, there are two main routes that play a role in delivering a persuasive 
message: central and peripheral. 

Persuasion can take one of two paths, and the durability of the end result depends on the path. 
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The central route is logic driven and uses data and facts to convince people of an argument’s worthiness. For 
example, a car company seeking to persuade you to purchase their model will emphasize the car’s safety features 
and fuel economy. This is a direct route to persuasion that focuses on the quality of the information. In order 
for the central route of persuasion to be effective in changing attitudes, thoughts, and behaviors, the argument 
must be strong and, if successful, will result in lasting attitude change. 

The central route to persuasion works best when the target of persuasion, or the audience, is analytical and 
willing to engage in processing of the information. From an advertiser’s perspective, what products would be 
best sold using the central route to persuasion? What audience would most likely be influenced to buy the 
product? One example is buying a computer. It is likely, for example, that small business owners might be 
especially influenced by the focus on the computer’s quality and features such as processing speed and memory 
capacity. 

The peripheral route is an indirect route that uses peripheral cues to associate positivity with the message 
(Petty & Cacioppo, 1986). Instead of focusing on the facts and a product’s quality, the peripheral route relies 
on association with positive characteristics such as positive emotions and celebrity endorsement. For example, 
having a popular athlete advertise athletic shoes is a common method used to encourage young adults to 
purchase the shoes. This route to attitude change does not require much effort or information processing. 
This method of persuasion may promote positivity toward the message or product, but it typically results 
in less permanent attitude or behavior change. The audience does not need to be analytical or motivated to 
process the message. In fact, a peripheral route to persuasion may not even be noticed by the audience, for 
example in the strategy of product placement. Product placement refers to putting a product with a clear 
brand name or brand identity in a TV show or movie to promote the product (Gupta & Lord, 1998). For 
example, one season of the reality series American Idol prominently showed the panel of judges drinking out 
of cups that displayed the Coca-Cola logo. What other products would be best sold using the peripheral route 
to persuasion? Another example is clothing: A retailer may focus on celebrities that are wearing the same style 
of clothing. 

Foot-in-the-door Technique 

Researchers have tested many persuasion strategies that are effective in selling products and changing people’s 
attitude, ideas, and behaviors. One effective strategy is the foot-in-the-door technique (Cialdini, 2001; Pliner, 
Hart, Kohl, & Saari, 1974). Using the foot-in-the-door technique, the persuader gets a person to agree to 
bestow a small favor or to buy a small item, only to later request a larger favor or purchase of a bigger item. The 
foot-in-the-door technique was demonstrated in a study by Freedman and Fraser (1966) in which participants 
who agreed to post small sign in their yard or sign a petition were more likely to agree to put a large sign in 
their yard than people who declined the first request. Research on this technique also illustrates the principle 
of consistency (Cialdini, 2001): Our past behavior often directs our future behavior, and we have a desire to 
maintain consistency once we have a committed to a behavior. 
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With the foot-in-the-door technique, a small request such as (a) wearing a campaign button can turn 
into a large request, such as (b) putting campaigns signs in your yard. (credit a: modification of work by 
Joe Crawford; credit b: modification of work by “shutterblog”/Flickr) 

A common application of foot-in-the-door is when teens ask their parents for a small permission (for example, 
extending curfew by a half hour) and then asking them for something larger. Having granted the smaller 
request increases the likelihood that parents will acquiesce with the later, larger request. 

How would a store owner use the foot-in-the-door technique to sell you an expensive product? For example, 
say that you are buying the latest model smartphone, and the salesperson suggests you purchase the best data 
plan. You agree to this. The salesperson then suggests a bigger purchase—the three-year extended warranty. 
After agreeing to the smaller request, you are more likely to also agree to the larger request. You may have 
encountered this if you have bought a car. When salespeople realize that a buyer intends to purchase a certain 
model, they might try to get the customer to pay for many or most available options on the car. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 
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online here: 

https://louis.pressbooks.pub/intropsychology/?p=744#h5p-206 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=744#h5p-207 

Critical Thinking Questions 

    Give an example (one not used in class or your text) of cognitive dissonance and how an 

individual might resolve this. 

One example is choosing which college to attend—the public school close to home or the Ivy 

League school out of state. Since both schools are desirable, the student is likely to experience 

cognitive dissonance in making this decision. In order to justify choosing the public school close 

to home, the student could change her cognition about Ivy League school, asserting that it is 

too expensive and the quality of education at the public school is just as good. She could change 
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her attitude toward the Ivy League school and determine that the students there are too stuffy 

and wouldn’t make good classmates. 

 

    Imagine that you work for an advertising agency, and you’ve been tasked with developing an 

advertising campaign to increase sales of Bliss Soda. How would you develop an advertisement 

for this product that uses a central route of persuasion? How would you develop an ad using a 

peripheral route of persuasion? 

Although potential answers will vary, advertisements using the central route of persuasion 

might involve a doctor listing logical reasons for drinking this product. For example, the doctor 

might cite research suggesting that the soda is better than alternatives because of its reduced 

calorie content, lack of adverse health consequences, etc. An advertisement using a peripheral 

route of persuasion might show very attractive people consuming the product while spending 

time on a beautiful, sunny beach. 

Personal Application Questions 

Cognitive dissonance often arises after making an important decision, called post-decision dissonance (or in 
popular terms, buyer’s remorse). Describe a recent decision you made that caused dissonance and describe how 
you resolved it. 

Describe a time when you or someone you know used the foot-in-the-door technique to gain someone’s 
compliance. 

Summary 

Attitudes are our evaluations or feelings toward a person, idea, or object and typically are positive or negative. 
Our attitudes and beliefs are influenced not only by external forces, but also by internal influences that we 
control. An internal form of attitude change is cognitive dissonance or the tension we experience when our 
thoughts, feelings, and behaviors are in conflict. In order to reduce dissonance, individuals can change their 
behavior, attitudes, or cognitions, or add a new cognition. External forces of persuasion include advertising; 
the features of advertising that influence our behaviors include the source, message, and audience. There are 
two primary routes to persuasion. The central route to persuasion uses facts and information to persuade 

ATTITUDES AND PERSUASION  |  609



potential consumers. The peripheral route uses positive association with cues such as beauty, fame, and 
positive emotions. 
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61. 

CONFORMITY, COMPLIANCE, AND 
OBEDIENCE 

Learning Objectives 

By the end of this section, you will be able to: 

• Explain the Asch effect 

• Define conformity and types of social influence 

• Describe Stanley Milgram’s experiment and its implications 

• Define groupthink, social facilitation, and social loafing 

In this section, we discuss additional ways in which people influence others. The topics of conformity, social 
influence, obedience, and group processes demonstrate the power of the social situation to change our 
thoughts, feelings, and behaviors. We begin this section with a discussion of a famous social psychology 
experiment that demonstrated how susceptible humans are to outside social pressures. 

Conformity 

Solomon Asch conducted several experiments in the 1950s to determine how people are affected by the 
thoughts and behaviors of other people. In one study, a group of participants was shown a series of printed 
line segments of different lengths: a, b, and c. Participants were then shown a fourth line segment: x. They were 
asked to identify which line segment from the first group (a, b, or c) most closely resembled the fourth line 
segment in length. 
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These line segments illustrate the judgment task in Asch’s conformity study. 
Which line on the right—a, b, or c—is the same length as line x on the left? 

Each group of participants had only one true, naïve subject. The remaining members of the group were 
confederates of the researcher. A confederate is a person who is aware of the experiment and works for the 
researcher. Confederates are used to manipulate social situations as part of the research design, and the true, 
naïve participants believe that confederates are, like them, uninformed participants in the experiment. In 
Asch’s study, the confederates identified a line segment that was obviously shorter than the target line—a 
wrong answer. The naïve participant then had to identify aloud the line segment that best matched the target 
line segment. 

How often do you think the true participant aligned with the confederates’ response? That is, how often 
do you think the group influenced the participant, and the participant gave the wrong answer? Asch (1955) 
found that 76% of participants conformed to group pressure at least once by indicating the incorrect line. 
Conformity is the change in a person’s behavior to go along with the group, even if he does not agree with the 
group. Why would people give the wrong answer? What factors would increase or decrease someone giving in 
or conforming to group pressure? 

The Asch effect is the influence of the group majority on an individual’s judgment. 
What factors make a person more likely to yield to group pressure? Research shows that the size of the 

majority, the presence of another dissenter, and the public or relatively private nature of responses are key 
influences on conformity. 

• The size of the majority: The greater the number of people in the majority, the more likely an individual 
will conform. There is, however, an upper limit: a point where adding more members does not increase 
conformity. In Asch’s study, conformity increased with the number of people in the majority—up to 
seven individuals. At numbers beyond seven, conformity leveled off and decreased slightly (Asch, 1955). 
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• The presence of another dissenter: If there is at least one dissenter, conformity rates drop to near zero 
(Asch, 1955). 

• The public or private nature of the responses: When responses are made publicly (in front of others), 
conformity is more likely; however, when responses are made privately (e.g., writing down the response), 
conformity is less likely (Deutsch & Gerard, 1955). 

The finding that conformity is more likely to occur when responses are public than when they are private 
is the reason government elections require voting in secret, so we are not coerced by others. The Asch effect 
can be easily seen in children when they have to publicly vote for something. For example, if the teacher asks 
whether the children would rather have extra recess, no homework, or candy, once a few children vote, the rest 
will comply and go with the majority. In a different classroom, the majority might vote differently, and most 
of the children would comply with that majority. When someone’s vote changes if it is made in public versus 
private, this is known as compliance. Compliance can be a form of conformity. Compliance is going along with 
a request or demand, even if you do not agree with the request. In Asch’s studies, the participants complied by 
giving the wrong answers, but privately did not accept that the obvious wrong answers were correct. 

Voting for government officials in the United States is private to reduce the 
pressure of conformity. (credit: Nicole Klauss) 

Now that you have learned about the Asch line experiments, why do you think the participants conformed? 
The correct answer to the line segment question was obvious, and it was an easy task. Researchers have 
categorized the motivation to conform into two types: normative social influence and informational social 
influence (Deutsch & Gerard, 1955). 

In normative social influence, people conform to the group norm to fit in, to feel good, and to be accepted 
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by the group. However, with informational social influence, people conform because they believe the group is 
competent and has the correct information, particularly when the task or situation is ambiguous. What type of 
social influence was operating in the Asch conformity studies? Since the line judgment task was unambiguous, 
participants did not need to rely on the group for information. Instead, participants complied to fit in and 
avoid ridicule, an instance of normative social influence. 

An example of informational social influence may be what to do in an emergency. Imagine that you are in 
a movie theater watching a film and what seems to be smoke comes in the theater from under the emergency 
exit door. You are not certain that it is smoke—it might be a special effect for the movie, such as a fog machine. 
When you are uncertain you will tend to look at the behavior of others in the theater. If other people show 
concern and get up to leave, you are likely to do the same. However, if others seem unconcerned, you are likely 
to stay put and continue watching the movie. 

People in crowds tend to take cues from others and act accordingly. (a) An audience is listening to a 
lecture and people are relatively quiet, still, and attentive to the speaker on the stage. (b) An audience is 
at a rock concert where people are dancing, singing, and possibly engaging in activities like crowd 
surfing. (credit a: modification of work by Matt Brown; credit b: modification of work by Christian 
Holmér) 

How would you have behaved if you were a participant in Asch’s study? Many students say they would not 
conform, that the study is outdated, and that people nowadays are more independent. To some extent this may 
be true. Research suggests that overall rates of conformity may have reduced since the time of Asch’s research. 
Furthermore, efforts to replicate Asch’s study have made it clear that many factors determine how likely it is 
that someone will demonstrate conformity to the group. These factors include the participant’s age, gender, 
and socio-cultural background (Bond & Smith, 1996; Larsen, 1990; Walker & Andrade, 1996). 

614  |  CONFORMITY, COMPLIANCE, AND OBEDIENCE



Watch this video to see a replication of the Asch experiment: conformity. 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=746#oembed-1 

Stanley Milgram’s Experiment 

Conformity is one effect of the influence of others on our thoughts, feelings, and behaviors. Another form 
of social influence is obedience to authority. Obedience is the change of an individual’s behavior to comply 
with a demand by an authority figure. People often comply with the request because they are concerned about 
a consequence if they do not comply. To demonstrate this phenomenon, we review another classic social 
psychology experiment. 

Stanley Milgram was a social psychology professor at Yale who was influenced by the trial of Adolf 
Eichmann, a Nazi war criminal. Eichmann’s defense for the atrocities he committed was that he was “just 
following orders.” Milgram (1963) wanted to test the validity of this defense, so he designed an experiment 
and initially recruited 40 men for his experiment. The volunteer participants were led to believe that they were 
participating in a study to improve learning and memory. The participants were told that they were to teach 
other students (learners) correct answers to a series of test items. The participants were shown how to use 
a device that they were told delivered electric shocks of different intensities to the learners. The participants 
were told to shock the learners if they gave a wrong answer to a test item—that the shock would help them to 
learn. The participants gave (or believed they gave) the learners shocks, which increased in 15-volt increments, 
all the way up to 450 volts. The participants did not know that the learners were confederates and that the 
confederates did not actually receive shocks. 

In response to a string of incorrect answers from the learners, the participants obediently and repeatedly 
shocked them. The confederate learners cried out for help, begged the participant teachers to stop, and even 
complained of heart trouble. Yet, when the researcher told the participant-teachers to continue the shock, 65% 
of the participants continued the shock to the maximum voltage and to the point that the learner became 
unresponsive. What makes someone obey authority to the point of potentially causing serious harm to another 
person? 
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The Milgram experiment showed the surprising degree to which people obey authority. Two out of three 
(65%) participants continued to administer shocks to an unresponsive learner. 

Several variations of the original Milgram experiment were conducted to test the boundaries of obedience. 
When certain features of the situation were changed, participants were less likely to continue to deliver shocks 
(Milgram, 1965). For example, when the setting of the experiment was moved to an office building, the 
percentage of participants who delivered the highest shock dropped to 48%. When the learner was in the same 
room as the teacher, the highest shock rate dropped to 40%. When the teachers’ and learners’ hands were 
touching, the highest shock rate dropped to 30%. When the researcher gave the orders by phone, the rate 
dropped to 23%. These variations show that when the humanity of the person being shocked was increased, 
obedience decreased. Similarly, when the authority of the experimenter decreased, so did obedience. 

This case is still very applicable today. What does a person do if an authority figure orders something done? 
What if the person believes it is incorrect, or worse, unethical? In a study by Martin and Bull (2008), midwives 
privately filled out a questionnaire regarding best practices and expectations in delivering a baby. Then, a more 
senior midwife and supervisor asked the junior midwives to do something they had previously stated they were 
opposed to. Most of the junior midwives were obedient to authority, going against their own beliefs. 

Groupthink 

When in group settings, we are often influenced by the thoughts, feelings, and behaviors around us. Whether 
it is due to normative or informational social influence, groups have power to influence individuals. Another 
phenomenon of group conformity is groupthink. Groupthink is the modification of the opinions of members of 
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a group to align with what they believe is the group consensus (Janis, 1972). In group situations, the group often 
takes action that individuals would not perform outside the group setting because groups make more extreme 
decisions than individuals do. Moreover, groupthink can hinder opposing trains of thought. This elimination 
of diverse opinions contributes to faulty decision by the group. 

Groupthink in the U.S. Government 

There have been several instances of groupthink in the U.S. government. One example occurred when the 
United States led a small coalition of nations to invade Iraq in March 2003. This invasion occurred because 
a small group of advisors and former President George W. Bush were convinced that Iraq represented a 
significant terrorism threat with a large stockpile of weapons of mass destruction at its disposal. Although some 
of these individuals may have had some doubts about the credibility of the information available to them at the 
time, in the end, the group arrived at a consensus that Iraq had weapons of mass destruction and represented a 
significant threat to national security. It later came to light that Iraq did not have weapons of mass destruction, 
but not until the invasion was well underway. As a result, 6,000 American soldiers were killed and many more 
civilians died. How did the Bush administration arrive at their conclusions? 

Why does groupthink occur? There are several causes of groupthink, which makes it preventable. When the 
group is highly cohesive, or has a strong sense of connection, maintaining group harmony may become more 
important to the group than making sound decisions. If the group leader is directive and makes his opinions 
known, this may discourage group members from disagreeing with the leader. If the group is isolated from 
hearing alternative or new viewpoints, groupthink may be more likely. How do you know when groupthink is 
occurring? 

There are several symptoms of groupthink including the following: 

• perceiving the group as invulnerable or invincible—believing it can do no wrong 
• believing the group is morally correct 
• self-censorship by group members, such as withholding information to avoid disrupting the group 

consensus 
• the quashing of dissenting group members’ opinions 
• the shielding of the group leader from dissenting views 
• perceiving an illusion of unanimity among group members 
• holding stereotypes or negative attitudes toward the out-group or others with differing viewpoints 

(Janis, 1972) 

Given the causes and symptoms of groupthink, how can it be avoided? There are several strategies that 
can improve group decision making including seeking outside opinions, voting in private, having the leader 
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withhold position statements until all group members have voiced their views, conducting research on all 
viewpoints, weighing the costs and benefits of all options, and developing a contingency plan (Janis, 1972; 
Mitchell & Eckstein, 2009). 

Group Polarization 

Another phenomenon that occurs within group settings is group polarization. Group polarization (Teger & 
Pruitt, 1967) is the strengthening of an original group attitude after the discussion of views within a group. That 
is, if a group initially favors a viewpoint, after discussion the group consensus is likely a stronger endorsement 
of the viewpoint. Conversely, if the group was initially opposed to a viewpoint, group discussion would likely 
lead to stronger opposition. Group polarization explains many actions taken by groups that would not be 
undertaken by individuals. Group polarization can be observed at political conventions, when platforms of the 
party are supported by individuals who, when not in a group, would decline to support them. A more everyday 
example is a group’s discussion of how attractive someone is. Does your opinion change if you find someone 
attractive, but your friends do not agree? If your friends vociferously agree, might you then find this person 
even more attractive? 

Social Facilitation 

Not all intergroup interactions lead to the negative outcomes we have described. Sometimes being in a group 
situation can improve performance. Social facilitation occurs when an individual performs better when an 
audience is watching than when the individual performs the behavior alone. This typically occurs when people 
are performing a task for which they are skilled. Can you think of an example in which having an audience 
could improve performance? One common example is sports. Skilled basketball players will be more likely 
to make a free throw basket when surrounded by a cheering audience than when playing alone in the gym. 
However, there are instances when even skilled athletes can have difficulty under pressure. For example, if an 
athlete is less skilled or nervous about making a free throw, having an audience may hinder rather than help. In 
sum, social facilitation is likely to occur for easy tasks, or tasks at which we are skilled, but worse performance 
may occur when performing in front of others, depending on the task. 
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The attention of the crowd can motivate a skilled athlete. (credit: Tommy 
Gilligan/USMA) 

Social Loafing 

Another way in which a group presence can affect our performance is social loafing. Social loafing is the 
exertion of less effort by a person working together with a group. Social loafing occurs when our individual 
performance cannot be evaluated separately from the group. Thus, group performance declines on easy tasks 
(Karau & Williams, 1993). Essentially individual group members loaf and let other group members pick up the 
slack. Because everyone’s efforts cannot be evaluated, individuals become less motivated to perform well. For 
example, consider a group of people cooperating to clean litter from the roadside. Some people will exert a great 
amount of effort, while others will exert little effort. Yet the entire job gets done, and it may not be obvious 
who worked hard and who didn’t. 

As a college student you may have experienced social loafing while working on a group project. Have you 
ever had to contribute more than your fair share because your fellow group members weren’t putting in the 
work? This may happen when a professor assigns a group grade instead of individual grades. If the professor 
doesn’t know how much effort each student contributed to a project, some students may be inclined to 
let more conscientious students do more of the work. The chance of social loafing in student work groups 
increases as the size of the group increases (Shepperd & Taylor, 1999). 

Interestingly, the opposite of social loafing occurs when the task is complex and difficult (Bond & Titus, 
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1983; Geen, 1989). Remember the previous discussion of choking under pressure? This happens when you 
perform a difficult task and your individual performance can be evaluated. In a group setting, such as the 
student work group, if your individual performance cannot be evaluated, there is less pressure for you to do 
well, and thus less anxiety or physiological arousal (Latané, Williams, & Harkens, 1979). This puts you in 
a relaxed state in which you can perform your best, if you choose (Zajonc, 1965). If the task is a difficult 
one, many people feel motivated and believe that their group needs their input to do well on a challenging 
project (Jackson & Williams, 1985). Given what you learned about social loafing, what advice would you give 
a new professor about how to design group projects? If you suggested that individuals’ efforts should not be 
evaluated, to prevent the anxiety of choking under pressure, but that the task must be challenging, you have a 
good understanding of the concepts discussed in this section. Alternatively, you can suggest that individuals’ 
efforts should be evaluated, but the task should be easy so as to facilitate performance. Good luck trying to 
convince your professor to only assign easy projects. 

Types of Social Influence 

Type of Social 
Influence Description 

Conformity Changing your behavior to go along with the group even if you do not agree with the group 

Compliance Going along with a request or demand 

Normative 
social influence Conformity to a group norm to fit in, feel good, and be accepted by the group 

Informational 
social influence 

Conformity to a group norm prompted by the belief that the group is competent and has the correct 
information 

Obedience Changing your behavior to please an authority figure or to avoid aversive consequences 

Groupthink Group members modify their opinions to match what they believe is the group consensus 

Group 
polarization Strengthening of the original group attitude after discussing views within a group 

Social 
facilitation 

Improved performance when an audience is watching versus when the individual performs the 
behavior alone 

Social loafing Exertion of less effort by a person working in a group because individual performance cannot be 
evaluated separately from the group, thus causing performance decline on easy tasks 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=746#h5p-209 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=746#h5p-210 

Critical Thinking Questions 

    Describe how seeking outside opinions can prevent groupthink. 

Outsiders can serve as a quality control by offering diverse views and views that may differ 

from the leader’s opinion. The outsider can also remove the illusion of invincibility by having the 

group’s action held up to outside scrutiny. An outsider may offer additional information and 

uncover information that group members withheld. 

CONFORMITY, COMPLIANCE, AND OBEDIENCE  |  621

https://louis.pressbooks.pub/intropsychology/?p=746#h5p-209
https://louis.pressbooks.pub/intropsychology/?p=746#h5p-210


 

    Compare and contrast social loafing and social facilitation. 

In social loafing individual performance cannot be evaluated; however, in social facilitation 

individual performance can be evaluated. Social loafing and social facilitation both occur for easy 

or well-known tasks and when individuals are relaxed. 

Personal Application Questions 

1. Conduct a conformity study the next time you are in an elevator. After you enter the elevator, stand 
with your back toward the door. See if others conform to your behavior. Did your results turn out as 
expected? 

2. Most students adamantly state that they would never have turned up the voltage in the Milgram 
experiment. Do you think you would have refused to shock the learner? Looking at your own past 
behavior, what evidence suggests that you would go along with the order to increase the voltage? 

Summary 

The power of the situation can lead people to conform, or go along with the group, even in the face of 
inaccurate information. Conformity to group norms is driven by two motivations, the desire to fit in and be 
liked and the desire to be accurate and gain information from the group. Authority figures also have influence 
over our behaviors, and many people become obedient and follow orders even if the orders are contrary to their 
personal values. Conformity to group pressures can also result in groupthink, or the faulty decision-making 
process that results from cohesive group members trying to maintain group harmony. Group situations 
can improve human behavior through facilitating performance on easy tasks but inhibiting performance on 
difficult tasks. The presence of others can also lead to social loafing when individual efforts cannot be evaluated. 
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62. 

PREJUDICE AND DISCRIMINATION 

Learning Objectives 

By the end of this section, you will be able to: 

• Define and distinguish among prejudice, stereotypes, and discrimination 

• Provide examples of prejudice, stereotypes, and discrimination 

• Explain why prejudice and discrimination exist 

Human conflict can result in crime, war, and mass murder, such as genocide. Prejudice and discrimination 
often are root causes of human conflict, which explains how strangers come to hate one another to the extreme 
of causing others harm. Prejudice and discrimination affect everyone. In this section we will examine the 
definitions of prejudice and discrimination, examples of these concepts, and causes of these biases. 

Prejudice and discrimination occur across the globe. (a) A 1939 sign in German-occupied Poland warns “No 
Entrance for Poles!” (b) An African American male drinks from a designated “colored” water fountain in 
Oklahoma in 1939 during the era of racial segregation as a practice of discrimination. (c) A member of the 
Westboro Baptist Church, widely identified as a hate group, engages in discrimination based on religion and 
sexual orientation. (credit b: modification of work by United States Farm Security Administration; credit c: 
modification of work by “JCWilmore”/Wikimedia Commons) 
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Understanding Prejudice and Discrimination 

As we discussed in the opening story of Trayvon Martin, humans are very diverse and although we share many 
similarities, we also have many differences. The social groups we belong to help form our identities (Tajfel, 
1974). These differences may be difficult for some people to reconcile, which may lead to prejudice toward 
people who are different. Prejudice is a negative attitude and feeling toward an individual based solely on one’s 
membership in a particular social group (Allport, 1954; Brown, 2010). Prejudice is common against people 
who are members of an unfamiliar cultural group. Thus, certain types of education, contact, interactions, and 
building relationships with members of different cultural groups can reduce the tendency toward prejudice. 
In fact, simply imagining interacting with members of different cultural groups might affect prejudice. Indeed, 
when experimental participants were asked to imagine themselves positively interacting with someone from a 
different group, this led to an increased positive attitude toward the other group and an increase in positive 
traits associated with the other group. Furthermore, imagined social interaction can reduce anxiety associated 
with inter-group interactions (Crisp & Turner, 2009). What are some examples of social groups that you 
belong to that contribute to your identity? Social groups can include gender, race, ethnicity, nationality, 
social class, religion, sexual orientation, profession, and many more. And, as is true for social roles, you can 
simultaneously be a member of more than one social group. An example of prejudice is having a negative 
attitude toward people who are not born in the United States. Although people holding this prejudiced 
attitude do not know all people who were not born in the United States, they dislike them due to their status 
as foreigners. 

Can you think of a prejudiced attitude you have held toward a group of people? How did your prejudice 
develop? Prejudice often begins in the form of a stereotype—that is, a specific belief or assumption about 
individuals based solely on their membership in a group, regardless of their individual characteristics. 
Stereotypes become overgeneralized and applied to all members of a group. For example, someone holding 
prejudiced attitudes toward older adults, may believe that older adults are slow and incompetent (Cuddy, 
Norton, & Fiske, 2005; Nelson, 2004). We cannot possibly know each individual person of advanced age to 
know that all older adults are slow and incompetent. Therefore, this negative belief is overgeneralized to all 
members of the group, even though many of the individual group members may in fact be spry and intelligent. 

Another example of a well-known stereotype involves beliefs about racial differences among athletes. As 
Hodge, Burden, Robinson, and Bennett (2008) point out, Black male athletes are often believed to be more 
athletic, yet less intelligent, than their White male counterparts. These beliefs persist despite several high profile 
examples to the contrary. Sadly, such beliefs often influence how these athletes are treated by others and how 
they view themselves and their own capabilities. Whether or not you agree with a stereotype, stereotypes are 
generally well-known within each culture (Devine, 1989). 

Sometimes people will act on their prejudiced attitudes toward a group of people, and this behavior is 
known as discrimination. Discrimination is negative action toward an individual because of one’s membership 
in a particular group (Allport, 1954; Dovidio & Gaertner, 2004). As a result of holding negative beliefs 
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(stereotypes) and negative attitudes (prejudice) about a particular group, people often treat the target of 
prejudice poorly, such as excluding older adults from their circle of friends. Have you ever been the target of 
discrimination? If so, how did this negative treatment make you feel? 

Connecting Stereotypes, Prejudice, and Discrimination 

Item Function Connection Example 

Stereotype 
Cognitive; 
thoughts about 
people 

Overgeneralized beliefs about people may 
lead to prejudice. 

“Yankees fans are arrogant and 
obnoxious.” 

Prejudice 

Affective; feelings 
about people, both 
positive and 
negative 

Feelings may influence treatment of others, 
leading to discrimination. 

“I hate Yankees fans; they make 
me angry.” 

Discrimination 
Behavior; positive 
or negative 
treatment of others 

Holding stereotypes and harboring 
prejudice may lead to excluding, avoiding, 
and biased treatment of group members. 

“I would never hire nor become 
friends with a person if I knew he 
or she were a Yankees fan.” 

So far, we’ve discussed stereotypes, prejudice, and discrimination as negative thoughts, feelings, and behaviors 
because these are typically the most problematic. However, it is important to also point out that people can 
hold positive thoughts, feelings, and behaviors toward individuals based on group membership; for example, 
they would show preferential treatment for people who are like themselves—that is, who share the same 
gender, race, or favorite sports team. 

This video demonstrates the concepts of prejudice, stereotypes, and discrimination. In the video, 

a social experiment is conducted in a park where three people try to steal a bike out in the open. 

The race and gender of the thief is varied: a White male teenager, a Black male teenager, and a 

White female. Does anyone try to stop them? The treatment of the teenagers in the video 

demonstrates the concept of racism: What Would You Do? Bike Theft (White Guy, Black Guy, 

Pretty Girl). 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=748#oembed-1 
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Types of Prejudice and Discrimination 

When we meet strangers we automatically process three pieces of information about them: their race, gender, 
and age (Ito & Urland, 2003). Why are these aspects of an unfamiliar person so important? Why don’t 
we instead notice whether their eyes are friendly, whether they are smiling, their height, the type of clothes 
they are wearing? Although these secondary characteristics are important in forming a first impression of a 
stranger, the social categories of race, gender, and age provide a wealth of information about an individual. 
This information, however, often is based on stereotypes. We may have different expectations of strangers 
depending on their race, gender, and age. What stereotypes and prejudices do you hold about people who are 
from a race, gender, and age group different from your own? 

Racism 

Racism is prejudice and discrimination against an individual based solely on one’s membership in a specific 
racial group (such as toward African Americans, Asian Americans, Latinos, Native Americans, European 
Americans). What are some stereotypes of various racial or ethnic groups? Research suggests cultural 
stereotypes for Asian Americans include cold, sly, and intelligent; for Latinos, cold and unintelligent; for 
European Americans, cold and intelligent; and for African Americans, aggressive, athletic, and more likely to 
be law breakers (Devine & Elliot, 1995; Fiske, Cuddy, Glick, & Xu, 2002; Sommers & Ellsworth, 2000; Dixon 
& Linz, 2000). 

Racism exists for many racial and ethnic groups. For example, Blacks are significantly more likely to have 
their vehicles searched during traffic stops than Whites, particularly when Blacks are driving in predominately 
White neighborhoods, (a phenomenon often termed “DWB,” or “driving while Black.”) (Rojek, Rosenfeld, & 
Decker, 2012) 

Mexican Americans and other Latino groups also are targets of racism from the police and other members 
of the community. For example, when purchasing items with a personal check, Latino shoppers are more likely 
than White shoppers to be asked to show formal identification (Dovidio et al., 2010). 

In one case of alleged harassment by the police, several East Haven, Connecticut, police officers were arrested 
on federal charges due to reportedly continued harassment and brutalization of Latinos. When the accusations 
came out, the mayor of East Haven was asked, “What are you doing for the Latino community today?” The 
Mayor responded, “I might have tacos when I go home, I’m not quite sure yet” (“East Haven Mayor,” 2012) 
This statement undermines the important issue of racial profiling and police harassment of Latinos, while 
belittling Latino culture by emphasizing an interest in a food product stereotypically associated with Latinos. 

Racism is prevalent toward many other groups in the United States including Native Americans, Arab 
Americans, Jewish Americans, and Asian Americans. Have you witnessed racism toward any of these racial or 
ethnic groups? Are you aware of racism in your community? 
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One reason modern forms of racism, and prejudice in general, are hard to detect is related to the dual 
attitudes model (Wilson, Lindsey, & Schooler, 2000). Humans have two forms of attitudes: explicit attitudes, 
which are conscious and controllable, and implicit attitudes, which are unconscious and uncontrollable 
(Devine, 1989; Olson & Fazio, 2003). Because holding egalitarian views is socially desirable (Plant & Devine, 
1998), most people do not show extreme racial bias or other prejudices on measures of their explicit attitudes. 
However, measures of implicit attitudes often show evidence of mild to strong racial bias or other prejudices 
(Greenwald, McGee, & Schwartz, 1998; Olson & Fazio, 2003). 

Sexism 

Sexism is prejudice and discrimination toward individuals based on their sex. Typically, sexism takes the form 
of men holding biases against women, but either sex can show sexism toward their own or their opposite sex. 
Like racism, sexism may be subtle and difficult to detect. Common forms of sexism in modern society include 
gender role expectations, such as expecting women to be the caretakers of the household. Sexism also includes 
people’s expectations for how members of a gender group should behave. For example, women are expected to 
be friendly, passive, and nurturing, and when women behave in an unfriendly, assertive, or neglectful manner 
they often are disliked for violating their gender role (Rudman, 1998). Research by Laurie Rudman (1998) 
finds that when female job applicants self-promote, they are likely to be viewed as competent, but they may be 
disliked and are less likely to be hired because they violated gender expectations for modesty. Sexism can exist on 
a societal level such as in hiring, employment opportunities, and education. Women are less likely to be hired 
or promoted in male-dominated professions such as engineering, aviation, and construction (Blau, Ferber, & 
Winkler, 2010; Ceci & Williams, 2011). Have you ever experienced or witnessed sexism? Think about your 
family members’ jobs or careers. Why do you think there are differences in the jobs women and men have, such 
as more women nurses but more male surgeons (Betz, 2008)? 

Women now have many jobs previously closed to 
them, though they still face challenges in 
male-dominated occupations. (credit: “Alex”/Flickr) 
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Ageism 

People often form judgments and hold expectations about people based on their age. These judgments and 
expectations can lead to ageism, or prejudice and discrimination toward individuals based solely on their age. 
Typically, ageism occurs against older adults, but ageism also can occur toward younger adults. Think of 
expectations you hold for older adults. How could someone’s expectations influence the feelings they hold 
toward individuals from older age groups? Ageism is widespread in U.S. culture (Nosek, 2005), and a common 
ageist attitude toward older adults is that they are incompetent, physically weak, and slow (Greenberg, Schimel, 
& Martens, 2002) and some people consider older adults less attractive. Some cultures, however, including 
some Asian, Latino, and African American cultures, both outside and within the United States afford older 
adults respect and honor. 

Ageism can also occur toward younger adults. What expectations do you hold toward younger people? Does 
society expect younger adults to be immature and irresponsible? How might these two forms of ageism affect 
a younger and older adult who are applying for a salesclerk position? 

Homophobia 

Another form of prejudice is homophobia: prejudice and discrimination of individuals based solely on their 
sexual orientation. Like ageism, homophobia is a widespread prejudice in U.S. society that is tolerated by many 
people (Herek & McLemore, 2013; Nosek, 2005). Negative feelings often result in discrimination, such as 
the exclusion of lesbian, gay, bisexual, and transgender (LGBT) people from social groups and the avoidance 
of LGBT neighbors and co-workers. This discrimination also extends to employers deliberately declining to 
hire qualified LGBT job applicants. Have you experienced or witnessed homophobia? If so, what stereotypes, 
prejudiced attitudes, and discrimination were evident? 

Research into Homophobia 

Some people are quite passionate in their hatred for nonheterosexuals in our society. In some cases, people have 
been tortured and/or murdered simply because they were not heterosexual. This passionate response has led 
some researchers to question what motives might exist for homophobic people. Adams, Wright, & Lohr (1996) 
conducted a study investigating this issue and their results were quite an eye-opener. 

In this experiment, male college students were given a scale that assessed how homophobic they were; those 
with extreme scores were recruited to participate in the experiment. In the end, 64 men agreed to participate 
and were split into 2 groups: homophobic men and nonhomophobic men. Both groups of men were fitted 
with a penile plethysmograph, an instrument that measures changes in blood flow to the penis and serves as an 
objective measurement of sexual arousal. 
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All men were shown segments of sexually explicit videos. One of these videos involved a sexual interaction 
between a man and a woman (heterosexual clip). One video displayed two females engaged in a sexual 
interaction (homosexual female clip), and the final video displayed two men engaged in a sexual interaction 
(homosexual male clip). Changes in penile tumescence were recorded during all three clips, and a subjective 
measurement of sexual arousal was also obtained. While both groups of men became sexually aroused to the 
heterosexual and female homosexual video clips, only those men who were identified as homophobic showed 
sexual arousal to the homosexual male video clip. While all men reported that their erections indicated arousal 
for the heterosexual and female homosexual clips, the homophobic men indicated that they were not sexually 
aroused (despite their erections) to the male homosexual clips. Adams et al. (1996) suggest that these findings 
may indicate that homophobia is related to homosexual arousal that the homophobic individuals either deny 
or are unaware of. 

Why Do Prejudice and Discrimination Exist? 

Prejudice and discrimination persist in society due to social learning and conformity to social norms. Children 
learn prejudiced attitudes and beliefs from society: their parents, teachers, friends, the media, and other 
sources of socialization, such as Facebook (O’Keeffe & Clarke-Pearson, 2011). If certain types of prejudice 
and discrimination are acceptable in a society, there may be normative pressures to conform and share those 
prejudiced beliefs, attitudes, and behaviors. For example, public and private schools are still somewhat 
segregated by social class. Historically, only children from wealthy families could afford to attend private 
schools, whereas children from middle- and low-income families typically attended public schools. If a child 
from a low-income family received a merit scholarship to attend a private school, how might the child be 
treated by classmates? Can you recall a time when you held prejudiced attitudes or beliefs or acted in a 
discriminatory manner because your group of friends expected you to? 

Stereotypes and Self-Fulfilling Prophecy 

When we hold a stereotype about a person, we have expectations that he or she will fulfill that stereotype. 
A self-fulfilling prophecy is an expectation held by a person that alters his or her behavior in a way that 
tends to make it true. When we hold stereotypes about a person, we tend to treat the person according to 
our expectations. This treatment can influence the person to act according to our stereotypic expectations, 
thus confirming our stereotypic beliefs. Research by Rosenthal and Jacobson (1968) found that disadvantaged 
students whose teachers expected them to perform well had higher grades than disadvantaged students whose 
teachers expected them to do poorly. 

Consider this example of cause and effect in a self-fulfilling prophecy: If an employer expects an openly gay 
male job applicant to be incompetent, the potential employer might treat the applicant negatively during the 

PREJUDICE AND DISCRIMINATION  |  629



interview by engaging in less conversation, making little eye contact, and generally behaving coldly toward the 
applicant (Hebl, Foster, Mannix, & Dovidio, 2002). In turn, the job applicant will perceive that the potential 
employer dislikes him, and he will respond by giving shorter responses to interview questions, making less eye 
contact, and generally disengaging from the interview. After the interview, the employer will reflect on the 
applicant’s behavior, which seemed cold and distant, and the employer will conclude, based on the applicant’s 
poor performance during the interview, that the applicant was in fact incompetent. Thus, the employer’s 
stereotype—gay men are incompetent and do not make good employees—is reinforced. Do you think this job 
applicant is likely to be hired? Treating individuals according to stereotypic beliefs can lead to prejudice and 
discrimination. 

Another dynamic that can reinforce stereotypes is confirmation bias. When interacting with the target of 
our prejudice, we tend to pay attention to information that is consistent with our stereotypic expectations and 
ignore information that is inconsistent with our expectations. In this process, known as confirmation bias, we 
seek out information that supports our stereotypes and ignore information that is inconsistent with our stereotypes 
(Wason & Johnson-Laird, 1972). In the job interview example, the employer may not have noticed that the 
job applicant was friendly and engaging, and that he provided competent responses to the interview questions 
in the beginning of the interview. Instead, the employer focused on the job applicant’s performance in the 
later part of the interview, after the applicant changed his demeanor and behavior to match the interviewer’s 
negative treatment. 

Have you ever fallen prey to the self-fulfilling prophecy or confirmation bias, either as the source or target of 
such bias? How might we stop the cycle of the self-fulfilling prophecy? Social class stereotypes of individuals 
tend to arise when information about the individual is ambiguous. If information is unambiguous, stereotypes 
do not tend to arise (Baron et al., 1995). 

In-Groups and Out-Groups 

As discussed previously in this section, we all belong to a gender, race, age, and social economic group. These 
groups provide a powerful source of our identity and self-esteem (Tajfel & Turner, 1979). These groups serve 
as our in-groups. An in-group is a group that we identify with or see ourselves as belonging to. A group that we 
don’t belong to, or an out-group, is a group that we view as fundamentally different from us. For example, if 
you are female, your gender in-group includes all females, and your gender out-group includes all males. People 
often view gender groups as being fundamentally different from each other in personality traits, characteristics, 
social roles, and interests. Because we often feel a strong sense of belonging and emotional connection to our 
in-groups, we develop in-group bias: a preference for our own group over other groups. This in-group bias can 
result in prejudice and discrimination because the out-group is perceived as different and is less preferred than 
our in-group. 

630  |  PREJUDICE AND DISCRIMINATION



These children are very young, but they are already 
aware of their gender in-group and out-group. 
(credit: modification of work by Simone Ramella) 

Despite the group dynamics that seem only to push groups toward conflict, there are forces that promote 
reconciliation between groups: the expression of empathy, of acknowledgment of past suffering on both sides, 
and the halt of destructive behaviors. 

One function of prejudice is to help us feel good about ourselves and maintain a positive self-concept. This 
need to feel good about ourselves extends to our in-groups: We want to feel good and protect our in-groups. 
We seek to resolve threats individually and at the in-group level. This often happens by blaming an out-group 
for the problem. Scapegoating is the act of blaming an out-group when the in-group experiences frustration or 
is blocked from obtaining a goal (Allport, 1954). 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=748#h5p-212 
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Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=748#h5p-213 

Critical Thinking Questions 

    Some people seem more willing to openly display prejudice regarding sexual orientation than 

prejudice regarding race and gender. Speculate on why this might be. 

In the United States, many people believe that sexual orientation is a choice, and there is some 

debate in the research literature as to the extent sexual orientation is biological or influenced by 

social factors. Because race and gender are not chosen, many Americans believe it is unfair to 

negatively judge women or racial minority groups for a characteristic that is determined by 

genetics. In addition, many people in the United States practice religions that believe 

homosexuality is wrong. 

 

    When people blame a scapegoat, how do you think they choose evidence to support the 

blame? 

One way in which they might do this is to selectively attend to information that would bolster 

their argument. Furthermore, they may actively seek out information to confirm their 

assertions. 
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Personal Application Questions 

1. Give an example when you felt that someone was prejudiced against you. What do you think caused this 
attitude? Did this person display any discrimination behaviors and, if so, how? 

2. Give an example when you felt prejudiced against someone else. How did you discriminate against 
them? Why do you think you did this? 

Summary 

As diverse individuals, humans can experience conflict when interacting with people who are different from 
each other. Prejudice, or negative feelings and evaluations, is common when people are from a different 
social group (i.e., out-group). Negative attitudes toward out-groups can lead to discrimination. Prejudice and 
discrimination against others can be based on gender, race, ethnicity, social class, sexual orientation, or a variety 
of other social identities. In-group’s who feel threatened may blame the out-groups for their plight, thus using 
the out-group as a scapegoat for their frustration. 
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63. 

AGGRESSION 

Learning Objectives 

By the end of this section, you will be able to: 

• Define aggression 

• Define cyberbullying 

• Describe the bystander effect 

Throughout this chapter we have discussed how people interact and influence one another’s thoughts, feelings, 
and behaviors in both positive and negative ways. People can work together to achieve great things, such as 
helping each other in emergencies: recall the heroism displayed during the 9/11 terrorist attacks. People also 
can do great harm to one another, such as conforming to group norms that are immoral and obeying authority 
to the point of murder: consider the mass conformity of Nazis during WWII. In this section we will discuss a 
negative side of human behavior—aggression. 

Aggression 

Humans engage in aggression when they seek to cause harm or pain to another person. Aggression takes two 
forms depending on one’s motives: hostile or instrumental. Hostile aggression is motivated by feelings of anger 
with intent to cause pain; a fight in a bar with a stranger is an example of hostile aggression. In contrast, 
instrumental aggression is motivated by achieving a goal and does not necessarily involve intent to cause pain 
(Berkowitz, 1993); a contract killer who murders for hire displays instrumental aggression. 

There are many different theories as to why aggression exists. Some researchers argue that aggression serves 
an evolutionary function (Buss, 2004). Men are more likely than women to show aggression (Wilson & Daly, 
1985). From the perspective of evolutionary psychology, human male aggression, like that in nonhuman 
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primates, likely serves to display dominance over other males, both to protect a mate and to perpetuate the 
male’s genes. Sexual jealousy is part of male aggression; males endeavor to make sure their mates are not 
copulating with other males, thus ensuring their own paternity of the female’s offspring. Although aggression 
provides an obvious evolutionary advantage for men, women also engage in aggression. Women typically 
display instrumental forms of aggression, with their aggression serving as a means to an end (Dodge & 
Schwartz, 1997). For example, women may express their aggression covertly, for example, by communication 
that impairs the social standing of another person. Another theory that explains one of the functions of human 
aggression is frustration aggression theory (Dollard, Doob, Miller, Mowrer, & Sears, 1939). This theory states 
that when humans are prevented from achieving an important goal, they become frustrated and aggressive. 

Human males and nonhuman male primates 
endeavor to gain and display dominance over other 
males, as demonstrated in the behavior of these 
monkeys. (credit: “Arcadiuš”/Flickr) 

Bullying 

A modern form of aggression is bullying. As you learn in your study of child development, socializing and 
playing with other children is beneficial for children’s psychological development. However, as you may have 
experienced as a child, not all play behavior has positive outcomes. Some children are aggressive and want to 
play roughly. Other children are selfish and do not want to share toys. One form of negative social interactions 
among children that has become a national concern is bullying. Bullying is repeated negative treatment of 
another person, often an adolescent, over time (Olweus, 1993). A one-time incident in which one child hits 
another child on the playground would not be considered bullying: Bullying is repeated behavior. The negative 
treatment typical in bullying is the attempt to inflict harm, injury, or humiliation, and bullying can include 
physical or verbal attacks. However, bullying doesn’t have to be physical or verbal, it can be psychological. 
Research finds gender differences in how girls and boys bully others (American Psychological Association, 
2010; Olweus, 1993). Boys tend to engage in direct, physical aggression such as physically harming others. Girls 
tend to engage in indirect, social forms of aggression such as spreading rumors, ignoring, or socially isolating 
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others. Based on what you have learned about child development and social roles, why do you think boys and 
girls display different types of bullying behavior? 

Bullying involves three parties: the bully, the victim, and witnesses or bystanders. The act of bullying 
involves an imbalance of power with the bully holding more power—physically, emotionally, and/or socially 
over the victim. The experience of bullying can be positive for the bully, who may enjoy a boost to self-
esteem. However, there are several negative consequences of bullying for the victim, and for the bystanders. 
How do you think bullying negatively impacts adolescents? Being the victim of bullying is associated with 
decreased mental health, including experiencing anxiety and depression (APA, 2010). Victims of bullying may 
underperform in schoolwork (Bowen, 2011). Bullying also can result in the victim committing suicide (APA, 
2010). How might bullying negatively affect witnesses? 

Although there is not one single personality profile for who becomes a bully and who becomes a victim of 
bullying (APA, 2010), researchers have identified some patterns in children who are at a greater risk of being 
bullied (Olweus, 1993): 

• Children who are emotionally reactive are at a greater risk for being bullied. Bullies may be attracted to 
children who get upset easily because the bully can quickly get an emotional reaction from them. 

• Children who are different from others are likely to be targeted for bullying. Children who are 
overweight, cognitively impaired, or racially or ethnically different from their peer group may be at 
higher risk. 

• Gay, lesbian, bisexual, and transgender teens are at very high risk of being bullied and hurt due to their 
sexual orientation. 

Cyberbullying 

With the rapid growth of technology, and widely available mobile technology and social networking media, 
a new form of bullying has emerged: cyberbullying (Hoff & Mitchell, 2009). Cyberbullying, like bullying, 
is repeated behavior that is intended to cause psychological or emotional harm to another person. What is 
unique about cyberbullying is that it is typically covert, concealed, done in private, and the bully can remain 
anonymous. This anonymity gives the bully power, and the victim may feel helpless, unable to escape the 
harassment, and unable to retaliate (Spears, Slee, Owens, & Johnson, 2009). 

Cyberbullying can take many forms, including harassing a victim by spreading rumors, creating a website 
defaming the victim, and ignoring, insulting, laughing at, or teasing the victim (Spears et al., 2009). In 
cyberbullying, it is more common for girls to be the bullies and victims because cyberbullying is nonphysical 
and is a less direct form of bullying (Hoff & Mitchell, 2009). Interestingly, girls who become cyberbullies 
often have been the victims of cyberbullying at one time (Vandebosch & Van Cleemput, 2009). The effects 
of cyberbullying are just as harmful as traditional bullying and include the victim feeling frustration, anger, 
sadness, helplessness, powerlessness, and fear. Victims will also experience lower self-esteem (Hoff & Mitchell, 
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2009; Spears et al., 2009). Furthermore, recent research suggests that both cyberbullying victims and 
perpetrators are more likely to experience suicidal ideation, and they are more likely to attempt suicide 
than individuals who have no experience with cyberbullying (Hinduja & Patchin, 2010). What features 
of technology make cyberbullying easier and perhaps more accessible to young adults? What can parents, 
teachers, and social networking websites, like Facebook, do to prevent cyberbullying? 

Because cyberbullying is not physical in nature, 
cyberbullies and their victims are most often female; 
however, there is much evidence that male 
homosexuals are frequently victims of cyberbullying 
as well (Hinduja & Patchin, 2011). (credit: Steven 
Depolo) 

The Bystander Effect 

The discussion of bullying highlights the problem of witnesses not intervening to help a victim. This is a 
common occurrence, as the following well-publicized event demonstrates. In 1964, in Queens, New York, a 
19-year-old woman named Kitty Genovese was attacked by a person with a knife near the back entrance to 
her apartment building and again in the hallway inside her apartment building. When the attack occurred, 
she screamed for help numerous times and eventually died from her stab wounds. This story became famous 
because reportedly numerous residents in the apartment building heard her cries for help and did 
nothing—neither helping her nor summoning the police—though these facts have been disputed. 

Based on this case, researchers Latané and Darley (1968) described a phenomenon called the bystander 
effect. The bystander effect is a phenomenon in which a witness or bystander does not volunteer to help a 
victim or person in distress. Instead, they just watch what is happening. Social psychologists hold that we 
make these decisions based on the social situation, not our own personality variables. Why do you think the 
bystanders didn’t help Genovese? What are the benefits to helping her? What are the risks? It is very likely 
you listed more costs than benefits to helping. In this situation, bystanders likely feared for their own lives—if 
they went to her aid the attacker might harm them. However, how difficult would it have been to make a 
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phone call to the police from the safety of their apartments? Why do you think no one helped in any way? 
Social psychologists claim that diffusion of responsibility is the likely explanation. Diffusion of responsibility 
is the tendency for no one in a group to help because the responsibility to help is spread throughout the group 
(Bandura, 1999). Because there were many witnesses to the attack on Genovese, as evidenced by the number of 
lit apartment windows in the building, individuals assumed someone else must have already called the police. 
The responsibility to call the police was diffused across the number of witnesses to the crime. Have you ever 
passed an accident on the freeway and assumed that a victim or certainly another motorist has already reported 
the accident? In general, the greater the number of bystanders, the less likely any one person will help. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=750#h5p-215 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=750#h5p-216 

638  |  AGGRESSION

https://louis.pressbooks.pub/intropsychology/?p=750#h5p-215
https://louis.pressbooks.pub/intropsychology/?p=750#h5p-216


Critical Thinking Questions 

    Compare and contrast hostile and instrumental aggression. 

Hostile aggression is intentional with the purpose to inflict pain. Hostile aggression is often 

motivated by anger. In contrast, instrumental aggression is not motivated by anger or the 

intention to cause pain. Instrumental aggression serves as a means to reach a goal. In a sense it 

is a more practical or functional form of aggression, whereas hostile aggression is more 

emotion-driven and less functional and rational. 

 

    What evidence discussed in the previous section suggests that cyberbullying is difficult to 

detect and prevent? 

Cyberbullying is difficult to prevent because there are so many forms of media that adolescents 

use and are exposed to. The Internet is virtually everywhere: computers, phones, tablets, TVs, 

gaming systems, and so on. Parents likely do not monitor all of their children’s use of the 

Internet, thus their children could be exposed to cyberbullying without their knowledge. 

