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Prior to beginning work on this discussion forum, be certain td have read all the required
resources for this week.

The collaborative practice of clinicians across disciplines requires a shared language,
appreciation of diagnostic and therapeutic paradigms, and recognition of appropriate
roles within the health care team. This collaborative environment is at the heart of a
health care system that utilizes the skills and expertise of all its team members in
appropriate and extended roles. This model of care delivery is often called integrated
care (IC) or collaborative care (CC). Although this model is endorsed by many
professional societies and agencies, the CC/IC care delivery model can fail due to
multiple factors.

in your initial post, consider the clinical parinerships that result within the CC/IC delivery
model. Integrating concepts developed from different content domains in psychology,
address the following questions.

How might health care teams achieve therapeutic goals for individual clients?

How does this support health literacy?

What factors might lead to the failure of the CC/IC delivery model?

How might lack of acceptance of the value or viability of the CC/IC model by
stakeholders, lack of awareness of the clinical competencies of various members of
the team, barriers to financial reimbursement for services, and lack of integration of
support services within the practice cause a breakdown in efficacy?

« \What supportive interventions within the CC/IC model address such issues?

In addition, consider how successful health care models assume an understanding of
each profession’s competencies and responsibilities. For example, primary care
providers (PCPs) are sometimes unaware of the abilities and practice scope of
psychology professionals.

. ldentify methods of targeted intervention and education for PCPs that might alleviate
potential issues for the CC/NC model.

« Explain how the APA Ethical Code of Conduct can be used 1o guide decisions in
these complex situations.

. Evaluate and comment on the potential work settings where you might find the
CCAC model. In what ways might this model provide more job satisfaction?
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Integrating Behavioral Health Services Into a University
Health Center: Patient and Provider Satisfaction

Jennifer S. Funderburk, PhD
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Rochester

Robyn L. Fielder, MS
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The goals of this study were to (a) describe an Integrated Behavioral Health Care
(IBHC) program wiihin a university health center and (b) assess provider and patient
acceptability and satisfaction with the IBHC program, including behavioral health
screening and clinical services of integrated behavioral health providers (BHPs).
Fifteen providers (nine primary care providers and six nurses) and 79 patients (75%
female, 65% Caucasian) completed program ratings in 2010. Providers completed an
anonymous web-based questionnaire that assessed satisfaction with and acceptability of
behavioral health soreening and the IBHC program featuring integrated BHPs. Patients
completed an anonymous web-based questionnaire that assessed program satisfaction
and comfort with BHPs. Providers reported that behavioral health screening stimulated
new conversations about behavioral health concerns, the BHPs provided clinically
useful services, and patients benefited from the IBHC program. Patients reported
satisfaction with behavioral health services and reported a willingness to meet again
with BHPs. Providers and patients found the IBHC program beneficial to clinical care.
Use of integrated BHPs can help university health centers support regular screening for
mental and behavioral health issues. Care integration increases access to needed mental
health treatment.

Keywords.: integrated behavioral health case, integrated ptimary care, mental health care

Integrated behavioral health care (IBHC), in
which primary care providers (PCPs) and be-
havioral health providers (BHPs) collaborate to
provide coordinated care, is an emerging model

putcomes within primary care settings {Blount
et al,, 2007; Bryan, Morrow, & Appolonio,
2009; Cigrang, Dobmeyer, Becknell, Roa-
Navarrete, & Yerian, 2006; Goodie, Isler, Hun-

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

of patient care. Over the past decade, research
has identified IBHC as a clinically effective and
cost-effective method for improving clinical

ger, & Peterson, 2009). Typically, this research
has focused on integrating mental and behav-
ioral health care within adult primary care set-
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tings, such as private family medicine practices,
academic medical center primary care clinics,
and primary care services offered within the
Veterans Health Administration or Federal
Qualified Centers. However, there is little re-
search examining IBIC in university heaith
clinics.

University health centers share many features
with standard primary care settings. For exam-
ple, university health centers tend to offer am-
bulatory care and other basic medical services
to a wide range of patients (Christmas, 1995).
These clinics tend to be students’ first option
when seeking medical care in nonemergency
situations. University health centers may coor-
dinate referrals to off-campus specialists as nec-
essary. Thus, in terms of services offered and
general approach to care, university health cen-
ters and primary care clinics are quite similar.
Nevertheless, compared with typical primary
care practices, university health clinics are
somewhat unigue in that they generally serve a
restricted age range (i.e., 1824 years of age)
for a limited period of time (i.e., academic se-
mesters) that has predictable elevations in
stress/illness as a result of the increased work-
load that occurs toward the end of the semester.
In addition, a majority of students are develop-
mentally just beginning to take care of them-
selves while continuing to maintain significant
ties to their parents, sometimes limiting their
financial resources and ability to travel off cam-
pus for additional specialty services. Another
caveat is that most university health clinics pro-
vide services to students using a general health
fee that is wrapped into their tuition, eliminating
difficulties with insurance claims (Mills, Gold,
& Curran, 1996).

The lack of research examining the integra-
tion of mental health services into university
healih clinics is surprising because of the alarm-
ing rates of mental health issues on college
campuses (American College Health Associa-
tion JACHA], 2010a; Mowbray et al., 2006) and
the fact that most college students with clini-
cally significant psychological distress do not
receive mental health treatment (Rosenthal &
Wilson, 2008). For instance, only 15% of stu-
dents with moderately severe to severe depres-
sion or past-month suicidal ideation received
any mental health care (Garlow et al., 2008). A
recent ACHA white paper (2010b) argued for
the integration of campus medical and counsel-

ing clinics, given the great potential for inte-
grated care to increase treatmeni access, en-
hance clinical outcomes, and improve patient
satisfaction.

Similar to other primary care settings, IBHC
in university health centers can provide an av-
enue to address many of the obstacles to treat-
ment access for college students. For instance, a
higher proportion of students use campus health
clinics than campus mental health clinics (79%
vs. 10% in one recent study; Eisenberg, Golber-
stein & Gollust, 2007), and many students feel
more comfortable seeing PCPs than therapists
(ACHA, 2010b). Moreover, because many
mental health issues cause physical symptoms,
many students seek evaluation at health clinics
first (ACHA, 2010b). The few studies examin-
ing IBHC within university health settings have
reported numerous benefits, including increased
accessibility of mental/behavioral health care,
increased referral follow-through, and higher
quality patient care (Masters, Stillman, Brown-
ing & Davis, 2005; Tucker, Sloan, Vance, &
Brownson, 2008; Westheimer & Steinley-
Bumgarner, 2008).

Besides clinical outcomes, another vital com-
ponent in the process of evaluating a new
program of service, and whether others should
consider implementing such a program within
college health, is obtaining feedback from the
“consumers” involved in the program (Gallo et
al., 2004: Reiss-Brennan, Briot, Daumit, &
Ford, 2006; Runyan, Fonseca, & Hunter, 2003).
For IBHC, primary consumers include PCPs
and patients. A lack of acceptability and/or sat-
isfaction among the PCPs with the various com-
ponents of the IBHC program would ultimately
sabotage the program because of (a) the pivotal
role PCPs have within IBHC (ie., referring
patients to BHPs) and (b) the focus all IBHC
programs have on increasing collaboration be-
tween PCPs and BHPs. Similarly, it is ex-
tremely important that the patients are satisfied
with clinical services provided by a new
program, otherwise patients may not remain
engaged or comply with treatment recommen-
dations, which could compromise treatment
success. Patient satisfaction is an important out-
come measure that identifies problems with
health care (Sitzia & Wood, 1997) and is asso-
ciated with treatment adherence and provider/
program selection (Fitzpatrick, 1991).
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Preliminary studies have begun to examine
patient and provider opinions about IBHC
within the college health setting. Tucker et al.
(2008) examined an international student’s ex-
perience of the Integrated Health Program at the
University of Texas at Austin using a case study
design and found his overall experience to be
positive. Westheimer and Steinley-Bumgarner
{2008) examined provider behaviors, opinions,
and experiences during the integration process
of IBHC within the same university and found
PCPs ascribed a high level of value to the col-
laborative effort integrated BHPs could provide
in helping with a diverse number of conditions.
However, neither of these studies provided a
sound understanding of patient or provider sat-
isfaction with the IBHC program and its various
components.

Two studies have examined the use of screen-
ing questionnaires designed to increase discus-
sion of mental and behavioral health issues dur-
ing university health center visits. In a pilot
study, Cowan and Morewitz (1995) found that
uge of a screening questionnaire prompted dis-
cussion of psychosocial concerns that may not
have otherwise come up. However, this study
did not use a validated screening measure or
examine provider or patient satisfaction with
use of the screening measure. Alschuler,
Hoodin, and Byrd (2008) examined provider
and patient satisfaction with the integration of a
screening questionnaire for behavioral health
issues in a college health center. They found
that patients who were randomly assigned to fill
out the screening questionnaire reported it
helped them discuss concerns with their provid-
ers and they would like its use to continue in the
future. The providers reported that they also
found the screening questionnaire helpfiel and
would be happy to collaborate with integrated
BHPs on-site. Although this study provided pre-
liminary evidence toward patient and provider
satisfaction with IBHC, it focused on integrat-
ing the screening measure and it did not involve
the actual integration of BHPs, which is a fun-
damental component of IBHC programs.

In sum, IBHC is an emerging approach to
health care that can increase access to mental
and behavioral health care while reducing the
burden on PCPs and specialty mental health
centers. University health centers are an oppor-
tune setting in which to implement the IBHC
model, However, despite the importance of en-

suring provider and palient acceptability and
satisfaction when implementing new clinical
programs, little research has examined these
factors with respect to IBHC in university
health centers. Therefore, the purpose of this
study was to collect feedback from PCPs and
patients to assess the acceptability and satisfac-
tion with all aspects of integrating an IBHC
program at Syracuse University, which included
the implementation of a behavioral health
screening questionnaire ag well as the integra-
tion of several BHPs. It was expected that PCPs
and patients would indicate a high level of sat-
isfaction and acceptability with all aspects of
the program.

Method

Our Integrated Behavioral Hezlth Primary
Care Program

We developed our IBHC program by adapt-
ing a common model of integrated health care
called the Primary Mental Health Care model
described by Strosahl (1998). Syracuse Univer-
sity Health Services (SUHS), which serves ap-
proximately 9,038 patients per year, collabo-
rated with the Syracuse University doctoral
program in clinical psychology to integrate
three to five advanced doctoral students as
BHPs per academic year {for additional infor-
mation regarding this type of collaborative ef-
fort, see Masters et al, 2005). The BHPs pro-
vided clinical services 20—35 hours per week as
part of an Advanced Practicum course. Working
under the supervision of a licensed psychologist
and an onsite medical provider, the BHPs saw
approximately 152 students per semester for
various presenting problems (e.g., insomnia, de-
pressive symptoms). BHPs acted as consultants
to the PCPs, seeing patients for brief sessions
(i.e., one to three sessions lasting approximately
15-30 minutes each; Strosahl, 1998). The aver-
age number of sessions per patient was 1.43
(SD = 0.83, range 1-5) for the Spring, 2010
semester and 1.61 (SD = 0.97, range 1-6) for
the Fall, 2010 semester.

In this IBHC model, the PCP ultimately
maintains responsibility for patient manage-
ment throughout the course of treatment. None-
theless, the PCPs can utilize the BHPs in several
ways: (a) to conduct further assessment of be-
havioral health issues; (b) to provide brief in-
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terventions for patients reporting mild-moderate
mental health symptomatology, behavioral
health issues (e.8. sleep problems), or symp-
toms associated with chronic disease; (¢) t©
triage patients reporting more severe mental
health symptoms to OIS spacialized SETVICES;
and {d) to provide crisis assessment. BHPs
maintain an open access schedule, keeping at
least 15 minutes free between half-hour ap-
pointments o allow PCPs to walk patients
down for same-day visits. Assessments and pa-
tient progress notes are shared among the team
via verbal and/or written communications
within the electronic medical record. Therefore,
this IBHC model is strikingly different from the
colocation of specialty mental health services
within a univetsity health clinic, which often
continues to maintain separate medical records,
provide more intensive treatment (i.€., 2 higher
aumber of sessions, longer sessions), see pa-
tients for more severe symptomatology, and is
often unable to accommodate same-day poncri-
sis appointments.