Cyberbullying is difficult to detect because it can be done anonymously. Cyberbullies can use 

pseudonyms and can attack victims in untraceable ways, such as hacking into Facebook 

accounts or making Twitter posts on their behalf. 

Personal Application Questions 

Have you ever experienced or witnessed bullying or cyberbullying? How did it make you feel? What did you 
do about it? After reading this section would you have done anything differently? 

The next time you see someone needing help, observe your surroundings. Look to see if the bystander effect 
is in action and take measures to make sure the person gets help. If you aren’t able to help, notify an adult or 
authority figure that can. 

Summary 

Aggression is seeking to cause another person harm or pain. Hostile aggression is motivated by feelings of 
anger with intent to cause pain, and instrumental aggression is motivated by achieving a goal and does not 
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necessarily involve intent to cause pain Bullying is an international public health concern that largely affects 
the adolescent population. Bullying is repeated behaviors that are intended to inflict harm on the victim and 
can take the form of physical, psychological, emotional, or social abuse. Bullying has negative mental health 
consequences for youth including suicide. Cyberbullying is a newer form of bullying that takes place in an 
online environment where bullies can remain anonymous and victims are helpless to address the harassment. 
Despite the social norm of helping others in need, when there are many bystanders witnessing an emergency, 
diffusion of responsibility will lead to a lower likelihood of any one person helping. 
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64. 

PROSOCIAL BEHAVIOR 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe altruism 

• Describe conditions that influence the formation of relationships 

• Identify what attracts people to each other 

• Describe the triangular theory of love 

• Explain social exchange theory in relationships 

You’ve learned about many of the negative behaviors of social psychology, but the field also studies many 
positive social interactions and behaviors. What makes people like each other? With whom are we friends? 
Whom do we date? Researchers have documented several features of the situation that influence whether we 
form relationships with others. There are also universal traits that humans find attractive in others. In this 
section we discuss conditions that make forming relationships more likely, what we look for in friendships and 
romantic relationships, the different types of love, and a theory explaining how our relationships are formed, 
maintained, and terminated. 

Prosocial Behavior and Altruism 

Do you voluntarily help others? Voluntary behavior with the intent to help other people is called prosocial 
behavior. Why do people help other people? Is personal benefit such as feeling good about oneself the only 
reason people help one another? Research suggests there are many other reasons. Altruism is people’s desire 
to help others even if the costs outweigh the benefits of helping. In fact, people acting in altruistic ways may 
disregard the personal costs associated with helping. For example, news accounts of the 9/11 terrorist attacks 
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on the World Trade Center in New York reported an employee in the first tower helped his co-workers make it 
to the exit stairwell. After helping a co-worker to safety, he went back in the burning building to help additional 
co-workers. In this case the costs of helping were great, and the hero lost his life in the destruction (Stewart, 
2002). 

The events of 9/11 unleashed an enormous show of altruism and heroism on 
the parts of first responders and many ordinary people. (credit: Don Halasy) 

Some researchers suggest that altruism operates on empathy. Empathy is the capacity to understand another 
person’s perspective, to feel what he or she feels. An empathetic person makes an emotional connection with 
others and feels compelled to help (Batson, 1991). Other researchers argue that altruism is a form of selfless 
helping that is not motivated by benefits or feeling good about oneself. Certainly, after helping, people feel 
good about themselves, but some researchers argue that this is a consequence of altruism, not a cause. Other 
researchers argue that helping is always self-serving because our egos are involved, and we receive benefits from 
helping (Cialdini, Brown, Lewis, Luce, & Neuberg 1997). It is challenging to determine experimentally the 
true motivation for helping, whether is it largely self-serving (egoism) or selfless (altruism). Thus, a debate on 
whether pure altruism exists continues. 
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See this excerpt from the popular TV series Friends episode for a discussion of the egoism 

versus altruism debate. 

Forming Relationships 

What do you think is the single most influential factor in determining with whom you become friends and 
whom you form romantic relationships? You might be surprised to learn that the answer is simple: the people 
with whom you have the most contact. This most important factor is proximity. You are more likely to be 
friends with people you have regular contact with. For example, there are decades of research that shows that 
you are more likely to become friends with people who live in your dorm, your apartment building, or your 
immediate neighborhood than with people who live farther away (Festinger, Schachler, & Back, 1950). It is 
simply easier to form relationships with people you see often because you can get to know them. 

Similarity is another factor that influences who we form relationships with. We are more likely to become 
friends or lovers with someone who is similar to us in background, attitudes, and lifestyle. In fact, there is 
no evidence that opposites attract. Rather, we are attracted to people who are most like us (McPherson, 
Smith-Lovin, & Cook, 2001). Why do you think we are attracted to people who are similar to us? Sharing 
things in common will certainly make it easy to get along with others and form connections. When you and 
another person share similar music taste, hobbies, food preferences, and so on, deciding what to do with 
your time together might be easy. Homophily is the tendency for people to form social networks, including 
friendships, marriage, business relationships, and many other types of relationships, with others who are 
similar (McPherson et al., 2001). 
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People tend to be attracted to similar people. Many couples share a cultural 
background. This can be quite obvious in a ceremony such as a wedding, and 
more subtle (but no less significant) in the day-to-day workings of a 
relationship. (credit: modification of work by Shiraz Chanawala) 

But, homophily limits our exposure to diversity (McPherson et al., 2001). By forming relationships only with 
people who are similar to us, we will have homogenous groups and will not be exposed to different points 
of view. In other words, because we are likely to spend time with those who are most like ourselves, we will 
have limited exposure to those who are different than ourselves, including people of different races, ethnicities, 
social-economic status, and life situations. 

Once we form relationships with people, we desire reciprocity. Reciprocity is the give and take in 
relationships. We contribute to relationships, but we expect to receive benefits as well. That is, we want our 
relationships to be a two-way street. We are more likely to like and engage with people who like us back. Self-
disclosure is part of the two-way street. Self-disclosure is the sharing of personal information (Laurenceau, 
Barrett, & Pietromonaco, 1998). We form more intimate connections with people with whom we disclose 
important information about ourselves. Indeed, self-disclosure is a characteristic of healthy intimate 
relationships, as long as the information disclosed is consistent with our own views (Cozby, 1973). 

Attraction 

We have discussed how proximity and similarity lead to the formation of relationships, and that reciprocity and 
self-disclosure are important for relationship maintenance. But what features of a person do we find attractive? 
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We don’t form relationships with everyone that lives or works near us, so how is it that we decide which specific 
individuals we will select as friends and lovers? 

Researchers have documented several characteristics in men and women those humans find attractive. First, 
we look for friends and lovers who are physically attractive. People differ in what they consider attractive, and 
attractiveness is culturally influenced. Research, however, suggests that some universally attractive features in 
women include large eyes, high cheekbones, a narrow jaw line, a slender build (Buss, 1989), and a lower waist-
to-hip ratio (Singh, 1993). For men, attractive traits include being tall, having broad shoulders, and a narrow 
waist (Buss, 1989). Both men and women with high levels of facial and body symmetry are generally considered 
more attractive than asymmetric individuals (Fink, Neave, Manning, & Grammer, 2006; Penton-Voak et al., 
2001; Rikowski & Grammer, 1999). Social traits that people find attractive in potential female mates include 
warmth, affection, and social skills; in males, the attractive traits include achievement, leadership qualities, 
and job skills (Regan & Berscheid, 1997). Although humans want mates who are physically attractive, this 
does not mean that we look for the most attractive person possible. In fact, this observation has led some to 
propose what is known as the matching hypothesis which asserts that people tend to pick someone they view 
as their equal in physical attractiveness and social desirability (Taylor, Fiore, Mendelsohn, & Cheshire, 2011). 
For example, you and most people you know likely would say that a very attractive movie star is out of your 
league. So, even if you had proximity to that person, you likely would not ask them out on a date because you 
believe you likely would be rejected. People weigh a potential partner’s attractiveness against the likelihood of 
success with that person. If you think you are particularly unattractive (even if you are not), you likely will seek 
partners that are unattractive (that is, unattractive in physical appearance or in behavior). 

Sternberg’s Triangular Theory of Love 

We typically love the people with whom we form relationships, but the type of love we have for our family, 
friends, and lovers differs. Robert Sternberg (1986) proposed that there are three components of love: intimacy, 
passion, and commitment. These three components form a triangle that defines multiple types of love: this is 
known as Sternberg’s triangular theory of love. Intimacy is the sharing of details and intimate thoughts and 
emotions. Passion is the physical attraction—the flame in the fire. Commitment is standing by the person—the 
“in sickness and health” part of the relationship. 
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According to Sternberg’s triangular theory of love, seven types of love can be 
described from combinations of three components: intimacy, passion, and 
commitment. (credit: modification of work by “Lnesa”/Wikimedia Commons) 

Sternberg (1986) states that a healthy relationship will have all three components of love—intimacy, passion, 
and commitment—which is described as consummate love. However, different aspects of love might be more 
prevalent at different life stages. Other forms of love include liking, which is defined as having intimacy but 
no passion or commitment. Infatuation is the presence of passion without intimacy or commitment. Empty 
love is having commitment without intimacy or passion. Companionate love, which is characteristic of close 
friendships and family relationships, consists of intimacy and commitment but no passion. Romantic love is 
defined by having passion and intimacy, but no commitment. Finally, fatuous love is defined by having passion 
and commitment, but no intimacy, such as a long-term sexual love affair. Can you describe other examples of 
relationships that fit these different types of love? 
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According to Sternberg, consummate love describes 
a healthy relationship containing intimacy, passion, 
and commitment. (credit: Kerry Ceszyk) 

Social Exchange Theory 

We have discussed why we form relationships, what attracts us to others, and different types of love. But what 
determines whether we are satisfied with and stay in a relationship? One theory that provides an explanation 
is social exchange theory. According to social exchange theory, we act as naïve economists in keeping a tally of 
the ratio of costs and benefits of forming and maintaining a relationship with others (Rusbult & Van Lange, 
2003). 
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Acting like naïve economists, people may keep track of the costs and benefits 
of maintaining a relationship. Typically, only those relationships in which the 
benefits outweigh the costs will be maintained. 

People are motivated to maximize the benefits of social exchanges, or relationships, and minimize the costs. 
People prefer to have more benefits than costs, or to have nearly equal costs and benefits, but most people are 
dissatisfied if their social exchanges create more costs than benefits. Let’s discuss an example. If you have ever 
decided to commit to a romantic relationship, you probably considered the advantages and disadvantages of 
your decision. What are the benefits of being in a committed romantic relationship? You may have considered 
having companionship, intimacy, and passion, but also being comfortable with a person you know well. What 
are the costs of being in a committed romantic relationship? You may think that over time boredom from being 
with only one person may set in; moreover, it may be expensive to share activities such as attending movies and 
going to dinner. However, the benefits of dating your romantic partner presumably outweigh the costs, or you 
wouldn’t continue the relationship. 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=752#h5p-218 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=752#h5p-219 

Critical Thinking Questions 

    Describe what influences whether relationships will be formed. 

Proximity is a major situational factor in relationship formation; people who have frequent 

contact are more likely to form relationships. Whether or not individuals will form a relationship 

is based on non-situational factors such as similarity, reciprocity, self-disclosure, and physical 
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attractiveness. In relationships, people seek reciprocity (i.e., a give and take in costs and 

benefits), self-disclosure of intimate information, and physically attractive partners. 

 

    The evolutionary theory argues that humans are motivated to perpetuate their genes and 

reproduce. Using an evolutionary perspective, describe traits in men and women that humans 

find attractive. 

Traits that promote reproduction in females are warmth, affection, and social skills; women with 

these traits are presumably better able to care for children. Traits that are desired in males 

include achievement, leadership qualities, and job skills; men with these traits are thought to be 

better able to financially provide for their families. 

Personal Application Questions 

1. Think about your recent friendships and romantic relationship(s). What factors do you think influenced 
the development of these relationships? What attracted you to becoming friends or romantic partners? 

2. Have you ever used a social exchange theory approach to determine how satisfied you were in a 
relationship, either a friendship or romantic relationship? Have you ever had the costs outweigh the 
benefits of a relationship? If so, how did you address this imbalance? 

Summary 

Altruism is a pure form of helping others out of empathy, which can be contrasted with egoistic motivations 
for helping. Forming relationships with others is a necessity for social beings. We typically form relationships 
with people who are close to us in proximity and people with whom we share similarities. We expect reciprocity 
and self-disclosure in our relationships. We also want to form relationships with people who are physically 
attractive, though standards for attractiveness vary by culture and gender. There are many types of love that are 
determined by various combinations of intimacy, passion, and commitment; consummate love, which is the 
ideal form of love, contains all three components. When determining satisfaction and whether to maintain a 
relationship, individuals often use a social exchange approach and weigh the costs and benefits of forming and 
maintaining a relationship. 
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65. 

SOCIAL COGNITION: MAKING SENSE OF 
OURSELVES AND OTHERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Review the principles of social cognition, including the fundamentals of how we form 

judgments about other people. 

• Define the concept of attitude and review the ways that attitudes are developed and 

changed, and how attitudes relate to behavior. 

One important aspect of social cognition involves forming impressions of other people. Making these 
judgments quickly and accurately helps us guide our behavior to interact appropriately with the people we 
know. If we can figure out why our roommate is angry at us, we can react to resolve the problem; if we can 
determine how to motivate the people in our group to work harder on a project, then the project might be 
better. 

PERCEIVING OTHERS 

Our initial judgments of others are based in large part on what we see. The physical features of other people, 
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Can you read a 
book by its 
cover? Which of 
these people do 
you think is more 
fun and friendly? 
Who is smarter 
or more 
competent? Do 
you think your 
judgments are 
accurate? 
J.K. Califf – -19 – 
CC BY-SA 2.0; 
Sascha Kohlmann 
– Man, Tram – CC 
BY-SA 2.0; DFID – 
Sadia, a teacher 
in Abbottabad, 
Pakistan – CC 
BY-SA 2.0; Ben 
Raynal – Stranger 
#61 – CC BY-NC 
2.0. 

particularly their sex, race, age, and physical attractiveness, are very salient, and we often focus our attention on 
these dimensions (Schneider, 2003; Zebrowitz & Montepare, 2006). 

Although it may seem inappropriate or shallow to admit it, we are strongly influenced by the physical 
attractiveness of others, and many cases physical attractiveness is the most important determinant of our 
initial liking for other people (Walster, Aronson, Abrahams, & Rottmann, 1966). Infants who are only a year 
old prefer to look at faces that adults consider to be attractive than at unattractive faces (Langlois, Ritter, 
Roggman, & Vaughn, 1991). Evolutionary psychologists have argued that our belief that “what is beautiful is 
also good” may be because we use attractiveness as a cue for health; people whom we find more attractive may 
also, evolutionarily, have been healthier (Zebrowitz, Fellous, Mignault, & Andreoletti, 2003). 

 

One indicator of health is youth. Leslie Zebrowitz and her colleagues (Zebrowitz, 1996; Zebrowitz, Luevano, 
Bronstad, & Aharon, 2009) have extensively studied the tendency for both men and women to prefer people 
whose faces have characteristics similar to those of babies. These features include large, round, and widely 
spaced eyes, a small nose and chin, prominent cheekbones, and a large forehead. People who have baby faces 
(both men and women) are seen as more attractive than people who are not baby-faced. 
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People with baby faces 
are perceived as 
attractive. 
johanferreira15 – zac 
efron in 2008 – CC BY 
2.0; friskytuna – Rachel 
Bilson – CC BY 2.0. 

Another indicator of health is symmetry. People are more attracted to faces that are more symmetrical than 
they are to those that are less symmetrical, and this may be due in part to the perception that symmetrical faces 
are perceived as healthier (Rhodes et al., 2001). 

Although you might think that we would prefer faces that are unusual or unique, in fact the opposite is 
true. Langlois and Roggman (1990) showed college students the faces of men and women. The faces were 
composites made up of the average of 2, 4, 8, 16, or 32 faces. The researchers found that the more faces that 
were averaged into the stimulus, the more attractive it was judged. Again, our liking for average faces may be 
because they appear healthier. 

Although preferences for youthful, symmetrical, and average faces have been observed cross-culturally, and 
thus appear to be common human preferences, different cultures may also have unique beliefs about what is 
attractive. In modern Western cultures, “thin is in,” and people prefer those who have little excess fat (Crandall, 
Merman, & Hebl, 2009). The need to be thin to be attractive is particularly strong for women in contemporary 
society, and the desire to maintain a low body weight can lead to low self-esteem, eating disorders, and other 
unhealthy behaviors. However, the norm of thinness has not always been in place; the preference for women 
with slender, masculine, and athletic looks has become stronger over the past 50 years. In contrast to the 
relatively universal preferences for youth, symmetry, and averageness, other cultures do not show such a strong 
propensity for thinness (Sugiyama, 2005). 

FORMING JUDGMENTS ON THE BASIS OF 
APPEARANCE: STEREOTYPING, PREJUDICE, 

SOCIAL COGNITION: MAKING SENSE OF OURSELVES AND OTHERS  |  653



AND DISCRIMINATION 

We frequently use people’s appearances to form our judgments about them and to determine our responses 
to them. The tendency to attribute personality characteristics to people on the basis of their external appearance 
or their social group memberships is known as stereotyping. Our stereotypes about physically attractive people 
lead us to see them as more dominant, sexually warm, mentally healthy, intelligent, and socially skilled than 
we perceive physically unattractive people (Langlois et al., 2000). And our stereotypes lead us to treat people 
differently—the physically attractive are given better grades on essay exams, are more successful on job 
interviews, and receive lighter sentences in court judgments than their less attractive counterparts (Hosoda, 
Stone-Romero, & Coats, 2003; Zebrowitz & McDonald, 1991). 

In addition to stereotypes about physical attractiveness, we also regularly stereotype people on the basis 
of their sex, race, age, religion, and many other characteristics, and these stereotypes are frequently negative 
(Schneider, 2004). Stereotyping is unfair to the people we judge because stereotypes are based on our 
preconceptions and negative emotions about the members of the group. Stereotyping is closely related to 
prejudice, the tendency to dislike people because of their appearance or group memberships, and discrimination, 
negative behaviors toward others based on prejudice. Stereotyping, prejudice, and discrimination work together. 
We may not vote for a gay person for public office because of our negative stereotypes about gays, and we may 
avoid people from other religions or those with mental illness because of our prejudices. 

Some stereotypes may be accurate in part. Research has found, for instance, that attractive people are 
actually more sociable, more popular, and less lonely than less attractive individuals (Langlois et al., 2000). 
And, consistent with the stereotype that women are “emotional,” women are, on average, more empathic and 
attuned to the emotions of others than are men (Hall & Schmid Mast, 2008). Group differences in personality 
traits may occur in part because people act toward others on the basis of their stereotypes, creating a self-
fulfilling prophecy. A self-fulfilling prophecy occurs when our expectations about the personality characteristics 
of others lead us to behave toward those others in ways that make those beliefs come true. If I have a stereotype 
that attractive people are friendly, then I may act in a friendly way toward people who are attractive. This 
friendly behavior may be reciprocated by the attractive person, and if many other people also engage in the 
same positive behaviors with the person, in the long run he or she may actually become friendlier. 

But even if attractive people are on average friendlier than unattractive people, not all attractive people are 
friendlier than all unattractive people. And even if women are, on average, more emotional than men, not all 
men are less emotional than all women. Social psychologists believe that it is better to treat people as individuals 
rather than rely on our stereotypes and prejudices, because stereotyping and prejudice are always unfair and 
often inaccurate (Fiske, 1989; Stangor, 1995). Furthermore, many of our stereotypes and prejudices occur out 
of our awareness, such that we do not even know that we are using them. 
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IMPLICIT ASSOCIATION TEST 

You might want to test your own stereotypes and prejudices by completing the Implicit Association 

Test, a measure of unconscious stereotyping. 

We use our stereotypes and prejudices in part because they are easy; if we can quickly size up people on the 
basis of their physical appearance, that can save us a lot of time and effort. We may be evolutionarily disposed 
to stereotyping. Because our primitive ancestors needed to accurately separate members of their own kin group 
from those of others, categorizing people into “us” (the ingroup) and “them” (the outgroup) was useful and 
even necessary (Neuberg, Kenrick, & Schaller, 2010). And the positive emotions that we experience as a result 
of our group memberships—known as social identity—can be an important and positive part of our everyday 
experiences (Hogg, 2003). We may gain social identity as members of our university, our sports teams, our 
religious and racial groups, and many other groups. 

But the fact that we may use our stereotypes does not mean that we should use them. Stereotypes, prejudice, 
and discrimination, whether they are consciously or unconsciously applied, make it difficult for some people 
to effectively contribute to society and may create both mental and physical health problems for them (Swim 
& Stangor, 1998). In some cases getting beyond our prejudices is required by law, as detailed in the U.S. Civil 
Rights Act of 1964, the Equal Opportunity Employment Act of 1972, and the Fair Housing Act of 1978. 

There are individual differences in prejudice, such that some people are more likely to try to control and 
confront their stereotypes and prejudices whereas others apply them more freely (Czopp, Monteith, & Mark, 
2006; Plant & Devine, 1998). For instance, some people believe in group hierarchies—that some groups are 
naturally better than others—whereas other people are more egalitarian and hold fewer prejudices (Sidanius & 
Pratto, 1999; Stangor & Leary, 2006). 

Social psychologists believe that we should work to get past our prejudices. The tendency to hold stereotypes 
and prejudices and to act on them can be reduced, for instance, through positive interactions and friendships 
with members of other groups, through practice in avoiding using them, and through education (Hewstone, 
1996). 
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RESEARCH FOCUS: FORMING JUDGMENTS OF PEOPLE IN SECONDS 

Research has demonstrated that people can draw very accurate conclusions about others on the 

basis of very limited data. Ambady and Rosenthal (1993) made videotapes of six female and seven 

male graduate students while they were teaching an undergraduate course. The courses covered 

diverse areas of the college curriculum, including humanities, social sciences, and natural sciences. 

For each teacher, three 10-second video clips were taken: 10 seconds from the first 10 minutes of 

the class, 10 seconds from the middle of the class, and 10 seconds from the last 10 minutes of the 

class. 

The researchers then asked nine female undergraduates to rate the clips of the teachers on 15 

dimensions including optimistic, confident, active, enthusiastic, dominant, likable, warm, competent, 

and supportive. Ambady and her colleagues then compared the ratings of the participants who had 

seen the teacher for only 30 seconds with the ratings of the same instructors that had been made 

by students who had spent a whole semester with the teacher, and who had rated her at the end 

of the semester on scales such as “Rate the quality of the section overall” and “Rate section leader’s 

performance overall.” As you can see in Table 14.1 “Accurate Perceptions in 30 Seconds”, the ratings 

of the participants and the ratings of the students were highly positively correlated. 

TABLE 14.1 ACCURATE PERCEPTIONS IN 30 
SECONDS 
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Variable Pearson Correlation Coefficient (r) 

Accepting 0.50 

Active 0.77 

Attentive 0.48 

Competent 0.56 

Confident 0.82 

Dominant 0.79 

Empathic 0.45 

Enthusiastic 0.76 

Honest 0.32 

Likable 0.73 

(Not) anxious 0.26 

Optimistic 0.84 

Professional 0.53 

Supportive 0.55 

Warm 0.67 

Overall, across all traits 0.76 

This table shows the Pearson correlation coefficients between the impressions that a group of students made 
after they had seen a video of instructors teaching for only 30 seconds and the teaching ratings of the same 
instructors made by students who had spent a whole semester in the class. You can see that the correlations are 
all positive, and that many of them are quite large. The conclusion is that people are sometimes able to draw 
accurate impressions about other people very quickly. 

Source: Ambady, N., & Rosenthal, R. (1993). Half a minute: Predicting teacher evaluations from thin 

slices of nonverbal behavior and physical attractiveness. Journal of Personality & Social Psychology, 

64(3), 431–441. 

If the finding that judgments made about people in 30 seconds correlate highly with 
judgments made about the same people after a whole semester surprises you, then 
perhaps you may be even more surprised to hear that we do not even need that much 
time. Indeed, Willis and Todorov (2006) found that even a tenth of a second was enough 
to make judgments that correlated highly with those same judgments made by other 
people who were given several minutes to make the judgments. Other research has 
found that we can make accurate judgments, for instance, about our perceptions of 
salespersons (Ambady, Krabbenhoft, & Hogan, 2006) and about the sexual orientation of 
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other people (Ambady, Hallahan, & Conner, 1999), in just a few seconds. Todorov, 
Mandisodza, Goren, and Hall (2005) found that people voted for political candidates in 
large part on the basis of whether or not their faces, seen only for one second, looked like 
faces of competent people. Taken together, this research shows that we are well able to 
form initial impressions of others quickly and often quite accurately. 

CLOSE RELATIONSHIPS 

One of the most important tasks faced by humans is to develop successful relationships with others. These 
relationships include acquaintanceships and friendships but also the more important close relationships, 
which are the long-term intimate and romantic relationships that we develop with another person—for instance, 
in a marriage (Hendrick & Hendrick, 2000). Because most of us will want to enter into a close relationship 
at some point, and because close relationships are evolutionarily important as they form the basis for effective 
child rearing, it is useful to know what psychologists have learned about the principles of liking and loving 
within them. 

A major interest of social psychologists is the study of interpersonal attraction, or what makes people like, 
and even love, each other. One important factor is a perceived similarity in values and beliefs between the 
partners (Davis & Rusbult, 2001). Similarity is important for relationships both because it is more convenient 
(it’s easier if both partners like to ski or go to the movies than if only one does), but also because similarity 
supports our values—I can feel better about myself and my choice of activities if I see that you also enjoy doing 
the same things that I do. 
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Close relationships are characterized by responsiveness, disclosure, intimacy, equity, and passion. 

Vladimir Pustovit – Couple – CC BY 2.0; Pedro Ribeiro Simões – Couple in love – CC BY 2.0; Ben – Couple – CC BY 2.0. 

Liking is also enhanced by self-disclosure, the tendency to communicate frequently, without fear of reprisal, 
and in an accepting and empathetic manner. Friends are friends because we can talk to them openly about our 
needs and goals, and because they listen to and respond to our needs (Reis & Aron, 2008). But self-disclosure 
must be balanced. If I open up to you about the concerns that are important to me, I expect you to do the same 
in return. If the self-disclosure is not reciprocal, the relationship may not last. 

Another important determinant of liking is proximity, or the extent to which people are physically near us. 
Research has found that we are more likely to develop friendships with people who are nearby, for instance, 
those who live in the same dorm that we do, and even with people who just happen to sit nearer to us in our 
classes (Back, Schmukle, & Egloff, 2008). 

Proximity has its effect on liking through the principle of mere exposure, which is the tendency to prefer 
stimuli (including but not limited to people) that we have seen more frequently. Moreland and Beach (1992) 
studied mere exposure by having female confederates attend a large lecture class of over 100 students 0, 5, 10, 
or 15 times during a semester. At the end of the term, the other students in the class were shown pictures of 
the confederates and asked to indicate both if they recognized them and also how much they liked them. The 
number of times the confederates had attended class didn’t influence the other students’ ability to recognize 
them, but it did influence their liking for them. As predicted by the mere exposure hypothesis, students who 
had attended class more often were liked more (Figure “Mere Exposure in the Classroom”). 
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Mere Exposure in the Classroom 

The effect of mere exposure is powerful and occurs in a wide variety of situations. Infants tend to smile at a 
photograph of someone they have seen before more than they smile at a photograph of someone they are seeing 
for the first time (Brooks-Gunn & Lewis, 1981), and people prefer side-to-side reversed images of their own 
faces over their normal (nonreversed) face, whereas their friends prefer their normal face over the reversed one 
(Mita, Dermer, & Knight, 1977). This is expected on the basis of mere exposure, since people see their own 
faces primarily in mirrors and thus are exposed to the reversed face more often. 

Mere exposure may well have an evolutionary basis. We have an initial fear of the unknown, but as things 
become more familiar they seem more similar and safe, and thus produce more positive affect and seem less 
threatening and dangerous (Freitas, Azizian, Travers, & Berry, 2005). In fact, research has found that stimuli 
tend to produce more positive affect as they become more familiar (Harmon-Jones & Allen, 2001). When 
the stimuli are people, there may well be an added effect. Familiar people become more likely to be seen as 
part of the ingroup rather than the outgroup, and this may lead us to like them more. Leslie Zebrowitz and 
her colleagues found that we like people of our own race in part because they are perceived as similar to us 
(Zebrowitz, Bornstad, & Lee, 2007). 

In the most successful relationships the two people begin to see themselves as a single unit. Arthur Aron 
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and his colleagues (Aron, Aron, & Smollan, 1992) assessed the role of closeness in relationships using the 
Inclusion of Other in the Self Scale as shown in Figure “The Inclusion of Other in the Self Scale.” You might try 
completing the measure yourself for some different people that you know—for instance, your family members, 
friends, spouse, or girlfriend or boyfriend. The measure is simple to use and to interpret; if people see the circles 
representing the self and the other as more overlapping, this means that the relationship is close. But if they 
choose the circles that are less overlapping, then the relationship is less so. 

The Inclusion of Other in the Self Scale 

Although the closeness measure is very simple, it has been found to be predictive of people’s satisfaction with 
their close relationships, and of the tendency for couples to stay together (Aron, Aron, Tudor, & Nelson, 1991; 
Aron, Paris, & Aron, 1995). When the partners in a relationship feel that they are close, and when they indicate 
that the relationship is based on caring, warmth, acceptance and social support, we can say that the relationship 
is intimate (Reis & Aron, 2008). 

When a couple begins to take care of a household together, has children, and perhaps has to care for elderly 
parents, the requirements of the relationship become correspondingly bigger. As a result of this complexity, the 
partners in close relationships increasingly turn to each other for help in coordinating activities, remembering 
dates and appointments, and accomplishing tasks. Relationships are close in part because the couple becomes 
highly interdependent, relying on each other to meet important goals (Berscheid & Reis, 1998). 

In relationships in which a positive rapport between the partners is developed and maintained over a period 
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of time, the partners are naturally happy with the relationship and they become committed to it. Commitment 
refers to the feelings and actions that keep partners working together to maintain the relationship (Rusbult, 
Olsen, Davis, Hannon, 2001) and is characterized by mutual expectations that the self and the partner will 
be responsive to each other’s needs (Clark & Mills, 2004). Partners who are committed to the relationship see 
their mates as more attractive, are less able to imagine themselves with another partner, express less interest in 
other potential mates, and are less likely to break up (Simpson & Harris, 1994). 

People also find relationships more satisfactory, and stay in them longer, when they feel that they are being 
rewarded by them. When the needs of either or both of the partners are not being met, the relationship is in 
trouble. This is not to say that people only think about the benefits they are getting; they will also consider the 
needs of the other. But over the long term, both partners must benefit from the relationship. 

Although sexual arousal and excitement are more important early on in relationships, intimacy is also 
determined by sexual and romantic attraction. Indeed, intimacy is also dependent on passion—the partners 
must display positive affect toward each other. Happy couples are in positive moods when they are around each 
other; they laugh with each other, express approval rather than criticism of each other’s behaviors, and enjoy 
physical contact. People are happier in their relationships when they view the other person in a positive or even 
an “idealized” sense, rather than a more realistic and perhaps more negative one (Murray, Holmes, & Griffin, 
1996). 

Margaret Clark and Edward Lemay (2010) recently reviewed the literature on close relationships and argued 
that their most important characteristic is a sense of responsiveness. People are happy, healthy, and likely to stay 
in relationships in which they are sure that they can trust the other person to understand, validate, and care 
for them. It is this unconditional giving and receiving of love that promotes the welfare of both partners and 
provides the secure base that allows both partners to thrive. 

CAUSAL ATTRIBUTION: FORMING 
JUDGMENTS BY OBSERVING BEHAVIOR 

When we observe people’s behavior we may attempt to determine if the behavior really reflects their underlying 
personality. If Frank hits Joe, we might wonder if Frank is naturally aggressive or if perhaps Joe had provoked 
him. If Leslie leaves a big tip for the waitress, we might wonder if she is a generous person or if the service was 
particularly excellent. The process of trying to determine the causes of people’s behavior, with the goal of learning 
about their personalities, is known as causal attribution (Jones et al., 1987). 

Making causal attributions is a bit like conducting an experiment. We carefully observe the people we are 
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interested in and note how they behave in different social situations. After we have made our observations, we 
draw our conclusions. Sometimes we may decide that the behavior was caused primarily by the person; this is 
called making a person attribution. At other times, we may determine that the behavior was caused primarily by 
the situation; this is called making a situation attribution. And at other times we may decide that the behavior 
was caused by both the person and the situation. 

It is easier to make personal attributions when behavior is more unusual or unexpected. Imagine that you go 
to a party and you are introduced to Tess. Tess shakes your hand and says, “Nice to meet you!” Can you readily 
conclude, on the basis of this behavior, that Tess is a friendly person? Probably not. Because the social situation 
demands that people act in a friendly way (shaking your hand and saying “nice to meet you”), it is difficult to 
know whether Tess acted friendly because of the situation or because she is really friendly. Imagine, however, 
that instead of shaking your hand, Tess sticks out her tongue at you and walks away. I think you would agree 
that it is easier in this case to infer that Tess is unfriendly because her behavior is so contrary to what one would 
expect (Jones, Davis, & Gergen, 1961). 

Although people are reasonably accurate in their attributions (we could say, perhaps, that they are “good 
enough”; Fiske, 2003), they are far from perfect. One error that we frequently make when making judgments 
about ourselves is to make self-serving attributions by judging the causes of our own behaviors in overly positive 
ways. If you did well on a test, you will probably attribute that success to person causes (“I’m smart,” “I studied 
really hard”), but if you do poorly on the test you are more likely to make situation attributions (“The test 
was hard,” “I had bad luck”). Although making causal attributions is expected to be logical and scientific, our 
emotions are not irrelevant. 

Another way that our attributions are often inaccurate is that we are, by and large, too quick to attribute the 
behavior of other people to something personal about them rather than to something about their situation. 
We are more likely to say, “Leslie left a big tip, so she must be generous” than “Leslie left a big tip, but 
perhaps that was because the service was really excellent.” The common tendency to overestimate the role of person 
factors and overlook the impact of situations in judging others is known as the fundamental attribution error (or 
correspondence bias). 

The fundamental attribution error occurs in part because other people are so salient in our social 
environments. When I look at you, I see you as my focus, and so I am likely to make personal attributions 
about you. If the situation is reversed such that people see situations from the perspectives of others, the 
fundamental attribution error is reduced (Storms, 1973). And when we judge people, we often see them in 
only one situation. It’s easy for you to think that your math professor is “picky and detail-oriented” because 
that describes her behavior in class, but you don’t know how she acts with her friends and family, which might 
be completely different. And we also tend to make person attributions because they are easy. We are more likely 
to commit the fundamental attribution error—quickly jumping to the conclusion that behavior is caused by 
underlying personality—when we are tired, distracted, or busy doing other things (Trope & Alfieri, 1997). 
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The tendency to make person attributions (such as poor people 
are lazy) for the behaviors of others, even where situational 
factors such as poor education and growing up in poverty might 
be better explanations, is caused by the fundamental attribution 
error. 
Franco Folini – Homeless woman with dogs – CC BY-SA 2.0. 

An important moral about perceiving others applies here: We should not be too quick to judge other people. It is 
easy to think that poor people are lazy, that people who say something harsh are rude or unfriendly, and that 
all terrorists are insane madmen. But these attributions may frequently overemphasize the role of the person, 
resulting in an inappropriate and inaccurate tendency to blame the victim (Lerner, 1980; Tennen & Affleck, 
1990). Sometimes people are lazy and rude, and some terrorists are probably insane, but these people may also 
be influenced by the situation in which they find themselves. Poor people may find it more difficult to get 
work and education because of the environment they grow up in, people may say rude things because they are 
feeling threatened or are in pain, and terrorists may have learned in their family and school that committing 
violence in the service of their beliefs is justified. When you find yourself making strong person attributions for 
the behaviors of others, I hope you will stop and think more carefully. Would you want other people to make 
person attributions for your behavior in the same situation, or would you prefer that they more fully consider 
the situation surrounding your behavior? Are you perhaps making the fundamental attribution error? 

ATTITUDES AND BEHAVIOR 

Attitude refer to our relatively enduring evaluations of people and things (Albarracín, Johnson, & Zanna, 2005). 
We each hold many thousands of attitudes, including those about family and friends, political parties and 
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political figures, abortion rights, preferences for music, and much more. Some of our attitudes, including those 
about sports, roller coaster rides, and capital punishment, are heritable, which explains in part why we are 
similar to our parents on many dimensions (Olson, Vernon, Harris, & Jang, 2001). Other attitudes are learned 
through direct and indirect experiences with the attitude objects (De Houwer, Thomas, & Baeyens, 2001). 

Attitudes are important because they frequently (but not always) predict behavior. If we know that a person 
has a more positive attitude toward Frosted Flakes than toward Cheerios, then we will naturally predict that 
she will buy more of the former when she gets to the market. If we know that Charlie is madly in love 
with Charlene, then we will not be surprised when he proposes marriage. Because attitudes often predict 
behavior, people who wish to change behavior frequently try to change attitudes through the use of persuasive 
communications. Table “Techniques That Can Be Effective in Persuading Others” presents some of the many 
techniques that can be used to change people’s attitudes (Cialdini, 2001). 

Techniques That Can Be Effective in Persuading 
Others 

Technique Examples 

Choose effective 
communicators. 

Communicators who are attractive, expert, trustworthy, and similar to the listener are 
most persuasive. 

Consider the goals of the 
listener. 

If the listener wants to be entertained, then it is better to use a humorous ad; if the 
listener is processing the ad more carefully, use a more thoughtful one. 

Use humor. People are more easily persuaded when they are in a good mood. 

Use classical conditioning. Try to associate your product with positive stimuli such as funny jokes or attractive 
models. 

Make use of the listener’s 
emotions. 

Humorous and fear-arousing ads can be effective because they arouse the listener’s 
emotions. 

Use the listener’s behavior to 
modify his or her attitude. 

One approach is the foot-in-the-door technique. First ask for a minor request, and then 
ask for a larger request after the smaller request has been accepted. 

Attitudes predict behavior better for some people than for others. People who are high in self-monitoring—the 
tendency to regulate behavior to meet the demands of social situations—tend to change their behaviors to match 
the social situation and thus do not always act on their attitudes (Gangestad & Snyder, 2000). High self-
monitors agree with statements such as, “In different situations and with different people, I often act like very 
different persons” and “I guess I put on a show to impress or entertain people.” Attitudes are more likely 
to predict behavior for low self-monitors, who are more likely to act on their own attitudes even when the 
social situation suggests that they should behave otherwise. Low self-monitors are more likely to agree with 
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statements such as “At parties and social gatherings, I do not attempt to do or say things that others will like” 
and “I can only argue for ideas that I already believe.” 

The match between the social situations in which the attitudes are expressed and the behaviors are engaged 
in also matters, such that there is a greater attitude-behavior correlation when the social situations match. 
Imagine for a minute the case of Magritte, a 16-year-old high school student. Magritte tells her parents that she 
hates the idea of smoking cigarettes. But how sure are you that Magritte’s attitude will predict her behavior? 
Would you be willing to bet that she’d never try smoking when she’s out with her friends? 

The problem here is that Magritte’s attitude is being expressed in one social situation (when she is with her 
parents) whereas the behavior (trying a cigarette) is going to occur in a very different social situation (when 
she is out with her friends). The relevant social norms are, of course, much different in the two situations. 
Magritte’s friends might be able to convince her to try smoking, despite her initial negative attitude, by enticing 
her with peer pressure. Behaviors are more likely to be consistent with attitudes when the social situation in 
which the behavior occurs is similar to the situation in which the attitude is expressed (Ajzen, 1991). 

Although it might not have surprised you to hear that our attitudes predict our behaviors, you might be 
more surprised to learn that our behaviors also have an influence on our attitudes. It makes sense that if I like 
Frosted Flakes I’ll buy them, because my positive attitude toward the product influences my behavior. But my 
attitudes toward Frosted Flakes may also become more positive if I decide—for whatever reason—to buy some. 
It makes sense that Charlie’s love for Charlene will lead him to propose marriage, but it is also the case that he 
will likely love Charlene even more after he does so. 

Behaviors influence attitudes in part through the process of self-perception. Self-perception occurs when we 
use our own behavior as a guide to help us determine our own thoughts and feelings (Bem, 1972; Olson & Stone, 
2005). In one demonstration of the power of self-perception, Wells and Petty (1980) assigned their research 
participants to shake their heads either up and down or side to side as they read newspaper editorials. The 
participants who had shaken their heads up and down later agreed with the content of the editorials more than 
the people who had shaken them side to side. Wells and Petty argued that this occurred because the participants 
used their own head-shaking behaviors to determine their attitudes about the editorials. 

Persuaders may use the principles of self-perception to change attitudes. The foot-in-the-door technique is a 
method of persuasion in which the person is first persuaded to accept a rather minor request and then asked for 
a larger one after that. In one demonstration, Guéguen and Jacob (2002) found that students in a computer 
discussion group were more likely to volunteer to complete a 40-question survey on their food habits (which 
required 15 to 20 minutes of their time) if they had already, a few minutes earlier, agreed to help the same 
requestor with a simple computer-related question (about how to convert a file type) than if they had not first 
been given the smaller opportunity to help. The idea is that when asked the second time, the people looked at 
their past behavior (having agreed to the small request) and inferred that they are helpful people. 

Behavior also influences our attitudes through a more emotional process known as cognitive dissonance. 
Cognitive dissonance refers to the discomfort we experience when we choose to behave in ways that we see as 
inappropriate (Festinger, 1957; Harmon-Jones & Mills, 1999). If we feel that we have wasted our time or acted 
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against our own moral principles, we experience negative emotions (dissonance) and may change our attitudes 
about the behavior to reduce the negative feelings. 

Elliot Aronson and Judson Mills (1959) studied whether the cognitive dissonance created by an initiation 
process could explain how much commitment students felt to a group that they were part of. In their 
experiment, female college students volunteered to join a group that would be meeting regularly to discuss 
various aspects of the psychology of sex. According to random assignment, some of the women were told that 
they would be required to perform an embarrassing procedure (they were asked to read some obscene words 
and some sexually oriented passages from a novel in public) before they could join the group, whereas other 
women did not have to go through this initiation. Then all the women got a chance to listen to the group’s 
conversation, which turned out to be very boring. 

Aronson and Mills found that the women who had gone through the embarrassing experience subsequently 
reported more liking for the group than those who had not. They argued that the more effort an individual 
expends to become a member of the group (e.g., a severe initiation), the more they will become committed to 
the group, to justify the effort they have put in during the initiation. The idea is that the effort creates dissonant 
cognitions (“I did all this work to join the group”), which are then justified by creating more consonant ones 
(“OK, this group is really pretty fun”). Thus the women who spent little effort to get into the group were able 
to see the group as the dull and boring conversation that it was. The women who went through the more severe 
initiation, however, succeeded in convincing themselves that the same discussion was a worthwhile experience. 

When we put in effort for something—an initiation, a big purchase price, or even some of our precious 
time—we will likely end up liking the activity more than we would have if the effort had been less; not doing 
so would lead us to experience the unpleasant feelings of dissonance. After we buy a product, we convince 
ourselves that we made the right choice because the product is excellent. If we fail to lose the weight we wanted 
to, we decide that we look good anyway. If we hurt someone else’s feelings, we may even decide that he or she is 
a bad person who deserves our negative behavior. To escape from feeling poorly about themselves, people will 
engage in quite extraordinary rationalizing. No wonder that most of us believe that “If I had it all to do over 
again, I would not change anything important.” 

Summary 

Social psychology is the scientific study of how we influence, and are influenced by, the people around us. 
Social cognition involves forming impressions of ourselves and other people. Doing so quickly and accurately 
is functional for social life. Our initial judgments of others are based in large part on what we see. The physical 
features of other people—and particularly their sex, race, age, and physical attractiveness—are very salient, 
and we often focus our attention on these dimensions. We are attracted to people who appear to be healthy. 
Indicators of health include youth, symmetry, and averageness. We frequently use people’s appearances to form 
our judgments about them, and to determine our responses to them. These responses include stereotyping, 
prejudice, and discrimination. Social psychologists believe that people should get past their prejudices and 
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judge people as individuals. Close relationships are based on intimacy. Intimacy is determined by similarity, 
self-disclosure, interdependence, commitment, rewards, and passion. 

Causal attribution is the process of trying to determine the causes of people’s behavior with the goal 
of learning about their personalities. Although people are reasonably accurate in their attributions, they 
also succumb to biases such as the fundamental attribution error. Attitudes refer to our relatively enduring 
evaluations of people and things. Attitudes are determined in part by genetic transmission from our parents 
and in part through direct and indirect experiences. Although attitudes predict behaviors, behaviors also 
predict attitudes. This occurs through the processes of self-perception and cognitive dissonance. 

EXERCISES AND CRITICAL THINKING 

What kinds of people are you attracted to? Do your preferences match the factors that we have 

just discussed? 

What stereotypes and prejudices do you hold? Are you able to get past them and judge people 

as individuals? Do you think that your stereotypes influence your behavior without your being 

aware of them? 

Consider a time when your behavior influenced your attitudes. Did this occur as a result of self-

perception or cognitive dissonance? 
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66. 

INTERACTING WITH OTHERS: HELPING, 
HURTING, AND CONFORMING 

Learning Objectives 

By the end of this section, you will be able to: 

• Summarize the genetic and environmental factors that contribute to human altruism. 

• Provide an overview of the causes of human aggression. 

• Explain the situations under which people conform to others and their motivations for doing 

so. 

Humans have developed a variety of social skills that enhance our ability to successfully interact with others. 
We are often helpful, even when that helping comes at some cost to ourselves, and we often change our 
opinions and beliefs to fit in with the opinions of those whom we care about. Yet we also are able to be 
aggressive if we feel the situation warrants it. 

HELPING OTHERS: ALTRUISM HELPS 
CREATE HARMONIOUS RELATIONSHIPS 

Altruism refers to any behavior that is designed to increase another person’s welfare, and particularly those 
actions that do not seem to provide a direct reward to the person who performs them (Dovidio, Piliavin, Schroeder, 
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& Penner, 2006). Altruism occurs when we stop to help a stranger who has been stranded on the highway, 
when we volunteer at a homeless shelter, or when we donate to a charity. According to a survey given by an 
established coalition that studies and encourages volunteering (http://www.independentsector.org), in 2001 
over 83 million American adults reported that they helped others by volunteering, and did so an average of 3.6 
hours per week. The survey estimated that the value of the volunteer time that was given was over 239 billion 
dollars. 

WHY ARE WE ALTRUISTIC? 

Because altruism is costly, you might wonder why we engage in it at all. There are a variety of explanations for 
the occurrence of altruism, and Table “Some of the Variables Known to Increase Helping” summarizes some 
of the variables that are known to increase helping. 

Some of the Variables Known to Increase Helping 

Positive moods We help more when we are in a good mood (Guéguen & De Gail, 2003). 

Similarity We help people who we see as similar to us, for instance, those who mimic our behaviors (van 
Baaren, Holland, Kawakami, & van Knippenberg, 2004). 

Guilt If we are experiencing guilt, we may help relieve those negative feelings. 

Empathy We help more when we feel empathy for the other person (Batson, O’Quin, Fultz, Varnderplas, & 
Isen, 1983). 

Benefits We are more likely to help if we can feel good about ourselves by doing so (Snyder, Omoto, & 
Lindsay, 2004). 

Personal 
responsibility We are more likely to help if it is clear that others are not helping. 

Self-presentation We may help in order to show others that we are good people (Hardy & Van Vugt, 2006). 

Guéguen, N., & De Gail, M.-A. (2003). The effect of smiling on helping behavior: Smiling and Good Samaritan 
behavior. Communication Reports, 16(2), 133–140; van Baaren, R. B., Holland, R. W., Kawakami, K., & van 
Knippenberg, A. (2004). Mimicry and prosocial behavior. Psychological Science, 15(1), 71–74; Batson, C. D., 
O’Quin, K., Fultz, J., Varnderplas, M., & Isen, A. M. (1983). Influence of self-reported distress and empathy on 
egoistic versus altruistic motivation to help. Journal of Personality and Social Psychology, 45(3), 706–718; Snyder, 
M., Omoto, A. M., & Lindsay, J. J. (Eds.). (2004). Sacrificing time and effort for the good of others: The benefits 
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and costs of volunteerism. New York, NY: Guilford Press; Hardy, C. L., & Van Vugt, M. (2006). Nice guys finish 
first: The competitive altruism hypothesis. Personality and Social Psychology Bulletin, 32(10), 1402–1413. 

The tendency to help others in need is in part a functional evolutionary adaptation. Although helping others 
can be costly to us as individuals, helping people who are related to us can perpetuate our own genes (Madsen 
et al., 2007; McAndrew, 2002; Stewart-Williams, 2007). Burnstein, Crandall, and Kitayama (1994) found that 
students indicated they would be more likely to help a person who was closely related to them (e.g., a sibling, 
parent, or child) than they would be to help a person who was more distantly related (e.g., a niece, nephew, 
uncle, or grandmother). People are more likely to donate kidneys to relatives than to strangers (Borgida, 
Conner, & Manteufel, 1992), and even children indicate that they are more likely to help their siblings than 
they are to help a friend (Tisak & Tisak, 1996). 

 

Although it makes evolutionary sense that we would help people who we are related to, why would we help 
people to whom we not related? One explanation for such behavior is based on the principle of reciprocal 
altruism (Krebs & Davies, 1987; Trivers, 1971). Reciprocal altruism is the principle that, if we help other people 
now, those others will return the favor should we need their help in the future. By helping others, we both increase 
our chances of survival and reproductive success and help others increase their survival too. Over the course of 
evolution, those who engage in reciprocal altruism should be able to reproduce more often than those who do 
not, thus enabling this kind of altruism to continue. 

We also learn to help by modeling the helpful behavior of others. Although people frequently worry about 
the negative impact of the violence that is seen on TV, there is also a great deal of helping behavior shown on 
television. Smith et al. (2006) found that 73% of TV shows had some altruism, and that about three altruistic 
behaviors were shown every hour. Furthermore, the prevalence of altruism was particularly high in children’s 
shows. But just as viewing altruism can increase helping, modeling of behavior that is not altruistic can decrease 
altruism. For instance, Anderson and Bushman (2001) found that playing violent video games led to a decrease 
in helping. 
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We are more likely to help when we receive rewards for doing so and less likely to help when helping is costly. 
Parents praise their children who share their toys with others, and may reprimand children who are selfish. We 
are more likely to help when we have plenty of time than when we are in a hurry (Darley and Batson 1973). 
Another potential reward is the status we gain as a result of helping. When we act altruistically, we gain a 
reputation as a person with high status who is able and willing to help others, and this status makes us more 
desirable in the eyes of others (Hardy & Van Vugt, 2006). 

The outcome of the reinforcement and modeling of altruism is the development of social norms about 
helping—standards of behavior that we see as appropriate and desirable regarding helping. The reciprocity 
norm reminds us that we should follow the principles of reciprocal altruism. If someone helps us, then we 
should help them in the future, and we should help people now with the expectation that they will help us 
later if we need it. The reciprocity norm is found in everyday adages such as “Scratch my back and I’ll scratch 
yours” and in religious and philosophical teachings such as the “Golden Rule”: “Do unto other as you would 
have them do unto you.” 

Because helping based on the reciprocity norm is based on the return of earlier help and the expectation of 
a future return from others, it might not seem like true altruism. We might hope that our children internalize 
another relevant social norm that seems more altruistic: the social responsibility norm. The social responsibility 
norm tells us that we should try to help others who need assistance, even without any expectation of future 
paybacks. The teachings of many religions are based on the social responsibility norm; that we should, as good 
human beings, reach out and help other people whenever we can. 

HOW THE PRESENCE OF OTHERS CAN 
REDUCE HELPING 

Late at night on March 13, 1964, 28-year-old Kitty Genovese was murdered within a few yards of her 
apartment building in New York City after a violent fight with her killer in which she struggled and screamed. 
When the police interviewed Kitty’s neighbors about the crime, they discovered that 38 of the neighbors 
indicated that they had seen or heard the fight occurring but not one of them had bothered to intervene, and 
only one person had called the police. 
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The Latané and 
Darley model of 
helping is based 
on the idea that a 
variety of 
situational 
factors can 
influence 
whether or not 
we help. 

VIDEO CLIP: THE CASE OF KITTY 
GENOVESE 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=785#oembed-1 

Was Kitty Genovese murdered because there were too many people who heard her cries? Watch this video for 
an analysis. 

Two social psychologists, Bibb Latané and John Darley, were interested in the factors that influenced people 
to help (or to not help) in such situations (Latané & Darley, 1968). They developed a model (see the figure 
below) that took into consideration the important role of the social situation in determining helping. The 
model has been extensively tested in many studies, and there is substantial support for it. Social psychologists 
have discovered that it was the 38 people themselves that contributed to the tragedy, because people are less 
likely to notice, interpret, and respond to the needs of others when they are with others than they are when 
they are alone. 

The first step in the model is noticing the event. Latané and Darley (1968) demonstrated the important role 
of the social situation in noticing by asking research participants to complete a questionnaire in a small room. 
Some of the participants completed the questionnaire alone, whereas others completed the questionnaire in 
small groups in which two other participants were also working on questionnaires. A few minutes after the 
participants had begun the questionnaires, the experimenters started to let some white smoke come into the 
room through a vent in the wall. The experimenters timed how long it took before the first person in the room 
looked up and noticed the smoke. 

The people who were working alone noticed the smoke in about 5 seconds, and within 4 minutes most 
of the participants who were working alone had taken some action. On the other hand, on average, the first 
person in the group conditions did not notice the smoke until over 20 seconds had elapsed. And, although 75% 
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of the participants who were working alone reported the smoke within 4 minutes, the smoke was reported in 
only 12% of the groups by that time. In fact, in only 3 of the 8 groups did anyone report the smoke, even after it 
had filled the room. You can see that the social situation has a powerful influence on noticing; we simply don’t 
see emergencies when other people are with us. 

Even if we notice an emergency, we might not interpret it as one. Were the cries of Kitty Genovese really calls 
for help, or were they simply an argument with a boyfriend? The problem is compounded when others are 
present, because when we are unsure how to interpret events we normally look to others to help us understand 
them, and at the same time they are looking to us for information. The problem is that each bystander thinks 
that other people aren’t acting because they don’t see an emergency. Believing that the others know something 
that they don’t, each observer concludes that help is not required. 

Even if we have noticed the emergency and interpret it as being one, this does not necessarily mean that we 
will come to the rescue of the other person. We still need to decide that it is our responsibility to do something. 
The problem is that when we see others around, it is easy to assume that they are going to do something, and 
that we don’t need to do anything ourselves. Diffusion of responsibility occurs when we assume that others will 
take action and therefore we do not take action ourselves. The irony again, of course, is that people are more likely 
to help when they are the only ones in the situation than when there are others around. 

Perhaps you have noticed diffusion of responsibility if you participated in an Internet users group where 
people asked questions of the other users. Did you find that it was easier to get help if you directed your request 
to a smaller set of users than when you directed it to a larger number of people? Markey (2000) found that 
people received help more quickly (in about 37 seconds) when they asked for help by specifying a participant’s 
name than when no name was specified (51 seconds). 

The final step in the helping model is knowing how to help. Of course, for many of us the ways to best help 
another person in an emergency are not that clear; we are not professionals and we have little training in how to 
help in emergencies. People who do have training in how to act in emergencies are more likely to help, whereas 
the rest of us just don’t know what to do, and therefore we may simply walk by. On the other hand, today many 
people have cell phones, and we can do a lot with a quick call; in fact, a phone call made in time might have 
saved Kitty Genovese’s life. 

HUMAN AGGRESSION: AN ADAPTIVE YET 
POTENTIALLY DAMAGING BEHAVIOR 

Aggression is behavior that is intended to harm another individual. Aggression may occur in the heat of the 
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moment, for instance, when a jealous lover strikes out in rage or the sports fans at a university light fires and 
destroy cars after an important basketball game. Or it may occur in a more cognitive, deliberate, and planned 
way, such as the aggression of a bully who steals another child’s toys, a terrorist who kills civilians to gain 
political exposure, or a hired assassin who kills for money. 

Not all aggression is physical. Aggression also occurs in nonphysical ways, as when children exclude others 
from activities, call them names, or spread rumors about them. Paquette and Underwood (1999) found that 
both boys and girls rated nonphysical aggression such as name-calling as making them feel more “sad and bad” 
than did physical aggression. 

THE ABILITY TO AGGRESS IS PART OF 
HUMAN NATURE 

We may aggress against others in part because it allows us to gain access to valuable resources such as food, 
territory, and desirable mates, or to protect ourselves from direct attack by others. If aggression helps in the 
survival of our genes, then the process of natural selection may well have caused humans, as it would any other 
animal, to be aggressive (Buss & Duntley, 2006). 

There is evidence for the genetics of aggression. Aggression is controlled in large part by the amygdala. One 
of the primary functions of the amygdala is to help us learn to associate stimuli with the rewards and the 
punishment that they may provide. The amygdala is particularly activated in our responses to stimuli that we 
see as threatening and fear-arousing. When the amygdala is stimulated, in either humans or in animals, the 
organism becomes more aggressive. 

But just because we can aggress does not mean that we will aggress. It is not necessarily evolutionarily 
adaptive to aggress in all situations. Neither people nor animals are always aggressive; they rely on aggression 
only when they feel that they absolutely need to (Berkowitz, 1993). The prefrontal cortex serves as a control 
center on aggression; when it is more highly activated, we are more able to control our aggressive impulses. 
Research has found that the cerebral cortex is less active in murderers and death row inmates, suggesting that 
violent crime may be caused at least in part by a failure or reduced ability to regulate aggression (Davidson, 
Putnam, & Larson, 2000). 

Hormones are also important in regulating aggression. Most important in this regard is the male sex 
hormone testosterone, which is associated with increased aggression in both males and females. Research 
conducted on a variety of animals has found a positive correlation between levels of testosterone and 
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aggression. This relationship seems to be weaker among humans than among animals, yet it is still significant 
(Dabbs, Hargrove, & Heusel, 1996). 

Consuming alcohol increases the likelihood that people will respond aggressively to provocations, and 
even people who are not normally aggressive may react with aggression when they are intoxicated (Graham, 
Osgood, Wells, & Stockwell, 2006). Alcohol reduces the ability of people who have consumed it to inhibit 
their aggression because when people are intoxicated, they become more self-focused and less aware of the 
social constraints that normally prevent them from engaging aggressively (Bushman & Cooper, 1990; Steele & 
Southwick, 1985). 

NEGATIVE EXPERIENCES INCREASE 
AGGRESSION 

If I were to ask you about the times that you have been aggressive, I bet that you would tell me that many 
of them occurred when you were angry, in a bad mood, tired, in pain, sick, or frustrated. And you would 
be right—we are much more likely to aggress when we are experiencing negative emotions. One important 
determinant of aggression is frustration. When we are frustrated we may lash out at others, even at people who 
did not cause the frustration. In some cases the aggression is displaced aggression, which is aggression that is 
directed at an object or person other than the person who caused the frustration. 

Other negative emotions also increase aggression. Griffit and Veitch (1971) had students complete 
questionnaires in rooms in which the heat was at a normal temperature or in which the temperature was over 
90 degrees Fahrenheit. The students in the latter conditions expressed significantly more hostility. Aggression 
is greater on hot days than it is on cooler days and during hot years than during cooler years, and most violent 
riots occur during the hottest days of the year (Bushman, Wang, & Anderson, 2005). Pain also increases 
aggression (Berkowitz, 1993). 

If we are aware that we are feeling negative emotions, we might think that we could release those emotions 
in a relatively harmless way, such as by punching a pillow or kicking something, with the hopes that doing so 
will release our aggressive tendencies. Catharsis—the idea that observing or engaging in less harmful aggressive 
actions will reduce the tendency to aggress later in a more harmful way—has been considered by many as a way 
of decreasing violence, and it was an important part of the theories of Sigmund Freud. 

As far as social psychologists have been able to determine, however, catharsis simply does not work. Rather 
than decreasing aggression, engaging in aggressive behaviors of any type increases the likelihood of later 
aggression. Bushman, Baumeister, and Stack (1999) first angered their research participants by having another 
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student insult them. Then half of the participants were allowed to engage in a cathartic behavior: They were 
given boxing gloves and then got a chance to hit a punching bag for 2 minutes. Then all the participants played 
a game with the person who had insulted them earlier in which they had a chance to blast the other person 
with a painful blast of white noise. Contrary to the catharsis hypothesis, the students who had punched the 
punching bag set a higher noise level and delivered longer bursts of noise than the participants who did not get 
a chance to hit the punching bag. It seems that if we hit a punching bag, punch a pillow, or scream as loud as 
we can to release our frustration, the opposite may occur—rather than decreasing aggression, these behaviors 
in fact increase it. 

VIEWING VIOLENT MEDIA INCREASES 
AGGRESSION 

The average American watches over 4 hours of television every day, and these programs contain a substantial 
amount of aggression. At the same time, children are also exposed to violence in movies and video games, 
as well as in popular music and music videos that include violent lyrics and imagery. Research evidence 
makes it very clear that, on average, people who watch violent behavior become more aggressive. The evidence 
supporting this relationship comes from many studies conducted over many years using both correlational 
designs as well as laboratory studies in which people have been randomly assigned to view either violent or 
nonviolent material (Anderson et al., 2003). Viewing violent behavior also increases aggression in part through 
observational learning. Children who witness violence are more likely to be aggressive. One example is in the 
studies of Albert Bandura, as shown below. 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=785#oembed-2 

This video shows Professor Albert Bandura describing his studies on the observational learning of aggression 
in children. 

Another outcome of viewing large amounts of violent material is desensitization, which is the tendency over 
time to show weaker emotional responses to emotional stimuli. When we first see violence, we are likely to be 
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shocked, aroused, and even repulsed by it. However, over time, as we see more and more violence, we become 
habituated to it, such that the subsequent exposures produce fewer and fewer negative emotional responses. 
Continually viewing violence also makes us more distrustful and more likely to behave aggressively (Bartholow, 
Bushman, & Sestir, 2006; Nabi & Sullivan, 2001). 

Of course, not everyone who views violent material becomes aggressive; individual differences also matter. 
People who experience a lot of negative affect and who feel that they are frequently rejected by others whom 
they care about are more aggressive (Downey, Irwin, Ramsay, & Ayduk, 2004). People with inflated or unstable 
self-esteem are more prone to anger and are highly aggressive when their high self-image is threatened 
(Baumeister, Smart, & Boden, 1996). For instance, classroom bullies are those children who always want 
to be the center of attention, who think a lot of themselves, and who cannot take criticism (Salmivalli & 
Nieminen, 2002). Bullies are highly motivated to protect their inflated self-concepts, and they react with anger 
and aggression when it is threatened. 

There is a culturally universal tendency for men to be more physically violent than women (Archer & 
Coyne, 2005; Crick & Nelson, 2002). Worldwide, about 99% of rapes and about 90% of robberies, assaults, 
and murders are committed by men (Graham & Wells, 2001). These sex differences do not imply that women 
are never aggressive. Both men and women respond to insults and provocation with aggression; the differences 
between men and women are smaller after they have been frustrated, insulted, or threatened (Bettencourt & 
Miller, 1996). 

CONFORMITY AND OBEDIENCE: HOW 
SOCIAL INFLUENCE CREATES SOCIAL 
NORMS 

When we decide on what courses to enroll in by asking for advice from our friends, change our beliefs or 
behaviors as a result of the ideas that we hear from others, or binge drink because our friends are doing it, we 
are engaging in conformity, a change in beliefs or behavior that occurs as the result of the presence of the other 
people around us. We conform not only because we believe that other people have accurate information and we 
want to have knowledge (informational conformity) but also because we want to be liked by others (normative 
conformity). 

The typical outcome of conformity is that our beliefs and behaviors become more similar to those of others 
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around us. But some situations create more conformity than others, and some of the factors that contribute to 
conformity are shown in Table “Variables That Increase Conformity.” 

Variables That Increase Conformity 

Variable Description Example 

Number 
in majority 

As the number of people who are 
engaging in a behavior increases, the 
tendency to conform to those people 
also increases. 

People are more likely to stop and look up in the air when many, 
rather than few, people are also looking up (Milgram, Bickman, 
& Berkowitz, 1969). 

Unanimity 
Conformity reduces sharply when 
any one person deviates from the 
norm. 

In Solomon Asch’s line-matching research, when any one person 
gave a different answer, conformity was eliminated. 

Status and 
authority 

People who have higher status, such 
as those in authority, create more 
conformity. 

Milgram (1974) found that conformity in his obedience studies 
was greatly reduced when the person giving the command to 
shock was described as an “ordinary man” rather than a scientist 
at Yale University. 

Milgram, S., Bickman, L., & Berkowitz, L. (1969). Note on the drawing power of crowds of different size. 
Journal of Personality and Social Psychology, 13, 79–82; Milgram, S. (1974). Obedience to authority: An 
experimental view. New York, NY: Harper and Row. 

At times conformity occurs in a relatively spontaneous and unconscious way, without any obvious intent of 
one person to change the other, or an awareness that the conformity is occurring. Robert Cialdini and his 
colleagues (Cialdini, Reno, & Kallgren, 1990) found that college students were more likely to throw litter on 
the ground themselves when they had just seen another person throw some paper on the ground, and Cheng 
and Chartrand (2003) found that people unconsciously mimicked the behaviors of others, such as by rubbing 
their face or shaking their foot, and that that mimicry was greater when the other person was of high versus low 
social status. 

Muzafer Sherif (1936) studied how norms develop in ambiguous situations. In his studies, college students 
were placed in a dark room with a single point of light and were asked to indicate, each time the light was 
turned on, how much it appeared to move. (The movement, which is not actually real, occurs because of the 
saccadic movement of the eyes.) Each group member gave his or her response on each trial aloud and each time 
in a different random order. As you can see in Figure “Sherif’s (1936) Studies on Conformity,” Sherif found a 
conformity effect: Over time, the responses of the group members became more and more similar to each other 
such that after four days they converged on a common norm. When the participants were interviewed after the 
study, they indicated that they had not realized that they were conforming. 
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The participants 
in the studies by 
Muzafer Sherif 
initially had 
different beliefs 
about the degree 
to which a point 
of light appeared 
to be moving. 
(You can see 
these differences 
as expressed on 
Day 1.) However, 
as they shared 
their beliefs with 
other group 
members over 
several days, a 
common group 
norm developed. 
Shown here are 
the estimates 
made by a group 
of three 
participants who 
met together on 
four different 
days. 
Adapted from 
Sherif, M. (1936). 
The psychology 
of social norms. 
New York, NY: 
Harper and Row. 

Sherif’s (1936) Studies on Conformity 

Not all conformity is passive. In the research of Solomon Asch (1955) the judgments that group members were 
asked to make were entirely unambiguous, and the influence of the other people on judgments was apparent. 
The research participants were male college students who were told that they were to be participating in a test 
of visual abilities. The men were seated in front of a board that displayed the visual stimuli that they were going 
to judge. The men were told that there would be 18 trials during the experiment, and on each trial they would 
see two cards. The standard card had a single line that was to be judged, and the test card had three lines that 
varied in length between about 2 and 10 inches. 
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On each trial, each person in the group answered out loud, beginning with one end of the group and moving 
toward the other end. Although the real research participant did not know it, the other group members were 
actually not participants but experimental confederates who gave predetermined answers on each trial. Because 
the real participant was seated next to last in the row, he always made his judgment following most of the 
other group members. Although on the first two trials the confederates each gave the correct answer, on the 
third trial, and on 11 of the subsequent trials, they all had been instructed to give the same wrong choice. For 
instance, even though the correct answer was Line 1, they would all say it was Line 2. Thus when it became 
the participant’s turn to answer, he could either give the clearly correct answer or conform to the incorrect 
responses of the confederates. 

Remarkably, in this study about 76% of the 123 men who were tested gave at least one incorrect response 
when it was their turn, and 37% of the responses, overall, were conforming. This is indeed evidence for the 
power of conformity because the participants were making clearly incorrect responses in public. However, 
conformity was not absolute; in addition to the 24% of the men who never conformed, only 5% of the men 
conformed on all 12 of the critical trials. 

Asch’s Line Matching Studies 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=785#oembed-3 

Watch this video to see a demonstration of Asch’s line studies. 

The tendency to conform to those in authority, known as obedience, was demonstrated in a remarkable set 
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of studies performed by Stanley Milgram (1974). Milgram designed a study in which he could observe the 
extent to which a person who presented himself as an authority would be able to produce obedience, even 
to the extent of leading people to cause harm to others. Like many other researchers who were interested in 
conformity, Milgram’s interest stemmed in part from his desire to understand how the presence of a powerful 
social situation—in this case the directives of Adolph Hitler, the German dictator who ordered the killing of 
millions of Jews and other “undesirable” people during World War II—could produce obedience. 

Milgram used newspaper ads to recruit men (and in one study, women) from a wide variety of backgrounds 
to participate in his research. When the research participant arrived at the lab, he or she was introduced to a 
man who was ostensibly another research participant but who actually was a confederate working with the 
experimenter as part of the experimental team. The experimenter explained that the goal of the research was to 
study the effects of punishment on learning. After the participant and the confederate both consented to be in 
the study, the researcher explained that one of them would be the teacher, and the other the learner. They were 
each given a slip of paper and asked to open it and indicate what it said. In fact both papers read “teacher,” 
which allowed the confederate to pretend that he had been assigned to be the learner and thus to assure that 
the actual participant was always the teacher. 

While the research participant (now the teacher) looked on, the learner was taken into the adjoining shock 
room and strapped to an electrode that was to deliver the punishment. The experimenter explained that the 
teacher’s job would be to sit in the control room and read a list of word pairs to the learner. After the teacher 
read the list once, it would be the learner’s job to remember which words went together. For instance, if the 
word pair was “blue sofa,” the teacher would say the word “blue” on the testing trials, and the learner would 
have to indicate which of four possible words (“house,” “sofa,” “cat,” or “carpet”) was the correct answer by 
pressing one of four buttons in front of him. 

After the experimenter gave the “teacher” a mild shock to demonstrate that the shocks really were painful, 
the experiment began. The research participant first read the list of words to the learner and then began 
testing him on his learning. The shock apparatus (Figure 14.13 “Materials Used in Milgram’s Experiments on 
Obedience”) was in front of the teacher, and the learner was not visible in the shock room. The experimenter 
sat behind the teacher and explained to him that each time the learner made a mistake he was to press one of 
the shock switches to administer the shock. Moreover, the switch that was to be pressed increased by one level 
with each mistake, so that each mistake required a stronger shock. 

Once the learner (who was, of course, actually the experimental confederate) was alone in the shock room, 
he unstrapped himself from the shock machine and brought out a tape recorder that he used to play a 
prerecorded series of responses that the teacher could hear through the wall of the room. 

The teacher heard the learner say “ugh!” after the first few shocks. After the next few mistakes, when the 
shock level reached 150 V, the learner was heard to exclaim, “Let me out of here. I have heart trouble!” As the 
shock reached about 270 V, the protests of the learner became more vehement, and after 300 V the learner 
proclaimed that he was not going to answer any more questions. From 330 V and up, the learner was silent. 
At this point the experimenter responded to participants’ questions, if any, with a scripted response indicating 
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that they should continue reading the questions and applying increasing shock when the learner did not 
respond. 

The results of Milgram’s research were themselves quite shocking. Although all the participants gave the 
initial mild levels of shock, responses varied after that. Some refused to continue after about 150 V, despite 
the insistence of the experimenter to continue to increase the shock level. Still others, however, continued to 
present the questions and to administer the shocks, under the pressure of the experimenter, who demanded 
that they continue. In the end, 65% of the participants continued giving the shock to the learner all the way 
up to the 450 V maximum, even though that shock was marked as “danger: severe shock” and no response had 
been heard from the participant for several trials. In other words, well over half of the men who participated 
had, as far as they knew, shocked another person to death, all as part of a supposed experiment on learning. 

In case you are thinking that such high levels of obedience would not be observed in today’s modern 
culture, there is fact evidence that they would. Milgram’s findings were almost exactly replicated, using men 
and women from a wide variety of ethnic groups, in a study conducted this decade at Santa Clara University 
(Burger, 2009). In this replication of the Milgram experiment, 67% of the men and 73% of the women agreed 
to administer increasingly painful electric shocks when an authority figure ordered them to. The participants 
in this study were not, however, allowed to go beyond the 150 V shock switch. 

Although it might be tempting to conclude that Burger’s and Milgram’s experiments demonstrate that 
people are innately bad creatures who are ready to shock others to death, this is not in fact the case. Rather 
it is the social situation, and not the people themselves, that is responsible for the behavior. When Milgram 
created variations on his original procedure, he found that changes in the situation dramatically influenced the 
amount of conformity. Conformity was significantly reduced when people were allowed to choose their own 
shock level rather than being ordered to use the level required by the experimenter, when the experimenter 
communicated by phone rather than from within the experimental room, and when other research 
participants refused to give the shock. These findings are consistent with a basic principle of social psychology: 
The situation in which people find themselves has a major influence on their behavior. 

DO WE ALWAYS CONFORM? 

The research that we have discussed to this point suggests that most people conform to the opinions and 
desires of others. But it is not always the case that we blindly conform. For one, there are individual differences 
in conformity. People with lower self-esteem are more likely to conform than are those with higher self-
esteem, and people who are dependent on and who have a strong need for approval from others are also more 
conforming (Bornstein, 1993). People who highly identify with or who have a high degree of commitment to a 
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group are also more likely to conform to group norms than those who care less about the group (Jetten, Spears, 
& Manstead, 1997). Despite these individual differences among people in terms of their tendency to conform, 
however, research has generally found that the impact of individual difference variables on conformity is 
smaller than the influence of situational variables, such as the number and unanimity of the majority. 

We have seen that conformity usually occurs such that the opinions and behaviors of individuals become 
more similar to the opinions and behaviors of the majority of the people in the group. However, and although 
it is much more unusual, there are cases in which a smaller number of individuals is able to influence the 
opinions or behaviors of the larger group—a phenomenon known as minority influence. Minorities who are 
consistent and confident in their opinions may in some cases be able to be persuasive (Moscovici, Mugny, & 
Van Avermaet, 1985). 

Persuasion that comes from minorities has another, and potentially even more important, effect on the 
opinions of majority group members: It can lead majorities to engage in fuller, as well as more divergent, 
innovative, and creative thinking about the topics being discussed (Martin, Hewstone, Martin, & Gardikiotis, 
2008). Nemeth and Kwan (1987) found that participants working together in groups solved problems more 
creatively when only one person gave a different and unusual response than the other members did (minority 
influence) in comparison to when three people gave the same unusual response. 

It is a good thing that minorities can be influential; otherwise, the world would be pretty boring indeed. 
When we look back on history, we find that it is the unusual, divergent, innovative minority groups or 
individuals, who—although frequently ridiculed at the time for their unusual ideas—end up being respected 
for producing positive changes. 

Another case where conformity does not occur is when people feel that their freedom is being threatened 
by influence attempts, yet they also have the ability to resist that persuasion. In these cases they may develop a 
strong emotional reaction that leads people to resist pressures to conform known as psychological reactance (Miron 
& Brehm, 2006). Reactance is aroused when our ability to choose which behaviors to engage in is eliminated 
or threatened with elimination. The outcome of the experience of reactance is that people may not conform at 
all, in fact moving their opinions or behaviors away from the desires of the influencer. Consider an experiment 
conducted by Pennebaker and Sanders (1976), who attempted to get people to stop writing graffiti on the 
walls of campus restrooms. In the first group of restrooms they put a sign that read “Do not write on these 
walls under any circumstances!” whereas in the second group they placed a sign that simply said “Please don’t 
write on these walls.” Two weeks later, the researchers returned to the restrooms to see if the signs had made 
a difference. They found that there was significantly less graffiti in the second group of restrooms than in the 
first one. It seems as if people who were given strong pressures to not engage in the behavior were more likely 
to react against those directives than were people who were given a weaker message. 

Reactance represents a desire to restore freedom that is being threatened. A child who feels that his or her 
parents are forcing him to eat his asparagus may react quite vehemently with a strong refusal to touch the plate. 
And an adult who feels that she is being pressured by a car salesman might feel the same way and leave the 
showroom entirely, resulting in the opposite of the salesman’s intended outcome. 

684  |  INTERACTING WITH OTHERS: HELPING, HURTING, AND CONFORMING



Summary 

Altruism is behavior that is designed to increase another person’s welfare, and particularly those actions that do 
not seem to provide a direct reward to the person who performs them. The tendency to help others in need is in 
part a functional evolutionary adaptation and in part determined by environmental factors. Although helping 
others can be costly to us as individuals, helping people who are related to us can perpetuate our own genes. 
Some helping is based on reciprocal altruism, the principle that if we help other people now, those others will 
return the favor should we need their help in the future. 

We also learn to help through modeling and reinforcement. The result of this learning is norms about 
helping, including the reciprocity norm and the social responsibility norm. Research testing the Latané and 
Darley model of helping has shown the importance of the social situation in noticing, interpreting, and acting 
in emergency situations. Aggression is physical or nonphysical behavior that is intended to harm another 
individual. Aggression has both genetic and environmental causes. The experience of negative emotions tends 
to increase aggression. 

Viewing violence tends to increase aggression. The social norm that condones and even encourages 
responding to insults with aggression is known as the culture of honor. Conformity, the change in beliefs 
or behavior that occurs as the result of the presence of the other people around us, can occur in both active 
and passive ways. The typical outcome of conformity is that our beliefs and behaviors become more similar 
to those of others around us. The situation is the most powerful determinant of conformity, but individual 
differences may also matter. The important influence of the social situation on conformity was demonstrated 
in the research by Sherif, Asch, Milgram, and others. Minority influence can change attitudes and change how 
majorities process information. 

Exercises and Critical Thinking 

1. Consider a time when you were helpful. Was the behavior truly altruistic, or did you help 

for selfish reasons? 

2. Consider a time when you or someone you know was aggressive. What do you think 

caused the aggression? 

3. Should parents limit the amount of violent TV shows and video games that their children 

are exposed to? Why or why not? 

4. Is conformity a “good thing” or a “bad thing” for society? What determines whether it is 

good or bad? 
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67. 

WORKING WITH OTHERS: THE COSTS AND 
BENEFITS OF SOCIAL GROUPS 

Learning Objectives 

By the end of this section, you will be able to: 

• Summarize the advantages and disadvantages of working together in groups to perform 

tasks and make decisions. 

• Review the factors that can increase group productivity. 

Just as our primitive ancestors lived together in small social groups, including families, tribes, and clans, people 
today still spend a great deal of time in groups. We study together in study groups, we work together on 
production lines, and we decide the fates of others in courtroom juries. We work in groups because groups can 
be beneficial. A rock band that is writing a new song or a surgical team in the middle of a complex operation 
may coordinate their efforts so well that it is clear that the same outcome could never have occurred if the 
individuals had worked alone. But group performance will only be better than individual performance to 
the extent that the group members are motivated to meet the group goals, effectively share information, and 
efficiently coordinate their efforts. Because these things do not always happen, group performance is almost 
never as good as we would expect, given the number of individuals in the group, and may even in some cases be 
inferior to that which could have been made by one or more members of the group working alone. 
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Working groups are used to perform tasks and make decisions, but are they effective? 
Credit: ResoluteSupportMedia – CC BY 2.0; Timothy Vollmer – CopyNight Washington DC at ALA office – CC BY 2.0. 

WORKING IN FRONT OF OTHERS: SOCIAL 
FACILITATION AND SOCIAL INHIBITION 

In an early social psychological study, Norman Triplett (1898) found that bicycle racers who were competing 
with other bicyclers on the same track rode significantly faster than bicyclers who were racing alone, against 
the clock. This led Triplett to hypothesize that people perform tasks better when there are other people present 
than they do when they are alone. Subsequent findings validated Triplett’s results, and experiments have shown 
that the presence of others can increase performance on many types of tasks, including jogging, shooting pool, 
lifting weights, and solving problems (Bond & Titus, 1983). The tendency to perform tasks better or faster in the 
presence of others is known as social facilitation. 

However, although people sometimes perform better when they are in groups than they do alone, the 
situation is not that simple. Perhaps you remember an experience when you performed a task (playing the 
piano, shooting basketball free throws, giving a public presentation) very well alone but poorly with, or in 
front of, others. Thus it seems that the conclusion that being with others increases performance cannot be 
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entirely true. The tendency to perform tasks more poorly or more slowly in the presence of others is known as social 
inhibition. 

Robert Zajonc (1965) explained the observed influence of others on task performance using the concept 
of physiological arousal. According to Zajonc, when we are with others we experience more arousal than we 
do when we are alone, and this arousal increases the likelihood that we will perform the dominant response, 
the action that we are most likely to emit in any given situation (Figure “Drive-Arousal Model of Social 
Facilitation”). 

Drive-Arousal Model of Social Facilitation 
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Robert Zajonc’s 
Drive-Arousal 
Model of Social 
Facilitation 
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The most important aspect of Zajonc’s theory was that the experience of arousal and the resulting increase 
in the occurrence of the dominant response could be used to predict whether the presence of others would 
produce social facilitation or social inhibition. Zajonc argued that when the task to be performed was relatively 
easy, or if the individual had learned to perform the task very well (a task such as pedaling a bicycle), the 
dominant response was likely to be the correct response, and the increase in arousal caused by the presence of 
others would create social facilitation. On the other hand, when the task was difficult or not well learned (a task 
such as giving a speech in front of others), the dominant response is likely to be the incorrect one, and thus, 
because the increase in arousal increases the occurrence of the (incorrect) dominant response, performance is 
hindered. 

A great deal of experimental research has now confirmed these predictions. A meta-analysis by Bond and 
Titus (1983), which looked at the results of over 200 studies using over 20,000 research participants, found 
that the presence of others significantly increased the rate of performing on simple tasks, and also decreased 
both rate and quality of performance on complex tasks. 

Although the arousal model proposed by Zajonc is perhaps the most elegant, other explanations have also 
been proposed to account for social facilitation and social inhibition. One modification argues that we are 
particularly influenced by others when we perceive that the others are evaluating us or competing with us 
(Baron, 1986). In one study supporting this idea, Strube, Miles, and Finch (1981) found that the presence of 
spectators increased joggers’ speed only when the spectators were facing the joggers, so that the spectators could 
see the joggers and assess their performance. The presence of others did not influence joggers’ performance 
when the joggers were facing in the other direction and thus could not see them. 

WORKING TOGETHER IN GROUPS 

The ability of a group to perform well is determined by the characteristics of the group members (e.g., are 
they knowledgeable and skilled?) as well as by the group process—that is, the events that occur while the group 
is working on the task. When the outcome of group performance is better than we would expect given the 
individuals who form the group, we call the outcome a group process gain, and when the group outcome is 
worse than we would have expected given the individuals who form the group, we call the outcome a group 
process loss. 

One group process loss that may occur in groups is that the group members may engage in social loafing, a 
group process loss that occurs when people do not work as hard in a group as they do when they are working alone. 
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Ringlemann 
found that 
although more 
men pulled 
harder on a rope 
than fewer men 
did, there was a 
substantial 
process loss in 
comparison to 
what would have 
been expected on 
the basis of their 
individual 
performances. 

In one of the earliest social psychology experiments, Ringelmann (1913; reported in Kravitz & Martin, 1986) 
had individual men, as well as groups of various numbers of men, pull as hard as they could on ropes while he 
measured the maximum amount that they were able to pull. As you can see in Figure “Group Process Loss,” 
although larger groups pulled harder than any one individual, Ringelmann also found a substantial process 
loss. In fact, the loss was so large that groups of three men pulled at only 85% of their expected capability, 
whereas groups of eight pulled at only 37% of their expected capability. This type of process loss, in which 
group productivity decreases as the size of the group increases, has been found to occur on a wide variety of 
tasks. 

Group Process Loss 

Group process losses can also occur when group members conform to each other rather than expressing their 
own divergent ideas. Groupthink is a phenomenon that occurs when a group made up of members who may be 
very competent and thus quite capable of making excellent decisions nevertheless ends up, as a result of a flawed 
group process and strong conformity pressures, making a poor decision (Baron, 2005; Janis, 2007). Groupthink is 
more likely to occur in groups whose members feel a strong group identity, when there is a strong and directive 
leader, and when the group needs to make an important decision quickly. The problem is that groups suffering 
from groupthink become unwilling to seek out or discuss discrepant or unsettling information about the topic 
at hand, and the group members do not express contradictory opinions. Because the group members are afraid 
to express opinions that contradict those of the leader, or to bring in outsiders who have other information, 
the group is prevented from making a fully informed decision. Figure “Causes and Outcomes of Groupthink” 
summarizes the basic causes and outcomes of groupthink. 
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Causes and Outcomes of Groupthink 

It has been suggested that groupthink was involved in a number of well-known and important, but very 
poor, decisions made by government and business groups, including the decision to invade Iraq made by 
President Bush and his advisors in 2002, the crashes of two Space Shuttle missions in 1986 and 2003, and the 
decision of President John Kennedy and his advisors to commit U.S. forces to help invade Cuba and overthrow 
Fidel Castro in 1962. Analyses of the decision-making processes in these cases have documented the role of 
conformity pressures. 

As a result of the high levels of conformity in these groups, the group begins to see itself as extremely valuable 
and important, highly capable of making high-quality decisions, and invulnerable. The group members begin 

692  |  WORKING WITH OTHERS: THE COSTS AND BENEFITS OF SOCIAL GROUPS



to feel that they are superior and do not need to seek outside information. Such a situation is conducive to 
terrible decision-making and resulting fiascoes. 

PSYCHOLOGY IN EVERYDAY LIFE: DO JURIES MAKE GOOD DECISIONS? 

Although many other countries rely on judges to make judgments in civil and criminal trials, the jury 

is the foundation of the legal system in the United States. The notion of a “trial by one’s peers” is 

based on the assumption that average individuals can make informed and fair decisions when they 

work together in groups. But given the potential for group process losses, are juries really the best 

way to approach these important decisions? 

As a small working group, juries have the potential to produce either good or poor decisions, 

depending on the outcome of the characteristics of the individual members as well as the group 

process. In terms of individual group characteristics, people who have already served on juries are 

more likely to be seen as experts, are more likely to be chosen to be the jury foreman, and give 

more input during the deliberation. It has also been found that status matters; jury members with 

higher status occupations and education, males rather than females, and those who talk first are 

more likely be chosen as the foreman, and these individuals also contribute more to the jury 

discussion (Stasser, Kerr, & Bray, 1982). 

However, although at least some member characteristics have an influence on jury decision 

making, group process plays a more important role in the outcome of jury decisions than do 

member characteristics. Like any group, juries develop their own individual norms, and these norms 

can have a profound impact on how they reach their decision. Analysis of group process within 

juries shows that different juries take very different approaches to reaching a verdict. Some spend 

a lot of time in initial planning, whereas others immediately jump into the deliberation. Some juries 

base their discussion around a review and reorganization of the evidence, waiting to make a vote 

until it has all been considered, whereas other juries first determine which decision is preferred in 

the group by taking a poll and then (if the first vote does not lead to a final verdict) organize their 

discussion around these opinions. These two approaches are used quite equally but may in some 

cases lead to different decisions (Davis, Stasson, Ono, & Zimmerman, 1988). 

Perhaps most importantly, conformity pressures have a strong impact on jury decision making. As 

you can see in Figure 14.18 “Results From Stasser, Kerr, and Bray, 1982”, when there are a greater 

number of jury members who hold the majority position, it becomes more and more certain that 

their opinion will prevail during the discussion. This does not mean that minorities can never be 

persuasive, but it is very difficult for them to do so. The strong influence of the majority is probably 
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Figure 14.18 Results 
From Stasser, Kerr, 
and Bray, 1982. The 
participants in the 
studies by Muzafer 
Sherif initially had 
different beliefs 
about the degree to 
which a point of 
light appeared to 
be moving. (You 
can see these 
differences as 
expressed on Day 
1.) However, as 
they shared their 
beliefs with other 
group members 
over several days, a 
common group 
norm developed. 
Shown here are the 
estimates made by 
a group of three 
participants who 
met together on 
four different days. 
Adapted from 
Sherif, M. (1936). 
The psychology of 
social norms. New 
York, NY: Harper 
and Row. 

due to both informational conformity (i.e., that there are more arguments supporting the favored 

position) and normative conformity (the people on the majority side have greater social influence). 

Figure 14.18 Results From Stasser, Kerr, and Bray, 1982 

Given the potential difficulties that groups face in making good decisions, you might be worried that the 
verdicts rendered by juries may not be particularly effective, accurate, or fair. However, despite these concerns, 
the evidence suggests that juries may not do as badly as we would expect. The deliberation process seems to 
cancel out many individual juror biases, and the importance of the decision leads the jury members to carefully 
consider the evidence itself. 
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USING GROUPS EFFECTIVELY 

Taken together, working in groups has both positive and negative outcomes. On the positive side, it makes 
sense to use groups to make decisions because people can create outcomes working together that any one 
individual could not hope to accomplish alone. In addition, once a group makes a decision, the group will 
normally find it easier to get other people to implement it, because many people feel that decisions made by 
groups are fairer than are those made by individuals. 

Yet groups frequently succumb to process losses, leading them to be less effective than they should be. 
Furthermore, group members often don’t realize that the process losses are occurring around them. For 
instance, people who participate in brainstorming groups report that they have been more productive than 
those who work alone, even if the group has actually not done that well (Nijstad, Stroebe, & Lodewijkx, 2006; 
Stroebe, Diehl, & Abakoumkin, 1992). The tendency for group members to overvalue the productivity of the 
groups they work in is known as the illusion of group productivity, and it seems to occur for several reasons. For 
one, the productivity of the group as a whole is highly accessible, and this productivity generally seems quite 
good, at least in comparison to the contributions of single individuals. The group members hear many ideas 
expressed by themselves and the other group members, and this gives the impression that the group is doing 
very well, even if objectively it is not. And, on the affective side, group members receive a lot of positive social 
identity from their group memberships. These positive feelings naturally lead them to believe that the group is 
strong and performing well. 

What we need to do, then, is to recognize both the strengths and limitations of group performance and 
use whatever techniques we can to increase process gains and reduce process losses. Table “Techniques That 
Can Be Used to Improve Group Performance” presents some of the techniques that are known to help groups 
achieve their goals. 
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Techniques That Can Be Used to Improve Group 
Performance 

Technique Example 

Provide 
rewards for 
performance. 

Rewarding employees and team members with bonuses will increase their effort toward the group 
goal. People will also work harder in groups when they feel that they are contributing to the group 
goal than when they feel that their contributions are not important. 

Keep group 
member 
contributions 
identifiable. 

Group members will work harder if they feel that their contributions to the group are known and 
potentially seen positively by the other group members than they will if their contributions are 
summed into the group total and thus unknown (Szymanski & Harkins, 1987). 

Maintain 
distributive 
justice 
(equity). 

Workers who feel that their rewards are proportional to their efforts in the group will be happier and 
work harder than will workers who feel that they are underpaid (Geurts, Buunk, & Schaufeli, 1994). 

Keep groups 
small. 

Larger groups are more likely to suffer from coordination problems and social loafing. The most 
effective working groups are of relatively small size—about four or five members. 

Create positive 
group norms. 

Group performance is increased when the group members care about the ability of the group to do a 
good job (e.g., a cohesive sports or military team). On the other hand, some groups develop norms 
that prohibit members from working to their full potential and thus encourage loafing. 

Improve 
information 
sharing. 

Leaders must work to be sure that each member of the group is encouraged to present the 
information that he or she has in group discussions. One approach to increasing full discussion of the 
issues is to have the group break up into smaller subgroups for discussion. 

Allow plenty 
of time. 

Groups take longer to reach consensus, and allowing plenty of time will help keep the group from 
coming to premature consensus and making an unwise choice. Time to consider the issues fully also 
allows the group to gain new knowledge by seeking information and analysis from outside experts. 

Set specific 
and attainable 
goals. 

Groups that set specific, difficult, yet attainable goals (e.g., “improve sales by 10% over the next 6 
months”) are more effective than groups that are given goals that are not very clear (e.g., “let’s sell as 
much as we can!”; Locke & Latham, 2006). 

Sources: Szymanski, K., & Harkins, S. G. (1987). Social loafing and self-evaluation with a social standard. 
Journal of Personality & Social Psychology, 53(5), 891–897; Geurts, S. A., Buunk, B. P., & Schaufeli, W. 
B. (1994). Social comparisons and absenteeism: A structural modeling approach. Journal of Applied Social 
Psychology, 24(21), 1871–1890; Locke, E. A., & Latham, G. P. (2006). New directions in goal-setting theory. 
Current Directions in Psychological Science, 15(5), 265–268. 

Summary 

The performance of working groups is almost never as good as we would expect, given the number of 
individuals in the group, and in some cases may even be inferior to the performance of one or more members 
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of the group working alone. The tendency to perform tasks better or faster in the presence of others is known 
as social facilitation. The tendency to perform tasks more poorly or more slowly in the presence of others is 
known as social inhibition. The ability of a group to perform well is determined by the characteristics of the 
group members as well as by the events that occur in the group itself—the group process. 

One group process loss that may occur in groups is that the group members may engage in social loafing. 
Group process losses can also occur as a result of groupthink, when group members conform to each other 
rather than expressing their own divergent ideas. Taken together, working in groups has both positive and 
negative outcomes. It is important to recognize both the strengths and limitations of group performance and 
use whatever techniques we can to increase process gains and reduce process losses. 

Exercise and Critical Thinking 

Consider a time when you worked together with others in a group. Do you think the group 

experienced group process gains or group process losses? If the latter, what might you do now 

in a group to encourage effective group performance? 
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PART XIII 

PSYCHOLOGICAL DISORDERS 

A wreath is laid in memoriam to victims of the Washington Navy Yard shooting. (credit: modification of 
work by D. Myles Cullen, US Department of Defense) 

On Monday, September 16, 2013, a gunman killed 12 people as the workday began at the Washington Navy 
Yard in Washington, DC. Aaron Alexis, 34, had a troubled history: he thought that he was being controlled 
by radio waves. He called the police to complain about voices in his head and being under surveillance by 
“shadowy forces” (Thomas, Levine, Date, & Cloherty, 2013). While Alexis’s actions cannot be excused, it is 
clear that he had some form of mental illness. Mental illness is not necessarily a cause of violence; it is far more 
likely that the mentally ill will be victims rather than perpetrators of violence (Stuart, 2003). If, however, Alexis 
had received the help he needed, this tragedy might have been averted. 
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69. 

WHAT ARE PSYCHOLOGICAL DISORDERS? 

Learning Objectives 

By the end of this section, you will be able to: 

• Understand the problems inherent in defining the concept of psychological disorder 

• Describe what is meant by harmful dysfunction 

• Identify the formal criteria that thoughts, feelings, and behaviors must meet to be considered 

abnormal and, thus, symptomatic of a psychological disorder 

A psychological disorder is a condition characterized by abnormal thoughts, feelings, and behaviors. 
Psychopathology is the study of psychological disorders, including their symptoms, etiology (i.e., their causes), 
and treatment. The term psychopathology can also refer to the manifestation of a psychological disorder. 
Although consensus can be difficult, it is extremely important for mental health professionals to agree on 
what kinds of thoughts, feelings, and behaviors are truly abnormal in the sense that they genuinely indicate 
the presence of psychopathology. Certain patterns of behavior and inner experience can easily be labeled as 
abnormal and clearly signify some kind of psychological disturbance. The person who washes his hands 40 
times per day and the person who claims to hear the voices of demons exhibit behaviors and inner experiences 
that most would regard as abnormal: beliefs and behaviors that suggest the existence of a psychological 
disorder. But, consider the nervousness a young man feels when talking to attractive women or the loneliness 
and longing for home a freshman experiences during her first semester of college—these feelings may not be 
regularly present, but they fall in the range of normal. So, what kinds of thoughts, feelings, and behaviors 
represent a true psychological disorder? Psychologists work to distinguish psychological disorders from inner 
experiences and behaviors that are merely situational, idiosyncratic, or unconventional. 
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Definition of a Psychological Disorder 

Perhaps the simplest approach to conceptualizing psychological disorders is to label behaviors, thoughts, and 
inner experiences that are atypical, distressful, dysfunctional, and sometimes even dangerous, as signs of a 
disorder. For example, if you ask a classmate for a date and you are rejected, you probably would feel a little 
dejected. Such feelings would be normal. If you felt extremely depressed—so much so that you lost interest 
in activities, had difficulty eating or sleeping, felt utterly worthless, and contemplated suicide—your feelings 
would be atypical, would deviate from the norm, and could signify the presence of a psychological disorder. 
Just because something is atypical, however, does not necessarily mean it is disordered. 

For example, only about 4% of people in the United States have red hair, so red hair is considered an 
atypical characteristic, but it is not considered disordered, it’s just unusual. And it is less unusual in Scotland, 
where approximately 13% of the population has red hair (“DNA Project Aims,” 2012). As you will learn, 
some disorders, although not exactly typical, are far from atypical, and the rates in which they appear in the 
population are surprisingly high. 

Red hair is considered unusual, but not abnormal. (a) Isla Fischer, (b) Prince Harry, and (c) Marcia Cross are 
three natural redheads. (credit a: modification of work by Richard Goldschmidt; credit b: modification of 
work by Glyn Lowe; credit c: modification of work by Kirk Weaver) 

If we can agree that merely being atypical is an insufficient criterion for a having a psychological disorder, 
is it reasonable to consider behavior or inner experiences that differ from widely expected cultural values or 
expectations as disordered? Using this criterion, a woman who walks around a subway platform wearing a 
heavy winter coat in July while screaming obscenities at strangers may be considered as exhibiting symptoms 
of a psychological disorder. Her actions and clothes violate socially accepted rules governing appropriate dress 
and behavior; these characteristics are atypical. 
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Cultural Expectations 

Violating cultural expectations is not, in and of itself, a satisfactory means of identifying the presence of 
a psychological disorder. Since behavior varies from one culture to another, what may be expected and 
considered appropriate in one culture may not be viewed as such in other cultures. For example, returning a 
stranger’s smile is expected in the United States because a pervasive social norm dictates that we reciprocate 
friendly gestures. A person who refuses to acknowledge such gestures might be considered socially 
awkward—perhaps even disordered—for violating this expectation. However, such expectations are not 
universally shared. Cultural expectations in Japan involve showing reserve, restraint, and a concern for 
maintaining privacy around strangers. Japanese people are generally unresponsive to smiles from strangers 
(Patterson et al., 2007). Eye contact provides another example. In the United States and Europe, eye contact 
with others typically signifies honesty and attention. However, most Latin-American, Asian, and African 
cultures interpret direct eye contact as rude, confrontational, and aggressive (Pazain, 2010). Thus, someone 
who makes eye contact with you could be considered appropriate and respectful or brazen and offensive, 
depending on your culture. 

Eye contact is one of many social gestures that vary from culture to culture. 
(credit: Joi Ito) 

Hallucinations (seeing or hearing things that are not physically present) in Western societies is a violation of 
cultural expectations, and a person who reports such inner experiences is readily labeled as psychologically 
disordered. In other cultures, visions that, for example, pertain to future events may be regarded as normal 
experiences that are positively valued (Bourguignon, 1970). Finally, it is important to recognize that cultural 
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norms change over time: what might be considered typical in a society at one time may no longer be viewed 
this way later, similar to how fashion trends from one era may elicit quizzical looks decades later—imagine how 
a headband, legwarmers, and the big hair of the 1980s would go over on your campus today. 

The Myth of Mental Illness 

In the 1950s and 1960s, the concept of mental illness was widely criticized. One of the major criticisms focused 
on the notion that mental illness was a “myth that justifies psychiatric intervention in socially disapproved 
behavior” (Wakefield, 1992). Thomas Szasz (1960), a noted psychiatrist, was perhaps the biggest proponent 
of this view. Szasz argued that the notion of mental illness was invented by society (and the mental health 
establishment) to stigmatize and subjugate people whose behavior violates accepted social and legal norms. 
Indeed, Szasz suggested that what appear to be symptoms of mental illness are more appropriately 
characterized as “problems in living” (Szasz, 1960). 

In his 1961 book, The Myth of Mental Illness: Foundations of a Theory of Personal Conduct, Szasz expressed 
his disdain for the concept of mental illness and for the field of psychiatry in general (Oliver, 2006). The basis 
for Szasz’s attack was his contention that detectable abnormalities in bodily structures and functions (e.g., 
infections and organ damage or dysfunction) represent the defining features of genuine illness or disease, and 
because symptoms of purported mental illness are not accompanied by such detectable abnormalities, so-called 
psychological disorders are not disorders at all. Szasz (1961/2010) proclaimed that “disease or illness can only 
affect the body; hence, there can be no mental illness” (p. 267). 

Today, we recognize the extreme level of psychological suffering experienced by people with psychological 
disorders: the painful thoughts and feelings they experience, the disordered behavior they demonstrate, and the 
levels of distress and impairment they exhibit. This makes it very difficult to deny the reality of mental illness. 

However controversial Szasz’s views and those of his supporters might have been, they have influenced 
the mental health community and society in several ways. First, lay people, politicians, and professionals 
now often refer to mental illness as mental health “problems,” implicitly acknowledging the “problems in 
living” perspective Szasz described (Buchanan-Barker & Barker, 2009). Also influential was Szasz’s view of 
homosexuality. Szasz was perhaps the first psychiatrist to openly challenge the idea that homosexuality 
represented a form of mental illness or disease (Szasz, 1965). By challenging the idea that homosexuality 
represented a form a mental illness, Szasz helped pave the way for the social and civil rights that gay and lesbian 
people now have (Barker, 2010). His work also inspired legal changes that protect the rights of people in 
psychiatric institutions and allow such individuals a greater degree of influence and responsibility over their 
lives (Buchanan-Barker & Barker, 2009). 
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Harmful Dysfunction 

If none of the criteria discussed so far is adequate by itself to define the presence of a psychological disorder, 
how can a disorder be conceptualized? Many efforts have been made to identify the specific dimensions of 
psychological disorders, yet none is entirely satisfactory. No universal definition of psychological disorder 
exists that can apply to all situations in which a disorder is thought to be present (Zachar & Kendler, 2007). 
However, one of the more influential conceptualizations was proposed by Wakefield (1992), who defined 
psychological disorder as a harmful dysfunction. Wakefield argued that natural internal mechanisms—that 
is, psychological processes honed by evolution, such as cognition, perception, and learning—have important 
functions, such as enabling us to experience the world the way others do and to engage in rational thought, 
problem solving, and communication. For example, learning allows us to associate a fear with a potential 
danger in such a way that the intensity of fear is roughly equal to the degree of actual danger. Dysfunction 
occurs when an internal mechanism breaks down and can no longer perform its normal function. But, the 
presence of a dysfunction by itself does not determine a disorder. The dysfunction must be harmful in that it 
leads to negative consequences for the individual or for others, as judged by the standards of the individual’s 
culture. The harm may include significant internal anguish (e.g., high levels of anxiety or depression) or 
problems in day-to-day living (e.g., in one’s social or work life). 

To illustrate, Janet has an extreme fear of spiders. Janet’s fear might be considered a dysfunction in that it 
signals that the internal mechanism of learning is not working correctly (i.e., a faulty process prevents Janet 
from appropriately associating the magnitude of her fear with the actual threat posed by spiders). Janet’s fear 
of spiders has a significant negative influence on her life: she avoids all situations in which she suspects spiders 
to be present (e.g., the basement or a friend’s home), and she quit her job last month because she saw a spider in 
the restroom at work and is now unemployed. According to the harmful dysfunction model, Janet’s condition 
would signify a disorder because (a) there is a dysfunction in an internal mechanism, and (b) the dysfunction 
has resulted in harmful consequences. Similar to how the symptoms of physical illness reflect dysfunctions 
in biological processes, the symptoms of psychological disorders presumably reflect dysfunctions in mental 
processes. The internal mechanism component of this model is especially appealing because it implies that 
disorders may occur through a breakdown of biological functions that govern various psychological processes, 
thus supporting contemporary neurobiological models of psychological disorders (Fabrega, 2007). 

The American Psychiatric Association (APA) 
Definition 

Many of the features of the harmful dysfunction model are incorporated in a formal definition of psychological 
disorder developed by the American Psychiatric Association (APA). According to the APA (2013), a 
psychological disorder is a condition that is said to consist of the following: 
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• There are significant disturbances in thoughts, feelings, and behaviors. A person must experience 
inner states (e.g., thoughts and/or feelings) and exhibit behaviors that are clearly disturbed—that is, 
unusual, but in a negative, self-defeating way. Often, such disturbances are troubling to those around 
the individual who experiences them. For example, an individual who is uncontrollably preoccupied by 
thoughts of germs spends hours each day bathing, has inner experiences, and displays behaviors that 
most would consider atypical and negative (disturbed) and that would likely be troubling to family 
members. 