To help facilitate referrals and to follow na-
tional recommendations regarding screening for
depression and at-risk alcohol use among young
adults (American Academy of Pediatrics, 2001,
Nimalasuriya, Compton, Guillory & Prevention
Practice Committee of the American College of
Preventive Medicine, 2009; U.S. Preventive
Services Task Force, 2009), we implemented a
screening tool as part of our IBHC program.
Specifically, all students seen by PCPs for any
reason were screened for the following symp-
toms: (a) depression and suicidal ideation with
the Patient Health Questio1mai1'e-9 (PHQ-Y;
Spitzer, Kroenke & Williams, 1999); (b} at-risk
alcohol use with the Alcohol Use Disorders
Identification Test-Consumption (AUDIT-C;
Saunders, Aasland, Babor, de la Fuente &
Grant, 1993); (¢} sleep problems with two items
from the Insomnia Severity Index (ISL; Bastien,
Valliéres & Morin, 2002); and (d) tobacco Use
with three items to asscss smoking habits. Stu-
dents were given the gcreening tool by nurses
as they waited for the medical providers follow-
ing the nurse obtaining vital signs. The screen-
ing tool cleatly describes the purpose of the
questionnaire, the confidentiality of the infor-
mation, and that the items ask about symploms
unrelated to any current acute illness (e.g., cold,

flu).

Procedure

This study was approved by the Syracuse
University Tnstitational Review Board. To ob-
tain the provider satisfaction data, we sent three
recruitment emails, one week apart, to all PCPs
and purses working at the university health
clinic over a 4-week period during the Spring
semester of 2010. The email provided a brief
description of the study and linked the provider
to an anonymous web-based questionnaire. Af-
ter providing informed consent, parficipants
provided information on whether they were a
PCP (MD, NP) or nurse and filled out a provider
gatisfaction survey. Providers were not given
any compensation for participation.

To obtain the patient satisfaction data, we
obtained a list of all studenis who had at least
one session with an integrated BHP during the
Spring (i.e., January 15 to May 15,2010} or Fall
semester in 2010 (i€, August 15 to Decemn-
ber 15, 2010) by pulling a list of all patients
who were included in the electronic medical
record as having the specific encounter code
used only by the BHEs to identify behavioral
health visits. Then, email addresses were lo-
cated using the publicly availabie student email
address directory. In addition, basic demo-
graphics of all IBHC patients were obtained
from a tracking database maintained by the
BiPs. We sent three recruitment emails, ap-
proximately 3—4 weeks apart, 10 each identified
patient at the end of each semester to their
wniversity-provided email address to ask them
to participate In an anoNymous web-based pa-
Hent satisfaction survey. After completing in-
formed consent, participants completed the
gquestionnaire. As an incentive, participants
were offered a chance to win one of 12 $25 gift
cards to an online retailet.

Participants

All PCPs (n = 9, twWo physician and seven
nurse practitioners) and nurses (7 = 10) work-
ing in the pniversity health clinic were eligible
to complete the provider satisfaction question-
naire. Fifteen participants (nine PCPs and six
nurses) did so, yielding a 79% (100% for PCPs
and 60% for nurses) response tate. Because of
the smalt oumber of providers at the clinic and
the need to maintain their anonymity to encour-
age higher response rates and candid respond-
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ing, we did not collect demographics fiom the
participants.

A total of 303 (175 Spring semester, 128 Fall
semester) unique IBHC patients were identified
using the electronic medical record. A total
of 27 (23 from Spring semester and four from
Fall semester) had recruitment emails returned
because of a nonexistent address error likely
resulting from the fact that the student left the
university for some reason (e.g., graduation). Of
the remaining participants who were eligible
{(n = 276), 79 participants (32 Spring semes-
ter, 47 Fall semester) completed the patient sat-
isfaction survey, resulting in an overall 29%
response rate {(n = 152, 21% for Spring semes-
ter and 7 = 124, 38% for Fall semester). The
majority of the participants were female
(n = 59, 75%), white (n = 31, 65%), and not
Hispanic or Latino (n = 72, 91%). To undet-
stand the representativeness of our sample, Table
1 presents the demographics for those who partic-
ipated in the study and for the total sample of
patients (» = 303} who saw a BHP during the
Spring and Fall semesters of 2010. Because the
patient satisfaction survey was anonymous, we
were unable to test for demographic differences
between responders and nonresponders.

Measures

Provider satisfaction questionnaire. Par-
ticipants rated their level of agreement with 18
statements about the acceptability and useful-

Table 1

ness of each component of the IBHC program
on a Likert scale that ranged from strongly
disagree (1) to neutral (3) to strongly agree {5).
The 18 items (see Table 2} were generated by
the first and fourth author and focused on each
element of the IBHC program implemented. For
several items, the participant could choose “not
applicable” because of the lack of relevance of
ithe statement to nurses versus PCPs and vice
versa. Cronbach’s alpha for the scale was .80.

Patient satisfaction questionnaire. Par-
ticipants answered five demographic questions
(i.e., ape, sex, race, ethnicity, and class in
school), and three yes/no questions (i.e.,
whether they remembered filling out the screen-
ing measure, whether their PCP discussed one
of the topics on the screeming measure with
them, and whether they met with an integrated
BHP). Those who remembered filling out the
screening measure and meeting with the inte-
grated BHP completed an additional six state-
ments (see Table 3) which asked participants to
1ate their level of satisfaction, comfort, or will-
ingness on a Likert scale that ranged from (1)
extremely unsatisfied/uncomfortable/unwilling
to (3} neutral to (5) extremely satisfied/
comfortable/willing on & variety of elements
associated with the IBHC program. These items
were generated by the first and fourth author,
For those participants who completed the Likert
portion of the questionnaire, Cronbach’s alpha
for those six items was .75.

Demographics of Survey Participants and All IBHC Patients

Participant Demographics

All IBHC Patients

M SD n % M SD n %
Age 30.0 3.8 79 217 4.1 303
Males 20 253 121 46.0
Hispanic or Latino 7 8.9 22 7.3
Race®
White 51 64.6 201 66.3
Black 7 8.9 34 11.2
Asian 10 12.7 24 7.8
Other 10 12,7 44 14.5
Class® )
Freshman 4 5.1 55 18.2
Sophomore 22 278 35 18.2
Junior 17 215 47 15.5
Senior 9 11.4 &7 22.1
Graduate Student 27 34.2 75 24.3

® One participant left race unknown. ° Four patients’ class was unlknown.
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Table 2
Provider Ratings of IBHC Acceptability and Satisfaction
PCPs Nurses
Item n M (SD) Range n M (SD) Range
Rate your level of agreement with the
implementation of regular screening at
SUHS for
a) Depression 9 4.7(0.5) 4-5 6 4.7 (0.5) 4-5
b) Sleep problems 9 43(1.0) 2-5 6 4.7 (0.5) 4-3
¢) Tobacce use 9 42(0.7% 3-5 6 4.6 (0.3) 45
d) Alcohol misuse 9 4.7(0.5) 4-5 6 4.7(0.5) 4-5
The items that assessed the problem below
were useful in my clinical practice
a} Depressed mood 9 4.4(0.5) 4-5 2 4.0 (1.4) 3-5
b) Sleep problems 9 3909} 2-5 1 50(0.0) 5
¢} Tobacco use 9 3.4(0.7) 35 1 5.000.0) 5
d) Alcchel consumption 9 3.3{1.0) 2-5 2 4.5(0.7) 4-5
The screening measure
Took too much time away from clinical
duties 9 2.9(0.8) 24 6 2.5(0.8) 1-3
Was difficult to score and interpret g 2.6(1.2) 1-4 5 3.007 2-4
Helped stimulete discussion of topics that
would not have come up during patient
visits 9 43(0.7) 3-5 1 5.0(0.0) 5
A majority of my patients felt comfortable
answering the questions on the
screening measure 9 43(1.0) 2-5 43 3.8(0.8) 3-5
The BHPs
Were useful within my clinical practice 9 4.7 (0.5) 4-5 3 4.7 (0.6) 4-5
Became part of our primary care team 9 4.1 (0.6) 3-3 6 3.83(1.0} 3-5
Benefited my patients 9 4.8 (0.4) 4-5 2 5.0 (0.0} 5
Helped my patients receive ireatment
more quickly 9 4.8 (0.4) 4-5 6 5.0{0.0} 5
I would recommend this service to other
colleagues 9 4.4 (0.7} 3-5 6 4.1 (1.0} 3-5
I would like the integrated behavioral health
service to continue 9 4.7{0.5) 4-5 6 4.7 (0.5} 4-5

Note, The ns vary because some providers chose “Not Applicable” for a response.

Data Analytic Plan

Because of the descriptive nature of the ob-
jectives of this study, our data analytic plan
focused primarily on examining distributions
and caleunlating the frequencies, modes, means,
and standard deviations of individual survey
tems.

Results
Provider Satisfaction

As shown in Table 2, both PCPs and nurses
reported a high level of support for regular
implementation of the screening measure across
all four screening domains and reported that

patients were comfortable answering the ques-
tions on the screening measure. Providers
strongly agreed that the screening measure
helped stimulate discussion on topics that
would not have come up during the visit other-
wise. There was a greater level of variability
vielding average (i.e., means ranging from 2.5—
3.0) and modal responses within the neutral
range for the two items assessing whether the
screening measure took too much time away
from other clinical duties and was difficult to
score and interpret.

PCPs and nurses considered the integrated
BHPs a part of the primary care team and felt
the IBHC program helped patients receive treat-
ment more quickly. PCPs perceived that pa-
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Table 3

Patient Ratings of IBHC Satisfaction and Acceptability

Item [

Mode M SD Range

Rate your overall level of satisfaction with

the visit(s) you had at University Health

Service 79
Rate your level of comfort filling out the

screening questionnaire during your visit 66
Rate your level of satisfaction with the

service you were provided during the visits

with the integrated behavioral health

provider 52
Rate your level of willingness meet with one

of those providers again if something else

or that issne continued 52
Rate your level of comfort meeting with them

at University Health Service rather than

some other location on campus {e.g., SU

Counseling Center) 52
Rate your level of comfort with the length of

the meetings (i.e., typically less than 40

minutes) with the integrated behavioral

health provider 52

4.0 3.4 1.1 1-5

4.0 3.5 1.1 1-5

4.0 34 12 1-5

4.0 3.4 1.4 1-5

3.0 3.6 1.0 2-5

4.0 37 0.9 5

tients benefited from seeing the BHPs. Both
PCPs and nurses would recommend this service
to other colleagues within college health and
would like IBHC to continue in the firture.

Patient Satisfaction

Results of the satisfaction assessment indi-
cate that a majority of the sample of patients
were satisfled with their overall care at SUHS
(see Table 3). A number of students did not
remember filling out the screening question-
naire {# = 13, 17%) or meeting with a BHP
(n = 26, 33%), so they did not rate their satis-
faction or report on those elements of the IBHC
program in Table 3. Of those who remembered
completing the questionnaire, the majority re-
ported that they talked to the medical provider
about a topic on the screening measure (r = 57,
86%). Of those who remembered meeting with
a BHP, the majority reported that they felt that
the BHP helped them with the topic that they
discussed (n = 38, 73%,).