• The disturbances reflect some kind of biological, psychological, or developmental dysfunction. 
Disturbed patterns of inner experiences and behaviors should reflect some flaw (dysfunction) in the 
internal biological, psychological, and developmental mechanisms that lead to normal, healthy 
psychological functioning. For example, the hallucinations observed in schizophrenia could be a sign of 
brain abnormalities. 

• The disturbances lead to significant distress or disability in one’s life. A person’s inner 
experiences and behaviors are considered to reflect a psychological disorder if they cause the person 
considerable distress, or greatly impair his ability to function as a normal individual (often referred to as 
functional impairment, or occupational and social impairment). As an illustration, a person’s fear of 
social situations might be so distressing that it causes the person to avoid all social situations (e.g., 
preventing that person from being able to attend class or apply for a job). 

• The disturbances do not reflect expected or culturally approved responses to certain events. 
Disturbances in thoughts, feelings, and behaviors must be socially unacceptable responses to certain 
events that often happen in life. For example, it is perfectly natural (and expected) that a person would 
experience great sadness and might wish to be left alone following the death of a close family member. 
Because such reactions are in some ways culturally expected, the individual would not be assumed to 
signify a mental disorder. 

Some believe that there is no essential criterion or set of criteria that can definitively distinguish all cases 
of disorder from nondisorder (Lilienfeld & Marino, 1999). In truth, no single approach to defining a 
psychological disorder is adequate by itself, nor is there universal agreement on where the boundary is between 
disordered and not disordered. From time to time we all experience anxiety, unwanted thoughts, and moments 
of sadness; our behavior at other times may not make much sense to ourselves or to others. These inner 
experiences and behaviors can vary in their intensity, but are only considered disordered when they are highly 
disturbing to us and/or others, suggest a dysfunction in normal mental functioning, and are associated with 
significant distress or disability in social or occupational activities. 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=800#h5p-221 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=800#h5p-222 

Critical Thinking Question 

    Discuss why thoughts, feelings, or behaviors that are merely atypical or unusual would not 

necessarily signify the presence of a psychological disorder. Provide an example. 

Just because something is atypical or unusual does not mean it is disordered. A person may 

experience atypical inner experiences or exhibit unusual behaviors, but she would not be 

considered disordered if they are not distressing, disturbing, or reflecting a dysfunction. For 
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example, a classmate might stay up all night studying before exams; although atypical, this 

behavior is unlikely to possess any of the other criteria for psychological disorder mentioned 

previously. 

Personal Application Question 

Identify a behavior that is considered unusual or abnormal in your own culture; however, it would be 
considered normal and expected in another culture. 

Summary 

Psychological disorders are conditions characterized by abnormal thoughts, feelings, and behaviors. Although 
challenging, it is essential for psychologists and mental health professionals to agree on what kinds of inner 
experiences and behaviors constitute the presence of a psychological disorder. Inner experiences and behaviors 
that are atypical or violate social norms could signify the presence of a disorder; however, each of these 
criteria alone is inadequate. Harmful dysfunction describes the view that psychological disorders result from 
the inability of an internal mechanism to perform its natural function. Many of the features of harmful 
dysfunction conceptualization have been incorporated in the APA’s formal definition of psychological 
disorders. According to this definition, the presence of a psychological disorder is signaled by significant 
disturbances in thoughts, feelings, and behaviors; these disturbances must reflect some kind of dysfunction 
(biological, psychological, or developmental), must cause significant impairment in one’s life, and must not 
reflect culturally expected reactions to certain life events. 
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70. 

DIAGNOSING AND CLASSIFYING 
PSYCHOLOGICAL DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Explain why classification systems are necessary in the study of psychopathology 

• Describe the basic features of the Diagnostic and Statistical Manual of Mental Disorders, 

Fifth Edition (DSM-5) 

• Discuss changes in the DSM over time, including criticisms of the current edition 

• Identify which disorders are generally the most common 

A first step in the study of psychological disorders is carefully and systematically discerning significant signs and 
symptoms. How do mental health professionals ascertain whether or not a person’s inner states and behaviors 
truly represent a psychological disorder? Arriving at a proper diagnosis—that is, appropriately identifying and 
labeling a set of defined symptoms—is absolutely crucial. This process enables professionals to use a common 
language with others in the field and aids in communication about the disorder with the patient, colleagues 
and the public. A proper diagnosis is an essential element to guide proper and successful treatment. For these 
reasons, classification systems that organize psychological disorders systematically are necessary. 

The Diagnostic and Statistical Manual of Mental 
Disorders (DSM) 

Although a number of classification systems have been developed over time, the one that is used by most 
mental health professionals in the United States is the Diagnostic and Statistical Manual of Mental Disorders 
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(DSM-5), published by the American Psychiatric Association (2013). (Note that the American Psychiatric 
Association differs from the American Psychological Association; both are abbreviated APA.) The first edition 
of the DSM, published in 1952, classified psychological disorders according to a format developed by the U.S. 
Army during World War II (Clegg, 2012). In the years since, the DSM has undergone numerous revisions 
and editions. The most recent edition, published in 2013, is the DSM-5 (APA, 2013). The DSM-5 includes 
many categories of disorders (e.g., anxiety disorders, depressive disorders, and dissociative disorders). Each 
disorder is described in detail, including an overview of the disorder (diagnostic features), specific symptoms 
required for diagnosis (diagnostic criteria), prevalence information (what percent of the population is thought 
to be afflicted with the disorder), and risk factors associated with the disorder. The chart below shows lifetime 
prevalence rates—the percentage of people in a population who develop a disorder in their lifetime—of various 
psychological disorders among U.S. adults. These data were based on a national sample of 9,282 U.S. residents 
(National Comorbidity Survey, 2007). 

The graph shows the breakdown of psychological disorders, comparing the percentage prevalence among 
adult males and adult females in the United States. Because the data is from 2007, the categories shown 
here are from the DSM-IV, which has been supplanted by the DSM-5. Most categories remain the same; 
however, alcohol abuse now falls under a broader Alcohol Use Disorder category. 

The DSM-5 also provides information about comorbidity; the co-occurrence of two disorders. For example, 
the DSM-5 mentions that 41% of people with obsessive-compulsive disorder (OCD) also meet the diagnostic 
criteria for major depressive disorder. Drug use is highly comorbid with other mental illnesses; 6 out of 10 
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people who have a substance use disorder also suffer from another form of mental illness (National Institute 
on Drug Abuse [NIDA], 2007). 

Obsessive-compulsive disorder and major depressive disorder frequently occur 
in the same person. 

The DSM has changed considerably in the half-century since it was originally published. The first two editions 
of the DSM, for example, listed homosexuality as a disorder; however, in 1973, the APA voted to remove 
it from the manual (Silverstein, 2009). Additionally, beginning with the DSM-III in 1980, mental disorders 
have been described in much greater detail, and the number of diagnosable conditions has grown steadily, 
as has the size of the manual itself. DSM-I included 106 diagnoses and was 130 total pages, whereas DSM-
III included more than 2 times as many diagnoses (265) and was nearly seven times its size (886 total pages) 
(Mayes & Horowitz, 2005). Although DSM-5 is longer than DSM-IV, the volume includes only 237 disorders, 
a decrease from the 297 disorders that were listed in DSM-IV. The latest edition, DSM-5, includes revisions in 
the organization and naming of categories and in the diagnostic criteria for various disorders (Regier, Kuhl, & 
Kupfer, 2012), while emphasizing careful consideration of the importance of gender and cultural difference in 
the expression of various symptoms (Fisher, 2010). 

Some believe that establishing new diagnoses might overpathologize the human condition by turning 
common human problems into mental illnesses (The Associated Press, 2013). Indeed, the finding that nearly 
half of all Americans will meet the criteria for a DSM disorder at some point in their life (Kessler et al., 2005) 
likely fuels much of this skepticism. The DSM-5 is also criticized on the grounds that its diagnostic criteria have 
been loosened, thereby threatening to “turn our current diagnostic inflation into diagnostic hyperinflation” 
(Frances, 2012, para. 22). For example, DSM-IV specified that the symptoms of major depressive disorder 
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must not be attributable to normal bereavement (loss of a loved one). The DSM-5, however, has removed this 
bereavement exclusion, essentially meaning that grief and sadness after a loved one’s death can constitute major 
depressive disorder. 

The International Classification of Diseases 

A second classification system, the International Classification of Diseases (ICD), is also widely recognized. 
Published by the World Health Organization (WHO), the ICD was developed in Europe shortly after World 
War II and, like the DSM, has been revised several times. The categories of psychological disorders in both the 
DSM and ICD are similar, as are the criteria for specific disorders; however, some differences exist. Although 
the ICD is used for clinical purposes, this tool is also used to examine the general health of populations and 
to monitor the prevalence of diseases and other health problems internationally (WHO, 2013). The ICD is 
in its 10th edition (ICD-10); however, efforts are now underway to develop a new edition (ICD-11) that, in 
conjunction with the changes in DSM-5, will help harmonize the two classification systems as much as possible 
(APA, 2013). 

A study that compared the use of the two classification systems found that worldwide the ICD is more 
frequently used for clinical diagnosis, whereas the DSM is more valued for research (Mezzich, 2002). Most 
research findings concerning the etiology and treatment of psychological disorders are based on criteria set 
forth in the DSM (Oltmanns & Castonguay, 2013). The DSM also includes more explicit disorder criteria, 
along with an extensive and helpful explanatory text (Regier et al., 2012). The DSM is the classification system 
of choice among U.S. mental health professionals, and this chapter is based on the DSM paradigm. 

The Compassionate View of Psychological Disorders 

As these disorders are outlined, please bear two things in mind. First, remember that psychological disorders 
represent extremes of inner experience and behavior. If, while reading about these disorders, you feel that these 
descriptions begin to personally characterize you, do not worry—this moment of enlightenment probably 
means nothing more than you are normal. Each of us experiences episodes of sadness, anxiety, and 
preoccupation with certain thoughts—times when we do not quite feel ourselves. These episodes should 
not be considered problematic unless the accompanying thoughts and behaviors become extreme and have 
a disruptive effect on one’s life. Second, understand that people with psychological disorders are far more 
than just embodiments of their disorders. We do not use terms such as schizophrenics, depressives, or phobics 
because they are labels that objectify people who suffer from these conditions, thus promoting biased and 
disparaging assumptions about them. It is important to remember that a psychological disorder is not what 
a person is; it is something that a person has—through no fault of his or her own. As is the case with cancer 
or diabetes, those with psychological disorders suffer debilitating, often painful conditions that are not of 
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their own choosing. These individuals deserve to be viewed and treated with compassion, understanding, and 
dignity. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=802#h5p-224 

Summary 

The diagnosis and classification of psychological disorders is essential in studying and treating 
psychopathology. The classification system used by most U.S. professionals is the DSM-5. The first edition 
of the DSM was published in 1952, and has undergone numerous revisions. The fifth and most recent 
edition, the DSM-5, was published in 2013. The diagnostic manual includes a total of 237 specific diagnosable 
disorders, each described in detail, including its symptoms, prevalence, risk factors, and comorbidity. Over 
time, the number of diagnosable conditions listed in the DSM has grown steadily, prompting criticism from 
some. Nevertheless, the diagnostic criteria in the DSM are more explicit than that of any other system, which 
makes the DSM system highly desirable for both clinical diagnosis and research. 
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Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=802#h5p-225 

Critical Thinking Questions 

    Describe the DSM-5. What is it, what kind of information does it contain, and why is it 

important to the study and treatment of psychological disorders? 

The DSM-5 is the classification system of psychological disorders preferred by most U.S. mental 

health professionals, and it is published by the American Psychiatric Association (APA). It 

consists of broad categories of disorders and specific disorders that fall within each category. 

Each disorder has an explicit description of its symptoms, as well as information concerning 

prevalence, risk factors, and comorbidity. The DSM-5 provides a common language that enables 

mental health professionals to communicate effectively about sets of symptoms. 

 

    The International Classification of Diseases (ICD) and the DSM differ in various ways. What 

are some of the differences in these two classification systems? 

The ICD is used primarily for making clinical diagnoses and more broadly for examining the 

general health of populations and monitoring the international prevalence of diseases and other 

health problems. While the DSM is also used for diagnostic purposes, it is also highly valued as 

a research tool. For example, much of the data regarding the etiology and treatment of 

psychological disorders are based on diagnostic criteria set forth in the DSM. 
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71. 

PERSPECTIVES ON PSYCHOLOGICAL 
DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Discuss supernatural perspectives on the origin of psychological disorders, in their historical 

context 

• Describe modern biological and psychological perspectives on the origin of psychological 

disorders 

• Identify which disorders generally show the highest degree of heritability 

• Describe the diathesis-stress model and its importance to the study of psychopathology 

Scientists and mental health professionals may adopt different perspectives in attempting to understand or 
explain the underlying mechanisms that contribute to the development of a psychological disorder. The 
perspective used in explaining a psychological disorder is extremely important, in that it will consist of explicit 
assumptions regarding how best to study the disorder, its etiology, and what kinds of therapies or treatments 
are most beneficial. Different perspectives provide alternate ways for how to think about the nature of 
psychopathology. 

Supernatural Perspectives of Psychological 
Disorders 

For centuries, psychological disorders were viewed from a supernatural perspective: attributed to a force 
beyond scientific understanding. Those afflicted were thought to be practitioners of black magic or possessed 
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by spirits (Maher & Maher, 1985). For example, convents throughout Europe in the 16th and 17th centuries 
reported hundreds of nuns falling into a state of frenzy in which the afflicted foamed at the mouth, screamed 
and convulsed, sexually propositioned priests, and confessed to having carnal relations with devils or Christ. 
Although, today, these cases would suggest serious mental illness; at the time, these events were routinely 
explained as possession by devilish forces (Waller, 2009a). Similarly, grievous fits by young girls are believed 
to have precipitated the witch panic in New England late in the 17th century (Demos, 1983). Such beliefs in 
supernatural causes of mental illness are still held in some societies today; for example, beliefs that supernatural 
forces cause mental illness are common in some cultures in modern-day Nigeria (Aghukwa, 2012). 

In The Extraction of the Stone of Madness, a 15th 
century painting by Hieronymus Bosch, a 
practitioner is using a tool to extract an object (the 
supposed “stone of madness”) from the head of an 
afflicted person. 
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DANCING MANIA 

Between the 11th and 17th centuries, a curious epidemic swept across Western Europe. Groups of people 
would suddenly begin to dance with wild abandon. This compulsion to dance—referred to as dancing 
mania—sometimes gripped thousands of people at a time. Historical accounts indicate that those afflicted 
would sometimes dance with bruised and bloody feet for days or weeks, screaming of terrible visions and 
begging priests and monks to save their souls (Waller, 2009b). What caused dancing mania is not known, 
but several explanations have been proposed, including spider venom and ergot poisoning (“Dancing Mania,” 
2011). 

Although the cause of dancing mania, depicted in this painting, was unclear, 
the behavior was attributed to supernatural forces. 

Historian John Waller (2009a, 2009b) has provided a comprehensive and convincing explanation of dancing 
mania that suggests the phenomenon was attributable to a combination of three factors: psychological distress, 
social contagion, and belief in supernatural forces. Waller argued that various disasters of the time (such as 
famine, plagues, and floods) produced high levels of psychological distress that could increase the likelihood 
of succumbing to an involuntary trance state. Waller indicated that anthropological studies and accounts of 
possession rituals show that people are more likely to enter a trance state if they expect it to happen, and 
that entranced individuals behave in a ritualistic manner, their thoughts and behavior shaped by the spiritual 
beliefs of their culture. Thus, during periods of extreme physical and mental distress, all it took were a few 
people—believing themselves to have been afflicted with a dancing curse—to slip into a spontaneous trance 
and then act out the part of one who is cursed by dancing for days on end. 
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Biological Perspectives of Psychological Disorders 

The biological perspective views psychological disorders as linked to biological phenomena, such as genetic 
factors, chemical imbalances, and brain abnormalities; it has gained considerable attention and acceptance 
in recent decades (Wyatt & Midkiff, 2006). Evidence from many sources indicates that most psychological 
disorders have a genetic component; in fact, there is little dispute that some disorders are largely due to genetic 
factors. 

A person’s risk of developing schizophrenia increases if a relative has schizophrenia. The closer the genetic 
relationship, the higher the risk. 

Findings such as these have led many of today’s researchers to search for specific genes and genetic mutations 
that contribute to mental disorders. Also, sophisticated neural imaging technology in recent decades has 
revealed how abnormalities in brain structure and function might be directly involved in many disorders, and 
advances in our understanding of neurotransmitters and hormones have yielded insights into their possible 
connections. The biological perspective is currently thriving in the study of psychological disorders. 
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The Diathesis-Stress Model of Psychological 
Disorders 

Despite advances in understanding the biological basis of psychological disorders, the psychosocial perspective 
is still very important. This perspective emphasizes the importance of learning, stress, faulty and self-defeating 
thinking patterns, and environmental factors. Perhaps the best way to think about psychological disorders, 
then, is to view them as originating from a combination of biological and psychological processes. Many 
develop not from a single cause, but from a delicate fusion between partly biological and partly psychosocial 
factors. 

The diathesis-stress model (Zuckerman, 1999) integrates biological and psychosocial factors to predict the 
likelihood of a disorder. This diathesis-stress model suggests that people with an underlying predisposition 
for a disorder (i.e., a diathesis) are more likely than others to develop a disorder when faced with adverse 
environmental or psychological events (i.e., stress), such as childhood maltreatment, negative life events, 
trauma, and so on. A diathesis is not always a biological vulnerability to an illness; some diatheses may be 
psychological (e.g., a tendency to think about life events in a pessimistic, self-defeating way). 

The key assumption of the diathesis-stress model is that both factors, diathesis and stress, are necessary in 
the development of a disorder. Different models explore the relationship between the two factors: the level of 
stress needed to produce the disorder is inversely proportional to the level of diathesis. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=804#h5p-227 

Summary 

Psychopathology is very complex, involving a plethora of etiological theories and perspectives. For centuries, 
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psychological disorders were viewed primarily from a supernatural perspective and thought to arise from 
divine forces or possession from spirits. Some cultures continue to hold this supernatural belief. Today, many 
who study psychopathology view mental illness from a biological perspective, whereby psychological disorders 
are thought to result largely from faulty biological processes. Indeed, scientific advances over the last several 
decades have provided a better understanding of the genetic, neurological, hormonal, and biochemical bases 
of psychopathology. The psychological perspective, in contrast, emphasizes the importance of psychological 
factors (e.g., stress and thoughts) and environmental factors in the development of psychological disorders. 
A contemporary, promising approach is to view disorders as originating from an integration of biological 
and psychosocial factors. The diathesis-stress model suggests that people with an underlying diathesis, or 
vulnerability, for a psychological disorder are more likely than those without the diathesis to develop the 
disorder when faced with stressful events. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=804#h5p-228 

Critical Thinking Question 

    Why is the perspective one uses in explaining a psychological disorder important? 

The perspective one uses in explaining a psychological disorder consists of assumptions that 

will guide how to best study and understand the nature of a disorder, including its causes, and 

how to most effectively treat the disorder. 
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Personal Application Question 

Even today, some believe that certain occurrences have supernatural causes. Think of an event, recent or 
historical, for which others have provided supernatural explanation. 
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72. 

ANXIETY DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Distinguish normal anxiety from pathological anxiety 

• List and describe the major anxiety disorders, including their main features and prevalence 

• Describe basic psychological and biological factors that are suspected to be important in the 

etiology of anxiety disorder 

Everybody experiences anxiety from time to time. Although anxiety is closely related to fear, the two states 
possess important differences. Fear involves an instantaneous reaction to an imminent threat, whereas anxiety 
involves apprehension, avoidance, and cautiousness regarding a potential threat, danger, or other negative 
event (Craske, 1999). While anxiety is unpleasant to most people, it is important to our health, safety, and 
well-being. Anxiety motivates us to take actions—such as preparing for exams, watching our weight, showing 
up to work on time—that enable us to avert potential future problems. Anxiety also motivates us to avoid 
certain things—such as running up debts and engaging in illegal activities—that could lead to future trouble. 
Most individuals’ level and duration of anxiety approximates the magnitude of the potential threat they 
face. For example, suppose a single woman in her late 30s who wishes to marry is concerned about the 
possibility of having to settle for a spouse who is less attractive and educated than desired. This woman likely 
would experience anxiety of greater intensity and duration than would a 21-year-old college junior who is 
having trouble finding a date for the annual social. Some people, however, experience anxiety that is excessive, 
persistent, and greatly out of proportion to the actual threat; if one’s anxiety has a disruptive influence on one’s 
life, this is a strong indicator that the individual is experiencing an anxiety disorder. 

Anxiety disorders are characterized by excessive and persistent fear and anxiety, and by related disturbances 
in behavior (APA, 2013). Although anxiety is universally experienced, anxiety disorders cause considerable 
distress. As a group, anxiety disorders are common: approximately 25%–30% of the U.S. population meets the 
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criteria for at least one anxiety disorder during their lifetime (Kessler et al., 2005). Also, these disorders appear 
to be much more common in women than they are in men; within a 12-month period, around 23% of women 
and 14% of men will experience at least one anxiety disorder (National Comorbidity Survey, 2007). Anxiety 
disorders are the most frequently occurring class of mental disorders and are often comorbid with each other 
and with other mental disorders (Kessler, Ruscio, Shear, & Wittchen, 2009). 

Specific Phobia 

Phobia is a Greek word that means fear. A person diagnosed with a specific phobia (formerly known as simple 
phobia) experiences excessive, distressing, and persistent fear or anxiety about a specific object or situation 
(such as animals, enclosed spaces, elevators, or flying) (APA, 2013). Even though people realize their level of 
fear and anxiety in relation to the phobic stimulus is irrational, some people with a specific phobia may go to 
great lengths to avoid the phobic stimulus (the object or situation that triggers the fear and anxiety). Typically, 
the fear and anxiety a phobic stimulus elicits is disruptive to the person’s life. For example, a man with a phobia 
of flying might refuse to accept a job that requires frequent air travel, thus negatively affecting his career. 
Clinicians who have worked with people who have specific phobias have encountered many kinds of phobias. 

Specific Phobias 

Phobia Feared Object or Situation 

Acrophobia heights 

Aerophobia flying 

Arachnophobia spiders 

Claustrophobia enclosed spaces 

Cynophobia dogs 

Hematophobia blood 

Ophidiophobia snakes 

Taphophobia being buried alive 

Trypanophobia injections 

Xenophobia strangers 

Specific phobias are common; in the United States, around 12.5% of the population will meet the criteria for a 
specific phobia at some point in their lifetime (Kessler et al., 2005). One type of phobia, agoraphobia, is listed 
in the DSM-5 as a separate anxiety disorder. Agoraphobia, which literally means “fear of the marketplace,” 
is characterized by intense fear, anxiety, and avoidance of situations in which it might be difficult to escape 
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or receive help if one experiences symptoms of a panic attack (a state of extreme anxiety that we will discuss 
shortly). These situations include public transportation, open spaces (parking lots), enclosed spaces (stores), 
crowds, or being outside the home alone (APA, 2013). About 1.4% of Americans experience agoraphobia 
during their lifetime (Kessler et al., 2005). 

Acquisition of Phobias through Learning 

Many theories suggest that phobias develop through learning. Rachman (1977) proposed that phobias can 
be acquired through three major learning pathways. The first pathway is through classical conditioning. As 
you may recall, classical conditioning is a form of learning in which a previously neutral stimulus is paired 
with an unconditioned stimulus (UCS) that reflexively elicits an unconditioned response (UCR), eliciting the 
same response through its association with the unconditioned stimulus. The response is called a conditioned 
response (CR). For example, a child who has been bitten by a dog may come to fear dogs because of her past 
association with pain. In this case, the dog bite is the UCS and the fear it elicits is the UCR. Because a dog was 
associated with the bite, any dog may come to serve as a conditioned stimulus, thereby eliciting fear; the fear 
the child experiences around dogs, then, becomes a CR. 

The second pathway of phobia acquisition is through vicarious learning, such as modeling. For example, a 
child who observes his cousin react fearfully to spiders may later express the same fears, even though spiders 
have never presented any danger to him. This phenomenon has been observed in both humans and nonhuman 
primates (Olsson & Phelps, 2007). A study of laboratory-reared monkeys readily acquired a fear of snakes after 
observing wild-reared monkeys react fearfully to snakes (Mineka & Cook, 1993). 

The third pathway is through verbal transmission or information. For example, a child whose parents, 
siblings, friends, and classmates constantly tell her how disgusting and dangerous snakes are may come to 
acquire a fear of snakes. 

Interestingly, people are more likely to develop phobias of things that do not represent much actual danger 
to themselves, such as animals and heights, and are less likely to develop phobias toward things that present 
legitimate danger in contemporary society, such as motorcycles and weapons (Öhman & Mineka, 2001). Why 
might this be so? One theory suggests that the human brain is evolutionarily predisposed to more readily 
associate certain objects or situations with fear (Seligman, 1971). This theory argues that throughout our 
evolutionary history, our ancestors associated certain stimuli (e.g., snakes, spiders, heights, and thunder) with 
potential danger. As time progressed, the mind has become adapted to more readily develop fears of these 
things than of others. Experimental evidence has consistently demonstrated that conditioned fears develop 
more readily to fear-relevant stimuli (images of snakes and spiders) than to fear-irrelevant stimuli (images 
of flowers and berries) (Öhman & Mineka, 2001). Such prepared learning has also been shown to occur in 
monkeys. In one study (Cook & Mineka, 1989), monkeys watched videotapes of model monkeys reacting 
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fearfully to either fear-relevant stimuli (toy snakes or a toy crocodile) or fear-irrelevant stimuli (flowers or a toy 
rabbit). The observer monkeys developed fears of the fear-relevant stimuli but not the fear-irrelevant stimuli. 

Social Anxiety Disorder 

Social anxiety disorder (formerly called social phobia) is characterized by extreme and persistent fear or anxiety 
and avoidance of social situations in which the person could potentially be evaluated negatively by others 
(APA, 2013). As with specific phobias, social anxiety disorder is common in the United States; a little over 12% 
of all Americans experience social anxiety disorder during their lifetime (Kessler et al., 2005). 

The heart of the fear and anxiety in social anxiety disorder is the person’s concern that he may act in a 
humiliating or embarrassing way, such as appearing foolish, showing symptoms of anxiety (blushing), or doing 
or saying something that might lead to rejection (such as offending others). The kinds of social situations 
in which individuals with social anxiety disorder usually have problems include public speaking, having a 
conversation, meeting strangers, eating in restaurants, and, in some cases, using public restrooms. Although 
many people become anxious in social situations like public speaking, the fear, anxiety, and avoidance 
experienced in social anxiety disorder are highly distressing and lead to serious impairments in life. Adults with 
this disorder are more likely to experience lower educational attainment and lower earnings (Katzelnick et al., 
2001), perform more poorly at work and are more likely to be unemployed (Moitra, Beard, Weisberg, & Keller, 
2011), and report greater dissatisfaction with their family lives, friends, leisure activities, and income (Stein & 
Kean, 2000). 

When people with social anxiety disorder are unable to avoid situations that provoke anxiety, they typically 
perform safety behaviors: mental or behavioral acts that reduce anxiety in social situations by reducing the 
chance of negative social outcomes. Safety behaviors include avoiding eye contact, rehearsing sentences before 
speaking, talking only briefly, and not talking about oneself (Alden & Bieling, 1998). Other examples of safety 
behaviors include the following (Marker, 2013): 

• assuming roles in social situations that minimize interaction with others (e.g., taking pictures, setting up 
equipment, or helping prepare food) 

• asking people many questions to keep the focus off of oneself 
• selecting a position to avoid scrutiny or contact with others (sitting in the back of the room) 
• wearing bland, neutral clothes to avoid drawing attention to oneself 
• avoiding substances or activities that might cause anxiety symptoms (such as caffeine, warm clothing, 

and physical exercise) 

Although these behaviors are intended to prevent the person with social anxiety disorder from doing 
something awkward that might draw criticism, these actions usually exacerbate the problem because they do 
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not allow the individual to disconfirm his negative beliefs, often eliciting rejection and other negative reactions 
from others (Alden & Bieling, 1998). 

People with social anxiety disorder may resort to self-medication, such as drinking alcohol, as a means 
to avert the anxiety symptoms they experience in social situations (Battista & Kocovski, 2010). The use of 
alcohol when faced with such situations may become negatively reinforcing: encouraging individuals with 
social anxiety disorder to turn to the substance whenever they experience anxiety symptoms. The tendency 
to use alcohol as a coping mechanism for social anxiety, however, can come with a hefty price tag: a number 
of large scale studies have reported a high rate of comorbidity between social anxiety disorder and alcohol use 
disorder (Morris, Stewart, & Ham, 2005). 

As with specific phobias, it is highly probable that the fears inherent to social anxiety disorder can develop 
through conditioning experiences. For example, a child who is subjected to early unpleasant social experiences 
(e.g., bullying at school) may develop negative social images of herself that become activated later in anxiety-
provoking situations (Hackmann, Clark, & McManus, 2000). Indeed, one study reported that 92% of a sample 
of adults with social anxiety disorder reported a history of severe teasing in childhood, compared to only 35% 
of a sample of adults with panic disorder (McCabe, Antony, Summerfeldt, Liss, & Swinson, 2003). 

One of the most well-established risk factors for developing social anxiety disorder is behavioral inhibition 
(Clauss & Blackford, 2012). Behavioral inhibition is thought to be an inherited trait, and it is characterized by 
a consistent tendency to show fear and restraint when presented with unfamiliar people or situations (Kagan, 
Reznick, & Snidman, 1988). Behavioral inhibition is displayed very early in life; behaviorally inhibited toddlers 
and children respond with great caution and restraint in unfamiliar situations, and they are often timid, fearful, 
and shy around unfamiliar people (Fox, Henderson, Marshall, Nichols, & Ghera, 2005). A recent statistical 
review of studies demonstrated that behavioral inhibition was associated with more than a sevenfold increase 
in the risk of development of social anxiety disorder, demonstrating that behavioral inhibition is a major risk 
factor for the disorder (Clauss & Blackford, 2012). 

Panic Disorder 

Imagine that you are at the mall one day with your friends and—suddenly and inexplicably—you begin 
sweating and trembling, your heart starts pounding, you have trouble breathing, and you start to feel dizzy and 
nauseous. This episode lasts for 10 minutes and is terrifying because you start to think that you are going to 
die. When you visit your doctor the following morning and describe what happened, she tells you that you 
have experienced a panic attack. If you experience another one of these episodes two weeks later and worry for a 
month or more that similar episodes will occur in the future, it is likely that you have developed panic disorder. 
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Some of the physical manifestations of a panic attack are shown. People may also experience sweating, 
trembling, feelings of faintness, or a fear of losing control, among other symptoms. 

People with panic disorder experience recurrent (more than one) and unexpected panic attacks, along with 
at least one month of persistent concern about additional panic attacks, worry over the consequences of the 
attacks, or self-defeating changes in behavior related to the attacks (e.g., avoidance of exercise or unfamiliar 
situations) (APA, 2013). As is the case with other anxiety disorders, the panic attacks cannot result from the 
physiological effects of drugs and other substances, a medical condition, or another mental disorder. A panic 
attack is defined as a period of extreme fear or discomfort that develops abruptly and reaches a peak within 
10 minutes. Its symptoms include accelerated heart rate, sweating, trembling, choking sensations, hot flashes 
or chills, dizziness or lightheadedness, fears of losing control or going crazy, and fears of dying (APA, 2013). 
Sometimes panic attacks are expected, occurring in response to specific environmental triggers (such as being in 
a tunnel); other times, these episodes are unexpected and emerge randomly (such as when relaxing). According 
to the DSM-5, the person must experience unexpected panic attacks to qualify for a diagnosis of panic disorder. 

Experiencing a panic attack is often terrifying. Rather than recognizing the symptoms of a panic attack 
merely as signs of intense anxiety, individuals with panic disorder often misinterpret them as a sign that 
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something is intensely wrong internally (thinking, for example, that the pounding heart represents an 
impending heart attack). Panic attacks can occasionally precipitate trips to the emergency room because several 
symptoms of panic attacks are, in fact, similar to those associated with heart problems (e.g., palpitations, racing 
pulse, and a pounding sensation in the chest) (Root, 2000). Unsurprisingly, those with panic disorder fear 
future attacks and may become preoccupied with modifying their behavior in an effort to avoid future panic 
attacks. For this reason, panic disorder is often characterized as fear of fear (Goldstein & Chambless, 1978). 

Panic attacks themselves are not mental disorders. Indeed, around 23% of Americans experience isolated 
panic attacks in their lives without meeting the criteria for panic disorder (Kessler et al., 2006), indicating that 
panic attacks are fairly common. Panic disorder is, of course, much less common, afflicting 4.7% of Americans 
during their lifetime (Kessler et al., 2005). Many people with panic disorder develop agoraphobia, which is 
marked by fear and avoidance of situations in which escape might be difficult or help might not be available 
if one were to develop symptoms of a panic attack. People with panic disorder often experience a comorbid 
disorder, such as other anxiety disorders or major depressive disorder (APA, 2013). 

Researchers are not entirely sure what causes panic disorder. Children are at a higher risk of developing panic 
disorder if their parents have the disorder (Biederman et al., 2001), and family and twins studies indicate that 
the heritability of panic disorder is around 43% (Hettema, Neale, & Kendler, 2001). The exact genes and gene 
functions involved in this disorder, however, are not well-understood (APA, 2013). Neurobiological theories 
of panic disorder suggest that a region of the brain called the locus coeruleus may play a role in this disorder. 
Located in the brainstem, the locus coeruleus is the brain’s major source of norepinephrine, a neurotransmitter 
that triggers the body’s fight-or-flight response. Activation of the locus coeruleus is associated with anxiety and 
fear, and research with nonhuman primates has shown that stimulating the locus coeruleus either electrically or 
through drugs produces panic-like symptoms (Charney et al., 1990). Such findings have led to the theory that 
panic disorder may be caused by abnormal norepinephrine activity in the locus coeruleus (Bremner, Krystal, 
Southwick, & Charney, 1996). 

Conditioning theories of panic disorder propose that panic attacks are classical conditioning responses to 
subtle bodily sensations resembling those normally occurring when one is anxious or frightened (Bouton, 
Mineka, & Barlow, 2001). For example, consider a child who has asthma. An acute asthma attack produces 
sensations, such as shortness of breath, coughing, and chest tightness, that typically elicit fear and anxiety. 
Later, when the child experiences subtle symptoms that resemble the frightening symptoms of earlier asthma 
attacks (such as shortness of breath after climbing stairs), he may become anxious, fearful, and then experience 
a panic attack. In this situation, the subtle symptoms would represent a conditioned stimulus, and the panic 
attack would be a conditioned response. The finding that panic disorder is nearly three times as frequent 
among people with asthma as it is among people without asthma (Weiser, 2007) supports the possibility that 
panic disorder has the potential to develop through classical conditioning. 

Cognitive factors may play an integral part in panic disorder. Generally, cognitive theories (Clark, 1996) 
argue that those with panic disorder are prone to interpret ordinary bodily sensations catastrophically, and 
these fearful interpretations set the stage for panic attacks. For example, a person might detect bodily changes 
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that are routinely triggered by innocuous events such getting up from a seated position (dizziness), exercising 
(increased heart rate, shortness of breath), or drinking a large cup of coffee (increased heart rate, trembling). 
The individual interprets these subtle bodily changes catastrophically (“Maybe I’m having a heart attack!”). 
Such interpretations create fear and anxiety, which trigger additional physical symptoms; subsequently, the 
person experiences a panic attack. Support of this contention rests with findings that people with more severe 
catastrophic thoughts about sensations have more frequent and severe panic attacks, and among those with 
panic disorder, reducing catastrophic cognitions about their sensations is as effective as medication in reducing 
panic attacks (Good & Hinton, 2009). 

Generalized Anxiety Disorder 

Alex was always worried about many things. He worried that his children would drown when they played at the 
beach. Each time he left the house, he worried that an electrical short circuit would start a fire in his home. He 
worried that his wife would lose her job at the prestigious law firm. He worried that his daughter’s minor staph 
infection could turn into a massive life-threatening condition. These and other worries constantly weighed 
heavily on Alex’s mind, so much so that they made it difficult for him to make decisions and often left him 
feeling tense, irritable, and worn out. One night, Alex’s wife was to drive their son home from a soccer game. 
However, his wife stayed after the game and talked with some of the other parents, resulting in her arriving 
home 45 minutes late. Alex had tried to call his cell phone three or four times, but he could not get through 
because the soccer field did not have a signal. Extremely worried, Alex eventually called the police, convinced 
that his wife and son had not arrived home because they had been in a terrible car accident. 

Alex suffers from generalized anxiety disorder: a relatively continuous state of excessive, uncontrollable, 
and pointless worry and apprehension. People with generalized anxiety disorder often worry about routine, 
everyday things, even though their concerns are unjustified. For example, an individual may worry about her 
health and finances, the health of family members, the safety of her children, or minor matters (e.g., being late 
for an appointment) without having any legitimate reason for doing so (APA, 2013). A diagnosis of generalized 
anxiety disorder requires that the diffuse worrying and apprehension characteristic of this disorder—what 
Sigmund Freud referred to as free-floating anxiety—is not part of another disorder, occurs more days than 
not for at least six months, and is accompanied by any three of the following symptoms: restlessness, difficulty 
concentrating, being easily fatigued, muscle tension, irritability, and sleep difficulties. 
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Worry is a defining feature of generalized anxiety 
disorder. (credit: Freddie Peña) 

About 5.7% of the U.S. population will develop symptoms of generalized anxiety disorder during their lifetime 
(Kessler et al., 2005), and females are 2 times as likely as males to experience the disorder (APA, 2013). 
Generalized anxiety disorder is highly comorbid with mood disorders and other anxiety disorders (Noyes, 
2001), and it tends to be chronic. Also, generalized anxiety disorder appears to increase the risk for heart attacks 
and strokes, especially in people with preexisting heart conditions (Martens et al., 2010). 

Although there have been few investigations aimed at determining the heritability of generalized anxiety 
disorder, a summary of available family and twin studies suggests that genetic factors play a modest role in the 
disorder (Hettema et al., 2001). Cognitive theories of generalized anxiety disorder suggest that worry represents 
a mental strategy to avoid more powerful negative emotions (Aikins & Craske, 2001), perhaps stemming 
from earlier unpleasant or traumatic experiences. Indeed, one longitudinal study found that childhood 
maltreatment was strongly related to the development of this disorder during adulthood (Moffitt et al., 2007); 
worrying might distract people from remembering painful childhood experiences. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 
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online here: 

https://louis.pressbooks.pub/intropsychology/?p=806#h5p-230 

Summary 

Anxiety disorders are a group of disorders in which a person experiences excessive, persistent, and distressing 
fear and anxiety that interferes with normal functioning. Anxiety disorders include specific phobia: a specific 
unrealistic fear; social anxiety disorder: extreme fear and avoidance of social situations; panic disorder: suddenly 
overwhelmed by panic even though there is no apparent reason to be frightened; agoraphobia: an intense fear 
and avoidance of situations in which it might be difficult to escape; and generalized anxiety disorder: a relatively 
continuous state of tension, apprehension, and dread. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=806#h5p-231 

ANXIETY DISORDERS  |  739

https://louis.pressbooks.pub/intropsychology/?p=806#h5p-230
https://louis.pressbooks.pub/intropsychology/?p=806#h5p-231


Critical Thinking Question 

    Describe how cognitive theories of the etiology of anxiety disorders differ from learning 

theories. 

Learning theories suggest that some anxiety disorders, especially specific phobia, can develop 

through a number of learning mechanisms. These mechanisms can include classical and operant 

conditioning, modeling, or vicarious learning. Cognitive theories, in contrast, assume that some 

anxiety disorder, especially panic disorder, develop through cognitive misinterpretations of 

anxiety and other symptoms. 
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73. 

OBSESSIVE-COMPULSIVE AND RELATED 
DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe the main features and prevalence of obsessive-compulsive disorder, body 

dysmorphic disorder, and hoarding disorder 

• Understand some of the factors in the development of obsessive-compulsive disorder 

Obsessive-compulsive and related disorders are a group of overlapping disorders that generally involve 
intrusive, unpleasant thoughts and repetitive behaviors. Many of us experience unwanted thoughts from time 
to time (e.g., craving double cheeseburgers when dieting), and many of us engage in repetitive behaviors 
on occasion (e.g., pacing when nervous). However, obsessive-compulsive and related disorders elevate the 
unwanted thoughts and repetitive behaviors to a status so intense that these cognitions and activities disrupt 
daily life. Included in this category are obsessive-compulsive disorder (OCD), body dysmorphic disorder, and 
hoarding disorder. 

Obsessive-Compulsive Disorder 

People with obsessive-compulsive disorder (OCD) experience thoughts and urges that are intrusive and 
unwanted (obsessions) and/or the need to engage in repetitive behaviors or mental acts (compulsions). A 
person with this disorder might, for example, spend hours each day washing his hands or constantly checking 
and rechecking to make sure that a stove, faucet, or light has been turned off. 

Obsessions are more than just unwanted thoughts that seem to randomly jump into our head from time 
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to time, such as recalling an insensitive remark a coworker made recently, and they are more significant 
than day-to-day worries we might have, such as justifiable concerns about being laid off from a job. Rather, 
obsessions are characterized as persistent, unintentional, and unwanted thoughts and urges that are highly 
intrusive, unpleasant, and distressing (APA, 2013). Common obsessions include concerns about germs and 
contamination, doubts (“Did I turn the water off?”), order and symmetry (“I need all the spoons in the tray 
to be arranged a certain way”), and urges that are aggressive or lustful. Usually, the person knows that such 
thoughts and urges are irrational and thus tries to suppress or ignore them, but has an extremely difficult time 
doing so. These obsessive symptoms sometimes overlap, such that someone might have both contamination 
and aggressive obsessions (Abramowitz & Siqueland, 2013). 

Compulsions are repetitive and ritualistic acts that are typically carried out primarily as a means to minimize 
the distress that obsessions trigger or to reduce the likelihood of a feared event (APA, 2013). Compulsions 
often include such behaviors as repeated and extensive hand washing, cleaning, checking (e.g., that a door is 
locked), and ordering (e.g., lining up all the pencils in a particular way), and they also include such mental 
acts as counting, praying, or reciting something to oneself. Compulsions characteristic of OCD are not 
performed out of pleasure, nor are they connected in a realistic way to the source of the distress or feared event. 
Approximately 2.3% of the U.S. population will experience OCD in their lifetime (Ruscio, Stein, Chiu, & 
Kessler, 2010) and, if left untreated, OCD tends to be a chronic condition creating lifelong interpersonal and 
psychological problems (Norberg, Calamari, Cohen, & Riemann, 2008). 

 

(a) Repetitive hand washing and (b) checking (e.g., that a door is locked) are common compulsions 
among those with obsessive-compulsive disorder. (credit a: modification of work by the USDA; credit b: 
modification of work by Bradley Gordon) 
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Body Dysmorphic Disorder 

An individual with body dysmorphic disorder is preoccupied with a perceived flaw in her physical appearance 
that is either nonexistent or barely noticeable to other people (APA, 2013). These perceived physical defects 
cause the person to think she is unattractive, ugly, hideous, or deformed. These preoccupations can focus on 
any bodily area, but they typically involve the skin, face, or hair. The preoccupation with imagined physical 
flaws drives the person to engage in repetitive and ritualistic behavioral and mental acts, such as constantly 
looking in the mirror, trying to hide the offending body part, comparisons with others, and, in some extreme 
cases, cosmetic surgery (Phillips, 2005). An estimated 2.4% of the adults in the United States meet the criteria 
for body dysmorphic disorder, with slightly higher rates in women than in men (APA, 2013). 

Hoarding Disorder 

Although hoarding was traditionally considered to be a symptom of OCD, considerable evidence suggests that 
hoarding represents an entirely different disorder (Mataix-Cols et al., 2010). People with hoarding disorder 
cannot bear to part with personal possessions, regardless of how valueless or useless these possessions are. As a 
result, these individuals accumulate excessive amounts of usually worthless items that clutter their living areas. 
Often, the quantity of cluttered items is so excessive that the person is unable use his kitchen, or sleep in his 
bed. People who suffer from this disorder have great difficulty parting with items because they believe the 
items might be of some later use, or because they form a sentimental attachment to the items (APA, 2013). 
Importantly, a diagnosis of hoarding disorder is made only if the hoarding is not caused by another medical 
condition and if the hoarding is not a symptom of another disorder (e.g., schizophrenia) (APA, 2013). 
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Those who suffer from hoarding disorder have great difficulty in discarding 
possessions, usually resulting in an accumulation of items that clutter living or 
work areas. (credit: “puuikibeach”/Flickr) 

Causes of OCD 

The results of family and twin studies suggest that OCD has a moderate genetic component. The disorder is 
five times more frequent in the first-degree relatives of people with OCD than in people without the disorder 
(Nestadt et al., 2000). Additionally, the concordance rate of OCD among identical twins is around 57%; 
however, the concordance rate for fraternal twins is 22% (Bolton, Rijsdijk, O’Connor, Perrin, & Eley, 2007). 
Studies have implicated about two dozen potential genes that may be involved in OCD; these genes regulate the 
function of three neurotransmitters: serotonin, dopamine, and glutamate (Pauls, 2010). Many of these studies 
included small sample sizes and have yet to be replicated. Thus, additional research needs to be done in this 
area. 

A brain region that is believed to play a critical role in OCD is the orbitofrontal cortex (Kopell & Greenberg, 
2008), an area of the frontal lobe involved in learning and decision-making (Rushworth, Noonan, Boorman, 
Walton, & Behrens, 2011). In people with OCD, the orbitofrontal cortex becomes especially hyperactive when 
they are provoked with tasks in which, for example, they are asked to look at a photo of a toilet or of pictures 
hanging crookedly on a wall (Simon, Kaufmann, Müsch, Kischkel, & Kathmann, 2010). The orbitofrontal 
cortex is part of a series of brain regions that, collectively, is called the OCD circuit; this circuit consists of 
several interconnected regions that influence the perceived emotional value of stimuli and the selection of 
both behavioral and cognitive responses (Graybiel & Rauch, 2000). As with the orbitofrontal cortex, other 
regions of the OCD circuit show heightened activity during symptom provocation (Rotge et al., 2008), which 
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suggests that abnormalities in these regions may produce the symptoms of OCD (Saxena, Bota, & Brody, 
2001). Consistent with this explanation, people with OCD show a substantially higher degree of connectivity 
of the orbitofrontal cortex and other regions of the OCD circuit than do those without OCD (Beucke et al., 
2013). 

Different regions of the brain may be associated with different psychological disorders. 

The findings discussed above were based on imaging studies, and they highlight the potential importance of 
brain dysfunction in OCD. However, one important limitation of these findings is the inability to explain 
differences in obsessions and compulsions. Another limitation is that the correlational relationship between 
neurological abnormalities and OCD symptoms cannot imply causation (Abramowitz & Siqueland, 2013). 

Conditioning and OCD 

The symptoms of OCD have been theorized to be learned responses, acquired and sustained as the result 
of a combination of two forms of learning: classical conditioning and operant conditioning (Mowrer, 1960; 
Steinmetz, Tracy, & Green, 2001). Specifically, the acquisition of OCD may occur first as the result of classical 
conditioning, whereby a neutral stimulus becomes associated with an unconditioned stimulus that provokes 
anxiety or distress. When an individual has acquired this association, subsequent encounters with the neutral 
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stimulus trigger anxiety, including obsessive thoughts; the anxiety and obsessive thoughts (which are now a 
conditioned response) may persist until she identifies some strategy to relieve it. Relief may take the form of a 
ritualistic behavior or mental activity that, when enacted repeatedly, reduces the anxiety. Such efforts to relieve 
anxiety constitute an example of negative reinforcement (a form of operant conditioning). Recall from the 
chapter on learning that negative reinforcement involves the strengthening of behavior through its ability to 
remove something unpleasant or aversive. Hence, compulsive acts observed in OCD may be sustained because 
they are negatively reinforcing, in the sense that they reduce anxiety triggered by a conditioned stimulus. 

Suppose an individual with OCD experiences obsessive thoughts about germs, contamination, and disease 
whenever she encounters a doorknob. What might have constituted a viable unconditioned stimulus? Also, 
what would constitute the conditioned stimulus, unconditioned response, and conditioned response? What 
kinds of compulsive behaviors might we expect, and how do they reinforce themselves? What is decreased? 
Additionally, and from the standpoint of learning theory, how might the symptoms of OCD be treated 
successfully? 

Check your understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=808#h5p-233 

Summary 

Obsessive-compulsive and related disorders are a group of DSM-5 disorders that overlap somewhat in that they 
each involve intrusive thoughts and/or repetitive behaviors. Perhaps the most recognized of these disorders 
is obsessive-compulsive disorder, in which a person is obsessed with unwanted, unpleasant thoughts and/or 
compulsively engages in repetitive behaviors or mental acts, perhaps as a way of coping with the obsessions. 
Body dysmorphic disorder is characterized by the individual becoming excessively preoccupied with one 
or more perceived flaws in his physical appearance that are either nonexistent or unnoticeable to others. 
Preoccupation with the perceived physical defects causes the person to experience significant anxiety regarding 

746  |  OBSESSIVE-COMPULSIVE AND RELATED DISORDERS

https://louis.pressbooks.pub/intropsychology/?p=808#h5p-233


how he appears to others. Hoarding disorder is characterized by persistent difficulty in discarding or parting 
with objects, regardless of their actual value, often resulting in the accumulation of items that clutter and 
congest her living area. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=808#h5p-234 

Critical Thinking Questions 

    Discuss the common elements of each of the three disorders covered in this section: 

obsessive-compulsive disorder, body dysmorphic disorder, and hoarding disorder. 

Each of the three disorders is characterized by repetitive thoughts and urges, as well as an 

uncontrollable need to engage in repetitive behavior and mental acts. For example, repetitive 

thoughts include concerns over contamination (OCD), imaged physical defects (body 

dysmorphic disorder), and over discarding one’s possessions (hoarding disorder). An 

uncontrollable need to engage in repetitive behaviors and mental acts include persistent hand-

washing (OCD), constantly looking in the mirror (body dysmorphic disorder), and engaging in 

efforts to acquire new possessions (hoarding disorder). 
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74. 

POSTTRAUMATIC STRESS DISORDER 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe the nature and symptoms of posttraumatic stress disorder 

• Identify the risk factors associated with this disorder 

• Understand the role of learning and cognitive factors in its development 

Extremely stressful or traumatic events, such as combat, natural disasters, and terrorist attacks, place the people 
who experience them at an increased risk for developing psychological disorders such as posttraumatic stress 
disorder (PTSD). Throughout much of the 20th century, this disorder was called shell shock and combat 
neurosis because its symptoms were observed in soldiers who had engaged in wartime combat. By the late 1970s 
it had become clear that women who had experienced sexual traumas (e.g., rape, domestic battery, and incest) 
often experienced the same set of symptoms as did soldiers (Herman, 1997). The term posttraumatic stress 
disorder was developed given that these symptoms could happen to anyone who experienced psychological 
trauma. 

A Broader Definition of PTSD 

PTSD was listed among the anxiety disorders in previous DSM editions. In DSM-5, it is now listed among a 
group called Trauma-and-Stressor-Related Disorders. For a person to be diagnosed with PTSD, she be must 
exposed to, witness, or experience the details of a traumatic experience (e.g., a first responder), one that involves 
“actual or threatened death, serious injury, or sexual violence” (APA, 2013, p. 271). These experiences can 
include such events as combat, threatened or actual physical attack, sexual assault, natural disasters, terrorist 
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attacks, and automobile accidents. This criterion makes PTSD the only disorder listed in the DSM in which a 
cause (extreme trauma) is explicitly specified. 

Symptoms of PTSD include intrusive and distressing memories of the event, flashbacks (states that can last 
from a few seconds to several days, during which the individual relives the event and behaves as if the event were 
occurring at that moment [APA, 2013]), avoidance of stimuli connected to the event, persistently negative 
emotional states (e.g., fear, anger, guilt, and shame), feelings of detachment from others, irritability, proneness 
toward outbursts, and an exaggerated startle response (jumpiness). For PTSD to be diagnosed, these symptoms 
must occur for at least one month. 

Roughly 7% of adults in the United States, including 9.7% of women and 3.6% of men, experience PTSD in 
their lifetime (National Comorbidity Survey, 2007), with higher rates among people exposed to mass trauma 
and people whose jobs involve duty-related trauma exposure (e.g., police officers, firefighters, and emergency 
medical personnel) (APA, 2013). Nearly 21% of residents of areas affected by Hurricane Katrina suffered from 
PTSD one year following the hurricane (Kessler et al., 2008), and 12.6% of Manhattan residents were observed 
as having PTSD 2–3 years after the 9/11 terrorist attacks (DiGrande et al., 2008). 

Risk Factors for PTSD 

Of course, not everyone who experiences a traumatic event will go on to develop PTSD; several factors 
strongly predict the development of PTSD: trauma experience, greater trauma severity, lack of immediate 
social support, and more subsequent life stress (Brewin, Andrews, & Valentine, 2000). Traumatic events 
that involve harm by others (e.g., combat, rape, and sexual molestation) carry greater risk than do other 
traumas (e.g., natural disasters) (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Factors that increase the 
risk of PTSD include female gender, low socioeconomic status, low intelligence, personal history of mental 
disorders, history of childhood adversity (abuse or other trauma during childhood), and family history of 
mental disorders (Brewin et al., 2000). Personality characteristics such as neuroticism and somatization (the 
tendency to experience physical symptoms when one encounters stress) have been shown to elevate the risk 
of PTSD (Bramsen, Dirkzwager, & van der Ploeg, 2000). People who experience childhood adversity and/
or traumatic experiences during adulthood are at significantly higher risk of developing PTSD if they possess 
one or two short versions of a gene that regulates the neurotransmitter serotonin (Xie et al., 2009). This 
suggests a possible diathesis-stress interpretation of PTSD: its development is influenced by the interaction of 
psychosocial and biological factors. 

Support for Sufferers of PTSD 

Research has shown that social support following a traumatic event can reduce the likelihood of PTSD (Ozer, 
Best, Lipsey, & Weiss, 2003). Social support is often defined as the comfort, advice, and assistance received from 
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relatives, friends, and neighbors. Social support can help individuals cope during difficult times by allowing 
them to discuss feelings and experiences and providing a sense of being loved and appreciated. A 14-year study 
of 1,377 American Legionnaires who had served in the Vietnam War found that those who perceived less 
social support when they came home were more likely to develop PTSD than were those who perceived greater 
support. In addition, those who became involved in the community were less likely to develop PTSD, and they 
were more likely to experience a remission of PTSD than were those who were less involved (Koenen, Stellman, 
Stellman, & Sommer, 2003). 

PTSD was first recognized in soldiers who had engaged in combat. Research 
has shown that strong social support decreases the risk of PTSD. This person 
stands at the Vietnam Traveling Memorial Wall. (credit: Kevin Stanchfield) 
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Learning and the Development of PTSD 

PTSD learning models suggest that some symptoms are developed and maintained through classical 
conditioning. The traumatic event may act as an unconditioned stimulus that elicits an unconditioned 
response characterized by extreme fear and anxiety. Cognitive, emotional, physiological, and environmental 
cues accompanying or related to the event are conditioned stimuli. These traumatic reminders evoke 
conditioned responses (extreme fear and anxiety) similar to those caused by the event itself (Nader, 2001). 
A person who was in the vicinity of the Twin Towers during the 9/11 terrorist attacks and who developed 
PTSD may display excessive hypervigilance and distress when planes fly overhead; this behavior constitutes a 
conditioned response to the traumatic reminder (conditioned stimulus of the sight and sound of an airplane). 
Differences in how conditionable individuals are help to explain differences in the development and 
maintenance of PTSD symptoms (Pittman, 1988). Conditioning studies demonstrate facilitated acquisition 
of conditioned responses and delayed extinction of conditioned responses in people with PTSD (Orr et al., 
2000). 

Cognitive factors are important in the development and maintenance of PTSD. One model suggests that 
two key processes are crucial: disturbances in memory for the event, and negative appraisals of the trauma 
and its aftermath (Ehlers & Clark, 2000). According to this theory, some people who experience traumas 
do not form coherent memories of the trauma; memories of the traumatic event are poorly encoded and, 
thus, are fragmented, disorganized, and lacking in detail. Therefore, these individuals are unable remember 
the event in a way that gives it meaning and context. A rape victim who cannot coherently remember the 
event may remember only bits and pieces (e.g., the attacker repeatedly telling her she is stupid); because she 
was unable to develop a fully integrated memory, the fragmentary memory tends to stand out. Although 
unable to retrieve a complete memory of the event, she may be haunted by intrusive fragments involuntarily 
triggered by stimuli associated with the event (e.g., memories of the attacker’s comments when encountering 
a person who resembles the attacker). This interpretation fits previously discussed material concerning PTSD 
and conditioning. The model also proposes that negative appraisals of the event (“I deserved to be raped 
because I’m stupid”) may lead to dysfunctional behavioral strategies (e.g., avoiding social activities where men 
are likely to be present) that maintain PTSD symptoms by preventing both a change in the nature of the 
memory and a change in the problematic appraisals. 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=810#h5p-236 

Summary 

Posttraumatic stress disorder (PTSD) was described through much of the 20th century and was referred to 
as shell shock and combat neurosis in the belief that its symptoms were thought to emerge from the stress 
of active combat. Today, PTSD is defined as a disorder in which the experience of a traumatic or profoundly 
stressful event, such as combat, sexual assault, or natural disaster, produces a constellation of symptoms that 
must last for one month or more. These symptoms include intrusive and distressing memories of the event, 
flashbacks, avoidance of stimuli or situations that are connected to the event, persistently negative emotional 
states, feeling detached from others, irritability, proneness toward outbursts, and a tendency to be easily 
startled. Not everyone who experiences a traumatic event will develop PTSD; a variety of risk factors associated 
with its development have been identified. 

Review Questions 
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An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=810#h5p-237 

Critical Thinking Question 

    List some of the risk factors associated with the development of PTSD following a traumatic 

event. 

Risk factors associated with PTSD include gender (female), low socioeconomic status, low 

intelligence, personal and family history of mental illness, and childhood abuse or trauma. 

Personality factors, including neuroticism and somatization, may also serve as risk factors. Also, 

certain versions of a gene that regulates serotonin may constitute a diathesis. 
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75. 

MOOD DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Distinguish normal states of sadness and euphoria from states of depression and mania 

• Describe the symptoms of major depressive disorder and bipolar disorder 

• Understand the differences between major depressive disorder and persistent depressive 

disorder, and identify two subtypes of depression 

• Define the criteria for a manic episode 

• Understand genetic, biological, and psychological explanations of major depressive disorder 

• Discuss the relationship between mood disorders and suicidal ideation, as well as factors 

associated with suicide 

Blake cries all day and feeling that he is worthless and his life is hopeless, he cannot get out of bed. Crystal stays 
up all night, talks very rapidly, and went on a shopping spree in which she spent $3,000 on furniture, although 
she cannot afford it. Maria recently had a baby, and she feels overwhelmed, teary, anxious, and panicked, 
and believes she is a terrible mother—practically every day since the baby was born. All these individuals 
demonstrate symptoms of a potential mood disorder. 

Mood disorders are characterized by severe disturbances in mood and emotions—most often depression, 
but also mania and elation (Rothschild, 1999). All of us experience fluctuations in our moods and emotional 
states, and often these fluctuations are caused by events in our lives. We become elated if our favorite team wins 
the World Series and dejected if a romantic relationship ends or if we lose our job. At times, we feel fantastic 
or miserable for no clear reason. People with mood disorders also experience mood fluctuations, but their 
fluctuations are extreme, distort their outlook on life, and impair their ability to function. 
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Mood disorders are characterized by massive 
disruptions in mood. Symptoms can range from the 
extreme sadness and hopelessness of depression to 
the extreme elation and irritability of mania. (credit: 
Kiran Foster) 

The DSM-5 lists two general categories of mood disorders. Depressive disorders are a group of disorders in 
which depression is the main feature. Depression is a vague term that, in everyday language, refers to an 
intense and persistent sadness. Depression is a heterogeneous mood state—it consists of a broad spectrum of 
symptoms that range in severity. Depressed people feel sad, discouraged, and hopeless. These individuals lose 
interest in activities once enjoyed, often experience a decrease in drives such as hunger and sex, and frequently 
doubt personal worth. Depressive disorders vary by degree, but this chapter highlights the most well-known: 
major depressive disorder (sometimes called unipolar depression). 

Bipolar and related disorders are a group of disorders in which mania is the defining feature. Mania is a state 
of extreme elation and agitation. When people experience mania, they may become extremely talkative, behave 
recklessly, or attempt to take on many tasks simultaneously. The most recognized of these disorders is bipolar 
disorder. 
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Major Depressive Disorder 

According to the DSM-5, the defining symptoms of major depressive disorder include “depressed mood most 
of the day, nearly every day” (feeling sad, empty, hopeless, or appearing tearful to others), and loss of interest 
and pleasure in usual activities (APA, 2013). In addition to feeling overwhelmingly sad most of each day, 
people with depression will no longer show interest or enjoyment in activities that previously were gratifying, 
such as hobbies, sports, sex, social events, time spent with family, and so on. Friends and family members may 
notice that the person has completely abandoned previously enjoyed hobbies; for example, an avid tennis player 
who develops major depressive disorder no longer plays tennis (Rothschild, 1999). 

To receive a diagnosis of major depressive disorder, one must experience a total of five symptoms for at least a 
two-week period; these symptoms must cause significant distress or impair normal functioning, and they must 
not be caused by substances or a medical condition. At least one of the two symptoms mentioned above must 
be present, plus any combination of the following symptoms (APA, 2013): 

• significant weight loss (when not dieting) or weight gain and/or significant decrease or increase in 
appetite; 

• difficulty falling asleep or sleeping too much; 
• psychomotor agitation (the person is noticeably fidgety and jittery, demonstrated by behaviors like the 

inability to sit, pacing, hand-wringing, pulling or rubbing of the skin, clothing, or other objects) or 
psychomotor retardation (the person talks and moves slowly, for example, talking softly, very little, or in 
a monotone); 

• fatigue or loss of energy; 
• feelings of worthlessness or guilt; 
• difficulty concentrating and indecisiveness; and 
• suicidal ideation: thoughts of death (not just fear of dying), thinking about or planning suicide, or 

making an actual suicide attempt. 

Major depressive disorder is considered episodic: its symptoms are typically present at their full magnitude 
for a certain period of time and then gradually abate. Approximately 50%–60% of people who experience an 
episode of major depressive disorder will have a second episode at some point in the future; those who have had 
two episodes have a 70% chance of having a third episode, and those who have had three episodes have a 90% 
chance of having a fourth episode (Rothschild, 1999). Although the episodes can last for months, a majority 
a people diagnosed with this condition (around 70%) recover within a year. However, a substantial number 
do not recover; around 12% show serious signs of impairment associated with major depressive disorder after 
5 years (Boland & Keller, 2009). In the long-term, many who do recover will still show minor symptoms that 
fluctuate in their severity (Judd, 2012). 
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Results of Major Depressive Disorder 

Major depressive disorder is a serious and incapacitating condition that can have a devastating effect on the 
quality of one’s life. The person suffering from this disorder lives a profoundly miserable existence that often 
results in unavailability for work or education, abandonment of promising careers, and lost wages; occasionally, 
the condition requires hospitalization. The majority of those with major depressive disorder report having 
faced some kind of discrimination, and many report that having received such treatment has stopped them 
from initiating close relationships, applying for jobs for which they are qualified, and applying for education or 
training (Lasalvia et al., 2013). Major depressive disorder also takes a toll on health. Depression is a risk factor 
for the development of heart disease in healthy patients, as well as adverse cardiovascular outcomes in patients 
with preexisting heart disease (Whooley, 2006). 

Risk Factors for Major Depressive Disorder 

Major depressive disorder is often referred to as the common cold of psychiatric disorders. Around 6.6% 
of the U.S. population experiences major depressive disorder each year; 16.9% will experience the disorder 
during their lifetime (Kessler & Wang, 2009). It is more common among women than among men, affecting 
approximately 20% of women and 13% of men at some point in their life (National Comorbidity Survey, 
2007). The greater risk among women is not accounted for by a tendency to report symptoms or to seek help 
more readily, suggesting that gender differences in the rates of major depressive disorder may reflect biological 
and gender-related environmental experiences (Kessler, 2003). 

Lifetime rates of major depressive disorder tend to be highest in North and South America, Europe, and 
Australia; they are considerably lower in Asian countries (Hasin, Fenton, & Weissman, 2011). The rates of 
major depressive disorder are higher among younger age cohorts than among older cohorts, perhaps because 
people in younger age cohorts are more willing to admit depression (Kessler & Wang, 2009). 

A number of risk factors are associated with major depressive disorder: unemployment (including 
homemakers); earning less than $20,000 per year; living in urban areas; or being separated, divorced, or 
widowed (Hasin et al., 2011). Comorbid disorders include anxiety disorders and substance abuse disorders 
(Kessler & Wang, 2009). 

Subtypes of Depression 

The DSM-5 lists several different subtypes of depression. These subtypes—what the DSM-5 refer to as 
specifiers—are not specific disorders; rather, they are labels used to indicate specific patterns of symptoms or to 
specify certain periods of time in which the symptoms may be present. One subtype, seasonal pattern, applies 
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to situations in which a person experiences the symptoms of major depressive disorder only during a particular 
time of year (e.g., fall or winter). In everyday language, people often refer to this subtype as the winter blues. 

Another subtype, peripartum onset (commonly referred to as postpartum depression), applies to women 
who experience major depression during pregnancy or in the four weeks following the birth of their child 
(APA, 2013). These women often feel very anxious and may even have panic attacks. They may feel guilty, 
agitated, and be weepy. They may not want to hold or care for their newborn, even in cases in which the 
pregnancy was desired and intended. In extreme cases, the mother may have feelings of wanting to harm 
her child or herself. In a horrific illustration, a woman named Andrea Yates, who suffered from extreme 
peripartum-onset depression (as well as other mental illnesses), drowned her five children in a bathtub (Roche, 
2002). Most women with peripartum-onset depression do not physically harm their children, but most do 
have difficulty being adequate caregivers (Fields, 2010). A surprisingly high number of women experience 
symptoms of peripartum-onset depression. A study of 10,000 women who had recently given birth found 
that 14% screened positive for peripartum-onset depression, and that nearly 20% reported having thoughts of 
wanting to harm themselves (Wisner et al., 2013). 

People with persistent depressive disorder (previously known as dysthymia) experience depressed moods 
most of the day nearly every day for at least two years, as well as at least two of the other symptoms of major 
depressive disorder. People with persistent depressive disorder are chronically sad and melancholy, but do not 
meet all the criteria for major depression. However, episodes of full-blown major depressive disorder can occur 
during persistent depressive disorder (APA, 2013). 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=812#h5p-239 

Bipolar Disorder 

A person with bipolar disorder (commonly known as manic depression) often experiences mood states that 
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vacillate between depression and mania; that is, the person’s mood is said to alternate from one emotional 
extreme to the other (in contrast to unipolar, which indicates a persistently sad mood). 

To be diagnosed with bipolar disorder, a person must have experienced a manic episode at least once 
in his life; although major depressive episodes are common in bipolar disorder, they are not required for a 
diagnosis (APA, 2013). According to the DSM-5, a manic episode is characterized as a “distinct period of 
abnormally and persistently elevated, expansive, or irritable mood and abnormally and persistently increased 
activity or energy lasting at least one week,” that lasts most of the time each day (APA, 2013, p. 124). During 
a manic episode, some experience a mood that is almost euphoric and become excessively talkative, sometimes 
spontaneously starting conversations with strangers; others become excessively irritable and complain or make 
hostile comments. The person may talk loudly and rapidly, exhibiting flight of ideas, abruptly switching from 
one topic to another. These individuals are easily distracted, which can make a conversation very difficult. They 
may exhibit grandiosity, in which they experience inflated but unjustified self-esteem and self-confidence. For 
example, they might quit a job in order to “strike it rich” in the stock market, despite lacking the knowledge, 
experience, and capital for such an endeavor. They may take on several tasks at the same time (e.g., several 
time-consuming projects at work) and yet show little, if any, need for sleep; some may go for days without 
sleep. Patients may also recklessly engage in pleasurable activities that could have harmful consequences, 
including spending sprees, reckless driving, making foolish investments, excessive gambling, or engaging in 
sexual encounters with strangers (APA, 2013). 

During a manic episode, individuals usually feel as though they are not ill and do not need treatment. 
However, the reckless behaviors that often accompany these episodes—which can be antisocial, illegal, or 
physically threatening to others—may require involuntary hospitalization (APA, 2013). Some patients with 
bipolar disorder will experience a rapid-cycling subtype, which is characterized by at least four manic episodes 
(or some combination of at least four manic and major depressive episodes) within one year. 

In the 1997 independent film Sweetheart, actress Janeane Garofalo plays the part of Jasmine, a 

young woman with bipolar disorder. Watch this video to see a portion of this film in which 

Jasmine experiences a manic episode: The Other Side of Me – inside my bipolar mind. 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=812#oembed-1 
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Risk Factors for Bipolar Disorder 

Bipolar disorder is considerably less frequent than major depressive disorder. In the United States, 1 out of 
every 167 people meets the criteria for bipolar disorder each year, and 1 out of 100 meet the criteria within their 
lifetime (Merikangas et al., 2011). The rates are higher in men than in women, and about half of those with this 
disorder report onset before the age of 25 (Merikangas et al., 2011). Around 90% of those with bipolar disorder 
have a comorbid disorder, most often an anxiety disorder or a substance abuse problem. Unfortunately, close 
to half of the people suffering from bipolar disorder do not receive treatment (Merikangas & Tohen, 2011). 
Suicide rates are extremely high among those with bipolar disorder: around 36% of individuals with this 
disorder attempt suicide at least once in their lifetime (Novick, Swartz, & Frank, 2010), and between 15%–19% 
complete suicide (Newman, 2004). 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=812#h5p-240 

The Biological Basis of Mood Disorders 

Mood disorders have been shown to have a strong genetic and biological basis. Relatives of those with major 
depressive disorder have double the risk of developing major depressive disorder, whereas relatives of patients 
with bipolar disorder have over nine times the risk (Merikangas et al., 2011). The rate of concordance for major 
depressive disorder is higher among identical twins than fraternal twins (50% vs. 38%, respectively), as is that 
of bipolar disorder (67% vs. 16%, respectively), suggesting that genetic factors play a stronger role in bipolar 
disorder than in major depressive disorder (Merikangas et al. 2011). 

People with mood disorders often have imbalances in certain neurotransmitters, particularly norepinephrine 
and serotonin (Thase, 2009). These neurotransmitters are important regulators of the bodily functions that 
are disrupted in mood disorders, including appetite, sex drive, sleep, arousal, and mood. Medications that 

760  |  MOOD DISORDERS

https://louis.pressbooks.pub/intropsychology/?p=812#h5p-240


are used to treat major depressive disorder typically boost serotonin and norepinephrine activity, whereas 
lithium—used in the treatment of bipolar disorder—blocks norepinephrine activity at the synapses. 

Many medications designed to treat mood disorders work by altering neurotransmitter activity in the 
neural synapse. 

Depression is linked to abnormal activity in several regions of the brain (Fitzgerald, Laird, Maller, & 
Daskalakis, 2008) including those important in assessing the emotional significance of stimuli and 
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experiencing emotions (amygdala), and in regulating and controlling emotions (like the prefrontal cortex, or 
PFC) (LeMoult, Castonguay, Joormann, & McAleavey, 2013). Depressed individuals show elevated amygdala 
activity (Drevets, Bogers, & Raichle, 2002), especially when presented with negative emotional stimuli, such 
as photos of sad faces (Surguladze et al., 2005). Interestingly, heightened amygdala activation to negative 
emotional stimuli among depressed persons occurs even when stimuli are presented outside of conscious 
awareness (Victor, Furey, Fromm, Öhman, & Drevets, 2010), and it persists even after the negative emotional 
stimuli are no longer present (Siegle, Thompson, Carter, Steinhauer, & Thase, 2007). Additionally, depressed 
individuals exhibit less activation in the prefrontal, particularly on the left side (Davidson, Pizzagalli, & 
Nitschke, 2009). Because the PFC can dampen amygdala activation, thereby enabling one to suppress negative 
emotions (Phan et al., 2005), decreased activation in certain regions of the PFC may inhibit its ability to 
override negative emotions that might then lead to more negative mood states (Davidson et al., 2009). These 
findings suggest that depressed persons are more prone to react to emotionally negative stimuli, yet have greater 
difficulty controlling these reactions. 

Depressed individuals react to negative emotional 
stimuli, such as sad faces, with greater amygdala 
activation than do non-depressed individuals. 
(credit: Ian Munroe) 

Since the 1950s, researchers have noted that depressed individuals have abnormal levels of cortisol, a stress 
hormone released into the blood by the neuroendocrine system during times of stress (Mackin & Young, 
2004). When cortisol is released, the body initiates a fight-or-flight response in reaction to a threat or danger. 
Many people with depression show elevated cortisol levels (Holsboer & Ising, 2010), especially those reporting 
a history of early life trauma such as the loss of a parent or abuse during childhood (Baes, Tofoli, Martins, & 
Juruena, 2012). Such findings raise the question of whether high cortisol levels are a cause or a consequence 
of depression. High levels of cortisol are a risk factor for future depression (Halligan, Herbert, Goodyer, & 
Murray, 2007), and cortisol activates activity in the amygdala while deactivating activity in the PFC (McEwen, 
2005)—both brain disturbances are connected to depression. Thus, high cortisol levels may have a causal effect 
on depression, as well as on its brain function abnormalities (van Praag, 2005). Also, because stress results in 
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increased cortisol release (Michaud, Matheson, Kelly, Anisman, 2008), it is equally reasonable to assume that 
stress may precipitate depression. 

A Diathesis-Stress Model and Major Depressive Disorders 

Indeed, it has long been believed that stressful life events can trigger depression, and research has consistently 
supported this conclusion (Mazure, 1998). Stressful life events include significant losses, such as the death of a 
loved one, divorce or separation, and serious health and money problems; life events such as these often precede 
the onset of depressive episodes (Brown & Harris, 1989). In particular, exit events—instances in which an 
important person departs (e.g., a death, divorce or separation, or a family member leaving home)—often occur 
prior to an episode (Paykel, 2003). Exit events are especially likely to trigger depression if these happenings 
occur in a way that humiliates or devalues the individual. For example, people who experience the breakup of a 
relationship initiated by the other person develop major depressive disorder at a rate more than 2 times that of 
people who experience the death of a loved one (Kendler, Hettema, Butera, Gardner, & Prescott, 2003). 

Likewise, individuals who are exposed to traumatic stress during childhood—such as separation from a 
parent, family turmoil, and maltreatment (physical or sexual abuse)—are at a heightened risk of developing 
depression at any point in their lives (Kessler, 1997). A recent review of 16 studies involving over 23,000 
subjects concluded that those who experience childhood maltreatment are more than 2 times as likely to 
develop recurring and persistent depression (Nanni, Uher, & Danese, 2012). 

Of course, not everyone who experiences stressful life events or childhood adversities succumbs to 
depression—indeed, most do not. Clearly, a diathesis-stress interpretation of major depressive disorder, in 
which certain predispositions or vulnerability factors influence one’s reaction to stress, would seem logical. 
If so, what might such predispositions be? A study by Caspi and others (2003) suggests that an alteration 
in a specific gene that regulates serotonin (the 5-HTTLPR gene) might be one culprit. These investigators 
found that people who experienced several stressful life events were significantly more likely to experience 
episodes of major depression if they carried one or two short versions of this gene than if they carried two long 
versions. Those who carried one or two short versions of the 5-HTTLPR gene were unlikely to experience 
an episode, however, if they had experienced few or no stressful life events. Numerous studies have replicated 
these findings, including studies of people who experienced maltreatment during childhood (Goodman & 
Brand, 2009). In a recent investigation conducted in the United Kingdom (Brown & Harris, 2013), researchers 
found that childhood maltreatment before age 9 elevated the risk of chronic adult depression (a depression 
episode lasting for at least 12 months) among those individuals having one (LS) or two (SS) short versions of 
the 5-HTTLPR gene. Childhood maltreatment did not increase the risk for chronic depression for those have 
two long (LL) versions of this gene. Thus, genetic vulnerability may be one mechanism through which stress 
potentially leads to depression. 
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A study on gene-environment interaction in people experiencing chronic depression in adulthood suggests 
a much higher incidence in individuals with a short version of the gene in combination with childhood 
maltreatment (Brown & Harris, 2013). 

Cognitive Theories of Depression 

Cognitive theories of depression take the view that depression is triggered by negative thoughts, 
interpretations, self-evaluations, and expectations (Joormann, 2009). These diathesis-stress models propose 
that depression is triggered by a “cognitive vulnerability” (negative and maladaptive thinking) and by 
precipitating stressful life events (Gotlib & Joormann, 2010). Perhaps the most well-known cognitive theory 
of depression was developed in the 1960s by psychiatrist Aaron Beck, based on clinical observations and 
supported by research (Beck, 2008). Beck theorized that depression-prone people possess depressive schemas, 
or mental predispositions to think about most things in a negative way (Beck, 1976). Depressive schemas 
contain themes of loss, failure, rejection, worthlessness, and inadequacy, and may develop early in childhood 
in response to adverse experiences, then remain dormant until they are activated by stressful or negative 
life events. Depressive schemas prompt dysfunctional and pessimistic thoughts about the self, the world, 
and the future. Beck believed that this dysfunctional style of thinking is maintained by cognitive biases, 
or errors in how we process information about ourselves, which lead us to focus on negative aspects of 
experiences, interpret things negatively, and block positive memories (Beck, 2008). A person whose depressive 
schema consists of a theme of rejection might be overly attentive to social cues of rejection (more likely to 
notice another’s frown), and he might interpret this cue as a sign of rejection and automatically remember 
past incidents of rejection. Longitudinal studies have supported Beck’s theory, in showing that a preexisting 
tendency to engage in this negative, self-defeating style of thinking—when combined with life stress—over 
time predicts the onset of depression (Dozois & Beck, 2008). Cognitive therapies for depression, aimed at 
changing a depressed person’s negative thinking, were developed as an expansion of this theory (Beck, 1976). 

Another cognitive theory of depression, hopelessness theory, postulates that a particular style of negative 
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thinking leads to a sense of hopelessness, which then leads to depression (Abramson, Metalsky, & Alloy, 1989). 
According to this theory, hopelessness is an expectation that unpleasant outcomes will occur or that desired 
outcomes will not occur, and there is nothing one can do to prevent such outcomes. A key assumption of this 
theory is that hopelessness stems from a tendency to perceive negative life events as having stable (“It’s never 
going to change”) and global (“It’s going to affect my whole life”) causes, in contrast to unstable (“It’s fixable”) 
and specific (“It applies only to this particular situation”) causes, especially if these negative life events occur in 
important life realms, such as relationships, academic achievement, and the like. Suppose a student who wishes 
to go to law school does poorly on an admissions test. If the student infers negative life events as having stable 
and global causes, she may believe that her poor performance has a stable and global cause (“I lack intelligence, 
and it’s going to prevent me from ever finding a meaningful career”), as opposed to an unstable and specific 
cause (“I was sick the day of the exam, so my low score was a fluke”). Hopelessness theory predicts that people 
who exhibit this cognitive style in response to undesirable life events will view such events as having negative 
implications for their future and self-worth, thereby increasing the likelihood of hopelessness—the primary 
cause of depression (Abramson et al., 1989). One study testing hopelessness theory measured the tendency 
to make negative inferences for bad life effects in participants who were experiencing uncontrollable stressors. 
Over the ensuing six months, those with scores reflecting high cognitive vulnerability were 7 times more likely 
to develop depression compared to those with lower scores (Kleim, Gonzalo, & Ehlers, 2011). 

A third cognitive theory of depression focuses on how people’s thoughts about their distressed 
moods—depressed symptoms in particular—can increase the risk and duration of depression. This theory, 
which focuses on rumination in the development of depression, was first described in the late 1980s to explain 
the higher rates of depression in women than in men (Nolen-Hoeksema, 1987). Rumination is the repetitive 
and passive focus on the fact that one is depressed and dwelling on depressed symptoms, rather that distracting 
one’s self from the symptoms or attempting to address them in an active, problem-solving manner (Nolen-
Hoeksema, 1991). When people ruminate, they have thoughts such as “Why am I so unmotivated? I just 
can’t get going. I’m never going to get my work done feeling this way” (Nolen-Hoeksema & Hilt, 2009, 
p. 393). Women are more likely than men to ruminate when they are sad or depressed (Butler & Nolen-
Hoeksema, 1994), and the tendency to ruminate is associated with increases in depression symptoms (Nolen-
Hoeksema, Larson, & Grayson, 1999), heightened risk of major depressive episodes (Abela & Hankin, 2011), 
and chronicity of such episodes (Robinson & Alloy, 2003) 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=812#h5p-241 

Suicide 

For some people with mood disorders, the extreme emotional pain they experience becomes unendurable. 
Overwhelmed by hopelessness, devastated by incapacitating feelings of worthlessness, and burdened with the 
inability to adequately cope with such feelings, they may consider suicide to be a reasonable way out. Suicide, 
defined by the CDC as “death caused by self-directed injurious behavior with any intent to die as the result 
of the behavior” (CDC, 2013a), in a sense represents an outcome of several things going wrong all at the 
same time (Crosby, Ortega, & Melanson, 2011). Not only must the person be biologically or psychologically 
vulnerable, but he must also have the means to perform the suicidal act, and he must lack the necessary 
protective factors (e.g., social support from friends and family, religion, coping skills, and problem-solving 
skills) that provide comfort and enable one to cope during times of crisis or great psychological pain (Berman, 
2009). 

Suicide is not listed as a disorder in the DSM-5; however, suffering from a mental disorder—especially 
a mood disorder—poses the greatest risk for suicide. Around 90% of those who complete suicides have a 
diagnosis of at least one mental disorder, with mood disorders being the most frequent (Fleischman, Bertolote, 
Belfer, & Beautrais, 2005). In fact, the association between major depressive disorder and suicide is so strong 
that one of the criteria for the disorder is thoughts of suicide, as discussed above (APA, 2013). 

Suicide rates can be difficult to interpret because some deaths that appear to be accidental may in fact be 
acts of suicide (e.g., automobile crash). Nevertheless, investigations into U.S. suicide rates have uncovered these 
facts: 

• Suicide was the 10th leading cause of death for all ages in 2010 (Centers for Disease Control and 
Prevention [CDC], 2012). 
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• There were 38,364 suicides in 2010 in the United States—an average of 105 each day (CDC, 2012). 
• Suicide among males is 4 times higher than among females and accounts for 79% of all suicides; firearms 

are the most commonly used method of suicide for males, whereas poisoning is the most commonly 
used method for females (CDC, 2012). 

• From 1991 to 2003, suicide rates were consistently higher among those 65 years and older. Since 2001, 
however, suicide rates among those ages 25–64 have risen consistently, and, since 2006, suicide rates have 
been greater for those ages 65 and older (CDC, 2013b). This increase in suicide rates among middle-
aged Americans has prompted concern in some quarters that baby boomers (individuals born between 
1946–1964) who face economic worry and easy access to prescription medication may be particularly 
vulnerable to suicide (Parker-Pope, 2013). 

• The highest rates of suicide within the United States are among American Indians/Alaskan natives and 
Non-Hispanic Whites (CDC, 2013b). 

• Suicide rates vary across the United States, with the highest rates consistently found in the mountain 
states of the west (Alaska, Montana, Nevada, Wyoming, Colorado, and Idaho) (Berman, 2009). 

Contrary to popular belief, suicide rates peak during the springtime (April and May), not during the holiday 
season or winter. In fact, suicide rates are generally lowest during the winter months (Postolache et al., 2010). 

Risk Factors for Suicide 

Suicidal risk is especially high among people with substance abuse problems. Individuals with alcohol 
dependence are at 10 times greater risk for suicide than the general population (Wilcox, Conner, & Caine, 
2004). The risk of suicidal behavior is especially high among those who have made a prior suicide attempt. 
Among those who attempt suicide, 16% make another attempt within a year and over 21% make another 
attempt within four years (Owens, Horrocks, & House, 2002). Suicidal individuals may be at high risk for 
terminating their life if they have a lethal means in which to act, such as a firearm in the home (Brent & 
Bridge, 2003). Withdrawal from social relationships, feeling as though one is a burden to others, and engaging 
in reckless and risk-taking behaviors may be precursors to suicidal behavior (Berman, 2009). A sense of 
entrapment or feeling unable to escape one’s miserable feelings or external circumstances (e.g., an abusive 
relationship with no perceived way out) predicts suicidal behavior (O’Connor, Smyth, Ferguson, Ryan, & 
Williams, 2013). Tragically, reports of suicides among adolescents following instances of cyberbullying have 
emerged in recent years. In one widely-publicized case a few years ago, Phoebe Prince, a 15-year-old 
Massachusetts high school student, committed suicide following incessant harassment and taunting from her 
classmates via texting and Facebook (McCabe, 2010). 

Suicides can have a contagious effect on people. For example, another’s suicide, especially that of a family 
member, heightens one’s risk of suicide (Agerbo, Nordentoft, & Mortensen, 2002). Additionally, widely-
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publicized suicides tend to trigger copycat suicides in some individuals. One study examining suicide statistics 
in the United States from 1947–1967 found that the rates of suicide skyrocketed for the first month after a 
suicide story was printed on the front page of the New York Times (Phillips, 1974). Austrian researchers found 
a significant increase in the number of suicides by firearms in the three weeks following extensive reports in 
Austria’s largest newspaper of a celebrity suicide by gun (Etzersdorfer, Voracek, & Sonneck, 2004). A review 
of 42 studies concluded that media coverage of celebrity suicides is more than 14 times more likely to trigger 
copycat suicides than is coverage of non-celebrity suicides (Stack, 2000). This review also demonstrated that 
the medium of coverage is important: televised stories are considerably less likely to prompt a surge in suicides 
than are newspaper stories. Research suggests that a trend appears to be emerging whereby people use online 
social media to leave suicide notes, although it is not clear to what extent suicide notes on such media might 
induce copycat suicides (Ruder, Hatch, Ampanozi, Thali, & Fischer, 2011). Nevertheless, it is reasonable to 
conjecture that suicide notes left by individuals on social media may influence the decisions of other vulnerable 
people who encounter them (Luxton, June, & Fairall, 2012). 

One possible contributing factor in suicide is brain chemistry. Contemporary neurological research shows 
that disturbances in the functioning of serotonin are linked to suicidal behavior (Pompili et al., 2010). Low 
levels of serotonin predict future suicide attempts and suicide completions, and low levels have been observed 
post-mortem among suicide victims (Mann, 2003). Serotonin dysfunction, as noted earlier, is also known to 
play an important role in depression; low levels of serotonin have also been linked to aggression and impulsivity 
(Stanley et al., 2000). The combination of these three characteristics constitutes a potential formula for 
suicide—especially violent suicide. A classic study conducted during the 1970s found that patients with major 
depressive disorder who had very low levels of serotonin attempted suicide more frequently and more violently 
than did patients with higher levels (Asberg, Thorén, Träskman, Bertilsson, & Ringberger, 1976; Mann, 2003). 

Suicidal thoughts, plans, and even off-hand remarks (“I might kill myself this afternoon”) should always be 
taken extremely seriously. People who contemplate terminating their life need immediate help. Below are links 
to two excellent websites that contain resources (including hotlines) for people who are struggling with suicidal 
ideation, have loved ones who may be suicidal, or who have lost loved ones to suicide: http://www.afsp.org and 
http://suicidology.org. 

Summary 

Mood disorders are those in which the person experiences severe disturbances in mood and emotion. They 
include depressive disorders and bipolar and related disorders. Depressive disorders include major depressive 
disorder, which is characterized by episodes of profound sadness and loss of interest or pleasure in usual 
activities and other associated features, and persistent depressive disorder, which marked by a chronic state 
of sadness. Bipolar disorder is characterized by mood states that vacillate between sadness and euphoria; a 
diagnosis of bipolar disorder requires experiencing at least one manic episode, which is defined as a period 
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of extreme euphoria, irritability, and increased activity. Mood disorders appear to have a genetic component, 
with genetic factors playing a more prominent role in bipolar disorder than in depression. Both biological and 
psychological factors are important in the development of depression. People who suffer from mental health 
problems, especially mood disorders, are at heightened risk for suicide. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=812#h5p-242 

Critical Thinking Question 

    Describe several of the factors associated with suicide. 

The risk of suicide is high among people with mental health problems, including mood disorders 

and substance abuse problems. The risk is also high among those who have made a prior 

suicide attempt and who have lethal means to commit suicide. Rates of suicide are higher 

among men and during the springtime, and they are higher in the mountain states of the west 

than in other regions of the United States. Research has also shown that suicides can have a 

“contagious” effect on people, and that it is associated with serotonin dysfunction. 

Personal Application Question 

Think of someone you know who seems to have a tendency to make negative, self-defeating explanations for 
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negative life events. How might this tendency lead to future problems? What steps do you think could be taken 
to change this thinking style? 

Media Attributions 

• “The Other Side of Me – inside my bipolar mind” by Julie Kraft. Standard YouTube License. 
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76. 

SCHIZOPHRENIA 

Learning Objectives 

By the end of this section, you will be able to: 

• Recognize the essential nature of schizophrenia, avoiding the misconception that it involves a 

split personality 

• Categorize and describe the major symptoms of schizophrenia 

• Understand the interplay between genetic, biological, and environmental factors that are 

associated with the development of schizophrenia 

• Discuss the importance of research examining prodromal symptoms of schizophrenia 

Schizophrenia is a devastating psychological disorder that is characterized by major disturbances in thought, 
perception, emotion, and behavior. About 1% of the population experiences schizophrenia in their lifetime, 
and usually the disorder is first diagnosed during early adulthood (early to mid-20s). Most people with 
schizophrenia experience significant difficulties in many day-to-day activities, such as holding a job, paying 
bills, caring for oneself (grooming and hygiene), and maintaining relationships with others. Frequent 
hospitalizations are more often the rule rather than the exception with schizophrenia. Even when they receive 
the best treatments available, many with schizophrenia will continue to experience serious social and 
occupational impairment throughout their lives. 

What is schizophrenia? First, schizophrenia is not a condition involving a split personality; that is, 
schizophrenia is not the same thing as dissociative identity disorder (better known as multiple personality 
disorder). These disorders are sometimes confused because the word schizophrenia first coined by the Swiss 
psychiatrist Eugen Bleuler in 1911, derives from Greek words that refer to a “splitting” (schizo) of psychic 
functions (phrene) (Green, 2001). 

Schizophrenia is considered a psychotic disorder, or one in which the person’s thoughts, perceptions, and 
behaviors are impaired to the point where she is not able to function normally in life. In informal terms, one 
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who suffers from a psychotic disorder (that is, has a psychosis) is disconnected from the world in which most 
of us live. 

Symptoms of Schizophrenia 

The main symptoms of schizophrenia include hallucinations, delusions, disorganized thinking, disorganized 
or abnormal motor behavior, and negative symptoms (APA, 2013). A hallucination is a perceptual experience 
that occurs in the absence of external stimulation. Auditory hallucinations (hearing voices) occur in roughly 
two-thirds of patients with schizophrenia and are by far the most common form of hallucination (Andreasen, 
1987). The voices may be familiar or unfamiliar, they may have a conversation or argue, or the voices may 
provide a running commentary on the person’s behavior (Tsuang, Farone, & Green, 1999). 

Less common are visual hallucinations (seeing things that are not there) and olfactory hallucinations 
(smelling odors that are not actually present). 

Delusions are beliefs that are contrary to reality and are firmly held even in the face of contradictory 
evidence. Many of us hold beliefs that some would consider odd, but a delusion is easily identified because 
it is clearly absurd. A person with schizophrenia may believe that his mother is plotting with the FBI to 
poison his coffee, or that his neighbor is an enemy spy who wants to kill him. These kinds of delusions 
are known as paranoid delusions, which involve the (false) belief that other people or agencies are plotting 
to harm the person. People with schizophrenia also may hold grandiose delusions, beliefs that one holds 
special power, unique knowledge, or is extremely important. For example, the person who claims to be Jesus 
Christ, or who claims to have knowledge going back 5,000 years, or who claims to be a great philosopher is 
experiencing grandiose delusions. Other delusions include the belief that one’s thoughts are being removed 
(thought withdrawal) or thoughts have been placed inside one’s head (thought insertion). Another type of 
delusion is somatic delusion, which is the belief that something highly abnormal is happening to one’s body 
(e.g., that one’s kidneys are being eaten by cockroaches). 

Disorganized thinking refers to disjointed and incoherent thought processes—usually detected by what a 
person says. The person might ramble, exhibit loose associations (jump from topic to topic), or talk in a 
way that is so disorganized and incomprehensible that it seems as though the person is randomly combining 
words. Disorganized thinking is also exhibited by blatantly illogical remarks (e.g., “Fenway Park is in Boston. 
I live in Boston. Therefore, I live at Fenway Park.”) and by tangentiality: responding to others’ statements or 
questions by remarks that are either barely related or unrelated to what was said or asked. For example, if a 
person diagnosed with schizophrenia is asked if she is interested in receiving special job training, she might 
state that she once rode on a train somewhere. To a person with schizophrenia, the tangential (slightly related) 
connection between job training and riding a train are sufficient enough to cause such a response. 

Disorganized or abnormal motor behavior refers to unusual behaviors and movements: becoming unusually 
active, exhibiting silly child-like behaviors (giggling and self-absorbed smiling), engaging in repeated and 
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purposeless movements, or displaying odd facial expressions and gestures. In some cases, the person will exhibit 
catatonic behaviors, which show decreased reactivity to the environment, such as posturing, in which the 
person maintains a rigid and bizarre posture for long periods of time, or catatonic stupor, a complete lack of 
movement and verbal behavior. 

Negative symptoms are those that reflect noticeable decreases and absences in certain behaviors, emotions, 
or drives (Green, 2001). A person who exhibits diminished emotional expression shows no emotion in his 
facial expressions, speech, or movements, even when such expressions are normal or expected. Avolition is 
characterized by a lack of motivation to engage in self-initiated and meaningful activity, including the most 
basic of tasks, such as bathing and grooming. Alogia refers to reduced speech output; in simple terms, patients 
do not say much. Another negative symptom is asociality, or social withdrawal and lack of interest in engaging 
in social interactions with others. A final negative symptom, anhedonia, refers to an inability to experience 
pleasure. One who exhibits anhedonia expresses little interest in what most people consider to be pleasurable 
activities, such as hobbies, recreation, or sexual activity. 

Watch this video and try to identify which classic symptoms of schizophrenia are shown: 

Schizophrenia: Gerald, Part 1. 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=814#oembed-1 

Causes of Schizophrenia 

There is considerable evidence suggesting that schizophrenia has a genetic basis. The risk of developing 
schizophrenia is nearly 6 times greater if one has a parent with schizophrenia than if one does not (Goldstein, 
Buka, Seidman, & Tsuang, 2010). Additionally, one’s risk of developing schizophrenia increases as genetic 
relatedness to family members diagnosed with schizophrenia increases (Gottesman, 2001). 

Genes 

When considering the role of genetics in schizophrenia, as in any disorder, conclusions based on family 
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and twin studies are subject to criticism. This is because family members who are closely related (such as 
siblings) are more likely to share similar environments than are family members who are less closely related 
(such as cousins); further, identical twins may be more likely to be treated similarly by others than might 
fraternal twins. Thus, family and twin studies cannot completely rule out the possible effects of shared 
environments and experiences. Such problems can be corrected by using adoption studies, in which children 
are separated from their parents at an early age. One of the first adoption studies of schizophrenia conducted 
by Heston (1966) followed 97 adoptees, including 47 who were born to mothers with schizophrenia, over 
a 36-year period. Five of the 47 adoptees (11%) whose mothers had schizophrenia were later diagnosed with 
schizophrenia, compared to none of the 50 control adoptees. Other adoption studies have consistently 
reported that for adoptees who are later diagnosed with schizophrenia, their biological relatives have a higher 
risk of schizophrenia than do adoptive relatives (Shih, Belmonte, & Zandi, 2004). 

Although adoption studies have supported the hypothesis that genetic factors contribute to schizophrenia, 
they have also demonstrated that the disorder most likely arises from a combination of genetic and 
environmental factors, rather than just genes themselves. For example, investigators in one study examined 
the rates of schizophrenia among 303 adoptees (Tienari et al., 2004). A total of 145 of the adoptees had 
biological mothers with schizophrenia; these adoptees constituted the high genetic risk group. The other 
158 adoptees had mothers with no psychiatric history; these adoptees composed the low genetic risk group. 
The researchers managed to determine whether the adoptees’ families were either healthy or disturbed. For 
example, the adoptees were considered to be raised in a disturbed family environment if the family exhibited 
a lot of criticism, conflict, and a lack of problem-solving skills. The findings revealed that adoptees whose 
mothers had schizophrenia (high genetic risk) and who had been raised in a disturbed family environment 
were much more likely to develop schizophrenia or another psychotic disorder (36.8%) than were adoptees 
whose biological mothers had schizophrenia but who had been raised in a healthy environment (5.8%), or than 
adoptees with a low genetic risk who were raised in either a disturbed (5.3%) or healthy (4.8%) environment. 
Because the adoptees who were at high genetic risk were likely to develop schizophrenia only if they were raised 
in a disturbed home environment, this study supports a diathesis-stress interpretation of schizophrenia—both 
genetic vulnerability and environmental stress are necessary for schizophrenia to develop, genes alone do not 
show the complete picture. 

Neurotransmitters 

If we accept that schizophrenia is at least partly genetic in origin, as it seems to be, it makes sense that the 
next step should be to identify biological abnormalities commonly found in people with the disorder. Perhaps 
not surprisingly, a number of neurobiological factors have indeed been found to be related to schizophrenia. 
One such factor that has received considerable attention for many years is the neurotransmitter dopamine. 
Interest in the role of dopamine in schizophrenia was stimulated by two sets of findings: drugs that increase 
dopamine levels can produce schizophrenia-like symptoms, and medications that block dopamine activity 
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reduce the symptoms (Howes & Kapur, 2009). The dopamine hypothesis of schizophrenia proposed that an 
overabundance of dopamine or too many dopamine receptors are responsible for the onset and maintenance 
of schizophrenia (Snyder, 1976). More recent work in this area suggests that abnormalities in dopamine vary 
by brain region and thus contribute to symptoms in unique ways. In general, this research has suggested 
that an overabundance of dopamine in the limbic system may be responsible for some symptoms, such as 
hallucinations and delusions, whereas low levels of dopamine in the prefrontal cortex might be responsible 
primarily for the negative symptoms (avolition, alogia, asociality, and anhedonia) (Davis, Kahn, Ko, & 
Davidson, 1991). In recent years, serotonin has received attention, and newer antipsychotic medications used 
to treat the disorder work by blocking serotonin receptors (Baumeister & Hawkins, 2004). 

Brain Anatomy 

Brain imaging studies reveal that people with schizophrenia have enlarged ventricles, the cavities within the 
brain that contain cerebral spinal fluid (Green, 2001). This finding is important because larger than normal 
ventricles suggests that various brain regions are reduced in size, thus implying that schizophrenia is associated 
with a loss of brain tissue. In addition, many people with schizophrenia display a reduction in gray matter 
(cell bodies of neurons) in the frontal lobes (Lawrie & Abukmeil, 1998), and many show less frontal lobe 
activity when performing cognitive tasks (Buchsbaum et al., 1990). The frontal lobes are important in a 
variety of complex cognitive functions, such as planning and executing behavior, attention, speech, movement, 
and problem solving. Hence, abnormalities in this region provide merit in explaining why people with 
schizophrenia experience deficits in these of areas. 

Events During Pregnancy 

Why do people with schizophrenia have these brain abnormalities? A number of environmental factors that 
could impact normal brain development might be at fault. High rates of obstetric complications in the births 
of children who later developed schizophrenia have been reported (Cannon, Jones, & Murray, 2002). In 
addition, people are at an increased risk for developing schizophrenia if their mother was exposed to influenza 
during the first trimester of pregnancy (Brown et al., 2004). Research has also suggested that a mother’s 
emotional stress during pregnancy may increase the risk of schizophrenia in offspring. One study reported that 
the risk of schizophrenia is elevated substantially in offspring whose mothers experienced the death of a relative 
during the first trimester of pregnancy (Khashan et al., 2008). 

Marijuana 

Another variable that is linked to schizophrenia is marijuana use. Although a number of reports have shown 
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that individuals with schizophrenia are more likely to use marijuana than are individuals without 
schizophrenia (Thornicroft, 1990), such investigations cannot determine if marijuana use leads to 
schizophrenia, or vice versa. However, a number of longitudinal studies have suggested that marijuana use 
is, in fact, a risk factor for schizophrenia. A classic investigation of over 45,000 Swedish conscripts who were 
followed up after 15 years found that those individuals who had reported using marijuana at least once by the 
time of conscription were more than 2 times as likely to develop schizophrenia during the ensuing 15 years than 
were those who reported never using marijuana; those who had indicated using marijuana 50 or more times 
were 6 times as likely to develop schizophrenia (Andréasson, Allbeck, Engström, & Rydberg, 1987). More 
recently, a review of 35 longitudinal studies found a substantially increased risk of schizophrenia and other 
psychotic disorders in people who had used marijuana, with the greatest risk in the most frequent users (Moore 
et al., 2007). Other work has found that marijuana use is associated with an onset of psychotic disorders at 
an earlier age (Large, Sharma, Compton, Slade, & Nielssen, 2011). Overall, the available evidence seems to 
indicate that marijuana use plays a causal role in the development of schizophrenia, although it is important 
to point out that marijuana use is not an essential or sufficient risk factor as not all people with schizophrenia 
have used marijuana and the majority of marijuana users do not develop schizophrenia (Casadio, Fernandes, 
Murray, & Di Forti, 2011). One plausible interpretation of the data is that early marijuana use may disrupt 
normal brain development during important early maturation periods in adolescence (Trezza, Cuomo, & 
Vanderschuren, 2008). Thus, early marijuana use may set the stage for the development of schizophrenia and 
other psychotic disorders, especially among individuals with an established vulnerability (Casadio et al., 2011). 

Test your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=814#h5p-244 

Schizophrenia: Early Warning Signs 

Early detection and treatment of conditions such as heart disease and cancer have improved survival rates 
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and quality of life for people who suffer from these conditions. A new approach involves identifying people 
who show minor symptoms of psychosis, such as unusual thought content, paranoia, odd communication, 
delusions, problems at school or work, and a decline in social functioning—which are coined prodromal 
symptoms—and following these individuals over time to determine which of them develop a psychotic 
disorder and which factors best predict such a disorder. A number of factors have been identified that predict a 
greater likelihood that prodromal individuals will develop a psychotic disorder: genetic risk (a family history of 
psychosis), recent deterioration in functioning, high levels of unusual thought content, high levels of suspicion 
or paranoia, poor social functioning, and a history of substance abuse (Fusar-Poli et al., 2013). Further research 
will enable a more accurate prediction of those at greatest risk for developing schizophrenia, and thus to whom 
early intervention efforts should be directed. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=814#h5p-245 

Summary 

Schizophrenia is a severe disorder characterized by a complete breakdown in one’s ability to function in 
life; it often requires hospitalization. People with schizophrenia experience hallucinations and delusions, and 
they have extreme difficulty regulating their emotions and behavior. Thinking is incoherent and disorganized, 
behavior is extremely bizarre, emotions are flat, and motivation to engage in most basic life activities is lacking. 
Considerable evidence shows that genetic factors play a central role in schizophrenia; however, adoption 
studies have highlighted the additional importance of environmental factors. Neurotransmitter and brain 
abnormalities, which may be linked to environmental factors such as obstetric complications or exposure to 
influenza during the gestational period, have also been implicated. A promising new area of schizophrenia 
research involves identifying individuals who show prodromal symptoms and following them over time to 
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determine which factors best predict the development of schizophrenia. Future research may enable us to 
pinpoint those especially at risk for developing schizophrenia and who may benefit from early intervention. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=814#h5p-246 

Critical Thinking Question 

    Why is research following individuals who show prodromal symptoms of schizophrenia so 

important? 

This kind of research is important because it enables investigators to identify potential warning 

signs that predict the onset of schizophrenia. Once such factors are identified, interventions 

may be developed. 

Media Attributions 

• “Schizophrenia: Gerald, Part 1” by Neuroslicer. Standard YouTube License. 
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77. 

DISSOCIATIVE DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe the essential nature of dissociative disorders 

• Identify and differentiate the symptoms of dissociative amnesia, depersonalization/

derealization disorder, and dissociative identity disorder 

• Discuss the potential role of both social and psychological factors in dissociative identity 

disorder 

Dissociative disorders are characterized by an individual becoming split off, or dissociated, from her core sense 
of self. Memory and identity become disturbed; these disturbances have a psychological rather than physical 
cause. Dissociative disorders listed in the DSM-5 include dissociative amnesia, depersonalization/derealization 
disorder, and dissociative identity disorder. 