As shown in Table 3, overall participants
reported a general level of comfort filling out
the screening measure, were satisfied with the
service provided by the integrated BHP, and
would be willing to seek help from the BHP
again if necessary. Although the average re-
sponse was within a level of agreement

{M = 3.6), there was a greater level of variabil-
ity when it came to having the service within the
university health setting as compared with a
specialty mental health clinic on campus, with a
mode of 3.0 indicating a neutral response.

Discussion

As expected, this study found that PCPs,
nurses, and patients reported positive experi-
ences with the two major compeonents of the
IBHC program: the implementation of a behav-
ioral health screening assessment and the inte-
gration of BHPs into the university health cen-
ter, The results provide further evidence that
this model of care can be used on college cam-
puses with success in terms of provider and
patient satisfaction.,

Similar to past research (Alschuler et al.,
2008; Cowan & Morewitz, 19935), this study
found that providers indicated that having brief
screening items to assess sleep problems, de-
pression, alcohol use, and tobacco use was help-
ful to their clinical practice. In addition, the
assessment items reportedly helped stimulate
discussions with patients about topics that
would not have otherwise been discussed.
Alschuler and colleagues (2008) found a similar
result such that those providers whose patients
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were randomly assigned to fill out a mental
health questionnaire discussed those issues with
their patients more than those providers whose
patients were not assigned to fill out the ques-
tionnaire. Not only did providers perceive the
screening questionnaire as having a high level
of utility within their clinical practice, but the
patients also reporiedly were comfortable with
filling out the questionnaire during their ap-
pointments.

Our findings highlight the importance of se-
lecting an appropriate screening questionnaire
that can be completed and scored quickly. A
common concern among providers when dis-
cussing the implementation of regular screening
for mental health issues is the time involved in
integrating the screen within the clinical ap-
pointment (Thomas, Waxmonsky, McGinnis, &
Barry, 2006). Within this study, a majority of
the providers and nurses reported responses
within the neutral range when asked about
whether the screening measure took time away
from other clinical duties. This is not surprising
as the questionnaire obviously does add time to
the patient visit, as noted in prior research
{Alschuler et al.,, 2008). The typical patient ap-
pointment at this clinic is only 13 minutes, so
allocating 1-2 minutes to review the screen with
the patient would reduce the time left to focus
on the patient’s presenting complaint. The fact
that providers endorsed a modal response
within the neutral range suggests that the
screening can be incorporated without a signif-
lcant negative impact. One study on behavioral
health screening found that using a measure that
includes areas specific to college students (e.g.,
academic stress, risky sexual behavior) im-
proved detection of students struggling with
adjustment issues compared to a more general
screening measure (Alschuler, Hoodin, & Byrd,
2009). However, the benefit of added sensitivity
from a cellege-specific screening measure may
not offset the cost of greater administration and
scoring time. As completion time increases, the
rate of compliance with screening may de-
crease.

Another element that was identified within
this study was the importance of not only de-
signing the screening questionnaire to be easily
comprehended by patients but to make sure it is
easily scored and interpreted by providers. Most
providers did not indicate difficulty scoring ot
interpreting the screen. However, anecdotally

there were some problems with patients incor-
rectly self-scoring the PHQ-9; this may have led
to some confusion or the need for providers to
double-cheek or recalculate scores. The screen-
ing tool was later modified fo discourage pa-
tients from totaling their own scores. To maxi-
mize screening coverage and efficiency, it is
important to select brief, user-friendly, vali-
dated measures that are easy to score and inter-
pret (Kirkcaldy & Tynes, 2006).

As university health centers work toward im-
proving the identification and treatment of men-
tal health issues as well as implementing rec-
omumended screening guidelines for depression,
suicidal ideation, tobacco use, and alcoho! mis-
use, this study suggests that an IBHC program
may be one way to effectively accomplish this
while maintaining provider and patient satisfac-
tion. A previous study of behavioral health
screening in university health centers found that
screening increased discussion of behavioral
health issues among patients and PCPs
{Alschuler et al., 2008). However, PCPs re-
ported that they did not have the time or the
expertise to adequately address behavioral
health issues with patients, but they were open
o collaborating with BHPs. Likewise, our re-
sults suggest high willingness to refer patients
to BHPs to improve attention to behavioral
health issues. Thus, the IBHC program can help
PCPs deal with positive screens by providing
the integrated BHPs, who are trained to assess
mental health issues and provide brief treatment
on-site or facilitate a referral to a specialty men-
tal health clinic.

Regarding the integrated BHPs component of
the IBHC program, PCPs also strongly indi-
cated that their patients benefited from the ser-
vices provided by the BHPs. The providers felt
that having the integrated BHPs helped patients
receive treatment faster (compared to referring
them to specialty mental health} and that the
BHPs functioned as part of the overall care
team. All of the providers reported that they
would strongly recommend the IBIC to other
colleagues working in college health. Taken
together, these results indicate satisfaction
among the medical providers, which is essential
for the success of IBHC, Strong buy-in on the
part of PCPs is needed to sustain the implemen-
tation of a new clinical program like IBHC,
which requires procedural changes and addi-
tional effort (i.e., reviewing screens, referring
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patients to BHPs). Acceptability among the
nurses is also important, as they were the ones
responsible for offering patients the behavioral
health screens in our IBHC program.
Similarly, satisfaction and acceptability were
high among patients. Patients who were seen by
BHPs reported feeling comfortable with the ser-
vices received and were willing to be seen again
should the service be needed in the future.
These results corroborate Westheimer and
Steinley-Bumgarner’s (2008) finding that pa-
tients were accepting of referrals to BHPs. Pa-
tients may like the convenience of being seen
quickly by BHPs in health centers. In the case
of BHPs having open access schedules, patients
can be seen immediately after their PCP visit,
which eliminates the need for scheduling an-
other appointment or returning to the health
center; in contrast, specialty mental health cen-
ters may have long (e.g., up to 2—3 weeks) wait
times {(Mowbray et al., 2006). Also, health cen-
ters carry less stigma compared with specialty
mental health settings. On average, the patients
were comfortable seeking services at the uni-
versity health center, but there was a greater
level of variability suggesting some individual
differences as to the comfort of seeking those
services at a specialty mental health clinic.

Limitations

Interpretation of the findings should take into
account the limitations of the study. First, al-
though slightly higher than that found in other
research using similar methodology (Shih &
Fan, 2009), our response rate for the patient
satisfaction survey was 29%. The response rate
may be improved by contacting patients soon
after their final IBHC visit instead of at the end
of each semester, which is generally a busy time
for students. Second, a significant proportion of
the patients did not remember completing the
screening questionnaire or meeting with a BHP.
Patients may not have remembered completing
the screening questionnaire because it was a
brief (i.e., 2-3 minutes) activity and/or because
their health center visit was up to four months
before completing the satisfaction survey. It is
possible that the students who did not remember
meeting with a BHP had a more neutral expe-
rience than the students who remembered the
program. Thus, the satisfaction ratings could be
artificially elevated because of this lack of data.

It is also possible, however, that these students
did not remember the meeting with the BHP
because they simply considered the components
of the IBHC part of standard medical care.
Authors have noted that primary care has be-
come the “de facto mental hiealth care system”
{Kessler & Stafford, 2008, p. 9), so these stu-
dents may have expected to discuss behavioral
health problems during their visit and may not
have perceived the BHP as different from a
regular medical provider.

Third, patient data were obtained via anony-
mous self-report. Though this method of data
collection was necessary because of the scope
of this study, it prohibited collection of identi-
fying tnformation, including diagnostic infor-
mation. The ability to compare satisfaction
across diagnostic categories would have pro-
vided beneficial information, including whether
patients with more severe diagnoses (e.g., major
depressive disorder vs. adjustment disorder with
depressed mood) had equally positive experi-
ences with the program. In addition, the satis-
faction ratings arc limited to only those patients
who were seen by an integrated BHP. Future
research should compare satisfaction between
patients seen within IBHC and patients seen
within standard care (i.e., the PCP provides any
treatment for behavioral health concerns or
makes a referral to specialty mental health).
Fourth, the provider and patient satisfaction
measures were created specifically for this
study. The limited range of response options
{1-5) may contribute to restricted range/
variability and ceiling effects. These limitations
should not be ignored when considering the
generalizability of the study.

Finally, the scope of this study did not allow
us to obtain information on the clinical out-
comes associated with the IBHC program. Al-
though providers reported that patients benefit-
ted from meeting with BHPs, their perceptions
were based solely on behavioral observations of
and/or self-report from patients, not on clinical
outcome data. Future research should evaluate
the clinical effectiveness of interventions deliv-
ered by integrated BHPs, From an IBHC per-
spective, other markers of success that are wor-
thy of future study include increased access to
mental/behavioral health services, improved
identification of mental/behavioral health issues
through screening, increased referral uptake
(i.e., BHPs referral attendance compared to spe-
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cialty mental health referral attendance) attrib-
utable to colocation and “warm hand-offs,” im-
proved provider communication (e.g., between
BHPs and PCPs), reduced burden on specialty
mental health centers from patients with sub-
threshold or mild symptoms, and reduced bur-
den on PCPs from repeat visits because of psy-
chosocial issues.

Conclusions

In summary, providers and patients indicated
a high level of satisfaction with this IBHC pro-
gram. Accordingly, providers are likely to refer
patients to BHPs, and patients are likely to
engage in brief treatment within the IBHC pro-
gram. Given the increasing demand on univer-
sity primary care clinics to address the mental
health needs of students, IBHC offers a prom-
ising method whereby to address this need. Par-
ticularly in light of data that indicate that most
college students do not seek needed mental
health treatment (Rosenthal & Wilson, 2008),
the finding that IBHC patients would feel com-
fortable seeing a BHP again in the future is a
positive step toward making menta] health care
more accessible to patients who need treatment.
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Is the Setting Right for You?

Jennifer F. Kelly
Independent Practice, Atlanta, Georgia

Helen L. Coons

Independent Practice, Philadelphia, Pennsylvania

Over the last decads, integrated care models have increased in both public and private sectors. This trend
is especially apparent in primary care settings, Integrated case is designed to offer comprehensive and
coordinated heaith services while addressing the economic realities and failures of the current health care
system, Proposed integrated care models such as Accountable Care Organizations and Patient Centered
Medical Homes include marked changes in health care delivery, financing, and reimnbursement, which are
designed to create 2 more cost-effective health system. This article provides an overview of integrated
care to help practicing psychologists develop a better understanding of interprofessional health care and
evaluate their interest in and readiness to provide professional services in health care. The advantages and
challenges associated with integrated care will be provided.
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primary care

The use of integrated care models has dramatically increased
over the last decade in both public and private health care sectors.
This trend is especially apparent in primary care settings, such as
family practice and internal medicine, pediatrics, and women’s
health (Trivedi & Grebla, 2011; Weisfeld, 2009), although inte-
grated teams routinely provide care in specialty practices as well.
This article will provide an overview of integrated care to help
practicing psychologists develop a better understanding of inter-
professional health care and evaluate their interest in and readiness
to provide professional services in health care.

Integrated care is in marked contrast to the more traditional and
often fragmented approach to patient care, where providers across
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the health disciplines operate on their own with consultative rela-
tjonships. Under this traditional silo approach, patient care is often
compromised and usually costly. According to the Departmeni of
Health and Human Services, since the late 1990s, United States’
spending on health care increased at a faster rate of growth than the
gross domestic product (GDP) and inflation (http://aspe.hhs.gov/
health/costgrowth, 2005). In 2004, a survey of American CEOs
indicated that employee health care costs was the most prominent
concern (Business Roundtabie, 2004), and that many employers
responded by requiring employees to increase their conttibution or
provided different forms of coverage. These changes consequently
reduced the amount of household income available. Efforts to
reform the American health care delivery system reflect the im-
portance of improving the quality of care and reducing high costs
associated with providing fragmented services (Amadeo, 2011,
Patient Centered Primary Care Collaborative [PCPCC], 2011).