Dissociative Amnesia 

Amnesia refers to the partial or total forgetting of some experience or event. An individual with dissociative 
amnesia is unable to recall important personal information, usually following an extremely stressful or 
traumatic experience such as combat, natural disasters, or being the victim of violence. The memory 
impairments are not caused by ordinary forgetting. Some individuals with dissociative amnesia will also 
experience dissociative fugue (from the word “to flee” in French), whereby they suddenly wander away from 
their home, experience confusion about their identity, and sometimes even adopt a new identity (Cardeña & 
Gleaves, 2006). Most fugue episodes last only a few hours or days, but some can last longer. One study of 
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residents in communities in upstate New York reported that about 1.8% experienced dissociative amnesia in 
the previous year (Johnson, Cohen, Kasen, & Brook, 2006). 

Some have questioned the validity of dissociative amnesia (Pope, Hudson, Bodkin, & Oliva, 1998); it has 
even been characterized as a “piece of psychiatric folklore devoid of convincing empirical support” (McNally, 
2003, p. 275). Notably, scientific publications regarding dissociative amnesia rose during the 1980s and reached 
a peak in the mid-1990s, followed by an equally sharp decline by 2003; in fact, only 13 cases of individuals 
with dissociative amnesia worldwide could be found in the literature that same year (Pope, Barry, Bodkin, 
& Hudson, 2006). Further, no description of individuals showing dissociative amnesia following a trauma 
exists in any fictional or nonfictional work prior to 1800 (Pope, Poliakoff, Parker, Boynes, & Hudson, 2006). 
However, a study of 82 individuals who enrolled for treatment at a psychiatric outpatient hospital found that 
nearly 10% met the criteria for dissociative amnesia, perhaps suggesting that the condition is underdiagnosed, 
especially in psychiatric populations (Foote, Smolin, Kaplan, Legatt, & Lipschitz, 2006). 

Depersonalization/Derealization Disorder 

Depersonalization/derealization disorder is characterized by recurring episodes of depersonalization, 
derealization, or both. Depersonalization is defined as feelings of “unreality or detachment from, or 
unfamiliarity with, one’s whole self or from aspects of the self” (APA, 2013, p. 302). Individuals who 
experience depersonalization might believe their thoughts and feelings are not their own; they may feel robotic 
as though they lack control over their movements and speech; they may experience a distorted sense of time 
and, in extreme cases, they may sense an “out-of-body” experience in which they see themselves from the 
vantage point of another person. Derealization is conceptualized as a sense of “unreality or detachment from, 
or unfamiliarity with, the world, be it individuals, inanimate objects, or all surroundings” (APA, 2013, p. 303). 
A person who experiences derealization might feel as though he is in a fog or a dream, or that the surrounding 
world is somehow artificial and unreal. Individuals with depersonalization/derealization disorder often have 
difficulty describing their symptoms and may think they are going crazy (APA, 2013). 

Dissociative Identity Disorder 

By far, the most well-known dissociative disorder is dissociative identity disorder (formerly called multiple 
personality disorder). People with dissociative identity disorder exhibit two or more separate personalities or 
identities, each well-defined and distinct from one another. They also experience memory gaps for the time 
during which another identity is in charge (e.g., one might find unfamiliar items in her shopping bags or among 
her possessions), and in some cases may report hearing voices, such as a child’s voice or the sound of somebody 
crying (APA, 2013). The study of upstate New York residents mentioned above (Johnson et al., 2006) reported 
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that 1.5% of their sample experienced symptoms consistent with dissociative identity disorder in the previous 
year. 

Dissociative identity disorder (DID) is highly controversial. Some believe that people fake symptoms to 
avoid the consequences of illegal actions (e.g., “I am not responsible for shoplifting because it was my other 
personality”). In fact, it has been demonstrated that people are generally skilled at adopting the role of a 
person with different personalities when they believe it might be advantageous to do so. As an example, 
Kenneth Bianchi was an infamous serial killer who, along with his cousin, murdered over a dozen females 
around Los Angeles in the late 1970s. Eventually, he and his cousin were apprehended. At Bianchi’s trial, he 
pled not guilty by reason of insanity, presenting himself as though he had DID and claiming that a different 
personality (“Steve Walker”) committed the murders. When these claims were scrutinized, he admitted faking 
the symptoms and was found guilty (Schwartz, 1981). 

A second reason DID is controversial is because rates of the disorder suddenly skyrocketed in the 1980s. 
More cases of DID were identified during the five years prior to 1986 than in the preceding two centuries 
(Putnam, Guroff, Silberman, Barban, & Post, 1986). Although this increase may be due to the development 
of more sophisticated diagnostic techniques, it is also possible that the popularization of DID—helped in 
part by Sybil, a popular 1970s book (and later film) about a woman with 16 different personalities—may 
have prompted clinicians to over diagnose the disorder (Piper & Merskey, 2004). Casting further scrutiny on 
the existence of multiple personalities or identities is the recent suggestion that the story of Sybil was largely 
fabricated, and the idea for the book might have been exaggerated (Nathan, 2011). 

Despite its controversial nature, DID is clearly a legitimate and serious disorder, and although some people 
may fake symptoms, others suffer their entire lives with it. People with this disorder tend to report a history of 
childhood trauma, some cases having been corroborated through medical or legal records (Cardeña & Gleaves, 
2006). Research by Ross et al. (1990) suggests that in one study about 95% of people with DID were physically 
and/or sexually abused as children. Of course, not all reports of childhood abuse can be expected to be valid or 
accurate. However, there is strong evidence that traumatic experiences can cause people to experience states of 
dissociation, suggesting that dissociative states—including the adoption of multiple personalities—may serve 
as a psychologically important coping mechanism for threat and danger (Dalenberg et al., 2012). 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=816#h5p-248 

Summary 

The main characteristic of dissociative disorders is that people become dissociated from their sense of self, 
resulting in memory and identity disturbances. Dissociative disorders listed in the DSM-5 include dissociative 
amnesia, depersonalization/derealization disorder, and dissociative identity disorder. A person with 
dissociative amnesia is unable to recall important personal information, often after a stressful or traumatic 
experience. 

Depersonalization/derealization disorder is characterized by recurring episodes of depersonalization (i.e., 
detachment from or unfamiliarity with the self) and/or derealization (i.e., detachment from or unfamiliarity 
with the world). A person with dissociative identity disorder exhibits two or more well-defined and distinct 
personalities or identities, as well as memory gaps for the time during which another identity was present. 

Dissociative identity disorder has generated controversy, mainly because some believe its symptoms can be 
faked by patients if presenting its symptoms somehow benefits the patient in avoiding negative consequences 
or taking responsibility for one’s actions. The diagnostic rates of this disorder have increased dramatically 
following its portrayal in popular culture. However, many people legitimately suffer over the course of a 
lifetime with this disorder. 
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Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=816#h5p-249 

Critical Thinking Question 

    The prevalence of most psychological disorders has increased since the 1980s. However, as 

discussed in this section, scientific publications regarding dissociative amnesia peaked in the 

mid-1990s but then declined steeply through 2003. In addition, no fictional or nonfictional 

description of individuals showing dissociative amnesia following a trauma exists prior to 1800. 

How would you explain this phenomenon? 

Several explanations are possible. One explanation is that perhaps there is little scientific 

interest in this phenomenon, maybe because it has yet to gain consistent scientific acceptance. 

Another possible explanation is that perhaps the dissociative amnesia was fashionable at the 

time publications dealing with this topic peaked (1990s); perhaps since that time it has become 

less fashionable. 

Personal Application Question 

Try to find an example (via a search engine) of a past instance in which a person committed a horrible crime, 
was apprehended, and later claimed to have dissociative identity disorder during the trial. What was the 
outcome? Was the person revealed to be faking? If so, how was this determined? 
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78. 

PERSONALITY DISORDERS 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe the nature of personality disorders and how they differ from other disorders 

• List and distinguish between the three clusters of personality disorders 

• Identify the basic features of borderline personality disorder and antisocial personality 

disorder and the factors that are important in the etiology of both 

The term personality refers loosely to one’s stable, consistent, and distinctive way of thinking about, feeling, 
acting, and relating to the world. People with personality disorders exhibit a personality style that differs 
markedly from the expectations of their culture, is pervasive and inflexible, begins in adolescence or early 
adulthood, and causes distress or impairment (APA, 2013). Generally, individuals with these disorders exhibit 
enduring personality styles that are extremely troubling and often create problems for them and those with 
whom they come into contact. Their maladaptive personality styles frequently bring them into conflict with 
others, disrupt their ability to develop and maintain social relationships, and prevent them from accomplishing 
realistic life goals. 

The DSM-5 recognizes 10 personality disorders, organized into 3 different clusters. Cluster A disorders 
include paranoid personality disorder, schizoid personality disorder, and schizotypal personality disorder. 
People with these disorders display a personality style that is odd or eccentric. Cluster B disorders include 
antisocial personality disorder, histrionic personality disorder, narcissistic personality disorder, and borderline 
personality disorder. People with these disorders usually are impulsive, overly dramatic, highly emotional, 
and erratic. Cluster C disorders include avoidant personality disorder, dependent personality disorder, and 
obsessive-compulsive personality disorder (which is not the same thing as obsessive-compulsive disorder). 
People with these disorders often appear to be nervous and fearful. 
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DSM-5 Personality Disorders 

DSM-5 Personality 
Disorder Description Cluster 

Paranoid 

harbors a pervasive and unjustifiable suspiciousness and mistrust of others; 
reluctant to confide in or become close to others; reads hidden demeaning or 
threatening meaning into benign remarks or events; takes offense easily and bears 
grudges; not due to schizophrenia or other psychotic disorders 

A 

Schizoid 

lacks interest and desire to form relationships with others; aloof and shows 
emotional coldness and detachment; indifferent to approval or criticism of others; 
lacks close friends or confidants; not due to schizophrenia or other psychotic 
disorders, not an autism spectrum disorder 

A 

Schizotypal 

exhibits eccentricities in thought, perception, emotion, speech, and behavior; shows 
suspiciousness or paranoia; has unusual perceptual experiences; speech is often 
idiosyncratic; displays inappropriate emotions; lacks friends or confidants; not due 
to schizophrenia or other psychotic disorder, or to autism spectrum disorder 

A 

Antisocial 

continuously violates the rights of others; history of antisocial tendencies prior to 
age 15; often lies, fights, and has problems with the law; impulsive and fails to think 
ahead; can be deceitful and manipulative in order to gain profit or pleasure; 
irresponsible and often fails to hold down a job or pay financial debts; lacks feelings 
for others and remorse over misdeeds 

B 

Histrionic 

excessively overdramatic, emotional, and theatrical; feels uncomfortable when not 
the center of others’ attention; behavior is often inappropriately seductive or 
provocative; speech is highly emotional but often vague and diffuse; emotions are 
shallow and often shift rapidly; may alienate friends with demands for constant 
attention 

B 

Narcissistic 
overinflated and unjustified sense of self-importance and preoccupied with fantasies 
of success; believes they are entitled to special treatment from others; shows 
arrogant attitudes and behaviors; takes advantage of others; lacks empathy 

B 

Borderline 

unstable in self-image, mood, and behavior; cannot tolerate being alone and 
experiences chronic feelings of emptiness; unstable and intense relationships with 
others; behavior is impulsive, unpredictable, and sometimes self-damaging; shows 
inappropriate and intense anger; makes suicidal gestures 

B 

Avoidant 

socially inhibited and oversensitive to negative evaluation; avoids occupations that 
involve interpersonal contact because of fears of criticism or rejection; avoids 
relationships with others unless guaranteed to be accepted unconditionally; feels 
inadequate and views self as socially inept and unappealing; unwilling to take risks 
or engage in new activities if they may prove embarrassing 

C 

Dependent 

allows others to take over and run their life; is submissive, clingy, and fears 
separation; cannot make decisions without advice and reassurance from others; 
lacks self-confidence; cannot do things on their own; feels uncomfortable or helpless 
when alone 

C 

Obsessive-Compulsive 

pervasive need for perfectionism that interferes with the ability to complete tasks; 
preoccupied with details, rules, order, and schedules; excessively devoted to work at 
the expense of leisure and friendships; rigid, inflexible, and stubborn; insists things 
be done their way; miserly with money 

C 
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Slightly over 9% of the U.S. population suffers from a personality disorder, with avoidant and schizoid 
personality disorders being the most frequent (Lezenweger, Lane, Loranger, & Kessler, 2007). Two of these 
personality disorders, borderline personality disorder and antisocial personality disorder, are regarded by many 
as especially problematic. 

Borderline Personality Disorder 

The “borderline” in borderline personality disorder was originally coined in the late 1930s in an effort to 
describe patients who appeared anxious, but were prone to brief psychotic experiences—that is, patients 
who were thought to be literally on the borderline between anxiety and psychosis (Freeman, Stone, Martin, 
& Reinecke, 2005). Today, borderline personality disorder has a completely different meaning. Borderline 
personality disorder is characterized chiefly by instability in interpersonal relationships, self-image, and mood, 
as well as marked impulsivity (APA, 2013). People with borderline personality disorder cannot tolerate the 
thought of being alone and will make frantic efforts (including making suicidal gestures and engaging in self-
mutilation) to avoid abandonment or separation (whether real or imagined). Their relationships are intense 
and unstable; for example, a lover may be idealized early in a relationship, but then later vilified at the slightest 
sign she appears to no longer show interest. These individuals have an unstable view of self and, thus, might 
suddenly display a shift in personal attitudes, interests, career plans, and choice of friends. For example, a 
law school student may, despite having invested tens of thousands of dollars toward earning a law degree and 
despite having performed well in the program, consider dropping out and pursuing a career in another field. 
People with borderline personality disorder may be highly impulsive and may engage in reckless and self-
destructive behaviors such as excessive gambling, spending money irresponsibly, substance abuse, engaging in 
unsafe sex, and reckless driving. They sometimes show intense and inappropriate anger that they have difficulty 
controlling, and they can be moody, sarcastic, bitter, and verbally abusive. 

The prevalence of borderline personality disorder in the U.S. population is estimated to be around 1.4% 
(Lezenweger et al., 2007), but the rates are higher among those who use mental health services; approximately 
10% of mental health outpatients and 20% of psychiatric inpatients meet the criteria for diagnosis (APA, 2013). 
Additionally, borderline personality disorder is comorbid with anxiety, mood, and substance use disorders 
(Lezenweger et al., 2007). 

Biological Basis for Borderline Personality Disorder 

Genetic factors appear to be important in the development of borderline personality disorder. For example, 
core personality traits that characterize this disorder, such as impulsivity and emotional instability, show a 
high degree of heritability (Livesley, 2008). Also, the rates of borderline personality disorder among relatives of 
people with this disorder have been found to be as high as 24.9% (White, Gunderson, Zanarani, & Hudson, 
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2003). Individuals with borderline personality disorder report experiencing childhood physical, sexual, and/
or emotional abuse at rates far greater than those observed in the general population (Afifi et al., 2010), 
indicating that environmental factors are also crucial. These findings would suggest that borderline personality 
disorder may be determined by an interaction between genetic factors and adverse environmental experiences. 
Consistent with this hypothesis, one study found that the highest rates of borderline personality disorder 
were among individuals with a borderline temperament (characterized by high novelty seeking and high harm-
avoidance) and those who experienced childhood abuse and/or neglect (Joyce et al., 2003). 

Antisocial Personality Disorder 

Most human beings live in accordance with a moral compass, a sense of right and wrong. Most individuals 
learn at a very young age that there are certain things that should not be done. We learn that we should not lie 
or cheat. We are taught that it is wrong to take things that do not belong to us, and that it is wrong to exploit 
others for personal gain. We also learn the importance of living up to our responsibilities, of doing what we say 
we will do. People with antisocial personality disorder, however, do not seem to have a moral compass. These 
individuals act as though they neither have a sense of nor care about right or wrong. Not surprisingly, these 
people represent a serious problem for others and for society in general. 

According to the DSM-5, the individual with antisocial personality disorder (sometimes referred to as 
psychopathy) shows no regard at all for other people’s rights or feelings. This lack of regard is exhibited a 
number of ways and can include repeatedly performing illegal acts, lying to or conning others, impulsivity and 
recklessness, irritability and aggressiveness toward others, and failure to act in a responsible way (e.g., leaving 
debts unpaid) (APA, 2013). The worst part about antisocial personality disorder, however, is that people with 
this disorder have no remorse over one’s misdeeds; these people will hurt, manipulate, exploit, and abuse others 
and not feel any guilt. Signs of this disorder can emerge early in life; however, a person must be at least 18 years 
old to be diagnosed with antisocial personality disorder. 

People with antisocial personality disorder seem to view the world as self-serving and unkind. They seem to 
think that they should use whatever means necessary to get by in life. They tend to view others not as living, 
thinking, feeling beings, but rather as pawns to be used or abused for a specific purpose. They often have an 
over-inflated sense of themselves and can appear extremely arrogant. They frequently display superficial charm; 
for example, without really meaning it they might say exactly what they think another person wants to hear. 
They lack empathy; they are incapable of understanding the emotional point-of-view of others. People with 
this disorder may become involved in illegal enterprises, show cruelty toward others, leave their jobs with no 
plans to obtain another job, have multiple sexual partners, repeatedly get into fights with others, and show 
reckless disregard for themselves and others (e.g., repeated arrests for driving while intoxicated) (APA, 2013). 

A useful way to conceptualize antisocial personality disorder is boiling the diagnosis down to three major 
concepts: disinhibition, boldness, and meanness (Patrick, Fowles, & Krueger, 2009). Disinhibition is a 
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propensity toward impulse control problems, lack of planning and forethought, insistence on immediate 
gratification, and inability to restrain behavior. Boldness describes a tendency to remain calm in threatening 
situations, high self-assurance, a sense of dominance, and a tendency toward thrill-seeking. Meanness is defined 
as “aggressive resource seeking without regard for others,” and is signaled by a lack of empathy, disdain for and 
lack of close relationships with others, and a tendency to accomplish goals through cruelty (Patrick et al., 2009, 
p. 913). 

Risk Factors for Antisocial Personality Disorder 

Antisocial personality disorder is observed in about 3.6% of the population; the disorder is much more 
common among males, with a 3 to 1 ratio of men to women, and it is more likely to occur in men who are 
younger, widowed, separated, divorced, of lower socioeconomic status, who live in urban areas, and who live 
in the western United States (Compton, Conway, Stinson, Colliver, & Grant, 2005). Compared to men with 
antisocial personality disorder, women with the disorder are more likely to have experienced emotional neglect 
and sexual abuse during childhood, and they are more likely to have had parents who abused substances and 
who engaged in antisocial behaviors themselves (Alegria et al., 2013). 

This table shows some of the differences in the specific types of antisocial behaviors that men and women 
with antisocial personality disorder exhibit (Alegria et al., 2013). 

Gender Differences in Antisocial Personality Disorder 

Men with antisocial personality disorder are more 
likely than women with antisocial personality 
disorder to 

Women with antisocial personality disorder are more 
likely than men with antisocial personality disorder 
to 

• do things that could easily hurt themselves or others 
• receive three or more traffic tickets for reckless 

driving 
• have their driver’s license suspended 
• destroy others’ property 
• start a fire on purpose 
• make money illegally 
• do anything that could lead to arrest 
• hit someone hard enough to injure them 
• hurt an animal on purpose 

• run away from home overnight 
• frequently miss school or work 
• lie frequently 
• forge someone’s signature 
• get into a fight that comes to blows with an intimate 

partner 
• live with others besides the family for at least one 

month 
• harass, threaten, or blackmail someone 

Family, twin, and adoption studies suggest that both genetic and environmental factors influence the 
development of antisocial personality disorder, as well as general antisocial behavior (criminality, violence, 
aggressiveness) (Baker, Bezdjian, & Raine, 2006). Personality and temperament dimensions that are related 
to this disorder, including fearlessness, impulsive antisociality, and callousness, have a substantial genetic 
influence (Livesley & Jang, 2008). Adoption studies clearly demonstrate that the development of antisocial 
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behavior is determined by the interaction of genetic factors and adverse environmental circumstances (Rhee 
& Waldman, 2002). For example, one investigation found that adoptees of biological parents with antisocial 
personality disorder were more likely to exhibit adolescent and adult antisocial behaviors if they were raised in 
adverse adoptive family environments (e.g., adoptive parents had marital problems, were divorced, used drugs, 
and had legal problems) than if they were raised in a more normal adoptive environment (Cadoret, Yates, Ed, 
Woodworth, & Stewart, 1995). 

Researchers who are interested in the importance of environment in the development of antisocial 
personality disorder have directed their attention to such factors as the community, the structure and 
functioning of the family, and peer groups. Each of these factors influences the likelihood of antisocial 
behavior. One longitudinal investigation of more than 800 Seattle-area youth measured risk factors for violence 
at 10, 14, 16, and 18 years of age (Herrenkohl et al., 2000). The risk factors examined included those involving 
the family, peers, and community. 
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Longitudinal studies have helped to identify risk factors for predicting violent behavior. 

Those with antisocial tendencies do not seem to experience emotions the way most other people do. These 
individuals fail to show fear in response to environment cues that signal punishment, pain, or noxious 
stimulation. For instance, they show less skin conductance (sweatiness on hands) in anticipation of electric 
shock than do people without antisocial tendencies (Hare, 1965). Skin conductance is controlled by the 
sympathetic nervous system and is used to assess autonomic nervous system functioning. When the 
sympathetic nervous system is active, people become aroused and anxious, and sweat gland activity increases. 
Thus, increased sweat gland activity, as assessed through skin conductance, is taken as a sign of arousal or 
anxiety. For those with antisocial personality disorder, a lack of skin conductance may indicate the presence of 
characteristics such as emotional deficits and impulsivity that underlie the propensity for antisocial behavior 
and negative social relationships (Fung et al., 2005). 

While emotional deficits may contribute to antisocial personality disorder, so too might an inability to relate 
to others’ pain. In a recent study, 80 prisoners were shown photos of people being intentionally hurt by others 
(e.g., someone crushing a person’s hand in an automobile door) while undergoing brain imaging (Decety, 
Skelly, & Kiehl, 2013). Prisoners who scored high on a test of antisocial tendencies showed significantly less 
activation in brain regions involved in the experience of empathy and feeling concerned for others than did 
prisoners with low scores on the antisocial test. Notably, the prisoners who scored high on the antisocial 
test showed greater activation in a brain area involved self-awareness, cognitive function, and interpersonal 
experience. The investigators suggested that the heightened activation in this region when watching social 
interactions involving one person harming another may reflect a propensity or desire for this kind of behavior. 

Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=818#h5p-251 
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Summary 

Individuals with personality disorders exhibit a personality style that is inflexible, causes distress and 
impairment, and creates problems for themselves and others. The DSM-5 recognizes 10 personality disorders, 
organized into three clusters. The disorders in Cluster A include those characterized by a personality style 
that is odd and eccentric. Cluster B includes personality disorders characterized chiefly by a personality style 
that is impulsive, dramatic, highly emotional, and erratic, and those in Cluster C are characterized by a 
nervous and fearful personality style. Two Cluster B personality disorders, borderline personality disorder and 
antisocial personality disorder, are especially problematic. People with borderline personality disorder show 
marked instability in mood, behavior, and self-image, as well as impulsivity. They cannot stand to be alone, 
are unpredictable, have a history of stormy relationships, and frequently display intense and inappropriate 
anger. Genetic factors and adverse childhood experiences (e.g., sexual abuse) appear to be important in its 
development. People with antisocial personality display a lack of regard for the rights of others; they are 
impulsive, deceitful, irresponsible, and unburdened by any sense of guilt. Genetic factors and socialization 
both appear to be important in the origin of antisocial personality disorder. Research has also shown that those 
with this disorder do not experience emotions the way most other people do. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=818#h5p-252 

Critical Thinking Question 

    Imagine that a child has a genetic vulnerability to antisocial personality disorder. How might 
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this child’s environment shape the likelihood of developing this personality disorder? 

The environment is likely to be very instrumental in determining the likelihood of developing 

antisocial personality disorder. Research has shown that adverse family environments (e.g., 

divorce or marital problems, legal problems, and drug use) are connected to antisocial 

personality disorder, particularly if one is genetically vulnerable. Beyond one’s family 

environment, peer group delinquency and community variables (e.g., economic deprivation, 

community disorganization, drug use, and the presence of adult antisocial models) heighten the 

risk of violent behavior. 
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79. 

DISORDERS IN CHILDHOOD 

Learning Objectives 

By the end of this section, you will be able to: 

• Describe the nature and symptoms of attention deficit/hyperactivity disorder and autism 

spectrum disorder 

• Discuss the prevalence and factors that contribute to the development of these disorders 

Most of the disorders we have discussed so far are typically diagnosed in adulthood, although they can and 
sometimes do occur during childhood. However, there are a group of conditions that, when present, are 
diagnosed early in childhood, often before the time a child enters school. These conditions are listed in 
the DSM-5 as neurodevelopmental disorders, and they involve developmental problems in personal, social, 
academic, and intellectual functioning (APA, 2013). In this section, we will discuss two such disorders: 
attention deficit/ hyperactivity disorder and autism. 

Attention Deficit/Hyperactivity Disorder 

Diego is always active, from the time he wakes up in the morning until the time he goes to bed at night. His 
mother reports that he came out the womb kicking and screaming, and he has not stopped moving since. He 
has a sweet disposition, but always seems to be in trouble with his teachers, parents, and after-school program 
counselors. He seems to accidently break things; he lost his jacket three times last winter, and he never seems to 
sit still. His teachers believe he is a smart child, but he never finishes anything he starts and is so impulsive that 
he does not seem to learn much in school. 

Diego likely has attention deficit/hyperactivity disorder (ADHD). The symptoms of this disorder were first 
described by Hans Hoffman in the 1920s. While taking care of his son while his wife was in the hospital giving 
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birth to a second child, Hoffman noticed that the boy had trouble concentrating on his homework, had a short 
attention span, and had to repeatedly go over easy homework to learn the material (Jellinek & Herzog, 1999). 
Later, it was discovered that many hyperactive children—those who are fidgety, restless, socially disruptive, 
and have trouble with impulse control—also display short attention spans, problems with concentration, and 
distractibility. By the 1970s, it had become clear that many children who display attention problems often 
also exhibit signs of hyperactivity. In recognition of such findings, the DSM-III (published in 1980) included 
a new disorder: attention deficit disorder with and without hyperactivity, now known as attention deficit/
hyperactivity disorder (ADHD). 

A child with ADHD shows a constant pattern of inattention and/or hyperactive and impulsive behavior 
that interferes with normal functioning (APA, 2013). Some of the signs of inattention include great difficulty 
with and avoidance of tasks that require sustained attention (such as conversations or reading), failure to 
follow instructions (often resulting in failure to complete school work and other duties), disorganization 
(difficulty keeping things in order, poor time management, sloppy and messy work), lack of attention to 
detail, becoming easily distracted, and forgetfulness. Hyperactivity is characterized by excessive movement, 
and includes fidgeting or squirming, leaving one’s seat in situations when remaining seated is expected, having 
trouble sitting still (e.g., in a restaurant), running about and climbing on things, blurting out responses before 
another person’s question or statement has been completed, difficulty waiting one’s turn for something, and 
interrupting and intruding on others. Frequently, the hyperactive child comes across as noisy and boisterous. 
The child’s behavior is hasty, impulsive, and seems to occur without much forethought; these characteristics 
may explain why adolescents and young adults diagnosed with ADHD receive more traffic tickets and have 
more automobile accidents than do others (Thompson, Molina, Pelham, & Gnagy, 2007). 

ADHD occurs in about 5% of children (APA, 2013). On the average, boys are 3 times more likely to 
have ADHD than are girls; however, such findings might reflect the greater propensity of boys to engage in 
aggressive and antisocial behavior and thus incur a greater likelihood of being referred to psychological clinics 
(Barkley, 2006). Children with ADHD face severe academic and social challenges. Compared to their non-
ADHD counterparts, children with ADHD have lower grades and standardized test scores and higher rates of 
expulsion, grade retention, and dropping out (Loe & Feldman, 2007). They also are less well-liked and more 
often rejected by their peers (Hoza et al., 2005). 

Previously, ADHD was thought to fade away by adolescence. However, longitudinal studies have suggested 
that ADHD is a chronic problem, one that can persist into adolescence and adulthood (Barkley, Fischer, 
Smallish, & Fletcher, 2002). A recent study found that 29.3% of adults who had been diagnosed with ADHD 
decades earlier still showed symptoms (Barbaresi et al., 2013). Somewhat troubling, this study also reported 
that nearly 81% of those whose ADHD persisted into adulthood had experienced at least one other comorbid 
disorder, compared to 47% of those whose ADHD did not persist. 
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Life Problems from ADHD 

Children diagnosed with ADHD face considerably worse long-term outcomes than do those children who 
do not receive such a diagnosis. In one investigation, 135 adults who had been identified as having ADHD 
symptoms in the 1970s were contacted decades later and interviewed (Klein et al., 2012). Compared to a 
control sample of 136 participants who had never been diagnosed with ADHD, those who were diagnosed as 
children: 

• had worse educational attainment (more likely to have dropped out of high school and less likely to have 
earned a bachelor’s degree); 

• had lower socioeconomic status; 
• held less prestigious occupational positions; 
• were more likely to be unemployed; 
• made considerably less in salary; 
• scored worse on a measure of occupational functioning (indicating, for example, lower job satisfaction, 

poorer work relationships, and more firings); 
• scored worse on a measure of social functioning (indicating, for example, fewer friendships and less 

involvement in social activities); 
• were more likely to be divorced; and 
• were more likely to have non-alcohol-related substance abuse problems. (Klein et al., 2012) 

Longitudinal studies also show that children diagnosed with ADHD are at higher risk for substance abuse 
problems. One study reported that childhood ADHD predicted later drinking problems, daily smoking, and 
use of marijuana and other illicit drugs (Molina & Pelham, 2003). The risk of substance abuse problems 
appears to be even greater for those with ADHD who also exhibit antisocial tendencies (Marshal & Molina, 
2006). 

Causes of ADHD 

Family and twin studies indicate that genetics play a significant role in the development of ADHD. Burt 
(2009), in a review of 26 studies, reported that the median rate of concordance for identical twins was .66 
(one study reported a rate of .90), whereas the median concordance rate for fraternal twins was .20. This 
study also found that the median concordance rate for unrelated (adoptive) siblings was .09; although this 
number is small, it is greater than 0, thus suggesting that the environment may have at least some influence. 
Another review of studies concluded that the heritability of inattention and hyperactivity were 71% and 73%, 
respectively (Nikolas & Burt, 2010). 

The specific genes involved in ADHD are thought to include at least two that are important in the 
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regulation of the neurotransmitter dopamine (Gizer, Ficks, & Waldman, 2009), suggesting that dopamine 
may be important in ADHD. Indeed, medications used in the treatment of ADHD, such as methylphenidate 
(Ritalin) and amphetamine with dextroamphetamine (Adderall), have stimulant qualities and elevate 
dopamine activity. People with ADHD show less dopamine activity in key regions of the brain, especially 
those associated with motivation and reward (Volkow et al., 2009), which provides support to the theory that 
dopamine deficits may be a vital factor in the development this disorder (Swanson et al., 2007). 

Brain imaging studies have shown that children with ADHD exhibit abnormalities in their frontal lobes, an 
area in which dopamine is in abundance. Compared to children without ADHD, those with ADHD appear 
to have smaller frontal lobe volume, and they show less frontal lobe activation when performing mental tasks. 
Recall that one of the functions of the frontal lobes is to inhibit our behavior. Thus, abnormalities in this 
region may go a long way toward explaining the hyperactive, uncontrolled behavior of ADHD. 

By the 1970s, many had become aware of the connection between nutritional factors and childhood 
behavior. At the time, much of the public believed that hyperactivity was caused by sugar and food additives, 
such as artificial coloring and flavoring. Undoubtedly, part of the appeal of this hypothesis was that it provided 
a simple explanation of (and treatment for) behavioral problems in children. A statistical review of 16 studies, 
however, concluded that sugar consumption has no effect at all on the behavioral and cognitive performance 
of children (Wolraich, Wilson, & White, 1995). Additionally, although food additives have been shown to 
increase hyperactivity in non-ADHD children, the effect is rather small (McCann et al., 2007). Numerous 
studies, however, have shown a significant relationship between exposure to nicotine in cigarette smoke during 
the prenatal period and ADHD (Linnet et al., 2003). Maternal smoking during pregnancy is associated with 
the development of more severe symptoms of the disorder (Thakur et al., 2013). 

Is ADHD caused by poor parenting? Not likely. Remember, the genetics studies discussed above suggested 
that the family environment does not seem to play much of a role in the development of this disorder; if it 
did, we would expect the concordance rates to be higher for fraternal twins and adoptive siblings than has been 
demonstrated. All things considered, the evidence seems to point to the conclusion that ADHD is triggered 
more by genetic and neurological factors and less by social or environmental ones. 

Autism Spectrum Disorder 

A seminal paper published in 1943 by psychiatrist Leo Kanner described an unusual neurodevelopmental 
condition he observed in a group of children. He called this condition early infantile autism, and it was 
characterized mainly by an inability to form close emotional ties with others, speech and language 
abnormalities, repetitive behaviors, and an intolerance of minor changes in the environment and in normal 
routines (Bregman, 2005). What the DSM-5 refers to as autism spectrum disorder today, is a direct extension 
of Kanner’s work. 

Autism spectrum disorder is probably the most misunderstood and puzzling of the neurodevelopmental 
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disorders. Children with this disorder show signs of significant disturbances in three main areas: (a) deficits 
in social interaction, (b) deficits in communication, and (c) repetitive patterns of behavior or interests. These 
disturbances appear early in life and cause serious impairments in functioning (APA, 2013). The child with 
autism spectrum disorder might exhibit deficits in social interaction by not initiating conversations with other 
children or turning their head away when spoken to. These children do not make eye contact with others 
and seem to prefer playing alone rather than with others. In a certain sense, it is almost as though these 
individuals live in a personal and isolated social world others are simply not privy to or able to penetrate. 
Communication deficits can range from a complete lack of speech, to one word responses (e.g., saying “Yes” 
or “No” when replying to questions or statements that require additional elaboration), to echoed speech 
(e.g., parroting what another person says, either immediately or several hours or even days later), to difficulty 
maintaining a conversation because of an inability to reciprocate others’ comments. These deficits can also 
include problems in using and understanding nonverbal cues (e.g., facial expressions, gestures, and postures) 
that facilitate normal communication. 

Repetitive patterns of behavior or interests can be exhibited a number of ways. The child might engage in 
stereotyped, repetitive movements (rocking, head-banging, or repeatedly dropping an object and then picking 
it up), or she might show great distress at small changes in routine or the environment. For example, the child 
might throw a temper tantrum if an object is not in its proper place or if a regularly-scheduled activity is 
rescheduled. In some cases, the person with autism spectrum disorder might show highly restricted and fixated 
interests that appear to be abnormal in their intensity. For instance, the person might learn and memorize 
every detail about something even though doing so serves no apparent purpose. Importantly, autism spectrum 
disorder is not the same thing as intellectual disability, although these two conditions are often comorbid. The 
DSM-5 specifies that the symptoms of autism spectrum disorder are not caused or explained by intellectual 
disability. 

Life Problems From Autism Spectrum Disorder 

Autism spectrum disorder is referred to in everyday language as autism; in fact, the disorder was termed 
“autistic disorder” in earlier editions of the DSM, and its diagnostic criteria were much narrower than those 
of autism spectrum disorder. The qualifier “spectrum” in autism spectrum disorder is used to indicate that 
individuals with the disorder can show a range, or spectrum, of symptoms that vary in their magnitude and 
severity: some severe, others less severe. The previous edition of the DSM included a diagnosis of Asperger’s 
disorder, generally recognized as a less severe form of autistic disorder; individuals diagnosed with Asperger’s 
disorder were described as having average or high intelligence and a strong vocabulary, but exhibiting 
impairments in social interaction and social communication, such as talking only about their special interests 
(Wing, Gould, & Gillberg, 2011). However, because research has failed to demonstrate that Asperger’s disorder 
differs qualitatively from autistic disorder, the DSM-5 does not include it, which is prompting concerns 
among some parents that their children may no longer be eligible for special services (“Asperger’s Syndrome 
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Dropped,” 2012). Some individuals with autism spectrum disorder, particularly those with better language 
and intellectual skills, can live and work independently as adults. However, most do not because the symptoms 
remain sufficient to cause serious impairment in many realms of life (APA, 2013). 

Here is an instructive and poignant video highlighting severe autism: 10 Early Signs of Autism 

(UPDATED). 

One or more interactive elements has been excluded from this version of the text. You can view 

them online here: https://louis.pressbooks.pub/intropsychology/?p=820#oembed-1 

Currently, estimates indicate that nearly 1 in 88 children in the United States has autism spectrum disorder; the 
disorder is 5 times more common in boys (1 out of 54) than girls (1 out of 252) (CDC, 2012). Rates of autistic 
spectrum disorder have increased dramatically since the 1980s. For example, California saw an increase of 273% 
in reported cases from 1987 through 1998 (Byrd, 2002); between 2000 and 2008, the rate of autism diagnoses 
in the United States increased 78% (CDC, 2012). Although it is difficult to interpret this increase, it is possible 
that the rise in prevalence is the result of the broadening of the diagnosis, increased efforts to identify cases in 
the community, and greater awareness and acceptance of the diagnosis. In addition, mental health professionals 
are now more knowledgeable about autism spectrum disorder and are better equipped to make the diagnosis, 
even in subtle cases (Novella, 2008). 

Why Is the Prevalence Rate of ADHD Increasing? 

Many people believe that the rates of ADHD have increased in recent years, and there is 

evidence to support this contention. In a recent study, investigators found that the parent-

reported prevalence of ADHD among children (4–17 years old) in the United States increased by 

22% during a 4-year period, from 7.8% in 2003 to 9.5% in 2007 (CDC, 2010). Over time this 

increase in parent-reported ADHD was observed in all sociodemographic groups and was 
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reflected by substantial increases in 12 states (Indiana, North Carolina, and Colorado were the 

top 3). The increases were greatest for older teens (ages 15–17), multiracial and Hispanic children, 

and children with a primary language other than English. Another investigation found that from 

1998–2000 through 2007–2009 the parent-reported prevalence of ADHD increased among U.S. 

children between the ages of 5–17 years old, from 6.9% to 9.0% (Akinbami, Liu, Pastor, & 

Reuben, 2011). 

A major weakness of both studies was that children were not actually given a formal diagnosis. 

Instead, parents were simply asked whether or not a doctor or other health-care provider had 

ever told them their child had ADHD; the reported prevalence rates thus may have been 

affected by the accuracy of parental memory. Nevertheless, the findings from these studies 

raise important questions concerning what appears to be a demonstrable rise in the prevalence 

of ADHD. Although the reasons underlying this apparent increase in the rates of ADHD over 

time are poorly understood and, at best, speculative, several explanations are viable: 

ADHD may be over-diagnosed by doctors who are too quick to medicate children as a behavior 

treatment. 

There is greater awareness of ADHD now than in the past. Nearly everyone has heard of 

ADHD, and most parents and teachers are aware of its key symptoms. Thus, parents may be 

quick to take their children to a doctor if they believe their child possesses these symptoms, or 

teachers may be more likely now than in the past to notice the symptoms and refer the child for 

evaluation. 

The use of computers, video games, iPhones, and other electronic devices has become 

pervasive among children in the early 21st century, and these devices could potentially shorten 

children’s attentions spans. Thus, what might seem like inattention to some parents and 

teachers could simply reflect exposure to too much technology. 

ADHD diagnostic criteria have changed over time. 

Causes of Autism Spectrum Disorder 

Early theories of autism placed the blame squarely on the shoulders of the child’s parents, particularly the 
mother. Bruno Bettelheim (an Austrian-born American child psychologist who was heavily influenced by 
Sigmund Freud’s ideas) suggested that a mother’s ambivalent attitudes and her frozen and rigid emotions 
toward her child were the main causal factors in childhood autism. In what must certainly stand as one of 
the more controversial assertions in psychology over the last 50 years, he wrote, “I state my belief that the 
precipitating factor in infantile autism is the parent’s wish that his child should not exist” (Bettelheim, 1967, 

800  |  DISORDERS IN CHILDHOOD



p. 125). As you might imagine, Bettelheim did not endear himself to a lot of people with this position; 
incidentally, no scientific evidence exists supporting his claims. 

The exact causes of autism spectrum disorder remain unknown despite massive research efforts over the last 
two decades (Meek, Lemery-Chalfant, Jahromi, & Valiente, 2013). Autism appears to be strongly influenced 
by genetics, as identical twins show concordance rates of 60%–90%, whereas concordance rates for fraternal 
twins and siblings are 5%–10% (Autism Genome Project Consortium, 2007). Many different genes and 
gene mutations have been implicated in autism (Meek et al., 2013). Among the genes involved are those 
important in the formation of synaptic circuits that facilitate communication between different areas of the 
brain (Gauthier et al., 2011). A number of environmental factors are also thought to be associated with 
increased risk for autism spectrum disorder, at least in part, because they contribute to new mutations. These 
factors include exposure to pollutants, such as plant emissions and mercury, urban versus rural residence, and 
vitamin D deficiency (Kinney, Barch, Chayka, Napoleon, & Munir, 2009). 

Child Vaccinations and Autism Spectrum Disorder 

In the late 1990s, a prestigious medical journal published an article purportedly showing that autism is 
triggered by the MMR (measles, mumps, and rubella) vaccine. These findings were very controversial and 
drew a great deal of attention, sparking an international forum on whether children should be vaccinated. 
In a shocking turn of events, some years later the article was retracted by the journal that had published it 
after accusations of fraud on the part of the lead researcher. Despite the retraction, the reporting in popular 
media led to concerns about a possible link between vaccines and autism persisting. A recent survey of parents, 
for example, found that roughly a third of respondents expressed such a concern (Kennedy, LaVail, Nowak, 
Basket, & Landry, 2011); and perhaps fearing that their children would develop autism, more than 10% of 
parents of young children refuse or delay vaccinations (Dempsey et al., 2011). Some parents of children with 
autism mounted a campaign against scientists who refuted the vaccine-autism link. Even politicians and several 
well-known celebrities weighed in; for example, actress Jenny McCarthy (who believed that a vaccination 
caused her son’s autism) co-authored a book on the matter. However, there is no scientific evidence that a 
link exists between autism and vaccinations (Hughes, 2007). Indeed, a recent study compared the vaccination 
histories of 256 children with autism spectrum disorder with that of 752 control children across three time 
periods during their first two years of life (birth to 3 months, birth to 7 months, and birth to 2 years) 
(DeStefano, Price, & Weintraub, 2013). At the time of the study, the children were between 6 and 13 years 
old, and their prior vaccination records were obtained. Because vaccines contain immunogens (substances that 
fight infections), the investigators examined medical records to see how many immunogens children received 
to determine if those children who received more immunogens were at greater risk for developing autism 
spectrum disorder. The results of this study, clearly demonstrate that the quantity of immunogens from 
vaccines received during the first two years of life were not at all related to the development of autism spectrum 
disorder. There is not a relationship between vaccinations and autism spectrum disorders. 
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In terms of their exposure to immunogens in vaccines, overall, there is not a significant difference between 
children with autism spectrum disorder and their age-matched controls without the disorder (DeStefano et 
al., 2013). 

Why does concern over vaccines and autism spectrum disorder persist? Since the proliferation of the Internet 
in the 1990s, parents have been constantly bombarded with online information that can become magnified 
and take on a life of its own. The enormous volume of electronic information pertaining to autism spectrum 
disorder, combined with how difficult it can be to grasp complex scientific concepts, can make separating 
good research from bad challenging (Downs, 2008). Notably, the study that fueled the controversy reported 
that 8 out of 12 children—according to their parents—developed symptoms consistent with autism spectrum 
disorder shortly after receiving a vaccination. To conclude that vaccines cause autism spectrum disorder on this 
basis, as many did, is clearly incorrect for a number of reasons, not the least of which is because correlation does 
not imply causation, as you’ve learned. 

Additionally, as was the case with diet and ADHD in the 1970s, the notion that autism spectrum disorder 
is caused by vaccinations is appealing to some because it provides a simple explanation for this condition. Like 
all disorders, however, there are no simple explanations for autism spectrum disorder. Although the research 
discussed above has shed some light on its causes, science is still a long way from complete understanding of 
the disorder. 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=820#h5p-254 

Summary 

Neurodevelopmental disorders are a group of disorders that are typically diagnosed during childhood and are 
characterized by developmental deficits in personal, social, academic, and intellectual realms; these disorders 
include attention deficit/hyperactivity disorder (ADHD) and autism spectrum disorder. ADHD is 
characterized by a pervasive pattern of inattention and/or hyperactive and impulsive behavior that interferes 
with normal functioning. Genetic and neurobiological factors contribute to the development of ADHD, 
which can persist well into adulthood and is often associated with poor long-term outcomes. The major 
features of autism spectrum disorder include deficits in social interaction and communication and repetitive 
movements or interests. As with ADHD, genetic factors appear to play a prominent role in the development 
of autism spectrum disorder; exposure to environmental pollutants such as mercury have also been linked 
to the development of this disorder. Although it is believed by some that autism is triggered by the MMR 
vaccination, evidence does not support this claim. 
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Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=820#h5p-255 

Critical Thinking Questions 

    Compare the factors that are important in the development of ADHD with those that are 

important in the development of autism spectrum disorder. 

Genetic factors appear to play a major role in the development of both ADHD and autism 

spectrum disorder: studies show higher rates of concordance among identical twins than 

among fraternal twins for both disorders. In ADHD, genes that regulate dopamine have been 

implicated; in autism spectrum disorder, de novo genetic mutations appear to be important. 

Imaging studies suggest that abnormalities in the frontal lobes may be important in the 

development of ADHD. Parenting practices are not connected to the development of either 

disorder. Although environmental toxins are generally unimportant in the development of 

ADHD, exposure to cigarette smoke during the prenatal period has been linked to the 

development of the disorder; a number of environmental factors are thought to be associated 

with an increased risk for autism spectrum disorder: exposure to pollutants, an urban versus 

rural residence, and vitamin D deficiency. Although some people continue to believe that MMR 

vaccinations can cause autism spectrum disorder (due to an influential paper that was later 

retracted), there is no scientific evidence that supports this assertion. 
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Personal Application Question 

Discuss the characteristics of autism spectrum disorder with a few of your friends or members of your family 
(choose friends or family members who know little about the disorder) and ask them if they think the cause is 
due to bad parenting or vaccinations. If they indicate that they believe either to be true, why do you think this 
might be the case? What would be your response? 

Media Attributions 

• “10 Early Signs of Autism (UPDATED)” by Autism Family. Standard YouTube License. 
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PART XIV 

TREATMENT OF PSYCHOLOGICAL 
DISORDERS 

THERAPY ON FOUR LEGS 

Lucien Masson, a 60-year-old Vietnam veteran from Arizona, put it simply: “Sascha is the best 

medicine I’ve ever had.” 

Lucien is speaking about his friend, companion, and perhaps even his therapist, a Russian 

wolfhound named Sascha. Lucien suffers from posttraumatic stress disorder (PTSD), a disorder that 

has had a profoundly negative impact on his life for many years. His symptoms include panic 

attacks, nightmares, and road rage. Lucien has tried many solutions, consulting with doctors, 

psychiatrists, and psychologists, and using a combination of drugs, group therapy, and anger-

management classes. 

But Sascha seems to be the best therapist of all. He helps out in many ways. If a stranger gets too 

close to Lucien in public, Sascha will block the stranger with his body. Sascha is trained to sense 

when Lucien is about to have a nightmare, waking him before it starts. Before road rage can set in, 

Sascha gently whimpers, reminding his owner that it doesn’t pay to get upset about nutty drivers. 

In the same way, former Army medic Jo Hanna Schaffer speaks of her Chihuahua, Cody: “I never 

took a pill for PTSD that did as much for me as Cody has done.” Persian Gulf War veteran Karen 

Alexander feels the same way about her Bernese mountain dog, Cindy: 

She’ll come up and touch me, and that is enough of a stimulus to break the loop, bring me back to reality. 
Sometimes I’ll scratch my hand until it’s raw and won’t realize until she comes up to me and brings me out. She’s 
such a grounding influence for me. 
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Can 
psychiatric 
therapy dogs 
help people 
who suffer 
from PTSD? 
The U.S. 
Army – 
Therapy dog 
– CC BY 2.0. 

These dramatic stories of improvement from debilitating disorders can be attributed to an alternative 
psychological therapy, based on established behavioral principles, provided by “psychiatric service dogs.” The dogs 
are trained to help people with a variety of mental disorders, including panic attacks, anxiety disorder, obsessive-
compulsive disorder, and bipolar disorder. They help veterans of Iraq and Afghanistan cope with their traumatic 
brain injuries as well as with PTSD. 

The dogs are trained to perform specific behaviors that are helpful to their owners. If the dog’s owner is depressed, 
the dog will snuggle up and offer physical comfort; if the owner is having a panic attack, the owner can calm 
himself by massaging the dog’s body. The serenity shown by the dogs in all situations seems to reassure the PTSD 
sufferer that all must be well. Service dogs are constant, loving companions who provide emotional support and 
companionship to their embattled, often isolated owners (Shim, 2008; Lorber, 2010; Alaimo, 2010; Schwartz, 
2008). 

Despite the reports of success from many users, it is important to keep in mind that the utility of psychiatric 
service dogs has not yet been tested, and thus would never be offered as a therapy by a trained clinician or paid for 
by an insurance company. Although interaction between humans and dogs can create positive physiological 
responses (Odendaal, 2000), whether the dogs actually help people recover from PTSD is not yet known. 

Psychological disorders create a tremendous individual, social, and economic drain on society. 

Disorders make it difficult for people to engage in productive lives and effectively contribute to 

their family and to society. Disorders lead to disability and absenteeism in the workplace, as well as 

physical problems, premature death, and suicide. At a societal level the costs are staggering. It has 

been estimated that the annual financial burden of each case of anxiety disorder is over $3,000 per 

year, meaning that the annual cost of anxiety disorders alone in the United States runs into the 

trillions of dollars (Konnopka, Leichsenring, Leibing, & König, 2009; Smit et al., 2006). 

The goal of this chapter is to review the techniques that are used to treat psychological disorder. 

Just as psychologists consider the causes of disorder in terms of the bio-psycho-social model of 

illness, treatment is also based on psychological, biological, and social approaches. 

• The psychological approach to reducing disorder involves providing help to individuals or 

families through psychological therapy, including psychoanalysis, humanistic-oriented 

therapy, cognitive-behavioral therapy (CBT), and other approaches. 
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• The biomedical approach to reducing disorder is based on the use of medications to treat 

mental disorders such as schizophrenia, depression, and anxiety, as well as the employment 

of brain intervention techniques, including electroconvulsive therapy (ECT), transcranial 

magnetic stimulation (TMS), and psychosurgery. 

• The social approach to reducing disorder focuses on changing the social environment in 

which individuals live to reduce the underlying causes of disorder. These approaches include 

group, couples, and family therapy, as well as community outreach programs. The 

community approach is likely to be the most effective of the three approaches because it 

focuses not only on treatment, but also on prevention of disorders (World Health 

Organization, 2004)1. 

A clinician may focus on any or all of the three approaches to treatment, but in making a decision 

about which to use, he or she will always rely on his or her knowledge about existing empirical 

tests of the effectiveness of different treatments. These tests, known as outcome studies, carefully 

compare people who receive a given treatment with people who do not receive a treatment, or 

with people who receive a different type of treatment. Taken together, these studies have 

confirmed that many types of therapies are effective in treating disorder. 

1World Health Organization. (2004). Prevention of mental disorders: Effective interventions and policy options: 
Summary report. Retrieved from http://www.who.int/mental_health/evidence/en/
Prevention_of_Mental_Disorders.pdf 
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81. 

REDUCING DISORDER BY CONFRONTING IT: 
PSYCHOTHERAPY 

Learning Objectives 

• Outline and differentiate the psychodynamic, humanistic, behavioral, and cognitive 

approaches to psychotherapy. 

• Explain the behavioral and cognitive aspects of cognitive-behavioral therapy and how CBT is 

used to reduce psychological disorders. 

Treatment for a psychological disorder begins when the individual who is experiencing distress visits a 
counselor or therapist, perhaps in a church, a community center, a hospital, or a private practice. The therapist 
will begin by systematically learning about the patient’s needs through requesting a formal psychological 
assessment, which is an evaluation of the patient’s psychological and mental health. During the assessment, 
administered by a licensed psychologist, the evaluator may give personality tests such as the Minnesota 
Multiphasic Personal Inventory (MMPI-2) or projective tests, and will conduct a thorough interview with the 
patient. The psychologist may get more information from family members or school personnel, which can 
then be given to the therapist in an official diagnostic report. 

In addition to the psychological assessment, the patient is usually seen by a physician to gain information 
about potential (physical) problems. In some cases of psychological disorder—and particularly for sexual 
problems—medical treatment is the preferred course of action. For instance, men who are experiencing erectile 
dysfunction disorder may need surgery to increase blood flow or local injections of muscle relaxants. Or they 
may be prescribed medications (Viagra, Cialis, or Levitra) that provide an increased blood supply to the penis, 
which are successful in increasing performance in about 70% of men who take them. 
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DSM-5-TM CRITERIA FOR DIAGNOSING ATTENTION-DEFICIT/HYPERACTIVITY 
DISORDER (ADHD) 

To be diagnosed with ADHD the individual must display either A or B below (American Psychiatric 

Association, 2013)1:(The symptoms below to entail all the criteria needed for diagnosis). 

A.  Six or more of the following symptoms of inattention have been present for at least 6 

months to a point that is disruptive and inappropriate for developmental level: 

• Often does not give close attention to details or makes careless mistakes in schoolwork, 

work, or other activities 

• Often has trouble keeping attention on tasks or play activities 

• Often does not seem to listen when spoken to directly 

• Often does not follow instructions and fails to finish schoolwork, chores, or duties in the 

workplace (not due to oppositional behavior or failure to understand instructions) 

• Often has trouble organizing activities 

• Often avoids, dislikes, or doesn’t want to do things that take a lot of mental effort for a long 

period of time (such as schoolwork or homework) 

• Often loses things needed for tasks and activities (e.g., toys, school assignments, pencils, 

books, or tools) 

• Is often easily distracted 

• Is often forgetful in daily activities 

B.  Six or more of the following symptoms of hyperactivity-impulsivity have been present 

for at least 6 months to an extent that is disruptive and inappropriate for developmental 

level: 

• Often fidgets with hands or feet or squirms in seat 

• Often gets up from seat when remaining in seat is expected 

• Often runs about or climbs when and where it is not appropriate (adolescents or adults may 

feel very restless) 

• Often has trouble playing or enjoying leisure activities quietly 

• Is often “on the go” or often acts as if “driven by a motor” 

• Often talks excessively 

• Often blurts out answers before questions have been finished 

• Often has trouble waiting one’s turn 

• Often interrupts or intrudes on others (e.g., butts into conversations or games) 
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These data show 
the proportion of 
psychotherapists 
who reported 
practicing each 
type of therapy. 
Adapted from 
Norcross, J. C., 
Hedges, M., & 
Castle, P. H. 
(2002). 
Psychologists 
conducting 
psychotherapy in 
2001: A study of 
the Division 29 
membership. 
Psychotherapy: 
Theory, Research, 
Practice, Training, 
39(1), 97–102. 

If a diagnosis is made, the therapist will select a course of therapy that he or she feels will be most effective. 
One approach to treatment is psychotherapy, the professional treatment for psychological disorder through 
techniques designed to encourage communication of conflicts and insight. The fundamental aspect of 
psychotherapy is that the patient directly confronts the disorder and works with the therapist to help reduce it. 
Therapy includes assessing the patient’s issues and problems, planning a course of treatment, setting goals for 
change, the treatment itself, and an evaluation of the patient’s progress. Therapy is practiced by thousands of 
psychologists and other trained practitioners in the United States and around the world, and is responsible for 
billions of dollars of the health budget. 

To many people therapy involves a patient lying on a couch with a therapist sitting behind and nodding 
sagely as the patient speaks. Though this approach to therapy (known as psychoanalysis) is still practiced, it is 
in the minority. It is estimated that there are over 400 different kinds of therapy practiced by people in many 
fields, and the most important of these are shown in Figure 13.2 “The Many Types of Therapy Practiced in the 
United States”. The therapists who provide these treatments include psychiatrists (who have a medical degree 
and can prescribe drugs) and clinical psychologists, as well as social workers, psychiatric nurses, and couples, 
marriage, and family therapists. 

 

PSYCHOLOGY IN EVERYDAY LIFE: SEEKING TREATMENT FOR PSYCHOLOGICAL 
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DIFFICULTIES 

Many people who would benefit from psychotherapy do not get it, either because they do not 

know how to find it or because they feel that they will be stigmatized and embarrassed if they seek 

help. The decision to not seek help is a very poor choice because the effectiveness of mental health 

treatments is well documented and, no matter where a person lives, there are treatments available 

(U.S. Department of Health and Human Services, 1999)2. 

The first step in seeking help for psychological problems is to accept the stigma. It is possible that 

some of your colleagues, friends, and family members will know that you are seeking help and 

some may at first think more negatively of you for it. But you must get past these unfair and close-

minded responses. Feeling good about yourself is the most important thing you can do, and 

seeking help may be the first step in doing so. 

One question is how to determine if someone needs help. This question is not always easy to 

answer because there is no clear demarcation between “normal” and “abnormal” behavior. Most 

generally, you will know that you or others need help when the person’s psychological state is 

negatively influencing his or her everyday behavior, when the behavior is adversely affecting those 

around the person, and when the problems continue over a period of time. Often people seek 

therapy as a result of a life-changing event such as diagnosis of a fatal illness, an upcoming 

marriage or divorce, or the death of a loved one. But therapy is also effective for general depression 

and anxiety, as well as for specific everyday problems. 

There are a wide variety of therapy choices, many of which are free. Begin in your school, 

community, or church, asking about community health or counseling centers and pastoral 

counseling. You may want to ask friends and family members for recommendations. You’ll probably 

be surprised at how many people have been to counseling, and how many recommend it. 

There are many therapists who offer a variety of treatment options. Be sure to ask about the 

degrees that the therapist has earned, and about the reputation of the center in which the therapy 

occurs. If you have choices, try to find a person or location that you like, respect, and trust. This will 

allow you to be more open, and you will get more out of the experience. Your sessions with the 

help provider will require discussing your family history, personality, and relationships, and you 

should feel comfortable sharing this information. 

Remember also that confronting issues requires time to reflect, energy to get to the appointments 

and deal with consequential feelings, and discipline to explore your issues on your own. Success at 

therapy is difficult, and it takes effort. 

The bottom line is that going for therapy should not be a difficult decision for you. All people have 
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the right to appropriate mental health care just as they have a right to general health care. Just as 

you go to a dentist for a toothache, you may go to therapy for psychological difficulties. 

Furthermore, you can be confident that you will be treated with respect and that your privacy will 

be protected, because therapists follow ethical principles in their practices. The following provides a 

summary of these principles as developed by the American Psychological Association (2010)3. 

• Psychologists inform their clients/patients as early as possible in the therapeutic relationship 

about the nature and anticipated course of therapy, fees, involvement of third parties, and 

limits of confidentiality, and provide sufficient opportunity for the client/patient to ask 

questions and receive answers. 

• Psychologists inform their clients/patients of the developing nature of the treatment, the 

potential risks involved, alternative treatments that may be available, and about the 

voluntary nature of their participation. 

• When the therapist is a trainee, the client/patient is informed that the therapist is in training 

and is being supervised, and is given the name of the supervisor. 

• When psychologists agree to provide services to several persons who have a relationship 

(such as spouses, significant others, or parents and children), they take reasonable steps to 

clarify at the outset which of the individuals are clients/patients and the relationship the 

psychologist will have with each person. 

• If it becomes apparent that a psychologist may be called on to perform potentially conflicting 

roles (such as family therapist and then witness for one party in divorce proceedings), the 

psychologist takes reasonable steps to clarify and modify, or withdraw from, roles 

appropriately. 

• When psychologists provide services to several persons in a group setting, they describe at 

the outset the roles and responsibilities of all parties and the limits of confidentiality. 

• Psychologists do not engage in sexual intimacies with current therapy clients/patients, or 

with individuals they know to be close relatives, guardians, or significant others of current 

clients/patients. Psychologists do not terminate therapy to circumvent this standard. 

Psychologists do not accept as therapy clients/patients persons with whom they have 

engaged in sexual intimacies, nor do they have sexual intimacies with former clients/patients 

for at least 2 years after cessation or termination of therapy. 

• Psychologists terminate therapy when it becomes reasonably clear that the client/patient no 

longer needs the service, is not likely to benefit, or is being harmed by continued service. 
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PSYCHODYNAMIC THERAPY 

Psychodynamic therapy (psychoanalysis) is a psychological treatment based on Freudian and neo-Freudian 
personality theories in which the therapist helps the patient explore the unconscious dynamics of personality. The 
analyst engages with the patient, usually in one-on-one sessions, often with the patient lying on a couch and 
facing away. The goal of the psychotherapy is for the patient to talk about his or her personal concerns and 
anxieties, allowing the therapist to try to understand the underlying unconscious problems that are causing the 
symptoms (the process of interpretation). The analyst may try out some interpretations on the patient and 
observe how he or she responds to them. 

The patient may be asked to verbalize his or her thoughts through free association, in which the therapist 
listens while the client talks about whatever comes to mind, without any censorship or filtering. The client may also 
be asked to report on his or her dreams, and the therapist will use dream analysis to analyze the symbolism of 
the dreams in an effort to probe the unconscious thoughts of the client and interpret their significance. On the basis 
of the thoughts expressed by the patient, the analyst discovers the unconscious conflicts causing the patient’s 
symptoms and interprets them for the patient. 

The goal of psychotherapy is to help the patient develop insight—that is, an understanding of the 
unconscious causes of the disorder (Epstein, Stern, & Silbersweig, 2001; Lubarsky & Barrett, 2006), but the 
patient often shows resistance to these new understandings, using defense mechanisms to avoid the painful 
feelings in his or her unconscious. The patient might forget or miss appointments, or act out with hostile 
feelings toward the therapist. The therapist attempts to help the patient develop insight into the causes of 
the resistance. The sessions may also lead to transference, in which the patient unconsciously redirects feelings 
experienced in an important personal relationship toward the therapist. For instance, the patient may transfer 
feelings of guilt that come from the father or mother to the therapist. Some therapists believe that transference 
should be encouraged, as it allows the client to resolve hidden conflicts and work through feelings that are 
present in the relationships. 

IMPORTANT CHARACTERISTICS AND EXPERIENCES IN PSYCHOANALYSIS 

• Free association. The therapist listens while the client talks about whatever comes to mind, 

without any censorship or filtering. The therapist then tries to interpret these free 

associations, looking for unconscious causes of symptoms. 

• Dream analysis. The therapist listens while the client describes his or her dreams and then 

analyzes the symbolism of the dreams in an effort to probe the unconscious thoughts of the 

client and interpret their significance. 
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• Insight. An understanding by the patient of the unconscious causes of his or her symptoms. 

• Interpretation. The therapist uses the patient’s expressed thoughts to try to understand 

the underlying unconscious problems. The analyst may try out some interpretations on the 

patient and observe how he or she responds to them. 

• Resistance. The patient’s use of defense mechanisms to avoid the painful feelings in his or 

her unconscious. The patient might forget or miss appointments, or act out with hostile 

feelings toward the therapist. The therapist attempts to help the patient develop insight into 

the causes of the resistance. 

• Transference. The unconscious redirection of the feelings experienced in an important 

personal relationship toward the therapist. For instance, the patient may transfer feelings of 

guilt that come from the father or mother to the therapist. 

One problem with traditional psychoanalysis is that the sessions may take place several times a week, go on for 
many years, and cost thousands of dollars. To help more people benefit, modern psychodynamic approaches 
frequently use shorter-term, focused, and goal-oriented approaches. In these “brief psychodynamic therapies,” 
the therapist helps the client determine the important issues to be discussed at the beginning of treatment and 
usually takes a more active role than in classic psychoanalysis (Levenson, 2010). 

HUMANISTIC THERAPIES 

Just as psychoanalysis is based on the personality theories of Freud and the neo-Freudians, humanistic 
therapy is a psychological treatment based on the personality theories of Carl Rogers and other humanistic 
psychologists. Humanistic therapy is based on the idea that people develop psychological problems when 
they are burdened by limits and expectations placed on them by themselves and others, and the treatment 
emphasizes the person’s capacity for self-realization and fulfillment. Humanistic therapies attempt to promote 
growth and responsibility by helping clients consider their own situations and the world around them and how 
they can work to achieve their life goals. 

Carl Rogers developed person-centered therapy (or client-centered therapy), an approach to treatment 
in which the client is helped to grow and develop as the therapist provides a comfortable, nonjudgmental 
environment. In his book, A Way of Being (1980), Rogers argued that therapy was most productive when the 
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therapist created a positive relationship with the client—a therapeutic alliance. The therapeutic alliance is a 
relationship between the client and the therapist that is facilitated when the therapist is genuine (i.e., he or she 
creates no barriers to free-flowing thoughts and feelings), when the therapist treats the client with unconditional 
positive regard (i.e., values the client without any qualifications, displaying an accepting attitude toward whatever 
the client is feeling at the moment), and when the therapist develops empathy with the client (i.e., that he or she 
actively listens to and accurately perceives the personal feelings that the client experiences). 

 

The development of a positive therapeutic alliance has been found to be exceedingly important to successful 
therapy. The ideas of genuineness, empathy, and unconditional positive regard in a nurturing relationship in 
which the therapist actively listens to and reflects the feelings of the client is probably the most fundamental 
part of contemporary psychotherapy (Prochaska & Norcross, 2007). 

Psychodynamic and humanistic therapies are recommended primarily for people suffering from generalized 
anxiety or mood disorders, and who desire to feel better about themselves overall. But the goals of people with 
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other psychological disorders, such as phobias, sexual problems, and obsessive-compulsive disorder (OCD), 
are more specific. A person with a social phobia may want to be able to leave his or her house, a person with 
a sexual dysfunction may want to improve his or her sex life, and a person with OCD may want to learn to 
stop letting his obsessions or compulsions interfere with everyday activities. In these cases it is not necessary to 
revisit childhood experiences or consider our capacities for self-realization—we simply want to deal with what 
is happening in the present. 

Cognitive-behavior therapy (CBT) is a structured approach to treatment that attempts to reduce 
psychological disorders through systematic procedures based on cognitive and behavioral principles. As you can 
see in the figure “Cognitive-Behavior Therapy”, CBT is based on the idea that there is a recursive link among 
our thoughts, our feelings, and our behavior. For instance, if we are feeling depressed, our negative thoughts 
(“I am doing poorly in my chemistry class”) lead to negative feelings (“I feel hopeless and sad”), which then 
contribute to negative behaviors (lethargy, disinterest, lack of studying). When we or other people look at the 
negative behavior, the negative thoughts are reinforced and the cycle repeats itself (Beck, 1976). Similarly, in 
panic disorder a patient may misinterpret his or her feelings of anxiety as a sign of an impending physical or 
mental catastrophe (such as a heart attack), leading to avoidance of a particular place or social situation. The 
fact that the patient is avoiding the situation reinforces the negative thoughts. Again, the thoughts, feelings, 
and behavior amplify and distort each other. 

Cognitive-Behavior Therapy 

CBT is a very broad approach that is used for the treatment of a variety of problems, including mood, anxiety, 
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personality, eating, substance abuse, attention-deficit, and psychotic disorders. CBT treats the symptoms of 
the disorder (the behaviors or the cognitions) and does not attempt to address the underlying issues that cause 
the problem. The goal is simply to stop the negative cycle by intervening to change cognition or behavior. The 
client and the therapist work together to develop the goals of the therapy, the particular ways that the goals will 
be reached, and the timeline for reaching them. The procedures are problem-solving and action-oriented, and 
the client is forced to take responsibility for his or her own treatment. The client is assigned tasks to complete 
that will help improve the disorder and takes an active part in the therapy. The treatment usually lasts between 
10 and 20 sessions. 

Depending on the particular disorder, some CBT treatments may be primarily behavioral in orientation, 
focusing on the principles of classical, operant, and observational learning, whereas other treatments are more 
cognitive, focused on changing negative thoughts related to the disorder. But almost all CBT treatments use a 
combination of behavioral and cognitive approaches. 

BEHAVIORAL ASPECTS OF CBT 

In some cases the primary changes that need to be made are behavioral. Behavioral therapy is psychological 
treatment that is based on principles of learning. The most direct approach is through operant conditioning 
using reward or punishment. Reinforcement may be used to teach new skills to people, for instance, those 
with autism or schizophrenia (Granholm et al., 2008; Herbert et al., 2005; Scattone, 2007). If the patient has 
trouble dressing or grooming, then reinforcement techniques, such as providing tokens that can be exchanged 
for snacks, are used to reinforce appropriate behaviors such as putting on one’s clothes in the morning or 
taking a shower at night. If the patient has trouble interacting with others, reinforcement will be used to teach 
the client how to more appropriately respond in public, for instance, by maintaining eye contact, smiling when 
appropriate, and modulating tone of voice. 

As the patient practices the different techniques, the appropriate behaviors are shaped through 
reinforcement to allow the client to manage more complex social situations. In some cases observational 
learning may also be used; the client may be asked to observe the behavior of others who are more socially 
skilled to acquire appropriate behaviors. People who learn to improve their interpersonal skills through skills 
training may be more accepted by others and this social support may have substantial positive effects on their 
emotions. 

When the disorder is anxiety or phobia, then the goal of the CBT is to reduce the negative affective 
responses to the feared stimulus. Exposure therapy is a behavioral therapy based on the classical conditioning 
principle of extinction, in which people are confronted with a feared stimulus with the goal of decreasing their 
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negative emotional responses to it (Wolpe, 1973). Exposure treatment can be carried out in real situations or 
through imagination, and it is used in the treatment of panic disorder, agoraphobia, social phobia, OCD, and 
posttraumatic stress disorder (PTSD). 

In flooding, a client is exposed to the source of his fear all at once. An agoraphobic might be taken to 
a crowded shopping mall or someone with an extreme fear of heights to the top of a tall building. The 
assumption is that the fear will subside as the client habituates to the situation while receiving emotional 
support from the therapist during the stressful experience. An advantage of the flooding technique is that it is 
quick and often effective, but a disadvantage is that the patient may relapse (repeated drug use and/or alcohol 
use after a period of improvement from substance abuse) after a short period of time. 

More frequently, the exposure is done more gradually. Systematic desensitization is a behavioral 
treatment that combines imagining or experiencing the feared object or situation with relaxation exercises (Wolpe, 
1973). The client and the therapist work together to prepare a hierarchy of fears, starting with the least 
frightening, and moving to the most frightening scenario surrounding the object (Table “Hierarchy of Fears 
Used in Systematic Desensitization”). The patient then confronts her fears in a systematic manner, sometimes 
using her imagination but usually, when possible, in real life. 

Hierarchy of Fears Used in Systematic 
Desensitization 

Behavior Fear rating 

Think about a spider. 10 

Look at a photo of a spider. 25 

Look at a real spider in a closed box. 50 

Hold the box with the spider. 60 

Let a spider crawl on your desk. 70 

Let a spider crawl on your shoe. 80 

Let a spider crawl on your pants leg. 90 

Let a spider crawl on your sleeve. 95 

Let a spider crawl on your bare arm. 100 

Desensitization techniques use the principle of counterconditioning, in which a second incompatible response 
(relaxation, e.g., through deep breathing) is conditioned to an already conditioned response (the fear response). 
The continued pairing of the relaxation responses with the feared stimulus as the patient works up the 
hierarchy gradually leads the fear response to be extinguished and the relaxation response to take its place. 
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Behavioral therapy works best when people directly experience the feared object. Fears of spiders are more 
directly habituated when the patient interacts with a real spider, and fears of flying are best extinguished when 
the patient gets on a real plane. But it is often difficult and expensive to create these experiences for the patient. 
Recent advances in virtual reality have allowed clinicians to provide CBT in what seem like real situations to 
the patient. In virtual reality CBT, the therapist uses computer-generated, three-dimensional, lifelike images 
of the feared stimulus in a systematic desensitization program. Specially designed computer equipment, often 
with a head-mount display, is used to create a simulated environment. A common use is in helping soldiers 
who are experiencing PTSD return to the scene of the trauma and learn how to cope with the stress it invokes. 

Some of the advantages of the virtual reality treatment approach are that it is economical, the treatment 
session can be held in the therapist’s office with no loss of time or confidentiality, the session can easily be 
terminated as soon as a patient feels uncomfortable, and many patients who have resisted live exposure to the 
object of their fears are willing to try the new virtual reality option first. 

Aversion therapy is a type of behavior therapy in which positive punishment is used to reduce the frequency of 
an undesirable behavior. An unpleasant stimulus is intentionally paired with a harmful or socially unacceptable 
behavior until the behavior becomes associated with unpleasant sensations and is hopefully reduced. A child 
who wets his bed may be required to sleep on a pad that sounds an alarm when it senses moisture. Over 
time, the positive punishment produced by the alarm reduces the bedwetting behavior (Houts, Berman, & 
Abramson, 1994). Aversion therapy is also used to stop other specific behaviors such as nail biting (Allen, 
1996). 

Alcoholism has long been treated with aversion therapy (Baker & Cannon, 1988). In a standard approach, 
patients are treated at a hospital where they are administered a drug, antabuse, that makes them nauseous if 
they consume any alcohol. The technique works very well if the user keeps taking the drug (Krampe et al., 
2006), but unless it is combined with other approaches the patients are likely to relapse after they stop the drug. 

COGNITIVE ASPECTS OF CBT 

While behavioral approaches focus on the actions of the patient, cognitive therapy is a psychological treatment 
that helps clients identify incorrect or distorted beliefs that are contributing to disorder. In cognitive therapy the 
therapist helps the patient develop new, healthier ways of thinking about themselves and about the others 
around them. The idea of cognitive therapy is that changing thoughts will change emotions, and that the new 
emotions will then influence behavior (see Figure “Cognitive-Behavior Therapy”). 

The goal of cognitive therapy is not necessarily to get people to think more positively but rather to think 
more accurately. For instance, a person who thinks “no one cares about me” is likely to feel rejected, isolated, 
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and lonely. If the therapist can remind the person that she has a mother or daughter who does care about her, 
more positive feelings will likely follow. Similarly, changing beliefs from “I have to be perfect” to “No one is 
always perfect—I’m doing pretty good,” from “I am a terrible student” to “I am doing well in some of my 
courses,” or from “She did that on purpose to hurt me” to “Maybe she didn’t realize how important it was to 
me” may all be helpful. 

The psychiatrist Aaron T. Beck and the psychologist Albert Ellis (1913–2007) together provided the basic 
principles of cognitive therapy. Ellis (2004) called his approach rational emotive behavior therapy (REBT) or 
rational emotive therapy (RET), and he focused on pointing out the flaws in the patient’s thinking. Ellis noticed 
that people experiencing strong negative emotions tend to personalize and overgeneralize their beliefs, leading 
to an inability to see situations accurately (Leahy, 2003). In REBT, the therapist’s goal is to challenge these 
irrational thought patterns, helping the patient replace the irrational thoughts with more rational ones, leading 
to the development of more appropriate emotional reactions and behaviors. 

Beck’s (Beck, 1995; Beck, Freeman, & Davis, 2004) cognitive therapy was based on his observation that 
people who were depressed generally had a large number of highly accessible negative thoughts that influenced 
their thinking. His goal was to develop a short-term therapy for depression that would modify these 
unproductive thoughts. Beck’s approach challenges the client to test his beliefs against concrete evidence. If 
a client claims that “everybody at work is out to get me,” the therapist might ask him to provide instances to 
corroborate the claim. At the same time the therapist might point out contrary evidence, such as the fact that 
a certain coworker is actually a loyal friend or that the patient’s boss had recently praised him. 

COMBINATION (ECLECTIC) APPROACHES 
TO THERAPY 

To this point we have considered the different approaches to psychotherapy under the assumption that a 
therapist will use only one approach with a given patient. But this is not the case; as you saw in the figure “The 
Many Types of Therapy Practiced in the United States”, the most commonly practiced approach to therapy is 
an eclectic therapy, an approach to treatment in which the therapist uses whichever techniques seem most useful 
and relevant for a given patient. For bipolar disorder, for instance, the therapist may use both psychological 
skills training to help the patient cope with the severe highs and lows, but may also suggest that the patient 
consider biomedical drug therapies (Newman, Leahy, Beck, Reilly-Harrington, & Gyulai, 2002). Treatment 
for major depressive disorder usually involves antidepressant drugs as well as CBT to help the patient deal with 
particular problems (McBride, Farvolden, & Swallow, 2007). 
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One of the most commonly diagnosed disorders is borderline personality disorder (BPD). Consider this 
description, typical of the type of borderline patient who arrives at a therapist’s office: 

Even as an infant, it seemed that there was something different about Bethany. She was an intense baby, easily 
upset and difficult to comfort. She had very severe separation anxiety—if her mother left the room, Bethany 
would scream until she returned. In her early teens, Bethany became increasingly sullen and angry. She started 
acting out more and more—yelling at her parents and teachers and engaging in impulsive behavior such as 
promiscuity and running away from home. At times Bethany would have a close friend at school, but some 
conflict always developed and the friendship would end. 
By the time Bethany turned 17, her mood changes were totally unpredictable. She was fighting with her parents 
almost daily, and the fights often included violent behavior on Bethany’s part. At times she seemed terrified 
to be without her mother, but at other times she would leave the house in a fit of rage and not return for a 
few days. One day, Bethany’s mother noticed scars on Bethany’s arms. When confronted about them, Bethany 
said that one night she just got more and more lonely and nervous about a recent breakup until she finally 
stuck a lit cigarette into her arm. She said “I didn’t really care for him that much, but I had to do something 
dramatic.” When she was 18 Bethany rented a motel room where she took an overdose of sleeping pills. Her 
suicide attempt was not successful, but the authorities required that she seek psychological help. 

Most therapists will deal with a case such as Bethany’s using an eclectic approach. First, because her negative 
mood states are so severe, they will likely recommend that she start taking antidepressant medications. These 
drugs are likely to help her feel better and will reduce the possibility of another suicide attempt, but they will 
not change the underlying psychological problems. Therefore, the therapist will also provide psychotherapy. 

The first sessions of the therapy will likely be based primarily on creating trust. Person-centered approaches 
will be used in which the therapist attempts to create a therapeutic alliance conducive to a frank and open 
exchange of information. 

If the therapist is trained in a psychodynamic approach, he or she will probably begin intensive face-to-face 
psychotherapy sessions at least three times a week. The therapist may focus on childhood experiences related 
to Bethany’s attachment difficulties but will also focus in large part on the causes of the present behavior. 
The therapist will understand that because Bethany does not have good relationships with other people, she 
will likely seek a close bond with the therapist, but the therapist will probably not allow the transference 
relationship to develop fully. The therapist will also realize that Bethany will probably try to resist the work of 
the therapist. 

Most likely the therapist will also use principles of CBT. For one, cognitive therapy will likely be used in an 
attempt to change Bethany’s distortions of reality. She feels that people are rejecting her, but she is probably 
bringing these rejections on herself. If she can learn to better understand the meaning of other people’s actions, 
she may feel better. And the therapist will likely begin using some techniques of behavior therapy, for instance, 
by rewarding Bethany for successful social interactions and progress toward meeting her important goals. 

The eclectic therapist will continue to monitor Bethany’s behavior as the therapy continues, bringing into 
play whatever therapeutic tools seem most beneficial. Hopefully, Bethany will stay in treatment long enough 
to make some real progress in repairing her broken life. 
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One example of an eclectic treatment approach that has been shown to be successful in treating BPD is 
dialectical behavioral therapy (DBT; Linehan & Dimeff, 2001). DBT is essentially a cognitive therapy, but it 
includes a particular emphasis on attempting to enlist the help of the patient in his or her own treatment. A 
dialectical behavioral therapist begins by attempting to develop a positive therapeutic alliance with the client, 
and then tries to encourage the patient to become part of the treatment process. In DBT the therapist aims 
to accept and validate the client’s feelings at any given time while nonetheless informing the client that some 
feelings and behaviors are maladaptive, and showing the client better alternatives. The therapist will use both 
individual and group therapy, helping the patient work toward improving interpersonal effectiveness, emotion 
regulation, and distress tolerance skills. 

Summary 

Psychoanalysis is based on the principles of Freudian and neo-Freudian personality theories. The goal is to 
explore the unconscious dynamics of personality. Humanist therapy, derived from the personality theory of 
Carl Rogers, is based on the idea that people experience psychological problems when they are burdened by 
limits and expectations placed on them by themselves and others. Its focus is on helping people reach their 
life goals. Behavior therapy applies the principles of classical and operant conditioning, as well as observational 
learning, to the elimination of maladaptive behaviors and their replacement with more adaptive responses. 
Albert Ellis and Aaron Beck developed cognitive-based therapies to help clients stop negative thoughts and 
replace them with more objective thoughts. Eclectic therapy is the most common approach to treatment. In 
eclectic therapy, the therapist uses whatever treatment approaches seem most likely to be effective for the client. 

Exercises and Critical Thinking 

1. Imagine that your friend has been feeling depressed for several months but refuses to 

consider therapy as an option. What might you tell her that might help her feel more 

comfortable about seeking treatment? 

2. Imagine that you have developed a debilitating fear of bees after recently being attacked 

by a swarm of them. What type of therapy do you think would be best for your disorder? 

3. Imagine that your friend has a serious drug abuse problem. Based on what you’ve 

learned in this section, what treatment options would you explore in your attempt to 

provide him with the best help available? Which combination of therapies might work 

best? 
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82. 

REDUCING DISORDER BIOLOGICALLY: 
DRUG AND BRAIN THERAPY 

Learning Objectives 

• Classify the different types of drugs used in the treatment of mental disorders and explain 

how they each work to reduce disorder. 

• Critically evaluate direct brain intervention methods that may be used by doctors to treat 

patients who do not respond to drug or other therapy 

Like other medical problems, psychological disorders may in some cases be treated biologically. Biomedical 
therapies are treatments designed to reduce psychological disorder by influencing the action of the central nervous 
system. These therapies primarily involve the use of medications but also include direct methods of brain 
intervention, including electroconvulsive therapy (ECT), transcranial magnetic stimulation (TMS), and 
psychosurgery. 

DRUG THERAPIES 

Psychologists understand that an appropriate balance of neurotransmitters in the brain is necessary for mental 
health. If there is a proper balance of chemicals, then the person’s mental health will be acceptable, but 
psychological disorder will result if there is a chemical imbalance. The most frequently used biological 
treatments provide the patient with medication that influences the production and reuptake of 
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neurotransmitters in the central nervous system (CNS). The use of these drugs is rapidly increasing, and drug 
therapy is now the most common approach to treatment of most psychological disorders. 

Unlike some medical therapies that can be targeted toward specific symptoms, current psychological drug 
therapies are not so specific; they don’t change particular behaviors or thought processes, and they don’t really 
solve psychological disorders. However, although they cannot “cure” disorder, drug therapies are nevertheless 
useful therapeutic approaches, particularly when combined with psychological therapy, in treating a variety of 
psychological disorders. The best drug combination for the individual patient is usually found through trial 
and error (Biedermann & Fleischhacker, 2009). 

The major classes and brand names of drugs used to treat psychological disorders are shown in the table 
“Common Medications Used to Treat Psychological Disorders”. 
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Common Medications Used to Treat Psychological 
Disorders 

Class Type Brand 
names Disorder Notes 

Psychostimulants 
Ritalin, 
Adderall, 
Dexedrine 

Attention-deficit/
hyperactivity 
disorder 
(ADHD) 

Very effective in most cases, at least in the 
short term, at reducing hyperactivity and 
inattention 

Antidepressants 

Tricyclics Elavil, 
Tofranil 

Depression and 
anxiety disorders 

Less frequently prescribed today than are 
the serotonin reuptake inhibitors (SSRIs) 

Monamine 
oxidase inhibitors 
(MAOIs) 

Ensam, 
Nardil, 
Parnate, 
Marpaln 

Depression and 
anxiety disorders 

Less frequently prescribed today than are 
the SSRIs 

SSRIs 
Prozac, 
Paxil, 
Zoloft 

Depression and 
anxiety disorders 

The most frequently prescribed 
antidepressant medications; work by 
blocking the reuptake of serotonin 

Other reuptake 
inhibitors 

Effexor, 
Celexa, 
Wellbutrin 

Depression and 
anxiety disorders 

Prescribed in some cases; work by blocking 
the reuptake of serotonin, norepinephrine, 
and dopamine 

Mood stabilizers 
Eskalith, 
Lithobid, 
Depakene 

Bipolar disorder Effective in reducing the mood swings 
associated with bipolar disorder 

Antianxiety 
drugs 

Tranquilizers 
(benzodiazepines) 

Valium, 
Xanax 

Anxiety, panic, 
and mood 
disorders 

Work by increasing the action of the 
neurotransmitter GABA 
(gamma-aminobutyric acid) 

Antipsychotics 
(Neuroleptics) 

Thorazine, 
Haldol, 
Clozaril, 
Risperdal, 
Zyprexa 

Schizophrenia 

Treat the positive and, to some extent, the 
negative symptoms of schizophrenia by 
reducing the transmission of dopamine and 
increasing the transmission of serotonin 

USING STIMULANTS TO TREAT ADHD 

Attention-deficit/hyperactivity disorder (ADHD) is frequently treated with biomedical therapy, usually along 
with cognitive-behavior therapy (CBT). The most commonly prescribed drugs for ADHD are 
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psychostimulants, including Ritalin, Adderall, and Dexedrine. Short-acting forms of the drugs are taken as pills 
and last between 4 and 12 hours, but some of the drugs are also available in long-acting forms (skin patches) 
that can be worn on the hip and last up to 12 hours. The patch is placed on the child early in the morning and 
worn all day. 

Stimulants improve the major symptoms of ADHD, including inattention, impulsivity, and hyperactivity, 
often dramatically, in about 75% of the children who take them (Greenhill, Halperin, & Abikof, 1999). But 
the effects of the drugs wear off quickly. Additionally, the best drug and best dosage varies from child to child, 
so it may take some time to find the correct combination. 

It may seem surprising to you that a disorder that involves hyperactivity is treated with a psychostimulant, a 
drug that normally increases activity. The answer lies in the dosage. When large doses of stimulants are taken, 
they increase activity, but in smaller doses the same stimulants improve attention and decrease motor activity 
(Zahn, Rapoport, & Thompson, 1980). 

The most common side effects of psychostimulants in children include decreased appetite, weight loss, 
sleeping problems, and irritability as the effect of the medication tapers off. Stimulant medications may also 
be associated with a slightly reduced growth rate in children, although in most cases growth isn’t permanently 
affected (Spencer, Biederman, Harding, & O’Donnell, 1996). 

ANTIDEPRESSANT MEDICATIONS 

Antidepressant medications are drugs designed to improve moods. Although they are used primarily in the 
treatment of depression, they are also effective for patients who suffer from anxiety, phobias, and obsessive-
compulsive disorders. Antidepressants work by influencing the production and reuptake of neurotransmitters 
that relate to emotion, including serotonin, norepinephrine, and dopamine. Although exactly why they work 
is not yet known, as the amount of the neurotransmitters in the CNS is increased through the action of the 
drugs, the person often experiences less depression. 

The original antidepressants were the tricyclic antidepressants, with the brand names of Tofranil and Elavil, 
and the monamine oxidase inhibitors (MAOIs). These medications work by increasing the amount of 
serotonin, norepinephrine, and dopamine at the synapses, but they also have severe side effects including 
potential increases in blood pressure and the need to follow particular diets. 

The antidepressants most prescribed today are the selective serotonin reuptake inhibitors (SSRIs), including 
Prozac, Paxil, and Zoloft, which are designed to selectively block the reuptake of serotonin at the synapse, 
thereby leaving more serotonin available in the CNS. SSRIs are safer and have fewer side effects than the 
tricyclics or the MAOIs (Fraser, 2000; Hollon, Thase, & Markowitz, 2002). SSRIs are effective, but patients 
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taking them often suffer a variety of sometimes unpleasant side effects, including dry mouth, constipation, 
blurred vision, headache, agitation, drowsiness, as well as a reduction in sexual enjoyment. 

Recently, there has been concern that SSRIs may increase the risk of suicide among teens and young adults, 
probably because when the medications begin working they give patients more energy, which may lead them to 
commit the suicide that they had been planning but lacked the energy to go through with. This concern has led 
the FDA to put a warning label on SSRI medications and has led doctors to be more selective about prescribing 
antidepressants to this age group (Healy & Whitaker, 2003; Simon, 2006; Simon, Savarino, Operskalski, & 
Wang, 2006). 

Because the effects of antidepressants may take weeks or even months to develop, doctors usually work with 
each patient to determine which medications are most effective, and may frequently change medications over 
the course of therapy. In some cases other types of antidepressants may be used instead of or in addition to 
the SSRIs. These medications also work by blocking the reuptake of neurotransmitters, including serotonin, 
norepinephrine, and dopamine. Brand names of these medications include Effexor and Wellbutrin. 

Patients who are suffering from bipolar disorder are not helped by the SSRIs or other antidepressants 
because their disorder also involves the experience of overly positive moods. Treatment is more complicated 
for these patients, often involving a combination of antipsychotics and antidepressants along with mood 
stabilizing medications (McElroy & Keck, 2000). The most well-known mood stabilizer, lithium carbonate 
(or “lithium”), was approved by the FDA in the 1970s for treating both manic and depressive episodes, and 
it has proven very effective. Anticonvulsant medications can also be used as mood stabilizers. Another drug, 
Depakote, has also proven very effective, and some bipolar patients may do better with it than with lithium 
(Kowatch et al., 2000). 

People who take lithium must have regular blood tests to be sure that the levels of the drug are in the 
appropriate range. Potential negative side effects of lithium are loss of coordination, slurred speech, frequent 
urination, and excessive thirst. Though side effects often cause patients to stop taking their medication, it is 
important that treatment be continuous, rather than intermittent. There is no cure for bipolar disorder, but 
drug therapy does help many people. 

ANTIANXIETY MEDICATIONS 

Antianxiety medications are drugs that help relieve fear or anxiety. They work by increasing the action of the 
neurotransmitter GABA. The increased level of GABA helps inhibit the action of the sympathetic division of 
the autonomic nervous system, creating a calming experience. 

The most common class of antianxiety medications is the tranquilizers, known as benzodiazepines. These 
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drugs, which are prescribed millions of times a year, include Ativan, Valium, and Xanax. The benzodiazepines 
act within a few minutes to treat mild anxiety disorders but also have major side effects. They are addictive, 
frequently leading to tolerance, and they can cause drowsiness, dizziness, and unpleasant withdrawal 
symptoms including relapses into increased anxiety (Otto et al., 1993). Furthermore, because the effects of the 
benzodiazepines are very similar to those of alcohol, they are very dangerous when combined with it. 

ANTIPSYCHOTIC MEDICATIONS 

Until the middle of the 20th century, schizophrenia was inevitably accompanied by the presence of positive 
symptoms, including bizarre, disruptive, and potentially dangerous behavior. As a result, schizophrenics were 
locked in asylums to protect them from themselves and to protect society from them. In the 1950s, a drug 
called chlorpromazine (Thorazine) was discovered that could reduce many of the positive symptoms of 
schizophrenia. Chlorpromazine was the first of many antipsychotic drugs. 

Antipsychotic drugs (neuroleptics) are drugs that treat the symptoms of schizophrenia and related psychotic 
disorders. Today there are many antipsychotics, including Thorazine, Haldol, Clozaril, Risperdal, and Zyprexa. 
Some of these drugs treat the positive symptoms of schizophrenia, and some treat both the positive, negative, 
and cognitive symptoms. 

The discovery of chlorpromazine and its use in clinics has been described as the single greatest advance 
in psychiatric care, because it has dramatically improved the prognosis of patients in psychiatric hospitals 
worldwide. Using antipsychotic medications has allowed hundreds of thousands of people to move out of 
asylums into individual households or community mental health centers, and in many cases to live near-normal 
lives. 

Antipsychotics reduce the positive symptoms of schizophrenia by reducing the transmission of dopamine 
at the synapses in the limbic system, and they improve negative symptoms by influencing levels of serotonin 
(Marangell, Silver, Goff, & Yudofsky, 2003). Despite their effectiveness, antipsychotics have some negative side 
effects, including restlessness, muscle spasms, dizziness, and blurred vision. In addition, their long-term use can 
cause permanent neurological damage, a condition called tardive dyskinesia that causes uncontrollable muscle 
movements, usually in the mouth area (National Institute of Mental Health, 2008)1. Newer antipsychotics 
treat more symptoms with fewer side effects than older medications do (Casey, 1996). 
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DIRECT BRAIN INTERVENTION THERAPIES 

In cases of severe disorder it may be desirable to directly influence brain activity through electrical activation 
of the brain or through brain surgery. Electroconvulsive therapy (ECT) is a medical procedure designed to 
alleviate psychological disorder in which electric currents are passed through the brain, deliberately triggering a 
brief seizure (figure “Electroconvulsive Therapy [ECT]”). ECT has been used since the 1930s to treat severe 
depression. 

When it was first developed, the procedure involved strapping the patient to a table before the electricity 
was administered. The patient was knocked out by the shock, went into severe convulsions, and awoke later, 
usually without any memory of what had happened. Today ECT is used only in the most severe cases when all 
other treatments have failed, and the practice is more humane. The patient is first given muscle relaxants and 
a general anesthesia, and precisely calculated electrical currents are used to achieve the most benefit with the 
fewest possible risks. 

ECT is very effective; about 80% of people who undergo three sessions of ECT report dramatic relief from 
their depression. ECT reduces suicidal thoughts and is assumed to have prevented many suicides (Kellner et al., 
2005). On the other hand, the positive effects of ECT do not always last; over one-half of patients who undergo 
ECT experience relapse within one year, although antidepressant medication can help reduce this outcome 
(Sackheim et al., 2001). ECT may also cause short-term memory loss or cognitive impairment (Abrams, 1997; 
Sackheim et al., 2007). 
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Today’s ECT uses 
precisely 
calculated 
electrical currents 
to achieve the 
most benefit 
with the fewest 
possible risks. 

Electroconvulsive Therapy (ECT) 

Although ECT continues to be used, newer approaches to treating chronic depression are also being 
developed. A newer and gentler method of brain stimulation is transcranial magnetic stimulation (TMS), 
a medical procedure designed to reduce psychological disorder that uses a pulsing magnetic coil to electrically 
stimulate the brain (see figure “Transcranial Magnetic Stimulation [TMS]”). TMS seems to work by activating 
neural circuits in the prefrontal cortex, which is less active in people with depression, causing an elevation 
of mood. TMS can be performed without sedation, does not cause seizures or memory loss, and may be as 
effective as ECT (Loo, Schweitzer, & Pratt, 2006; Rado, Dowd, & Janicak, 2008). TMS has also been used in 
the treatment of Parkinson’s disease and schizophrenia. 
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TMS is a 
noninvasive 
procedure that 
uses a pulsing 
magnetic coil to 
electrically 
stimulate the 
brain. Recently, 
TMS has been 
used in the 
treatment of 
Parkinson’s 
disease. 

Transcranial Magnetic Stimulation (TMS) 

Still other biomedical therapies are being developed for people with severe depression that persists over years. 
One approach involves implanting a device in the chest that stimulates the vagus nerve, a major nerve that 
descends from the brain stem toward the heart (Corcoran, Thomas, Phillips, & O’Keane, 2006; Nemeroff et 
al., 2006). When the vagus nerve is stimulated by the device, it activates brain structures that are less active in 
severely depressed people. 

Psychosurgery, that is, surgery that removes or destroys brain tissue in the hope of improving disorder, is 
reserved for the most severe cases. The most well-known psychosurgery is the prefrontal lobotomy. Developed 
in 1935 by Nobel Prize winner Egas Moniz to treat severe phobias and anxiety, the procedure destroys the 
connections between the prefrontal cortex and the rest of the brain. Lobotomies were performed on thousands 
of patients. The procedure—which was never validated scientifically—left many patients in worse condition 
than before, subjecting the already suffering patients and their families to further heartbreak (Valenstein, 
1986). Perhaps the most notable failure was the lobotomy performed on Rosemary Kennedy, the sister of 
President John F. Kennedy, which left her severely incapacitated. 

There are very few centers that still conduct psychosurgery today, and when such surgeries are performed 
they are much more limited in nature and called cingulotomy (Dougherty et al., 2002). The ability to more 
accurately image and localize brain structures using modern neuroimaging techniques suggests that new, more 
accurate, and more beneficial developments in psychosurgery may soon be available (Sachdev & Chen, 2009). 
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83. 

REDUCING DISORDER BY CHANGING THE 
SOCIAL SITUATION 

Learning Objectives 

• Explain the advantages of group therapy and self-help groups for treating disorder. 

• Evaluate the procedures and goals of community mental health services. 

Although the individual therapies that we have discussed so far in this chapter focus primarily on the 
psychological and biological aspects of the bio-psycho-social model of disorder, the social dimension is never 
out of the picture. Therapists understand that disorder is caused, and potentially prevented, in large part by 
the people with whom we interact. A person with schizophrenia does not live in a vacuum. He interacts with 
his family members and with the other members of the community, and the behavior of those people may 
influence his disease. And depression and anxiety are created primarily by the affected individual’s perceptions 
(and misperceptions) of the important people around them. Thus prevention and treatment are influenced in 
large part by the social context in which the person is living. 

GROUP, COUPLES, AND FAMILY THERAPY 

Practitioners sometimes incorporate the social setting in which disorder occurs by conducting therapy in 
groups. Group therapy is psychotherapy in which clients receive psychological treatment together with others. 
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A professionally trained therapist guides the group, usually between 6 and 10 participants, to create an 
atmosphere of support and emotional safety for the participants (Yalom & Leszcz, 2005). 

Group therapy provides a safe place where people come together to share problems or concerns, to better 
understand their own situations, and to learn from and with each other. Group therapy is often cheaper than 
individual therapy, as the therapist can treat more people at the same time, but economy is only one part of 
its attraction. Group therapy allows people to help each other, by sharing ideas, problems, and solutions. It 
provides social support, offers the knowledge that other people are facing and successfully coping with similar 
situations, and allows group members to model the successful behaviors of other group members. Group 
therapy makes explicit the idea that our interactions with others may create, intensify, and potentially alleviate 
disorders. 

Group therapy has met with much success in the more than 50 years it has been in use, and it has generally 
been found to be as or more effective than individual therapy (McDermut, Miller, & Brown, 2001). Group 
therapy is particularly effective for people who have life-altering illness, as it helps them cope better with their 
disease, enhances the quality of their lives, and in some cases has even been shown to help them live longer 
(American Group Psychotherapy Association, 2000)1. 
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Sometimes group therapy is conducted with people who are in close relationships. Couples therapy is treatment 
in which two people who are cohabitating, married, or dating meet together with the practitioner to discuss 
their concerns and issues about their relationship. These therapies are in some cases educational, providing the 
couple with information about what is to be expected in a relationship. The therapy may focus on such topics 
as sexual enjoyment, communication, or the symptoms of one of the partners (e.g., depression). 

Family therapy involves families meeting together with a therapist. In some cases the meeting is precipitated 
by a particular problem with one family member, such as a diagnosis of bipolar disorder in a child. Family 
therapy is based on the assumption that the problem, even if it is primarily affecting one person, is the result of 
an interaction among the people in the family. 

SELF-HELP GROUPS 

Group therapy is based on the idea that people can be helped by the positive social relationships that others 
provide. One way for people to gain this social support is by joining a self-help group, which is a voluntary 
association of people who share a common desire to overcome psychological disorder or improve their well-being 
(Humphreys & Rappaport, 1994). Self-help groups have been used to help individuals cope with many types 
of addictive behaviors. Three of the best-known self-help groups are Alcoholics Anonymous, of which there 
are more than two million members in the United States, Gamblers Anonymous, and Overeaters Anonymous. 

The idea behind self-groups is very similar to that of group therapy, but the groups are open to a broader 
spectrum of people. As in group therapy, the benefits include social support, education, and observational 
learning. Religion and spirituality are often emphasized, and self-blame is discouraged. Regular group meetings 
are held with the supervision of a trained leader. 

COMMUNITY MENTAL HEALTH: SERVICE 
AND PREVENTION 

The social aspect of disorder is also understood and treated at the community level. Community mental 
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health services are psychological treatments and interventions that are distributed at the community level. 
Community mental health services are provided by nurses, psychologists, social workers, and other 
professionals in sites such as schools, hospitals, police stations, drug treatment clinics, and residential homes. 
The goal is to establish programs that will help people get the mental health services that they need (Gonzales, 
Kelly, Mowbray, Hays, & Snowden, 1991). 

Unlike traditional therapy, the primary goal of community mental health services is prevention. Just as 
widespread vaccination of children has eliminated diseases such as polio and smallpox, mental health services 
are designed to prevent psychological disorder (Institute of Medicine, 1994)2. Community prevention can be 
focused on one more of three levels: primary prevention, secondary prevention, and tertiary prevention. 

Primary prevention is prevention in which all members of the community receive the treatment. Examples 
of primary prevention are programs designed to encourage all pregnant women to avoid cigarettes and alcohol 
because of the risk of health problems for the fetus, and programs designed to remove dangerous lead paint 
from homes. 

Secondary prevention is more limited and focuses on people who are most likely to need it—those who 
display risk factors for a given disorder. Risk factors are the social, environmental, and economic vulnerabilities 
that make it more likely than average that a given individual will develop a disorder (Werner & Smith, 1992). 
The following presents a list of potential risk factors for psychological disorders. 

SOME RISK FACTORS FOR PSYCHOLOGICAL DISORDERS 

Community mental health workers practicing secondary prevention will focus on youths with these 

markers of future problems. 

• Academic difficulties 

• Attention-deficit/hyperactivity disorder (ADHD) 

• Child abuse and neglect 

• Developmental disorders 

• Drug and alcohol abuse 

• Dysfunctional family 

• Early pregnancy 

• Emotional immaturity 

• Homelessness 

• Learning disorder 

• Low birth weight 

• Parental mental illness 
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• Poor nutrition 

• Poverty 

Finally, tertiary prevention is treatment, such as psychotherapy or biomedical therapy, that focuses on people 
who are already diagnosed with disorder. 

Community prevention programs are designed to provide support during childhood or early adolescence 
with the hope that the interventions will prevent disorders from appearing or will keep existing disorders 
from expanding. Interventions include such things as help with housing, counseling, group therapy, emotional 
regulation, job and skills training, literacy training, social responsibility training, exercise, stress management, 
rehabilitation, family therapy, or removing a child from a stressful or dangerous home situation. 

The goal of community interventions is to make it easier for individuals to continue to live a normal life in 
the face of their problems. Community mental health services are designed to make it less likely that vulnerable 
populations will end up in institutions or on the streets. In summary, their goal is to allow at-risk individuals 
to continue to participate in community life by assisting them within their own communities. 

RESEARCH FOCUS: THE IMPLICIT 
ASSOCIATION TEST AS A BEHAVIORAL 
MARKER FOR SUICIDE 

Secondary prevention focuses on people who are at risk for disorder or for harmful behaviors. 

Suicide is a leading cause of death worldwide, and prevention efforts can help people consider 

other alternatives, particularly if it can be determined who is most at risk. Determining whether a 

person is at risk of suicide is difficult, however, because people are motivated to deny or conceal 

such thoughts to avoid intervention or hospitalization. One recent study found that 78% of 

patients who die by suicide explicitly deny suicidal thoughts in their last verbal communications 

before killing themselves (Busch, Fawcett, & Jacobs, 2003). 
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Nock et al. (2010) tested the possibility that implicit measures of the association between the self-

concept and death might provide a more direct behavioral marker of suicide risk that would allow 

professionals to more accurately determine whether a person is likely to commit suicide in 

comparison to existing self-report measures. They measured implicit associations about death and 

suicide in 157 people seeking treatment at a psychiatric emergency department. 

The participants all completed a version of the Implicit Association Test (IAT), which was designed 

to assess the strength of a person’s mental associations between death and the self (Greenwald, 

McGhee, & Schwartz, 1998). Using a notebook computer, participants classified stimuli representing 

the constructs of “death” (i.e., die, dead, deceased, lifeless, and suicide) and “life” (i.e., alive, survive, 

live, thrive, and breathing) and the attributes of “me” (i.e., I, myself, my, mine, and self) and “not 

me” (i.e., they, them, their, theirs, and other). Response latencies for all trials were recorded and 

analyzed, and the strength of each participant’s association between “death” and “me” was 

calculated. 

The researchers then followed participants over the next 6 months to test whether the measured 

implicit association of death with self could be used to predict future suicide attempts. The authors 

also tested whether scores on the IAT would add to prediction of risk above and beyond other 

measures of risk, including questionnaire and interview measures of suicide risk. Scores on the IAT 

predicted suicide attempts in the next 6 months above all the other risk factors that were collected 

by the hospital staff, including past history of suicide attempts. These results suggest that 

measures of implicit cognition may be useful for determining risk factors for clinical behaviors such 

as suicide. 
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84. 