In addition to financial costs, there is significant and important
research on the human cost of the traditional health care approach.
In the United States, it is estimated that over 130 million people
have chronic health conditions and that 70% of all deaths are
related to the chronic diseases (Loeppke, 2008). Effectively ad-
dressing the challenges of increasing rates and disability associated
with chronic conditions requires greater emphasis on the full
continuum of prevention and basic primary care (Pelletier, ITer-
man, Metz, & Nelson, 2009).

The Institute of Medicine (2001} defines integrated care as
health care that is comprehensive, continuous, coordinated, and
culturally competent and consumer centered.

The organization, delivery, and management of services are
brought together for the purpose of improving diagnosis, patient
care, rehabilitation, and health promotion (Grone & Garcia-
Barbero, 2002). Tt is assumed that when services are integrated,
there will be improved quality and efficiency of services. Kodner
and Sprecuwenberg (2002) view the integration model as a step in
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the process of the health care delivery becoming more complete
and comprehensive.

Integrated care models are routinely used in a host of public and
private health delivery systems. The Department of Veterans Af-
fairs and the Department of Defense are national leaders in inte-
grated care consultation and treatment models, team comimunica-
tion, outcomes evaluation, and training (Trivedi & Grebla, 2011).
In addition, Federally Qualified Health Centers in urban and rural
communities and the Indian Health System have increasingly
implemented integrated care models. Academic health centers
routinely employ psychelogists in primary and specialty care de-
partments {Association of Psychologists in Academic Health Cen-
ters, 2011). Kaiser Permanente and the Mayo Clinic are the two
largest health care companies in the private sector that embrace the
integrated model to patient care (Lawrence, 2003). Other managed
care organizations as well as private insurance companies such as
Blue Cross Biue Shield and Aetna appear to be actively position-
ing their network providers to embrace this approach as well
(Collaborative Family Healthcare Association, 2011; Paiient Cen-
tered Primary Care Collaborative, 2011).

There is a growing body of knowledge that supports the clinical
efficacy of integrative care practices. Research has evaluated phys-
ical and mental health outcomes, as well as health care utilization
(Pelletier, Herman, Metz, & Nelson, 2009). The Patient Centered
Primary Care Collaborative (2011) provides an excellent summary
of the clinical and financial benefits of integrating behavioral
health in Patient Centered Medical Homes (PCMHs; see www
-.pepec.net).

There are a broad range of benefits associated with integrating
behavioral health care in primary care and specialty settings re-
lated to decreasing the complexity of care while improving both
access and satisfaction. First, mental health issues are routinely
treated in primary care and-specialty settings (Bray, Prank,
McDaniel, & Heldring, 2004; James & Folen, 20035). In addition,
in our busy world with competing responsibilities, “one stop” care
is quite convenient for many women and men {Coons, Morgen-
stern, Hoffrnan, Striepe, & Buch, 2004). One coordinated and
efficient visit, for example, can readily include a routine check-up
and HbAIC blood test for diabetes, a follow-up visit with the
nufritionist to address appropriate food choices, and a brief session
with a psychologist to identify strategies to improve adherence to
medications and exercise.

Table 1

Useful Books On Psychologists in Integrated Primary Care Settings

Individuals across ethnic groups and class are often reluctant to
seek mental health treatment {Gary, 2005). However, when a
patient is intreduced to a psychologist as a “member of the feam”
by a provider with whom they already have a trusting relationship,
they may be more receptive to a consultation in this setting
compared with making an appointment with an unknown mental
health provider at an unfamiliar location. When mental health,
substance abuse and health psychology services are delivered in an
integrated care setting, patients can consequentty avoid the stigma
all too often associated with traditional outpatient mental health/
psychiatric settings, Furthermore, integration of these services
minimizes the lack of parity in insurance coverage for mental
versus physical health services. When integrated health care teams
are in the same community as patients, there are also often fewer
geographic, cultural and linguistic barriers which further reduce
health disparities in receiving mental health care {Coons et al.,
2004).

Differences Between Integrated Care and
Multidisciplinary Care

Historically, health care settings have used multidisciplinary
models in contrast to integrated care teams. Multidisciplinary
health settings are characterized by individuals from diverse health
professions (e.g., psychologists, physicians, nurses, and physical
therapists) who all bring their own expertise to patient care, col-
laborate and communicate in a consultative model, but they may
not necessarily work as a cchesive team. For example, multidis-
ciplinary pain management programs often include pain manage-
ment physiciang such as anesthesiclogists and physiatrists, physi-
cal therapists, and psychologists working at the same facility. Ali
the disciplines are present but they do not necessarily integrate
their care. In contrast, integrated care models are characterized by
interprofessional team collaboration and communication in all
aspects of patient care, coordination, outcome evaluation, health
profession training, and so forth. For excellent discussions of core
team competencies for primary and behavioral health integration,
see Interprofessional Education Collaborative Expert Panel (2011)
and Team-Based Competencies Conference Proceedings (2011),
as well as the books listed in Table 1.

The Primary Care Tooikit: Practical Resources for the Integrated Behavioral Care Provider. Larry C. James, PhD
Primary Care Psychalogy. Robert G. Frank, PhD, Susan H. McDanicl, PhD, James H. Bray, PhD, & Margaret Heldering, PhD

Handbook of Primary Care Psvchology. Leonard J. Haas, PhD

Clinical Heaith Psychology and Primary Care: Practical Advice and Clinical Guidance for Successful Collaboration. Robert J. Gathchel, PhD, &

Mark S. Qordt, PhD

The Primary Care Consultant: The Next Frontier for Psychologists in Hospitals and Clinics. Latry C, James, PhD, & Raymond A. Folen, PhD
Clinical Health Psychology in Medical Seitings: A Practitioner’s Guidebook. Cynthia D. Belar, PhD, & William W, Deardorff, PhD
Integrated Behavioral Health in Primary Care: Step-by-Step Guidance for Assessment and Intervention. Christopher L. Hunter, PhD, Jeffrey L.

Goodie, PhD, Mark S. Oordt, PhD, & Anne C. Dobmeyer, PhD

Health Care Ethics for Psychologists: A Casebook. Stephanie L. Hanson, PhD, Thomas R. Kerkhoff, PhD, & Shane 8. Bush, PhD
The Callaborative Fsychotherapist: Creating Reciprocal Relationships with Medical Professionals. Nancy Breen Ruddy, PhD, Dorothy A. Borresen,

PhD, & William B, Gunn, PhD

Handbook of Cognitive Behavioral Approaches in Primary Care. Robert A. DiTomasso, PhD, Barbara A. Gelden, PsyD, & Harry Moris, DO, MPH.
Models of Collaboration. David B, Seaburn, Alan D. Lorenz, William B. Gunn, Jr., Barbara A. Gawinski, & Larry B. Mauksch.
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Differences Between Integrated Primary Care and
Integrated Specialty Care

The difference between primary and specialty care relates to the
focus, time, and the scope of services provided. Delivering all the
available evidence-based services can be a challenge to the pri-
mary care provider, especially when the patients have severe,
chronic, and persistent disorders. These patients will likely require
consultation with the specialist (Wilson, 2008). Typically, in an
environment where the provision of services are integrated, the
primary care providers serve as the gatekespers and are responsi-
ble for the allocation of resources and controlling costs (Grumbach
& Bodenheimer, 2002). The more the care is commingied between
primary care clinicians and the specialists, there will be more of a
need {o develop strategies fo coordinate the care {Peikes, Chen,
Schore, & Brown, 2009, Schappert & Rechtsteiner, 2008). An
example is a study conducted by Liss et al. (2011}, They concluded
that the high use of specialty care could adversely affect the ability
of primary care providers to effectively coordinate care. They
noted that the future studies should look at care coordination
interventions that would allow for appropriate veferrals for spe-
cialty care without diminishing primary care providers’ ability to
manage overall patient care.

Accountable Care Organizations (ACOs) and PCMHs

ACOs and PCMHs are examples of corrent efforts to greatly
expand the use of integrated care models in the U.S. health care
delivery system. These settings are designed to provide compre-
hensive, patient-centered primary care services to patients, facili-
tate parmerships between patients and providers and involve fam-
ilies if appropriate, improve access to health care, ensure seamless
coordination of ¢linical services with the continuum of care on site
or through referrals assess health outcomes and care quality, and
increase satisfaction and reduce costs (Allred, Wooten., & Kong,
2007; Berenson, Devers, & Burton, 2011; Homer, Klatka, &
Romm, 2008; Schoen et al., 2007).

Underlying the development of PCMHs and ACOs is the belief
that more effective health care could be delivered if the interven-
tion is better organized and coordinated (Betbeze, 2010). Accord-
ing to the Centers for Medicare and Medicaid Services (2011},
Accountable Care Organizations (ACOs) are groups of doctors,
hospitals, and other health care providers who come together
voluntarily to give coordinated high-quality care 1o the Medicare
patients they serve. Coordinated care helps ensure that patients,
especially the chronically ill, get the right care at the right time,
with the goal of avoiding unnecessary duplication of services and
preventing medical errors. When an ACO succeeds in both deliv-
ering high-quality care and spending health care dollars more
wisely, it will share in the savings it achieves for the Medicare
program (para 1).

ACO programs offered by Medicare include Medicare Shared
Savings Program, a fee for service program, Advance Payrment
Initiative and the Pioneer ACO Model which is a population based
payment initiative for experienced providers. ACO are currently
written into Federal Health Care legislation (i.e., the Affordable
Care Act) with entirely different financial and reimbursement
structures compared with the traditional fee for service cur-
rently used by Medicare and Medicaid (Centers for Medicare

and Medicaid Services, 20i1). The entity or organization, not
the individual providers, receives a capitation or a fee to take
care of patients’ health care needs and functions under a pay for
performance model, which includes financial penalties and re-
wards, The premise is that the capitaied system provides eco-
nemic incentives to keep people healthy, as opposed to the
fee-for-service model that needs to keep providing services for
the il to benefit economically. :

There are some concerns about this model of health care, in-
cluding the fee schedule, which provides lower reimbursement
than for traditional care (Mathews, 2012). ki is not clear how
psychology as a profession will fit into this model. While private
insurance companies are developing and piloting PCMHs, many
do not include psychologists in their new health delivery models.
There are possible promising components of ACOs for psycholo-
gists. For example, psychologists trained in integrated care are
well trained to provide behavioral services and outcome evaluation
in ACOs and PCMHs that have organizational structures and
financial arrangements that emphasize prevention and mainte-
nance care.

PCMHs and ACOs reflect a dramatic paradigm shift in health
care delivery, financing, and reimburserment. While it is not known
what the time frame will be for full implementation of these
models, health care will increasingly be delivered in integrated
care settings in the public and private sector. Psychologists will
need the fund of knowledge and clinical competencies to provide
a host of psychelogical services within an interprofessional team
under a different reimbursement structure (Coons, 2011; Rozen-
sky, 2011, 2012).