SUBSTANCE-RELATED AND ADDICTIVE 
DISORDERS: A SPECIAL CASE 

Learning Objectives 

By the end of this section, you will be able to: 

• Recognize the goal of substance-related and addictive disorders treatment 

• Discuss what makes for effective treatment 

Addiction is often viewed as a chronic disease. The choice to use a substance is initially voluntary; however, 
because chronic substance use can permanently alter the neural structure in the prefrontal cortex, an area of 
the brain associated with decision-making and judgment, a person becomes driven to use drugs and/or alcohol 
(Muñoz-Cuevas, Athilingam, Piscopo, & Wilbrecht, 2013). This helps explain why relapse rates tend to be 
high. About 40%–60% of individuals relapse, which means they return to abusing drugs and/or alcohol after 
a period of improvement (National Institute on Drug Abuse [NIDA], 2008). 
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The National Survey on Drug Use and Health shows trends in prevalence of various drugs for ages 12–17, 
18–25, and 26 or older. 

The goal of substance-related treatment is to help an addicted person stop compulsive drug-seeking behaviors 
(NIDA, 2012). This means an addicted person will need long-term treatment, similar to a person battling a 
chronic physical disease such as hypertension or diabetes. Treatment usually includes behavioral therapy and/
or medication, depending on the individual (NIDA, 2012). Specialized therapies have also been developed for 
specific types of substance-related disorders, including alcohol, cocaine, and opioids (McGovern & Carroll, 
2003). Substance-related treatment is considered much more cost-effective than incarceration or not treating 
those with addictions (NIDA, 2012). 
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Substance use and abuse costs the United States over $600 billion a year 
(NIDA, 2012). This addict is using heroin. (credit: “jellymc – urbansnaps”/Flickr) 

What Makes Treatment Effective? 

Specific factors make substance-related treatment much more effective. One factor is duration of treatment. 
Generally, the addict needs to be in treatment for at least three months to achieve a positive outcome (Simpson, 
1981; Simpson, Joe, & Bracy, 1982; NIDA, 2012). This is due to the psychological, physiological, behavioral, 
and social aspects of abuse (Simpson, 1981; Simpson et al., 1982; NIDA, 2012). While in treatment, an addict 
might receive behavior therapy, which can help motivate the addict to participate in the treatment program 
and teach strategies for dealing with cravings and how to prevent relapse. Also, treatment needs to be holistic 
and address multiple needs, not just the drug addiction. This means that treatment will address factors such 
as communication, stress management, relationship issues, parenting, vocational concerns, and legal concerns 
(McGovern & Carroll, 2003; NIDA, 2012). 

While individual therapy is used in the treatment of substance-related disorders, group therapy is the 
most widespread treatment modality (Weiss, Jaffee, de Menil, & Cogley, 2004). The rationale behind using 
group therapy for addiction treatment is that addicts are much more likely to maintain sobriety in a group 
format. It has been suggested that this is due to the rewarding and therapeutic benefits of the group, such as 
support, affiliation, identification, and even confrontation (Center for Substance Abuse Treatment, 2005). For 
teenagers, the whole family often needs to participate in treatment to address issues such as family dynamics, 
communication, and relapse prevention. Family involvement in teen drug addiction is vital. Research suggests 
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that greater parental involvement is correlated with a greater reduction in use by teen substance abusers. 
Also, mothers who participated in treatment displayed better mental health and greater warmth toward their 
children (Bertrand et al., 2013). However, neither individual nor group therapy has been found to be more 
effective (Weiss et al., 2004). Regardless of the type of treatment service, the primary focus is on abstinence or 
at the very least a significant reduction in use (McGovern & Carroll, 2003). 

Treatment also usually involves medications to detox the addict safely after an overdose, to prevent seizures 
and agitation that often occur in detox, to prevent reuse of the drug, and to manage withdrawal symptoms. 
Getting off drugs often involves the use of drugs—some of which can be just as addictive. Detox can be difficult 
and dangerous. 

Watch this video to find out more about treating substance-related disorders using the 

biological, behavioral, and psychodynamic approaches: Treating Substance-Related Disorders: 

Biological, Behavioral and Psychodynamic Approaches. 

Comorbid Disorders 

Frequently, a person who is addicted to drugs and/or alcohol has an additional psychological disorder. Saying a 
person has comorbid disorders means the individual has two or more diagnoses. This can often be a substance-
related diagnosis and another psychiatric diagnosis, such as depression, bipolar disorder, or schizophrenia. 
These individuals fall into the category of mentally ill and chemically addicted (MICA)—their problems are 
often chronic and expensive to treat, with limited success. Compared with the overall population, substance 
abusers are twice as likely to have a mood or anxiety disorder. Drug abuse can cause symptoms of mood and 
anxiety disorders and the reverse is also true—people with debilitating symptoms of a psychiatric disorder may 
self-medicate and abuse substances. 

In cases of comorbidity, the best treatment is thought to address both (or multiple) disorders simultaneously 
(NIDA, 2012). Behavior therapies are used to treat comorbid conditions, and in many cases, psychotropic 
medications are used along with psychotherapy. For example, evidence suggests that bupropion (trade names: 
Wellbutrin and Zyban), approved for treating depression and nicotine dependence, might also help reduce 
craving and use of the drug methamphetamine (NIDA, 2011). However, more research is needed to better 
understand how these medications work—particularly when combined in patients with comorbidities. 
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Test Your Understanding 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=487#h5p-139 

Summary 

Addiction is often viewed as a chronic disease that rewires the brain. This helps explain why relapse rates tend 
to be high, around 40%–60% (McLellan, Lewis, & O’Brien, & Kleber, 2000). The goal of treatment is to help 
an addict stop compulsive drug-seeking behaviors. Treatment usually includes behavioral therapy, which can 
take place individually or in a group setting. Treatment may also include medication. Sometimes a person has 
comorbid disorders, which usually means that they have a substance-related disorder diagnosis and another 
psychiatric diagnosis, such as depression, bipolar disorder, or schizophrenia. The best treatment would address 
both problems simultaneously. 

Review Questions 

An interactive H5P element has been excluded from this version of the text. You can view it 

online here: 

https://louis.pressbooks.pub/intropsychology/?p=487#h5p-140 
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Critical Thinking Question 

    You are conducting an intake assessment. Your client is a 45-year-old single, employed male 

with cocaine dependence. He failed a drug screen at work and is mandated to treatment by his 

employer if he wants to keep his job. Your client admits that he needs help. Why would you 

recommend group therapy for him? 

The rationale behind using group therapy for addiction treatment is that addicts are much more 

likely to maintain sobriety when treatment is in a group format. It has been suggested that it’s 

due to the rewarding and therapeutic benefits of the group, such as support, affiliation, 

identification, and even confrontation. Because this client is single, he may not have family 

support, so support from the group may be even more important in his ability to recover and 

maintain his sobriety. 

Personal Application Question 

What are some substance-related and addictive disorder treatment facilities in your community, and what types 
of services do they provide? Would you recommend any of them to a friend or family member with a substance 
abuse problem? Why or why not? 
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85. 

EVALUATING TREATMENT AND 
PREVENTION: WHAT WORKS? 

Learning Objectives 

• Summarize the ways that scientists evaluate the effectiveness of psychological, behavioral, 

and community service approaches to preventing and reducing disorders. 

• Summarize which types of therapy are most effective for which disorders. 

We have seen that psychologists and other practitioners employ a variety of treatments in their attempts 
to reduce the negative outcomes of psychological disorders. But we have not yet considered the important 
question of whether these treatments are effective, and if they are, which approaches are most effective for 
which people and for which disorders. Accurate empirical answers to these questions are important as they 
help practitioners focus their efforts on the techniques that have been proven to be most promising, and will 
guide societies as they make decisions about how to spend public money to improve the quality of life of their 
citizens (Hunsley & Di Giulio, 2002). 

Psychologists use outcome research, that is, studies that assess the effectiveness of medical treatments, to 
determine the effectiveness of different therapies. As you can see in Figure “Outcome Research”, in these 
studies the independent variable is the type of the treatment—for instance, whether it was psychological or 
biological in orientation or how long it lasted. In most cases characteristics of the client (e.g., his or her gender, 
age, disease severity, and prior psychological histories) are also collected as control variables. The dependent 
measure is an assessment of the benefit received by the client. In some cases we might simply ask the client if 
she feels better, and in other cases we may directly measure behavior: Can the client now get in the airplane and 
take a flight? Has the client remained out of juvenile detention? 
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The design of an 
outcome study 
includes a 
dependent 
measure of 
benefit received 
by the client, as 
predicted by 
independent 
variables 
including type of 
treatment and 
characteristics of 
the individual. 

Outcome Research 

In every case the scientists evaluating the therapy must keep in mind the potential that other effects rather than 
the treatment itself might be important, that some treatments that seem effective might not be, and that some 
treatments might actually be harmful, at least in the sense that money and time are spent on programs or drugs 
that do not work. 

One threat to the validity of outcome research studies is natural improvement—the possibility that people 
might get better over time, even without treatment. People who begin therapy or join a self-help group do so 
because they are feeling bad or engaging in unhealthy behaviors. After being in a program over a period of time, 
people frequently feel that they are getting better. But it is possible that they would have improved even if they 
had not attended the program, and that the program is not actually making a difference. To demonstrate that 
the treatment is effective, the people who participate in it must be compared with another group of people who 
do not get treatment. 

Another possibility is that therapy works, but that it doesn’t really matter which type of therapy it is. 
Nonspecific treatment effects occur when the patient gets better over time simply by coming to therapy, even 
though it doesn’t matter what actually happens at the therapy sessions. The idea is that therapy works, in the 
sense that it is better than doing nothing, but that all therapies are pretty much equal in what they are able to 
accomplish. Finally, placebo effects are improvements that occur as a result of the expectation that one will get 
better rather than from the actual effects of a treatment. 
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EFFECTIVENESS OF PSYCHOLOGICAL 
THERAPY 

Thousands of studies have been conducted to test the effectiveness of psychotherapy, and by and large they 
find evidence that it works. Some outcome studies compare a group that gets treatment with another (control) 
group that gets no treatment. For instance, Ruwaard, Broeksteeg, Schrieken, Emmelkamp, and Lange (2010) 
found that patients who interacted with a therapist over a website showed more reduction in symptoms of 
panic disorder than did a similar group of patients who were on a waiting list but did not get therapy. Although 
studies such as this one control for the possibility of natural improvement (the treatment group improved 
more than the control group, which would not have happened if both groups had only been improving 
naturally over time), they do not control for either nonspecific treatment effects or for placebo effects. The 
people in the treatment group might have improved simply by being in the therapy (nonspecific effects), or 
they may have improved because they expected the treatment to help them (placebo effects). 

An alternative is to compare a group that gets “real” therapy with a group that gets only a placebo. For 
instance, Keller et al. (2001) had adolescents who were experiencing anxiety disorders take pills that they 
thought would reduce anxiety for 8 weeks. However, one-half of the patients were randomly assigned to 
actually receive the antianxiety drug Paxil, while the other half received a placebo drug that did not have 
any medical properties. The researchers ruled out the possibility that only placebo effects were occurring 
because they found that both groups improved over the 8 weeks, but the group that received Paxil improved 
significantly more than the placebo group did. 

Studies that use a control group that gets no treatment or a group that gets only a placebo are informative, 
but they also raise ethical questions. If the researchers believe that their treatment is going to work, why would 
they deprive some of their participants, who are in need of help, of the possibility for improvement by putting 
them in a control group? 

Another type of outcome study compares different approaches with each other. For instance, Herbert et al. 
(2005) tested whether social skills training could boost the results received for the treatment of social anxiety 
disorder with cognitive-behavioral therapy (CBT) alone. As you can see in the figure below, they found that 
people in both groups improved, but CBT coupled with social skills training showed significantly greater gains 
than CBT alone. 
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Herbert et al. 
(2005) compared 
the effectiveness 
of CBT alone 
with CBT along 
with social skills 
training. Both 
groups improved, 
but the group 
that received 
both therapies 
had significantly 
greater gains 
than the group 
that received CBT 
alone. 
Adapted from 
Herbert, J. D., 
Gaudiano, B. A., 
Rheingold, A. A., 
Myers, V. H., 
Dalrymple, K., & 
Nolan, E. M. 
(2005). Social 
skills training 
augments the 
effectiveness of 
cognitive 
behavioral group 
therapy for social 
anxiety disorder. 
Behavior 
Therapy, 36(2), 
125–138. 

Other studies (Crits-Christoph, 1992; Crits-Christoph et al., 2004) have compared brief sessions of 
psychoanalysis with longer-term psychoanalysis in the treatment of anxiety disorder, humanistic therapy with 
psychodynamic therapy in treating depression, and cognitive therapy with drug therapy in treating anxiety 
(Dalgleish, 2004; Hollon, Thase, & Markowitz, 2002). These studies are advantageous because they compare 
the specific effects of one type of treatment with another, while allowing all patients to get treatment. 

RESEARCH FOCUS: META-ANALYZING CLINICAL OUTCOMES 

Because there are thousands of studies testing the effectiveness of psychotherapy, and the 

independent and dependent variables in the studies vary widely, the results are often combined 

using a meta-analysis. A meta-analysis is a statistical technique that uses the results of existing 

studies to integrate and draw conclusions about those studies. In one important meta-analysis 

analyzing the effect of psychotherapy, Smith, Glass, and Miller (1980) summarized studies that 

compared different types of therapy or that compared the effectiveness of therapy against a 
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Meta-analyses of 
the outcomes of 
psychotherapy 
have found that, on 
average, the 
distribution for 
people who get 
treatment is higher 
than for those who 
do not get 
treatment. 

control group. To find the studies, the researchers systematically searched computer databases and 

the reference sections of previous research reports to locate every study that met the inclusion 

criteria. Over 475 studies were located, and these studies used over 10,000 research participants. 

The results of each of these studies were systematically coded, and a measure of the effectiveness 

of treatment known as the effect size was created for each study. Smith and her colleagues found 

that the average effect size for the influence of therapy was 0.85, indicating that psychotherapy 

had a relatively large positive effect on recovery. What this means is that, overall, receiving 

psychotherapy for behavioral problems is substantially better for the individual than not receiving 

therapy (Figure “Normal Curves of Those Who Do and Do Not Get Treatment”). Although they did 

not measure it, psychotherapy presumably has large societal benefits as well—the cost of the 

therapy is likely more than made up for by the increased productivity of those who receive it. 

Normal Curves of Those Who Do and Do Not Get Treatment 

Other meta-analyses have also found substantial support for the effectiveness of specific 

therapies, including cognitive therapy, CBT (Butler, Chapman, Forman, & Beck, 2006; Deacon & 

Abramowitz, 2004), couples and family therapy (Shadish & Baldwin, 2002), and psychoanalysis 

(Shedler, 2010). On the basis of these and other meta-analyses, a list of empirically supported 

therapies—that is, therapies that are known to be effective—has been developed (Chambless & 

Hollon, 1998; Hollon, Stewart, & Strunk, 2006). These therapies include cognitive therapy and 

behavioral therapy for depression; cognitive therapy, exposure therapy, and stress inoculation 

training for anxiety; CBT for bulimia; and behavior modification for bed-wetting. 

Smith, Glass, and Miller (1980) did not find much evidence that any one type of therapy was more effective 
than any other type, and more recent meta-analyses have not tended to find many differences either (Cuijpers, 
van Straten, Andersson, & van Oppen, 2008). What this means is that a good part of the effect of therapy is 
nonspecific, in the sense that simply coming to any type of therapy is helpful in comparison to not coming. 
This is true partly because there are fewer distinctions among the ways that different therapies are practiced 
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than the theoretical differences among them would suggest. What a good therapist practicing psychodynamic 
approaches does in therapy is often not much different from what a humanist or a cognitive-behavioral 
therapist does, and so no one approach is really likely to be better than the other. 

What all good therapies have in common is that they give people hope; help them think more carefully 
about themselves and about their relationships with others; and provide a positive, empathic, and trusting 
relationship with the therapist—the therapeutic alliance (Ahn & Wampold, 2001). This is why many self-help 
groups are also likely to be effective and perhaps why having a psychiatric service dog may also make us feel 
better. 

EFFECTIVENESS OF BIOMEDICAL 
THERAPIES 

Although there are fewer of them because fewer studies have been conducted, meta-analyses also support the 
effectiveness of drug therapies for psychological disorder. For instance, the use of psychostimulants to reduce 
the symptoms of attention-deficit/hyperactivity disorder (ADHD) is well known to be successful, and many 
studies find that the positive and negative symptoms of schizophrenia are substantially reduced by the use of 
antipsychotic medications (Lieberman et al., 2005). 

People who take antidepressants for mood disorders or antianxiety medications for anxiety disorders almost 
always report feeling better, although drugs are less helpful for phobic disorder and obsessive-compulsive 
disorder. Some of these improvements are almost certainly the result of placebo effects (Cardeña & Kirsch, 
2000), but the medications do work, at least in the short term. An analysis of U.S. Food and Drug 
Administration databases found effect sizes of 0.26 for Prozac, 0.26 for Zoloft, 0.24 for Celexa, 0.31 for 
Lexapro, and 0.30 for Cymbalta. The overall average effect size for antidepressant medications approved by 
the FDA between 1987 and 2004 was 0.31 (Deshauer et al., 2008; Turner, Matthews, Linardatos, Tell, & 
Rosenthal, 2008). 

One problem with drug therapies is that although they provide temporary relief, they don’t treat the 
underlying cause of the disorder. Once the patient stops taking the drug, the symptoms often return in full 
force. In addition many drugs have negative side effects, and some also have the potential for addiction and 
abuse. Different people have different reactions, and all drugs carry warning labels. As a result, although these 
drugs are frequently prescribed, doctors attempt to prescribe the lowest doses possible for the shortest possible 
periods of time. 

Older patients face special difficulties when they take medications for mental illness. Older people are more 

870  |  EVALUATING TREATMENT AND PREVENTION: WHAT WORKS?



sensitive to drugs, and drug interactions are more likely because older patients tend to take a variety of different 
drugs every day. They are more likely to forget to take their pills, to take too many or too few, or to mix them 
up due to poor eyesight or faulty memory. 

Like all types of drugs, medications used in the treatment of mental illnesses can carry risks to an unborn 
infant. Tranquilizers should not be taken by women who are pregnant or expecting to become pregnant, 
because they may cause birth defects or other infant problems, especially if taken during the first trimester. 
Some selective serotonin reuptake inhibitors (SSRIs) may also increase risks to the fetus (Louik, Lin, Werler, 
Hernandez, & Mitchell, 2007; U.S. Food and Drug Administration, 2004)1, as do antipsychotics (Diav-Citrin 
et al., 2005). 

Decisions on medication should be carefully weighed and based on each person’s needs and circumstances. 
Medications should be selected based on available scientific research, and they should be prescribed at the 
lowest possible dose. All people must be monitored closely while they are on medications. 

EFFECTIVENESS OF SOCIAL-COMMUNITY 
APPROACHES 

Measuring the effectiveness of community action approaches to mental health is difficult because they occur 
in community settings and impact a wide variety of people, and it is difficult to find and assess valid outcome 
measures. Nevertheless, research has found that a variety of community interventions can be effective in 
preventing a variety of psychological disorders (Price, Cowen, Lorion, & Ramos-McKay, 1988). 

Data suggest that federally funded prevention programs such as the Special Supplemental Program for 
Women, Infants, and Children (WIC), which provides federal grants to states for supplemental foods, health-
care referral, and nutrition education for low-income women and their children, are successful. WIC mothers 
have higher birth weight babies and lower infant mortality than other low-income mothers (Ripple & Zigler, 
2003). And the average blood-lead levels among children have fallen approximately 80% since the late 1970s 
as a result of federal legislation designed to remove lead paint from housing (Centers for Disease Control and 
Prevention, 2000)2. 

Although some of the many community-based programs designed to reduce alcohol, tobacco, and drug 
abuse; violence and delinquency; and mental illness have been successful, the changes brought about by even 
the best of these programs are, on average, modest (Wandersman & Florin, 2003; Wilson, Gottfredson, & 
Najaka, 2001). This does not necessarily mean that the programs are not useful. What is important is that 
community members continue to work with researchers to help determine which aspects of which programs 
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are most effective, and to concentrate efforts on the most productive approaches (Weissberg, Kumpfer, & 
Seligman, 2003). The most beneficial preventive interventions for young people involve coordinated, systemic 
efforts to enhance their social and emotional competence and health. Many psychologists continue to work to 
promote policies that support community prevention as a model of preventing disorder. 
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GLOSSARY 

achievement gap 

the persistent difference in grades, test scores, and graduation rates that exist among students of different 
ethnicities, races, and—in certain subjects—sexes 

Adulthood 

begins around 20 years old and has three distinct stages: early, middle, and late 

Antidepressant medications 

drugs designed to improve moods 

attachment 

the affectional bond or tie that an infant forms with the mother 

Autism spectrum disorder 

set of neurodevelopmental disorders characterized by repetitive behaviors and communication and social 
problems 

autonomic nervous system 

controls our internal organs and glands 

autonomy 

initiate tasks, and carry out plans. contributes to a positive sense of self. 

avoidant attachment 

the child is unresponsive to the parent, does not use the parent as a secure base, and does not care if the 
parent leaves 
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basolateral complex 

dense connections with a variety of sensory areas of the brain 

biopsychosocial model. 

focuses on how health is affected by the interaction of biological, psychological, and sociocultural factors 

blooming 

period of rapid neural growth 

case study 

developmental psychologists collect a great deal of information from one individual in order to better 
understand physical and psychological changes over the lifespan 

crystallized intelligence 

information, skills, and strategies we have gathered through a lifetime of experience 

cultural display rule 

one of a collection of culturally specific standards that govern the types and frequencies of displays of 
emotions that are acceptable 

developmental psychology 

focuses on how people change, and keep in mind that all the approaches that we present in this chapter 
address questions of change 

DNA 

a helix-shaped molecule made up of nucleotide base pairs 

embryonic stage 

the heart begins to beat and organs form and begin to function 

Erik Erikson (1902–1994) 

stage theorist, took Freud’s theory and modified it as psychosocial theory. Erikson’s psychosocial 
development theory emphasizes the social nature of our development rather than its sexual nature 
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experimental research 

allows developmental psychologists to make causal statements about certain variables that are important 
for the developmental process 

Fetal alcohol spectrum disorders (FASD) 

a collection of birth defects associated with heavy consumption of alcohol during pregnancy. Physically, 
children with FASD may have a small head size and abnormal facial features. Cognitively, these children 
may have poor judgment, poor impulse control, higher rates of ADHD, learning issues, and lower IQ 
scores 

fetus 

When the organism is about nine weeks old 

fight or flight response 

activation of the sympathetic division of the autonomic nervous system, allowing access to energy reserves 
and heightened sensory capacity so that we might fight off a given threat or run away to safety 

five stages of grief 

denial, anger, bargaining, depression, and acceptance 

flashbulb memory 

an exceptionally clear recollection of an important event 

fluid intelligence 

information processing abilities, reasoning, and memory 

formal operational thought 

highest level of cognitive development 

four parenting styles 

authoritative, authoritarian, permissive, and uninvolved 
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G. Stanley Hall 

a pioneer in the study of adolescent development 

genetic environmental correlation 

view of gene-environment interaction that asserts our genes affect our environment, and our 
environment influences the expression of our genes 

germinal stage 

the mass of cells has yet to attach itself to the lining of the mother’s uterus 

glial cells 

cells that surround and link to the neurons, protecting them, providing them with nutrients, and 
absorbing unused neurotransmitters 

heterozygous 

consisting of two different alleles 

hospice 

is to help provide a death with dignity and pain management in a humane and comfortable environment, 
which is usually outside of a hospital setting 

identical twins 

twins that develop from the same sperm and egg 

James-Lange theory of emotion 

asserts that emotions arise from physiological arousal 

Jean Piaget (1896–1980) 

another stage theorist who studied childhood development 

Lawrence Kohlberg (1927–1987) 

believed that moral development, like cognitive development, follows a series of stages 
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Learning disabilities 

cognitive disorders that affect different areas of cognition, particularly language or reading 

lifespan development 

from the start of life to the end 

menopause 

the end of the menstrual cycle, around 50 years old 

Middle adulthood 

extends from the 40s to the 60s 

Mnemonic devices 

memory aids that help us organize information for encoding 

nature versus nurture debate 

It seeks to understand how our personalities and traits are the product of our genetic makeup and 
biological factors, and how they are shaped by our environment, including our parents, peers, and culture 

neurotransmitters 

chemical messenger of the nervous system 

parent-child attachments 

secure, avoidant, and resistant 

peripheral nervous system 

connects the brain and spinal cord to the muscles, organs, and senses in the periphery of the body 

permissive style of parenting 

the kids run the show and anything goes. Permissive parents make few demands and rarely use 
punishment 
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polygenic 

multiple genes affecting a given trait 

Psychosocial development 

occurs as children form relationships, interact with others, and understand and manage their feelings 

psychosocial theory 

we experience eight stages of development over our lifespan, from infancy through late adulthood 

Recall 

what we most often think about when we talk about memory retrieval: it means you can access 
information without cues 

receptors 

protein on the cell surface where neurotransmitters attach 

recessive allele 

allele whose phenotype will be expressed only if an individual is homozygous for that allele 

self-serving bias 

attributions that enable us to see ourselves in favorable light 

sensorimotor stage 

a stage of development which lasts from birth to about 2 years old. During this stage, children learn about 
the world through their senses and motor behavior 

Sigmund Freud (1856–1939) 

believed that personality develops during early childhood. For Freud, childhood experiences shape our 
personalities and behavior as adults. Freud viewed development as discontinuous; he believed that each 
of us must pass through a series of stages during childhood, and that if we lack proper nurturance and 
parenting during a stage, we may become stuck, or fixated, in that stage. 
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somatic nervous system 

transmits sensory and motor signals to and from the central nervous system 

stranger anxiety 

a fear of unfamiliar people 

survey method 

asks individuals to self-report important information about their thoughts, experiences, and beliefs 

synapses 

spaces between the cells 

uninvolved style of parenting 

the parents are indifferent, uninvolved, and sometimes referred to as neglectful. They don’t respond to 
the child’s needs and make relatively few demands 

absentmindedness 

lapses in memory are caused by breaks in attention or our focus being somewhere else 

Accommodation 

describes when they change their schemata based on new information 

acoustic encoding 

encoding of sounds, words in particular 

action potential 

change in electrical charge that occurs in a neuron when a nerve impulse is transmitted 

actor-observer bias 

the phenomenon of attributing other people’s behavior to internal factors (fundamental attribution 
error) while attributing our own behavior to situational forces 
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Adolescence 

the period of development that begins at puberty and ends at emerging adulthood 

adrenarche and gonadarche 

the maturing of the adrenal glands and sex glands, respectively 

ageism 

prejudice and discrimination toward individuals based solely on their age 

Aggression 

behavior that is intended to harm another individual 

agonist 

a drug that has chemical properties similar to a particular neurotransmitter and thus mimics the effects of 
the neurotransmitter 

allele 

a specific version of a gene 

Altruism 

any behavior that is designed to increase another person’s welfare, and particularly those actions that do 
not seem to provide a direct reward to the person who performs them 

American Psychological Association 

a professional organization representing psychologists in the United States 

Amnesia 

the loss of long-term memory that occurs as the result of disease, physical trauma, or psychological trauma 

amygdala 

consists of two “almond-shaped” clusters (amygdala comes from the Latin word for “almond”) and is 
primarily responsible for regulating our perceptions of, and reactions to, aggression and fear 
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Anorexia nervosa 

eating disorder characterized by the maintenance of a body weight well below average through starvation 
and/or excessive exercise 

antagonist 

a drug that reduces or stops the normal effects of a neurotransmitter 

anterograde amnesia 

you cannot remember new information, although you can remember information and events that 
happened prior to your injury 

Antianxiety medications 

rugs that help relieve fear or anxiety 

Antipsychotic drugs (neuroleptics) 

drugs that treat the symptoms of schizophrenia and related psychotic disorders 

archival research 

method of research using past records or data sets to answer various research questions, or to search for 
interesting patterns or relationships 

arousal theory 

strong emotions trigger the formation of strong memories, and weaker emotional experiences form 
weaker memories 

Asch effect 

the influence of the group majority on an individual’s judgment 

assimilation 

when they take in information that is comparable to what they already know 

association areas 

which sensory and motor information is combined and associated with our stored knowledge 
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Atkinson-Shiffrin (A-S) 

based on the belief that we process memories in the same way that a computer processes information 

Attitude 

our evaluation of a person, an idea, or an object 

auditory cortex 

esponsible for hearing and language 

authoritarian style 

the parent places high value on conformity and obedience. The parents are often strict, tightly monitor 
their children, and express little warmth 

authoritative style 

the parent gives reasonable demands and consistent limits, expresses warmth and affection, and listens to 
the child’s point of view 

automatic processing 

encoding of details like time, space, frequency, and the meaning of words 

Aversion therapy 

a type of behavior therapy in which positive punishment is used to reduce the frequency of an undesirable 
behavior. 

axon 

transmits information away from the cell body toward other neurons or to the muscles and glands 

Bariatric surgery 

type of surgery specifically aimed at weight reduction, and it involves modifying the gastrointestinal 
system to reduce the amount of food that can be eaten and/or limiting how much of the digested food 
can be absorbed 
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Barnum effect 

the observation that people tend to believe in descriptions of their personality that supposedly are 
descriptive of them but could in fact describe almost anyone 

Behavioral therapy 

psychological treatment that is based on principles of learning 

behaviorism 

approach of observing and controlling behavior 

bias 

your feelings and view of the world can actually distort your memory of past events 

Binge eating disorder 

eating binges are not followed by inappropriate behavior, such as purging, but they are followed by 
distress, including feelings of guilt and embarrassment 

Biological rhythms 

internal rhythms of biological activity 

Biomedical therapies 

treatments designed to reduce psychological disorder by influencing the action of the central nervous 
system. 

biopsychology 

explores how our biology influences our behavior 

Body language 

the expression of emotion in terms of body position or movement 

brain lateralization 

idea that the left and the right hemispheres of the brain are specialized to perform different functions 
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brain stem 

the oldest and innermost region of the brain 

bulimia nervosa 

engage in binge eating behavior that is followed by an attempt to compensate for a large amount of food 
consumed 

Caffeine 

another stimulant drug 

Cannon-Bard theory 

maintains that emotional experience occurs simultaneous to and independent of physiological arousal 

categories 

networks of associated memories that have features in common with each other 

central nervous system 

brain and spinal cord 

central nucleus 

plays a role in attention, and it has connections with the hypothalamus and various brainstem areas to 
regulate the autonomic nervous and endocrine systems’ activity 

cerebellum 

consists of two wrinkled ovals behind the brain stem 

cerebral cortex 

the outer bark-like layer of our brain that allows us to so successfully use language, acquire complex skills, 
create tools, and live in social groups 

Charismatic leaders 

leaders who are enthusiastic, committed, and self-confident; who tend to talk about the importance of 
group goals at a broad level; and who make personal sacrifices for the group 
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Chromosomes 

long strings of genetic material known as deoxyribonucleic acid (DNA) 

chunking 

organize information into manageable bits or chunks 

circadian rhythm 

a biological rhythm that takes place over a period of about 24 hours 

cognition 

thinking, and it encompasses the processes associated with perception, knowledge, problem-solving, 
judgment, language, and memory 

Cognitive development 

involves learning, attention, memory, language, thinking, reasoning, and creativity 

cognitive dissonance 

psychological discomfort arising from holding two or more inconsistent attitudes, behaviors, or 
cognitions 

Cognitive empathy 

theory-of-mind, relates to the ability to take the perspective of others and feel concern for others 

Cognitive psychology 

concerned with the relationship that exists between thought and behavior, and developmental 
psychologists study the physical and cognitive changes that occur throughout one’s lifespan 

cognitive therapy 

a psychological treatment that helps clients identify incorrect or distorted beliefs that are contributing to 
disorder 
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Cognitive-behavior therapy (CBT) 

a structured approach to treatment that attempts to reduce psychological disorders through systematic 
procedures based on cognitive and behavioral principles 

cognitive-mediational theory 

asserts our emotions are determined by our appraisal of the stimulus 

collective unconscious 

a collection of shared ancestral memories 

Community mental health services 

psychological treatments and interventions that are distributed at the community level. 

components of emotion 

Our emotional states are combinations of physiological arousal, psychological appraisal, and subjective 
experiences 

Conception 

occurs when sperm fertilizes an egg and forms a zygote 

concrete operational stage 

occurs from about 7 to 11 years old. In this stage, children can think logically about real (concrete) events; 
they have a firm grasp on the use of numbers and start to employ memory strategies 

confirmation bias 

process where we seek out information that supports stereotypes and ignore information that is 
inconsistent with our stereotypes 

Consciousness 

our awareness of internal and external stimuli 

construction 

The formulation of new memories 
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Continuous development 

views development as a cumulative process, gradually improving on existing skills 

corpus callosum 

the region that normally connects the two halves of the brain and supports communication between the 
hemispheres 

Counseling psychology 

a similar discipline that focuses on emotional, social, vocational, and health-related outcomes in 
individuals who are considered psychologically healthy. 

Declarative memory 

has to do with the storage of facts and events we personally experienced. 

defense mechanisms 

unconscious psychological strategies used to cope with anxiety and to maintain a positive self-image 

dendrite 

collects information from other cells and sends the information to the soma 

depressant 

a drug that tends to suppress central nervous system activity. 

developmental psychologists 

try to answer, by studying how humans change and grow from conception through childhood, 
adolescence, adulthood, and death 

Developmental psychology 

the scientific study of development across a lifespan 

discontinuous (development) 

development takes place in unique stages: It occurs at specific times or ages. 
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disorganized attachment 

children tend to show clingy behavior, but then they reject the attachment figure’s attempts to interact 
with them 

distorted body image 

type of body dysmorphia, meaning that they view themselves as overweight even though they are not 

dominant allele 

an allele whose phenotype will be expressed in an individual that possesses that allele 

dream analysis 

analyze the symbolism of the dreams in an effort to probe the unconscious thoughts of the client and 
interpret their significance 

drive theory of motivation 

deviations from homeostasis create physiological needs 

Drug withdrawal 

a variety of negative symptoms experienced when drug use is discontinued 

eclectic therapy 

an approach to treatment in which the therapist uses whichever techniques seem most useful and relevant 
for a given patient 

effortful processing 

required a lot of work and attention on your part in order to encode that information 

ego 

the largely conscious controller or decision-maker of personality 

Elaborative rehearsal 

a technique in which you think about the meaning of the new information and its relation to knowledge 
already stored in your memory 
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Electroconvulsive therapy (ECT) 

a medical procedure designed to alleviate psychological disorder in which electric currents are passed 
through the brain, deliberately triggering a brief seizure 

emerging adulthood 

relatively newly defined period of lifespan development spanning from 18 years old to the mid-20s, 
characterized as an in-between time where identity exploration is focused on work and love 

emotion 

a subjective state of being that we often describe as our feelings 

empirical method 

acquiring knowledge is one based on observation, including experimentation, rather than a method based 
only on forms of logical argument or previous authorities 

encoding 

the input of information into the memory system 

engram 

the group of neurons that serve as the “physical representation of memory” 

epigenetics 

study of gene-environment interactions, such as how the same genotype leads to different phenotypes 

Episodic memory 

information about events we have personally experienced 

equipotentiality hypothesis 

if part of one area of the brain involved in memory is damaged, another part of the same area can take over 
that memory function 

Explicit memories 

those we consciously try to remember and recall 
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Exposure therapy 

a behavioral therapy based on the classical conditioning principle of extinction, in which people are 
confronted with a feared stimulus with the goal of decreasing their negative emotional responses to it 

facial feedback hypothesis 

suggested that suppression of facial expression of emotion lowered the intensity of some emotions 
experienced by participants 

false memory syndrome 

Recall of false autobiographical memories 

fetal alcohol spectrum disorder (FASD) or fetal alcohol syndrome (FAS) 

a cluster of birth defects and symptoms 

Fine motor skills 

focus on the muscles in our fingers, toes, and eyes, and enable coordination of small actions (e.g., grasping 
a toy, writing with a pencil, and using a spoon) 

Five-Factor (Big Five) Model of Personality 

five fundamental underlying trait dimensions that are stable across time, cross-culturally shared, and 
explain a substantial proportion of behavior 

Forensic psychology 

branch of psychology that deals with questions of psychology as they arise in the context of the justice 
system 

Forgetting 

refers to the loss of information from long-term memory 

formal operational stage 

from about age 11 to adulthood. Children in this stage can use abstract thinking to problem solve, look 
at alternative solutions, and test these solutions. In adolescence, a renewed egocentrism occurs. 
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fraternal twins 

twins who develop from two different eggs fertilized by different sperm, so their genetic material varies 
the same as in non-twin siblings 

free association 

herapist listens while the client talks about whatever comes to mind, without any censorship or filtering 

frontal lobe 

responsible primarily for thinking, planning, memory, and judgment 

Functionalism 

focuses on how mental activities help an organism fit into its environment. 

Gender dysphoria 

diagnostic category in the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5) that describes individuals who do not identify as the gender that most people would assume 
they are 

genes 

sequence of DNA that controls or partially controls physical characteristics 

genotype 

the genetic makeup of that individual 

Gross motor skills 

focus on large muscle groups that control our arms and legs and involve larger movements (e.g., balancing, 
running, and jumping) 

Group polarization 

the strengthening of an original group attitude after the discussion of views within a group 

Group therapy 

psychotherapy in which clients receive psychological treatment together with others 
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Groupthink 

the modification of the opinions of members of a group to align with what they believe is the group 
consensus 

habit 

a pattern of behavior in which we regularly engage 

hallucinogen 

one of a class of drugs that results in profound alterations in sensory and perceptual experiences 

hierarchy of needs 

theory of motivation that spans the spectrum of motives ranging from the biological to the individual to 
the social. 

hippocampus 

consists of two “horns” that curve back from the amygdala 

Homeostasis 

the tendency to maintain a balance, or optimal level, within a biological system 

homophobia 

prejudice and discrimination of individuals based solely on their sexual orientation 

Humanism 

a perspective within psychology that emphasizes the potential for good that is innate to all humans. 

humanistic therapy 

a psychological treatment based on the personality theories of Carl Rogers and other humanistic 
psychologists 

Hypnosis 

a state of extreme self-focus and attention in which minimal attention is given to external stimuli 
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hypothalamus 

which lies above the pituitary gland, is a main center of homeostasis 

id 

the component of personality that forms the basis of our most primitive impulses 

Implicit memories 

memories that are not part of our consciousness 

in-group 

a group that we identify with or see ourselves as belonging to 

insight 

an understanding of the unconscious causes of the disorder 

instinct 

a species-specific pattern of behavior that is not learned 

interpretation 

allowing the therapist to try to understand the underlying unconscious problems that are causing the 
symptoms 

just-world hypothesis 

the belief that people get the outcomes they deserve 

Language 

a communication system that involves using words and systematic rules to organize those words to 
transmit information from one individual to another 

leadership 

the ability to direct or inspire others to achieve goals 
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leptin 

a satiety hormone 

levels of processing 

If we want to remember a piece of information, we should think about it more deeply and link it to other 
information and memories to make it more meaningful. 

limbic system 

brain area, located between the brain stem and the two cerebral hemispheres, that governs emotion and 
memory. It includes the amygdala, the hypothalamus, and the hippocampus. 

Long-term memory (LTM) 

the continuous storage of information 

Meditation 

act of focusing on a single target (such as the breath or a repeated sound) to increase awareness of the 
moment 

medulla 

the area of the brain stem that controls heart rate and breathing 

Memory 

the set of processes used to encode, store, and retrieve information over different periods of time. 

memory consolidation 

the step of rehearsal, the conscious repetition of information to be remembered, to move STM into long-
term memory 

memory-enhancing strategies 

help make sure information goes from short-term memory to long-term memory 

menarche 

the beginning of menstrual periods, usually around 12–13 years old 
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meta-analysis 

a statistical technique that uses the results of existing studies to integrate and draw conclusions about 
those studies 

metabolic rate 

the amount of energy that is expended in a given period of time 

Methamphetamine 

a type of amphetamine that can be made from ingredients that are readily available 

Minnesota Multiphasic Personality Inventory (MMPI) 

a test used around the world to identify personality and psychological disorders 

Misattribution 

happens when you confuse the source of your information 

misinformation effect paradigm 

holds that after exposure to incorrect information, a person may misremember the original event 

mitosis 

process of cell division 

Morbid obesity 

having a BMI over 40 

Motivation 

describes the wants or needs that direct behavior toward a goal 

motor cortex 

he part of the cortex that controls and executes movements of the body by sending signals to the 
cerebellum and the spinal cord. 
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Motor skills 

refer to our ability to move our bodies and manipulate objects 

mutation 

sudden, permanent change in a gene 

myelin sheath 

a layer of fatty tissue surrounding the axon of a neuron that both acts as an insulator and allows faster 
transmission of the electrical signal. 

Naturalistic observations 

observing behavior in its natural context 

nature 

biology and genetics 

neo-Freudian 

The neo-Freudian theories are theories based on Freudian principles that emphasize the role of the 
unconscious and early experience in shaping personality but place less evidence on sexuality as the 
primary motivating force in personality and are more optimistic concerning the prospects for personality 
growth and change in personality in adults. 

neurogenesis 

the forming of new neurons 

neuron 

cell in the nervous system whose function is to receive and transmit information 

Neuroplasticity 

the brain’s ability to change its structure and function in response to experience or damage 

neurotransmitter 

a chemical that relays signals across the synapses between neurons. 
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node of Ranvier 

a series of breaks between the sausage-like segments of the myelin sheath 

normative approach 

asks, “What is normal development?” 

nurture 

our environment and culture 

Obedience 

the change of an individual’s behavior to comply with a demand by an authority figure 

obese 

When someone weighs more than what is generally accepted as healthy for a given height 

object permanence 

the understanding that even if something is out of sight, it still exists 

objective 

free from the personal bias or emotions of the scientist 

occipital lobe 

at the very back of the skull, which processes visual information. 

opioid 

one of a category of drugs that includes heroin, morphine, methadone, and codeine 

out-group 

a group that we view as fundamentally different from us 
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outcome research 

studies that assess the effectiveness of medical treatments, to determine the effectiveness of different 
therapies 

overweight 

an adult with a body mass index (BMI) between 25 and 29.9 

paradoxical sleep 

combination of high brain activity and lack of muscle tone 

parasympathetic nervous system 

associated with returning the body to routine, day-to-day operations 

parietal lobe 

which extends from the middle to the back of the skull and which is responsible primarily for processing 
information about touch 

person-centered therapy (or client-centered therapy) 

an approach to treatment in which the client is helped to grow and develop as the therapist provides a 
comfortable, nonjudgmental environment 

Personality 

long-standing traits and patterns that propel individuals to consistently think, feel, and behave in specific 
ways 

Personality psychology 

focuses on patterns of thoughts and behaviors that make each individual unique 

Personality traits 

relatively consistent patterns of thought and behavior 

Persuasion 

the process of changing our attitude toward something based on some kind of communication 
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Phenotype 

refers to the individual’s inherited physical characteristics, which are a combination of genetic and 
environmental influences 

Physical dependence 

changes in normal bodily functions—the user will experience withdrawal from the drug upon cessation 
of use 

Physical development 

involves growth and changes in the body and brain, the senses, motor skills, and health and wellness 

placenta 

a structure connected to the uterus that provides nourishment and oxygen from the mother to the 
developing embryo via the umbilical cord 

polygraph 

lie detector test, measures the physiological arousal of an individual responding to a series of questions 

pons 

a structure in the brain stem that helps control the movements of the body, playing a particularly 
important role in balance and walking 

preoperational stage 

from approximately 2 to 7 years old. In this stage, children can use symbols to represent words, images, 
and ideas, which is why children in this stage engage in pretend play 

Primary sexual characteristics 

are organs specifically needed for reproduction, like the uterus and ovaries in females and testes in males 

proactive interference 

when old information hinders the recall of newly learned information 
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Procedural memory 

type of implicit memory: it stores information about how to do things 

Projective measures 

measures of personality in which unstructured stimuli, such as inkblots, drawings of social situations, or 
incomplete sentences, are shown to participants, who are asked to freely list what comes to mind as they 
think about the stimuli 

prototype 

the member of the category that is most average or typical of the category 

Psychoanalytic theory 

focuses on the role of a person’s unconscious, as well as early childhood experiences 

Psychodynamic therapy (psychoanalysis) 

psychological treatment based on Freudian and neo-Freudian personality theories in which the therapist 
helps the patient explore the unconscious dynamics of personality 

psychological assessment 

an evaluation of the patient’s psychological and mental health 

psychological dependence 

an emotional, rather than physical, need for the drug and may use the drug to relieve psychological distress 

psychological disorder 

a condition characterized by abnormal thoughts, feelings, and behaviors 

Psychology 

the scientific study of mind and behavior 

Psychosocial development 

involves emotions, personality, and social relationships 
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Psychosurgery 

surgery that removes or destroys brain tissue in the hope of improving disorder 

psychotherapy 

the professional treatment for psychological disorder through techniques designed to encourage 
communication of conflicts and insight 

Racism 

prejudice and discrimination against an individual based solely on one’s membership in a specific racial 
group 

Range of reaction 

asserts that our genes set the boundaries within which we can operate, and our environment interacts 
with the genes to determine where in that range we will fall 

Rapid eye movement (REM) sleep 

characterized by darting movements of the eyes under closed eyelids 

reconstruction 

the process of bringing up old memories 

relapse 

repeated drug use and/or alcohol use after a period of improvement from substance abuse 

relearning 

It involves learning information that you previously learned 

resistance 

using defense mechanisms to avoid the painful feelings in his or her unconscious 

resistant attachment 

children tend to show clingy behavior, but then they reject the attachment figure’s attempts to interact 
with them 
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resting potential 

a state in which the interior of the neuron contains a greater number of negatively charged ions than does 
the area outside the cell 

reticular formation 

Running through the medulla and the pons is a long, narrow network of neurons 

retrieval 

the act of getting information out of storage and into conscious awareness through recall, recognition, 
and relearning 

Retroactive interference 

happens when information learned more recently hinders the recall of older information 

retrograde amnesia 

Memory problems that extend back in time before the injury and prevent retrieval of information 
previously stored in long-term memory 

reuptake 

a process in which neurotransmitters that are in the synapse are reabsorbed into the transmitting terminal 
buttons, ready to again be released after the neuron fires 

Risk factors 

the social, environmental, and economic vulnerabilities that make it more likely than average that a given 
individual will develop a disorder 

Rorschach Inkblot Test 

a projective measure of personality in which the respondent indicates his or her thoughts about a series of 
10 symmetrical inkblots 

Schachter-Singer two-factor theory 

suggests that physiological arousal receives cognitive labels as a function of the relevant context and that 
these two factors together result in an emotional experience 
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Schachter-Singer two-factor theory of emotion 

emotions are composed of two factors: physiological and cognitive 

schema 

a mental construct consisting of a cluster or collection of related concepts 

schemas 

patterns of knowledge in long-term memory that help us organize information 

Schemata 

are concepts (mental models) that are used to help us categorize and interpret information 

scientific method 

the set of assumptions, rules, and procedures scientists use to conduct research 

scientific theory 

broad explanation or group of explanations for some aspect of the natural world that is consistently 
supported by evidence over time 

script 

a person’s knowledge about the sequence of events expected in a specific setting 

Secondary sexual characteristics 

are physical signs of sexual maturation that do not directly involve sex organs, such as development of 
breasts and hips in girls, and development of facial hair and a deepened voice in boys 

secure attachment 

the toddler prefers his parent over a stranger 

self-actualization 

the motivation to develop our innate potential to the fullest possible extent 
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self-concept 

the set of beliefs about who we are 

Self-efficacy 

an individual’s belief in her own capability to complete a task 

self-esteem 

our positive feelings about the self 

self-fulfilling prophecy 

an expectation held by a person that alters his or her behavior in a way that tends to make it true 

self-help group 

a voluntary association of people who share a common desire to overcome psychological disorder or 
improve their well-being 

self-reference effect 

the tendency for an individual to have better memory for information that relates to oneself in 
comparison to material that has less personal relevance 

semantic encoding 

The encoding of words and their meaning 

sensory memory 

storage of brief sensory events, such as sights, sounds, and tastes 

Sensory receptors 

specialized neurons that respond to specific types of stimuli 

Sexism 

prejudice and discrimination toward individuals based on their sex 
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sexual orientation 

their emotional and erotic attraction toward another individual 

Short-term memory (STM) 

temporary storage system that processes incoming sensory memory; sometimes it is called working 
memory 

Social facilitation 

occurs when an individual performs better when an audience is watching than when the individual 
performs the behavior alone 

Social loafing 

the exertion of less effort by a person working together with a group 

social norm 

a group’s expectation of what is appropriate and acceptable behavior for its members 

Social psychology 

examines how people affect one another, and it looks at the power of the situation 

social role 

a pattern of behavior that is expected of a person in a given setting or group 

soma 

contains the nucleus of the cell and keeps the cell alive 

somatosensory cortex 

an area just behind and parallel to the motor cortex at the back of the frontal lobe, receives information 
from the skin’s sensory receptors and the movements of different body parts. 

spermarche 

the first ejaculation, around 13–14 years old 
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sport and exercise psychology 

study the psychological aspects of sport performance, including motivation and performance anxiety, and 
the effects of sport on mental and emotional wellbeing 

Stimulants 

drugs that tend to increase overall levels of neural activity 

Storage 

the creation of a permanent record of information 

Suggestibility 

describes the effects of misinformation from external sources that leads to the creation of false memories 

superego 

our sense of morality and thoughts 

sympathetic nervous system 

involved in preparing the body for stress-related activities 

synapses 

areas where the terminal buttons at the end of the axon of one neuron nearly, but don’t quite, touch the 
dendrites of another. 

Systematic desensitization 

a behavioral treatment that combines imagining or experiencing the feared object or situation with 
relaxation exercises 

Temperament 

refers to innate traits that influence how one thinks, behaves, and reacts with the environment 

temporal lobe 

responsible primarily for hearing and language 
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teratogen 

any environmental agent—biological, chemical, or physical—that causes damage to the developing 
embryo or fetus 

Terminal buttons 

axon terminal containing synaptic vesicles 

thalamus 

he egg-shaped structure above the brain stem that applies still more filtering to the sensory information 
that is coming up from the spinal cord and through the reticular formation, and it relays some of these 
remaining signals to the higher brain levels 

Thematic Apperception Test (TAT) 

a projective measure of personality in which the respondent is asked to create stories about sketches of 
ambiguous situations, most of them of people, either alone or with others 

theory of evolution by natural selection 

the theory states that organisms that are better suited for their environment will survive and reproduce, 
while those that are poorly suited for their environment will die off 

therapeutic alliance 

a relationship between the client and the therapist that is facilitated when the therapist is genuine (i.e., he 
or she creates no barriers to free-flowing thoughts and feelings), when the therapist treats the client with 
unconditional positive regard (i.e., values the client without any qualifications, displaying an accepting 
attitude toward whatever the client is feeling at the moment), and when the therapist develops empathy 
with the client (i.e., that he or she actively listens to and accurately perceives the personal feelings that the 
client experiences) 

threshold of excitation 

level of charge in the membrane that causes the neuron to become active 

Tolerance 

linked to physiological dependence, and it occurs when a person requires more and more drug to achieve 
effects previously experienced at lower doses 
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traits 

relatively enduring characteristics that influence our behavior across many situations 

transcranial magnetic stimulation (TMS) 

a medical procedure designed to reduce psychological disorder that uses a pulsing magnetic coil to 
electrically stimulate the brain 

transference 

the patient unconsciously redirects feelings experienced in an important personal relationship toward the 
therapist 

transgender hormone therapy 

an attempt to make their bodies look more like the opposite sex 

transience 

memories can fade over time 

unconditional positive regard 

a set of behaviors including being genuine, open to experience, transparent, able to listen to others, and 
self-disclosing and empathic 

visual cortex 

area located in the occipital lobe (at the very back of the brain) that processes visual information 

Visual encoding 

encoding of images 

Wakefulness 

characterized by high levels of sensory awareness, thought, and behavior 

Yerkes-Dodson law 

holds that a simple task is performed best when arousal levels are relatively high and complex tasks are best 
performed when arousal levels are lower 
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zygote 

begins as a one-cell structure that is created when a sperm and egg merge 
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