Levelis of Collaboration and Integration in Health
Settings

According to Doherty, McDaniel, and Baird (1996), while the
goal of integrated care is ultimately to provide effective, seamless,
coordinated care to patients across the life span and their families,
levels of collaboration and integration in health seftings vary
greatly among psychologists and other health care providers. They
describe five levels of collaboration and integration from none
to off-site collaboration, colocation with collaboration but not
integrated into the system, to fully integrated with systematic
support. Most psychologists in independent or group practice
have not been celocated or integrated into health settings, and
often have little to no routine communication with referring
health care providers (Ruddy, Borresen, & Gunn, 2008). Off-
site collaboration with health providers invelved in the care of
mutual patients may include routine communication via phone,
consult letter, and/or e-mail. More recently, psychologists in
independent practice have started to colocate in medical set-
tings in the private sector, although their services and roles are
rarely fully integrated into the system (Coons & Gabis, 2010;
Ruddy et al., 2008; Wender, Day, DiCaprio, & Un, 2011). Finally,
psychelogists may be fully integrated inte the interprofessionat
team for patient assessment and treatment; communication during
onsite patient encounters and through both electronic medical
records (EMRs) and teamn meetings; program development and
outcomes evaluation; health professional education; organizational
leadership: and a host of other reles and responsibilities {James &
Folen, 2005}, Table 2 summarizes the common roles and respon-
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Table 2

Comparison of Integrated Behavieral Health Care (IBHC) and Traditional, Nonintegrared Psychological Services

Integrated behavioral health care (IBHC)

Traditional, nonintegrated psychological services

Level of collaboration Work collaboratively as a team

Communication during onsite patient encounters,
through paper or electronic medical records,
and team meetings

« Located within primary care setting

« Multiple health care providers on site

* Space designed and overseen by practice,

Communication

Physical environment

Limited or no collaboration with referring health care
provider

¢ Vary from communication via phone to consultation
letters and emails

¢ Usually do not share records or send pericdic updates

* Independent of group practice lecated away from
medical setting '

* Solo or group practice

hospital or heaith system

* Fast paced
Assessment and Treatment
is on site

« Often use 5 A's model to care: assess, advise,

agree, assist, and arrange

» SBIRT approach to care: screen, brief

intervention, refer to treatmens

*» Rapid assessment: Brief, preblem focused

* 15- 10 30-min sessions

* Number of sessions often Hmited
+ Treatment to be evidence based
*» Treatment ard prevention focus

* Provide assessment and treatment while patient

* May design on space

* Patient is given appointment based on opening on
provider's schedule

* Patient seen for psychological evaluation, usuaily
consisting of intake interview and testing.

* Recommendations are based on evaluation results and
the patient 15 scheduled for follow-up appointments

s 45- to 50-min sessions

» Treatment may or may not be evidence based

+» Curbside consults with providers across health

disciplines
» Crisis management sessions
* Reter for longer term care
Clinical skills
primary care work

» Competencies to assess and treat patients from

biepsychosocial perspective

+ Competencies to work on interprofessional

feam

» Competencies in health psychology and

» Expertise in health psychology preferred but not
required

» Knowledge in psychopharmacology and medication
issues

» Knowledge in crisis management

* Supervision skills

» Competencies in brief psychotherapy sessions

aimed at treatment and prevention

* Knowledge of psychopharmacology and

medication issues
+ Knowledge in crisis management

sibilities of psychologists in iniegrated health care settings and
provides a comparison with traditional psychological services.

Collaboration and Communication in Integrated Care
Settings

The models of mental health and behavioral health care in
integrated care settings are quite different than traditional psy-
chotherapy in outpatient or inpatient settings (James & Folen,
2005). Differences are apparent in the way referrals are made;
approaches to assessment; the choice, implementation, and
length of treatment modalities; communication with other pro-
viders on the team; documentation options and details; and
confidentiality among other issues (Hunter, Goodie, Qordt, &
Dobmeyer, 2009). In integrated care setiings, referrals and
shared evaluation and treatment may take place with any mem-
ber of the health care team. Referrals may come directly from
physicians, nusse practitioners, physicians’ assistants, nurses,
nutritionists, genetic counselors, physical therapists, social
workers, medical assistants, and so forth. In some integrated
settings, all patients are routinely seen by the psychologist as
part of a comprehensive physical and psychosocial assessment.
In Departments of Surgery, psychologisis may see all patients

who are candidates for organ transplants or bariatric proce-
dures. In Reproductive Endocrinology, psychologists may see
any woman who wants to be an ovum {egg) donor. In other
integrated practices, referrals are made on an “as needed” basis,
Colleagues on the team may see the patient, couple or family
with the psychologist, provide a brief introduction and do a
“warm hand off” so that the psychologist continues the evalu-
ation and immediately initiates treatment. For example, in in-
tegrated primary care, the physician or nurse practitioner, phy-
sician’s assistant or another provider may introduce a patient
with stress related symptoms {¢.g., headaches, gastrointestinal
problems, initial and middle insomnia), and the psychologist
would most likely immediately provide an initial assessment
and start treatment instead of waiting to schedule another ap-
pointment (Hunter et al., 2009; James & O’Donochue, 2009).
In many integrated care settings, patients are routinely screened
with validated assessment tools such as the Patient Health Ques-
tionnaire (PHQ; Kreenke, Spitzer, & Williams, 2001) to assess for
depression and anxiety disorders; alcohol screening toois such as
the Alcohol Use Disorders Identification Test (AUDIT; Saunders,
Aasland, Babor, de la Fuente, & Grant, 1993), and numerous other
evidenced-based, problem-specific measures to screen for behav-
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ioral health issues and track clinical outcomes (Hunter et al., 2009;
James & O’'Donohue, 2009).

While patients are routinely seen for the 45- to 50-min hour in
traditional mental health settings, in integrated care settings, the
treatment model is quite different. Often times, the teams use the
5A’s model to care or the Screen, Brief Intervention, and Refer for
Treatment (SBIRT) approach to care. The 5A’s refer to assess,
advise, agree, assist, and arrange. These models emphasize rapid
assesstuent; brief, problem-focused psychelogical intervention,
and referral as necessary (SAMHSA, 2012). Assessment and treat-
ment sessions may last only 135 to 30 min for 3-5 sessions or just
when the patient returns {0 follow-up with another member of the
interprofessional team. In addition, other members of the team
may conduct and document the follow-up.

It has been estimated that primary care physicians prescribe
60% of psychotropic medications (Mark, Levit, & Buck, 2009,
MeGrath & Sammnons, 2011), and 43% of patients that psycholo-
gists treat take psychotropic medications (VandenBos & Williams,
2000). Psychologists are increasingly being consulted by primary
care physicians on psychotropic medications, and it is believed that
with increased training in psychopharmacology, psychologists will
be of even greater value to the treatment team (McGrath, 2010;
McGrath & Sarnmonsg, 20113,

Integrated care settings frequently involve increased use of
technology such as EMRs to facilitate clear and effective commu-
nication with other members of the ireatment team as well as
outside collaborating providers. Psychologists in waditional prac-
tice settings have been less likely to implement EMRs in general
or with interoperability for several reasons, including the high cost
associated with setting up the system. In addition, psychologists
have not been included in the Medicare incentive program that
would provide benefits to implement EMRs. The APA Practice
Organization has been addressing this issue because of its impor-
tance to the profession.

ACOs and PCMHs emphasized in health care reform focus on
interprofessional teams, prevention of disease, as well as outcome
evaluation, such as improvement in health status, screening and
prevention rates, patient satisfaction ratings and reduced costs.
Consequently, psychologists in integrated care settings will have
the opportunity to take leadership roles in team development;
design, implementation, and evaluation of evidenced-based pre-
vention prograrns; as well as outcome evaluation and health sys-
tems research.

Is Integrated Health Care a Good Professional Fit?

If you are considering applying for a position as a psychologist
in integrated care settings, engage in a careful self-assessment and
self-study to make sure the professional setting is right for you and
that you have the competencies to function effectively in a team-
based health practice (Ruddy et al., 2008). Are you comfortable
with differsnces in the culture of clinical medicine; differences in
communication and confidentiality; shorter, problem-focused as-
sessment and freatment; less control over when and where you see
patients, couples. and farnilies, and so forth? How will you feel if
you are the only psychologist on site? Are you ready to work under
a different payment structure? Do you have the clinical competen-
cies necessary to work as a clinical health psychologist in inte-

grated primary care or specialty health settings (Belar & Deardorff,
2009; Frank, McDaniel, Bray, & Heldring, 2004)?

Culture and Language of Integrated Care Settings

It is important to ask yourself whether you will enjoy a patient
care setting that is problem focused with concrete, goal-driven
recommendations. For example, when patients come with stress-
related headaches and neck pain, assessment and treatment focuses
on reducing sympioms (Arena & Blanchard, 2005; James & Folen,
2003; James & O'Donohue, 2009). Specific, action-oriented rec-
ommendations are made, such as medications, cognitive—
behavioral techniques, relaxation or mindfulness training, and/or a
referral to physical therapy, and so forth. Discussion may or may
not focus on underlying factors contributing to stress, and the
patient may be referred to an outside mental health provider for
ongoing treatment of complex psychosocial issues such as trauma,
domestic viclence, and ongoing caregiving challenges. Further-
more, treatment and communication are problem focused to rap-
idly reduce symptoms and improve well-being.

The language of health settings is also remarkably different
from mental health settings (Ruddy & Schroeder, 2004). Providers
across disciplines typically speak to each other using technical
words in a succinct manner with abbreviations and rapid commu-
nication to the team and outside providers via the phone, e-mail,
EMR, or dictations that are quickly disseminated (the same day or
within a few days). Examples include using abbreviations sich as
“PRN” for “as-needed” and “po” for “by mouth.” In addition,
communication with patients tends to be rather problem specific
with concrete recommendations.

Physical Environment in Integrated Care Settings

It is impeortant to ask whether you have a strong need to have
control over your professional environment when working with
palients. In addition, are you comfortable working with children
and adults across the life span with acute, chronic, life threat-
ening, and end stage physical conditions, including infectious
diseases?

In integrated health settings, you may see patients in examina-
tion: rooms instead of consultation reoms. You may have minimal
input into how the office is set up or decorated, how treatments
rooms will lock, and so forth. Furthermore, health settings are fast
paced and may be fairly noisy, depending on the practice location.
Inpatient integrated care settings typically have bright lights, with
routine messages on overhead speakers. In pediatric settings, you
may hear children crying. These fast-paced environments are ex-
citing for many, but can be stressful for other psychologists.

Do You Have the Clinical Skills to Work in Integrated
Health Settings?

Working effectively in integrated care settings requires the fund
of knowledge and clinical competencies necessary to provide
high-quality, evidenced-based assessment, treatment, and preven-
tion interventions within an interprofessional team (McDaniel,
Hargrove, Belar, Schroeder, & Freeman, 2004). Core training in
clinical health psychology; supervised experience in the specific
integrated site; highly developed commurication skills to work as
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part of an interactive team with providers from varied disciplines;
health and mental health outcomes assessment, and so forth are, at
a minimum, essential as core training (Belar, 2011). Tt is also
essential for psychologists to have the cultural competence neces-
sary to work in beth public and private integrated care settings.
While core competencies in clinical health psychology are avail-
able, many professional organizations developed competencies for
interprofessional practice (Interprofessional Education Collabora-
tive, 2011) and workforce development in primary and behavioral
health care integration (American Psychological Association,
2011; SAMHSA-HRSA Center for Integrated Health Solutions,
2011).

An increasing number of doctoral candidates participate in
practicum and internships in integrated health settings. The Coun-
cil of Clinical Health Psychology Training Programs (CCHPTP)
has been providing opportunities to Directors of Clinical Training
Programs to learn about curriculum in both clinical health psy-
chology and integrated primary care. In contrast, psychologists in
independent practice have fewer formal options to develop the
competencies to provide services in iniegrated settings. Some
individuals will choose to apply to 4 one or two year fellowship in
integrated settings such as family practice, obstetrics and gynecol-
ogy, pediatrics, neuropsychology, oncology, and so forth. While
attending day-long continuing education workshops on integrated
care are excellent opportunities for introductory training, they do
not provide sufficient depth or onsite trainiag to effectively work
in these settings {Linton & Cocns, 2011). While the certificate
programs on integrated primary care do not typically require
clinical supervision in the practice settings, some psychologists
have arranged to shadow colleagues on a limited or regular basis
to learn about brief models of assessment and reatment, interpro-
fessional team communication, and documentation, among other
roles and responsibilities. Bray (2004) and Bray et al. (2004}
provide comprehensive information on training opportunities in
integrated and primary care. In addition, students can check the
Association of Psychology Postdoctoral and Internship Centers
(APPIC) directory to locate internships and postdoctoral programs
with primary care experiences.

Making the Transition to Integrated Health Settings

Psychologists who are serious about making the transition to
integrated settings are encouraged to engage in a formal self-
assessment (Ruddy & Schroeder, 2004) and self-study over a year
or two to obtain the necessary competencies to function effectively
and contribute to interprofessional team care in this practice envi-
ronment. If you are new to the health setting, you will likely need
to establish competencies in both clinical health psychology and
integrated primary or specialty care so that you can deliver
evidenced-based services as part of an interprofessional team (Be-
lar & Deardorff, 2009). Day-long continuing education workshops
and ongoing certificate programs in integrated primary care are
available in person and on line (Blount, 2011). In addition, contact
colleagues in integrated health settings to discuss the possibility of
shadowing them (Iinton & Coons, 2011), and perhaps establishing
a formal supervisory relationship for six months o a year.

If you are considering colocation or integrating your work in a
health setting, establish a formal contract with the medical practice
or parent organization (Coons & Gabis, 2010). Psychologists have

established various agreements with providers and/or organiza-
tions. For example, some individuals become formal employees of
the practice while others are independent contractors. In both of
these employment models, integration is more likely with shared
use of patient records, fee schedule and billing of services. A
number of psychologists have been paid by foundation grants to
provide services on site. Some early career psychologists are also
employed by and serve on integrated care teams in Federally
Qualified Health Centers and receive loan repayment (Graduate
Psychology Education Program, 2012).

A small but growing number of psychelogists are colecating in
primary care settings but are self-employed or work for a mental
health group (Coons, 2011; Ruddy et al., 2008; Wender et al,
2011). Irrespective of the employment or independent medel, it is
essential to clarify expectations of the providers and administrative
staff, secure a contract, and collaboratively develop the agreement.
At the very minimum, the contract should address the following:
roles and responsibilities; the time frame spent on site; where
patients will be seen; whether you will be able to chart in the
practice’s paper or EMR; who will do billing; access to computers,
Internet and copy machines; property and malpractice insurance;
detaiis related to signage, public relations/advertising and propri-
etary issues; and the terms of the agreement (Coons & Gabis,
2010). Furthermore, if you are colocating but are either self-
employed or employed by another organization (but not the med-
ical practice), the contract should include formal lease arrange-
ments and cost of the space, as well as all the issues listed above.
In addition, the contract should include grievances processes and
the quality assurance or evaluative requirements.

It is important to note that contractual and payment issues for
psychologists working on integrated care teams in ACQs and
PCMHs will differ from the arrangements for psychologists who
are integrated or colocated in health settings with different fiscal
stroctures. ACOs and PCMHs will have different financing and
reimbursement structures because care for individuals is capitated.
States also differ in regards to whether psychologists can partner
with physicians to contractually establish interprofessional prac-
tices. For example, in Washington State, psychologists may estab-
lish practice entities with physician partners while in other states,
this arrangement is illegal {Anton, 2012). Obtaining legal counsel
from a health law attorney is essential if you are considering the
colocation model or partnership in an integrated care practice.

Ethical Censiderations

Integrated care is an exciting and rewarding environment to
provide evidence-based professional services to diverse children
and adults with complicated and interacting physical, mental
health and psychosocial issues. Core competencies also include
understanding the complex ethical issues which can emerge in
health settings when caring for patients as part of an interprofes-
sional tearm, including providers from a range of health disciplines.
In addition to understanding the often complex ethical issues in
integrated care settings, the psychologist must know how to ad-
dress these matters in practice with other providers.

First and foremost, the psychologist must have knowledge and
training in clinical health psychology and in integrated care. Ac-
cording to Principle 2.01 of the APA Ethics Code (American
Psychological Asscciation [APA], 2010), psychologists should
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only provide services “within the boundaries of their competence,
based on education, training, supervised experience, consultation,

study or personal experience” (p. 5). If they plan to work within

this new area, they must obtain the necessary training, consulta-
tion, or supervised experience. As discussed earlier in this article,
the psychologist should consider in depth continuing education
and supervised experience in health care settings, especially in
integrated primary and specialty care. The training should also
include working with interprofessional teams and knowledge of
psychopharmacology. Psychologists in integrated health care set-
tings are routinely approached about various medications, in par-
ticular psychotropic medications. Unless the psychologist is prac-
ticing in a state with prescription privileges or within the
Department of Defense areas that allow psychologists to prescribe,
they should acknowledge the limits of their practice {Haas &
DeGruy, 2004; Papas, Belar, & Rozensky, 2004; Tovian, 2006).

For our psychology workforce to be fully prepared to respond to
changes in health care delivery, training in integrated primary care
needs to be part of the core training in graduate programs, intern-
ships and during the postdoctoral fellowships. In addition, creden-
tialing in the health setting will become increasing important as
ACOs and PCMHs focus on providing evidenced based care with
measurable outcomes. Psychologists should consequently seri-
ously consider board certification (Kaslow, Graves, & Smith,
2012) in clinical health psychology (Tovian, Rozensky, & Sweet,
2003), and possibly in the future, in integrated primary care
(Coons, 2011).

Another key ethical consideration in integrated care settings
involves confidentiality. Providers across the health professions
have different expectations and experiences around private health
and mental health information (Ruddy & Schroeder, 2004). It is
well known that there is not the same degree of confidentiality
when working in a medical facility as one would have in an
independent practice facility {Robinson & Baker, 2006). Numer-
ous health care providers will have access to the health records,
including physicians, nurses, and office staff, This is even more
evident now with the use of EMRs. Furthermore, in some health
systems, patient portals allow adults to access portions of their own
health records (University of Pennsylvania Health System, 2011},
Psychologists should strive to adhere to the APA Record Keeping
Guidelines {American Psychological Association, 2007), which
also addresses EMRs. According to the Guidelines, electronic
records should be created and maintained in a way that will protect
their security and confidentiality, as well as appropriate access,
and they should be compliant with ethical and legal requirements,
Psychologists need to become aware of the unique aspects of
electronic record keeping in their particular integrated practice
settings. The possible limits of confidentiality, methods of han-
dling release of information requests, charting or electronic data
storage practices, consultation, and team meeting practices should
be presented to the patient at the outset of treatment, and ideally,
shouid be presented in written and oral form.

Another ethical consideration relates to informed consent and
patient antonemy. Specifically, there may be situations when a
patient is required to be evaluated or treated by a psychelogist
before they receive certain forms of medical care, such as medi-
cations and certain procedures. For example, adults requesting
bariatric surgery or the spinal cord stimulater device typically
undergo a required psychological evaluation. The patient may be

resistant to participate in such services but feels they are being
forced to do so in order to receive the desired treatment (Taylor,
2001). Not only does this create an ethical dilemma for psychol-
ogists in integrated care settings, but it also can impact psycho-
logical intervention. According te Code 3.10 of the APA Code of
Ethical Principles (American Psychological Association, 2010), it
will be important for the clinician to obtain the informed consent
of the patient using language that the patient can understand, and
the consent needs to be appropriately documented.

The principle of beneficence requires that a psychological com-
ponent is offered if it is deemed to be an appropriate and positive
treatment for the patient, but when a patient feels coercion to
treatment, it can violate patient autenomy. The psychologist work-
ing in the integrated care setting needs to work cooperatively and
jointly with members of the treatment team to ensure autonomous
consent. In addition, the psychelogist should explore these possi-
ble concemns with patients.

Finally, termination of services may pose a challenge in inte-
grated care settings. There may be times when terrnination of
services is a decision that is influenced by factors outside of the
psychologist’s control, such as when the physician may decide to
no longer treat the patient because of adherence related issues {e.g.,
repeated no shows for appointments). Code 10.10 of the APA cede
of Ethical Principles notes that “Except where precluded by the
actions of clients/patients or third party payers, pricr to termination
psychologists provide pretermination counseling and suggests al-
ternative service providers as appropriate” (American Psycholog-
ical Association, 2010, p. 13). I this situation were to arise,
psychologists in integrated care settings need to work with their
interprofessional team to ensure that patients or families have
appropriate refervals for mental health, substance abuse and/or
health psychology services.

Semmary

As health care reforms are implemented across both public and
private health systems, and the integrated care model becomes
more common for the delivery of mental health, substance abuse,
and health psychology services, the future of traditional small and
independent mental health practice becomes anclear (Coons,
2011). Some psychologists will no doubt centinue to provide
fee-for-service mental health care to some sectors of the popula-
tion, In addition, psychologists with specialty practices (e.g., fo-
rensic psychology and executive coaching, etc.) are likely to
continue to work in their private models, although others, such as
some sports psychologists, may be employed by orthopedics/
sports imedicine settings (Hays, 2012).

Working in an integtated care setting can be an extremely
satisfying professional and personal experience. In both primary
care and specialty settings, psychologists typically provide con-
sultation and treatment on an impressive range of physical, mental
health, substance abuse, psychosocial, health behavior, and other
complex issues. Often times, problems are interacting, and require
careful differential diagnostic skills and flexible, multimoda! treat-
ment approaches. In addition, care may be focused on children,
teens, and adults across the life span, and diverse families coping
with a host of challenges. Evaluation, consultation, and brief
treatment are also provided in the context of the interprofessional
care team. The fast-paced work setting consequently allows for
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rapid intervention and is far less isolating than traditional psychol-
ogy practices. Integrated seftings are defined by the diverse range
of health providers with the shared goals of evidenced based,
collaborative and effective care.

With proposed Federal and State changes in the delivery, financing,
and payment of health care, as well as private and public sector shifts
to comprehensive care models, more children and adults will be
receiving their care in integrated settings. A portion of psychologists
are already well positioned in these practices as Xey members of

 effective and efficient interprofessional health care teams. We need,

however, to greatly expand our workforce credentialed for work in
primary care (Belar, 2011; Rozensky, 2011) and specialty settings, as
well as our advocacy efforts at the Federal, State, local, and private
insurance company level to ensure that we are included in the broad
range of integrated medical practices for the decades to come. Al-
though there may be challenges associated with the integrated care
model to health care, it clearly has numerous advantages, such as
providing a more coordinated and less fragmented approach to patient
care. The data underscore that this practice approach is being em-
braced by public and private organizations. It is up to the individual
practitioner to determine if it is the right approach and professional
home for them.
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This study investigated development of the Big Five personality traits from early childhood into adulthood.
An inital group of 137 Swedish children were assessed eight times between ages 2 and 29 years. Initial
decreases in extraversion leveled off in early adulthood; agreeableness and conscientiousness increased from
ages 2 to 29; neuroticism initially increased, leveled off in later childhood and adolescence, and decreased
throughout early adulthood; while openness to experience showed an initial increase, then decreased and lev-
eled off in eatly adulthood. Individual developmental trajectories varied significantly, particularly in relation
to gender. Personality traits became increasingly stable, and the fact that childhood scores predicted scores in
adulthood indicated that personalities are fairly stable across this portion of the life span.

The transition to adulthood is increasingly delayed
in industrial and postindustrial societies (Arnett,
1998, 2006; Shanahan, 2000), with many individuals
undergoing significant transitions that make changes
in personality likely during the 20s (Roberts, Wood,
& Caspi, 2008; Robins, Fraley, Roberts, & Trzesniew-
sky, 2001). The five-factor model (FFM) of personal-
ity is commonly wused to describe individual
differences in personality (John, Naumann, & Soto,
2008; McCrae & Costa, 2008), but few researchers
have followed the same individuals from early child-
hood to adulthood, despite Shiner’s (2006} argument
that such research is essential in order to understand
personality across the life span. This was the first
study to examine how the personality development
of men and women in early adulthood was related to
personalify in childhood and adolescence.

Personality Development in Childhood

Individual differences among children are appar-
ent early and are related to many aspects of later
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development, including health, occupational, and
educational achievements, and social relationships
(Ozer & Benet-Martinez, 2006; Shiner & Caspi,
2003; Wilson, Schalet, Hicks, & Zucker, 2013). There
is a growing consensus that the FFM applies to
both children and adults (Asendorpf & Van Aken,
2003; Hampson & Goldberg, 2006; John, Caspi,
Robins, Moffit, & Stauthamer-Loeber, 1994; Lamb,
Chuang, Wessels, Broberg, & Hwang, 2002; Shiner
& Caspi, 2003; Soto, John, Gosling, & Potter, 2008),
even though the traits may be less distinctive in
early childhood than they are later (Wilson et al,
20113). Personality traits are already quite stable in
early childhood, but their stability increases with
age (Roberts & DelVecchio, 2000).

Developmental trends may differ depending on
both age and context (Bates, Schermerhorn, &
Goodnight, 2010; Lamb et al, 2002), raising ques-
tions about how developmental changes in adult-
hood are related to personality at previous ages.
By including personality ratings in childhood, a
phase that is rarely included in studies of life-span
personality development (e.g., Allemand, Zimprich,
& Hendriks, 2008; Lehman, Denissen, Allemand,
& Penke, 2013; Roberts, Walton, & Viechtbauer,
2006), as well as adolescence and adulthood, we
were able to study child and adolescent predictors

® 2015 The Authors
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of early aduilt personality and to put the associa-
tions between personality traits and psychosocial
functioning into a broader developmental context.

Personality: Development in Adolescence and the
Emergence of Gender Differences

Adolescence is considered a key period for per-
sonality change (Soto, John, Gosling, & Potter,
2011) and for the emergence of gender differences
in personality (Klimstra, Hale, Raaijmakers, Branje,
& Meeus, 2009; McCrae et al, 2002, Soto et al,
2011). For example, in a large-scale cross-sectional
study mostly involving U.S. participants, Soto et al.
(2011) found that girls became more neurotic from
childhood to adolescence {neuroticism decreased
from early adulthood to middle age), whereas
boys’ neuroticism decreased from childhood to
middle age. In a study of Dutch adolescents, Klim-
stra et al. (2009) found that girls were more neu-
rotic and conscientious than boys throughout
adolescence and that initially higher levels and fas-
ter increases in agreeableness for girls disappeared
by the end of adolescence. However, Lamb et al.
(2002) found no gender differences in any of the
traits from ages 2 to 15. These similarities between
boys and girls were somewhat surprising and one
goal of this study was to determine whether gen-
der differences in the same cohort emerged after
age 15. Sweden, where this study was performed,
is widely recognized for high levels of gender
equality (World Economic Forum, 2013) and may
thus foster patterns of development for males and
females that differ from those evident in other
countries,

Personality Development in Early Adulthood

Although normative trends across childhood
and adolescence have not been delineated with
any consistency (Bates et al, 2010}, personality
development largely follows the same trends in
early adulthood and later parts of the life span
(e.g., Allemand et al, 2008; Lehman et al, 2013;
Roberts et al., 2006, Soto et al, 2011} Conscien-
tiousness appears to increase and neuroticism fo
decrease (Roberts et al, 2006; Robins et al., 2001;
Vaidya, Gray, Haig, Mroczek, & Watson, 2008).
Some studies point toward no change (Robins
et al, 2001) and some toward increases (Vaidya
et al, 2008) in extraversion, while agreeableness
appear to be the most stable trait (Roberts et al.,
2006) albeit with occasional slight increases in early
adulthood (Robins et al., 2001; Vaidya et al., 2008).

Openness to experience also fends to increase in
early adulthood (Robins et al., 2001; Vaidya et al.,
2008). Because life-span studies of personality
development usually start in late childhood or ado-
lescence, many questions remain concerning the
associations between, and development of, person-
ality traits in other phases. For example, do diffex-
ent developmental demands in childhood and
early adulthood produce different mean levels and
developmental trajectories for the personality
traits?

The Present Study

This study expanded upon Lamb et al’s {2002)
study of personality development from ages 2 to 15
by assessing the same participants at 21, 25, and
29 years of age. From ages 2 to 15, agreeableness
and consclentiousness increased, extraversion
decreased, neuroticism initially increased then lev-
eled off, and openness to experience first increased
then decreased. Three specific research questions
and hypotheses guided the present study:

1. How are personality traits in childhood, adoles-
cence, and early adulthood related? Informed
by previous research on rank-order stability
(Roberts & DelVecchio, 2000), we expected to
find that child and adolescent scores predicted
personality traits in early adulthood and that
rank-order stability would increase with age.

2. How do personality traits develop in early
adulthood and does this differ for males and
females? We expected agreeableness, consciern-
tiousness, and openness to experience to
increase and neuroticism to decrease in early
adulthood (Roberts et al,, 2006, Robins et al,,
2001; Vaidya et al., 2008) but could offer no
hypotheses with respect to extraversion. Gen-
der differences often emerge in adolescence
{e.g., Soto et al., 2011), although there were no
gender differences when these participants
were assessed in childhood and adolescence.
We predicted that gender differences would
emerge after age 15, although they might be
quite muted due to the gender-equitable Swed-
ish context.

3. Is personality development from early child-
hood best described by linear or curvilinear
developmental trajectories? We expected consci-
entiousness and agreeableness to increase
across the whole period, while predicting that
the increases in neuroticism and decreases in
extraversion observed between ages 2 and 13



would flatten or change directions so that neu-
roticism started to decrease and extraversion to
increase in early adulthood (Roberts et al., 2006;
Robins et al., 2001; Vaidya et al., 2008). Previ-
ous findings concerning openness to experience
(e.g., Bates et al.,, 2010} were not consistent and
we therefore did not formulate any hypotheses
concerning the associated trajectories. We also
expected to find individual variations in devel-
opmental trajectories, such that people differed,
not only with respect to their scores, but also
with respect to changes over time.

Method
Participants

The Gothenburg (Sweden) longitudinal study of
development started in 1982 with 144 children
aged between 1 and 2 years. The participants came
from a variety of socioeconomic backgrounds and
were firstborn children whose parents lived
together. In the first wave included in this study
{(which was the second time the families were stud-
ied, here referred to as Wave 1) 137 children partic-
ipated (68 girls, 69 boys, M,z = 2.3 years,
SD = 0.26). In the latest wave (Wave 8), the aver-
age age of the remaining 124 participants was
29.3 years. Wave 4 had the lowest retention rate
(N =108, Mag =84; for the number of partici-
pants, mean ages, and attrition at each wave, see
Table S1 in the online Supporting Information).
There were no differences between those who par-
tidpated in all waves and those who did not with
regard to either gender or initial levels of any of
the Big Five traits.

Measitres
The Big Five Inventory

A Swedish version (Zakrisson, 2010) of the Big
Five Inventory (BFI; john et al, 2008) was used in
Wave § (age 29). The questionnaire has 44 items
designed to capture core aspects of each of the Big
Five traits. Participants rate phrases on a 5-point
scale ranging from 1 (strongly disagree) to 5 (strongly
agree). John et al. (2008) reported internal consisten-
cies {Cronbach’s alpha) ranging from .79 for the
agreeableness scale to .87 for the neuroticism scale.
In the present study the internal consistencies were:
85 for extraversion, .76 for agreeableness, .77 for
conscientiousness, .80 for neuroticism, and .82 for
openness to experience.

Personality Development From Ages 2 to 29 1255

The California Child Q-Set

The California Child Q-set (CCQ; Block & Block,
1980) was used to study the participants’ personali-
ties in all waves. The CCQ includes indicators of
characteristic behaviors, emotions, and cognitions
and vields a comprehensive measure of individual
differences in personality as described by parents or
teachers at early ages (Wilson et al., 2013) and by
participants themselves at older ages. The measure
involves 100 cards with personality descriptors
written on them. The informant places each card in
1 of 9 categories ranging from 1 (least descriptive) to
9 (most descriptive). Eleven cards are placed in each
category, except the middle category (5 = neither
descriptive nor nondescriptive) in which 12 cards are
placed. The items were translated from English into
Swedish and back-translated to make sure that their
meaning had not been changed by translation.

In the first five waves, trained members of the
research staff visited the participants’ homes and
the mothers described the participants using the
CCQ. Starting at age 21 (Wave 6) the participants
completed the CCQ themselves. In the last three
waves, the same Q-set was used as in Waves 1-5
although a few items were reworded. For example,
Item 30: “Tends to arouse liking and acceptance in
adults” was changed to “Tends to arouse liking
and acceptance in others.”

On the basis of the CCQ, John etal (1994)
defined Big Five scale scores (for lists of the items
on all scales, see Table 52) with internal consisten-
cies (Cronbach’s alpha) ranging from .53 for the
openness scale to .83 for the agreeableness scale. In
this study, we used the scales described by John
et al. to maximize our ability to compare findings
with the results of other studies. Reliabilities for
Waves 1-5 were presented by Lamb et al. {2002).
At Waves 6-8, alphas ranged from .69 to .75 for
extraversion, .70 to .72 for agreeableness, .40 to .51
for conscientiousness, .79 to .80 for neuroticism,
and 40 to 49 for openness to experience (see Table
$2). The reliabilities for the conscientiousness and
openness to experience scales were consistently
moderate to low so analyses involving these scales
should be interpreted with caution.

The external validity of the CCQ-derived Big
Five scales was evident in associations between
scores on these scales and both mothers” and teach-
ers’ ratings of the children’s school adjustment,
school performance, and cognitive abilities at
8 years of age (Wave 4; Lamb et al, 2002) and
between the CCQ scales and judgments and behav-
ioral observations of children’'s aggressiveness,



1256 Wangqvist, Lamb, Frisén, and Hwang
inhibition, IQ, and cognitive self-esteem throughout
childhood (ages 4-10; Asendorpf & Van Aken,
2003). Correlations between the CCQ-derived and
BFI-derived scale scores at age 29 {N = 92) were .79
for extraversion, .66 for agreeableness, .71 for
conscientiousness, .78 for neuroticism, and .66 for
openness to experience. Correlations between the
CCQ-derived scores in all waves and the BFI scores
at Wave B (age 29; see Table 53) revealed that the
BFI scores at age 29 were similarly associated with
the CCQ-derived scores in most waves, although
correlations were attenuated by age.

Data Analysis

Rank-order stability was investigated using Pear-
son correlations between Big Five scores across
waves for each scale. Fisher's r-to-z transformations
were calculated to compare the correlation coeffi-
cients (Lee & Preacher, 2013a, 2013b). Individual dif-
ferences in developmental trajectories were modeled
with growth curves computed using the PASW sta-
tistical package, version 20 (SPSS, 2005). Multilevel
modeling was used because it accommodates vari-
ability in measurement occasions and in spacing of
measurements. Unconditional models were initially
estimated before models incduding age as a time-
varying covariate. To account for variability in time
between measurement occasions, we coded the age
factor to the mean age at each wave and centered it
at the first wave. In all models, we specified that age
involved in both fixed and random effects, with fixed
effects referring to estimated average change trajecto-
ries and random effects to variations across individu-
als. To investigate gender differences, we entered
gender as a covariate, with values of O for men and 1
for women, Parameter estimates were obtained using
restricted maximum likelihood estimation and miss-
ing data were modeled under the assumption that
data were missing at random. In the analyses of
development from ages 2 to 29, linear and curvilinear
developmental trends were investigated, with first-,
second-, and third-order polynomial functions of age
fitted to the data. A dummy variable coded 0 for
Waves 1-5 and 1 for Waves 6-8 was included as a
main effect in order to control for the change in infor-
mant between Waves 5 and 6.

Results
Rank-Order Stability

Analyses exploring the relations between person-
ality traits in early adulthood and personality traits

in childhood and adolescence showed that for all of
the Big Five traits, there were significant correla-
tions across most waves, with an average correla-
tion of r=.34 (see Table 53) but nonsignificant
correlations between assessments of agreeableness
in early childhood and adulthood as well as
between assessments of conscientiousness in both
early and middle childhood and adulthood. Corre-
lations between adjacent waves (see Table 1)
pointed to increases with age in the stability of
individual differences in personality traits, with
most correlations in adulthood significantly stron-
ger than those in previous waves. The correlations
decreased between ages 15 and 21 (Waves 5 and 6),
when the informants changed, but the decrease was
only significant for neuroticism.

Developmental Trends in Early Adulthood

Agreeableness and conscientiousness increased
from ages 21 to 29, whereas neuroticism decreased
(see Figure 1; for descriptive statistics and model
estimations, see Tables 54-56). Extraversion and
openness to experience did not change from ages 21
to 29. Initial scores on all traits varied significantly
between individuals, and there was significant varia-
tion around the change trajectories for neuroticism
and conscientiousness. Women were significantly
more extraverted and neurotic and less open to
experiences than were men. The stability of these
gender differences across early adulthood was evi-
dent in the absence of effect for gender on the
change trajectories for these traits. For agreeableness,
on the other hand, a significant interaction between
gender and age meant that the averages for women
and men were similar at age 21, but that women
became increasingly more agreeable than men.

Developmental Trends From Childhood to Early
Adulthood

A third research question focused on the shape of
the developmental trajectories. As illustrated in
Figure 2 (for model estimates see Table 57) cubic
curvilinear trends best described the development of
all traits except agreeableness, for which the trend
was linear and positive. Specifically, initial decreases
in extraversion leveled off in early adulthood; agree-
ableness showed a small linear increase from ages 2
to 29; conscientiousness increased throughout,
although not at a consistent rate; neuroticism showed
initial increases that leveled off and then showed a
slight decrease; and openness to experience showed
an initial increase, followed by a decrease that lev-
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Figure 1. Fstimated growth for the Big Five traifs from ages 21 to 29 for the total group and for women and ten separately.

eled off in early adulthood. The change in informant
between ages 15 and 21 was controlled for in these
analyses. Overall, personality thus changed at differ-
ent rates and, for some ftraits, in different directions
at different portions of the life span.

Discussion

These findings provide novel and important insights
into how personalities develop across the first three
decades of the life span. Agreeableness and conscien-

tiousness increase consistently independent of both
age and cultural context, as indicated by the similari-
Hes between the present findings and those obtained
in previous studies (e.g., Allemand et al.,, 2008; Leh-
man et al, 2013; Roberts et al., 2006; Soto et al,
2011). However, as in some previous studies {Rob-
erts et al,, 2006; Robins et al.,, 2001), the changes in
agreeableness were quite small, suggesting that indi-
viduals tend to maintain their levels of agreeable-
ness. Neuroticism increased until the school years
and then started to level off, before decreasing over
time in early adulthood. Perhaps neuroticism
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Figure 2. Bstimated growth for the Big Five scales in the total group from ages 2 10 29.

increases as children move from close dependence
on primary caregivers into larger and more demand-
ing out-of-home (day care and school) contexts
(Lamb & Ahnert, 2006). Leveling off in the school
years might be related to the positive aspects of inde-
pendence when children become comfortable at
school and with peers. Meanwhile, the decrease in
neuroticism from ages 21 to 29 could reflect well-
being associated with stable intimate relationships
and work arrangements in the late 20s (Amett, 2012;
Kroger, 2007). Extraversion and openness to experi-
ence appear susceptible to both age-related and con-
textual influences, however. For example, as in the
present study, Robins et al. (2001) found no change
in extraversion in early adulthood, whereas Vaidya
et al. (2008) found increases. Extraversion might be
influenced by cultural values emphasizing gregari-
ousness or humility, and openness to experience by
the value placed on curiosity. The decreases in these
traits across childhood in the present study might
reflect the gradual embrace of cultural beliefs in Swe-
den regarding humility and contentedness, Together
with findings obtained in other countries at various
ages, the present study indicates that normative
increases in agreeableness and conscientiousness are
consistent regardless of culture, whereas individual

differences in extraversion, openness to experience,
and neuroticism are more susceptible to age-related
and sociocultural influences.

Gender affected individual differences in all
aspects of personality except conscientiousness.
There were no gender differences from ages 2 to 15
(Lamb et al., 2002), s0 these new analyses reveal
that Swedish women start showing higher extraver-
sion and neuroticism and lower openness to experi-
ence between ages 15 and 21, and higher
agreeableness between ages 21 and 29. The pre-
dicted emergence of gender differences later than in
other cultures (e.g., Klimstra et al, 2009, in the
Netherlands) suggests that different social demands
and norms for women and men are formatively
important and that gender-differentia’ced demands
may become salient later in Sweden than in other
cotmntries. Previous research in Sweden (Frisén,
Carlsson, & Wingqvist, 2014; Frisén & Wangqvist,
2011) has revealed that 25-year-old women think
more about future work and family priorities than
do their male peers. Perbaps the artticipation of
future parenthood explains the emerging gender
differences in personality as well.

The increasing stability of personality traits over
time demonstrated the expected individual consis-



tency (Roberts & DelVecchio, 2000) with changes in
personality less common in early adulthood than in
childhood and adolescence. Change is also an
important aspect of personality development
(Shiner, 2006), however, and previous rankings do
not fully explain later personality traits. Taken
together, the analyses of both stability and- change
showed that the participants’ personalities were sta-
ble, but not unchanging. Individual factors (such as
genetic makeup), external factors (such as exposure
to unique and shared environments), and the dis-
tinctive ways in which individuals create changes
in themselves and their contexts may lead to differ-
ent developmental trajectories {(Mroczek, Almeida,
Spiro, & Pafford, 2006). Knowledge of the ways
personalities change from childhood to adulthood
might, by extension, help explain whether and how
personalities are influenced by everyday experi-
ences (Shiner, 2006) as well as by both normative
and unexpected events throughout the life span.
How, for example, does the loss of a parent affect
children’s personality development? Do personality
changes vary depending on individual characteris-
tics? These are important questions £o address in
future research on personality development.

This longitudinal study was the first to trace the
personalities of the same individuals from eatly
childhood into aduithood. Even though the general-
izability of the findings is limited by the small sam-
ple size, the high retention rate and the inclusion of
eight measurement points over a 27-year span
made the contributions unique. However, long-term
longitudinal research involves some unavoidable
trade-offs. The analyses showed high rank-order
stability for all the Big Five traits, with the internal
reliabilities of the scales measuring extraversion,
agreeableness, and neuroticism consistently ade-
quate. Analyses using latent variables might have
helped overcome problems associated with the
reduced reliability of the other two scales although
the sample size made such analyses inappropriate.
The multilevel approach adopted is, however, suit-
able for longitudinal analyzes of unbalanced data
with variations in the number of participants and
in spacing between waves (Mroczek et al., 2006;
Singer & Willet, 2003).

The ipsative nature of the data meant that scores
on each trait were not fully independent of scores
on other traits. This interdependence complicated
previous efforts to explore the factor structure
(Lamb et al., 2002) and calls for caution when mter-
preting the mean scores. However, correlations
between scores on the CCQ-derived scales and BFI-
derived scores at age 29 demonstrated concurrent
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validity, and previous studies have established
the external validity of the scales in childhood
{Asendorpf & Van Aken, 2003; Lamb et al., 2002).

Multiple informants would certainly have
strengthened the validity of the CCQ-derived scores
and would have allowed us to investigate similari-
ties and differences in the constructs measured by
mother reports and self-reports. However, the analy-
ses reported here showed convergence between the
mothers’ and participants’ reports. Self-report mea-
sures were not suitable in early childhood (when the
participants were 2 to 3 years old) and it is highly
unlikely that mother reports would be more valid
indicators of personalities n adulthood than self-
reports. Unfortunately, both maternal and self-
reports were never obtained in the same wave and
this makes it impossible to interpret the drop in
rank-order stability between ages 15 and 21.

The CCQ was designed to measure children’s
personality while remaining appropriate, with
minor changes, in adulthood, making it suitable for
this type of longitudinal study. However, the poor
reliability of some of the trait measures means that
other measures, such as observations or behavioral
tests, would be preferable when openness to experi-
ence or conscientiousness are of particular interest.
It might also be valuable to include other conceptu-
alizations of personality (e.g. ego resiliency and
ego control) when trying to map the development
of personality across this age period.

The developmental trajectories of some of the
Big Five traits varied at different phases of the life
span and there were significant variations in indi-
vidual developmental ftrajectories. Some develop-
mental trends, including age-related increases in
agreeableness and conscientiousness, appear to be
independent of culture, whereas differences in
mean-level changes and between-individual vari-
ability on other fraifs might reflect cultural differ-
ences. Culturally sensitive accounts of normative
changes in personality development thus need to
take into account individual, sociocultural, and age-
related variability.
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Abstract

These reflections, spanning six decades of involvement with developmental behavioral science, report on several salutary
trends that have shaped that field of social inquiry, e.g., its increasingly trans-disciplinary character. They also take note of
some of its enduring limitations, e.g., its failure to engage with theory. In addition, the reflections confront some current
issues, such as the widespread stereotyping of adolescents as risk takers, and the growing recourse to reductionist
explanation. On balance, however, developmental behavioral science can be scen in retrospect as having evolved in a
decidedly positive direction. Clearly, it has yielded a firmer grasp on adolescent behavior and development.
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A recent experience of having to organize the body of my
wortk on adolescent behavior and development since the late
1950s (Jessor 2016, 2017a, b) stimulated some overall
impressions about the burgeoning field of developmental
behavicral science (Jessor 1993). This account of those
impressions—about my own work as well as the work of
other scholars—while not exhaustive by any means, takes
note of several salutary trends, calls attention to a few
important shortcomings, and engages with some curmrent
issues in the field.

In regard to salutary trends, an overriding impression is
that the field has, indeed, become more truly developmental,
relying far more on time-extended or longitudinal designs
than was the practice early on. This greater reliance on
studying how the same young people grow and change over
time has replaced an earlier reliance on inferring growth and
change from differences between age cohorts. In addition to
the greater developmental attention to intra-individual
change, there has been increased attention to assessing
concomitant change in the predictors or co-variates of that
intra-individual change over the same time segment (Jessor

B4 Richard Jessor
jessor@colorado.edu

1 Institute of Behavioral Science, University of Colorado,

Boulder, CO 80309, USA

and Jessor 1977). That is to say, there is increased aware-
ness that a more compelling understanding of develop-
mental change regquires simultaneonsly demonstrating
theoretically-consonant or theoretically-parallel change in
its determinants as well.

Another important trend in the field of developmental
behavioral science is that it has become increasingly inter-or
trans-disciplinary. Whereas earlier developmental studies
tended to focus on individual/ psychological variation,
while eliding attention to variation in the social environ-
ment, or focused on the latter, while eliding attention to
individual variation, more recent studies have tended to
encompass variation in both persen and context, engaging
—in the very same study—explanatory concepts not only
from psychology but also from the social disciplines.

Notable also as an important trend has been the enlar-
gement in developmental research of what constitutes a
satisfactory explanatory objective. In contrast to earlier
smdies that sought to predict or explain single behaviors
{e.g., aggression), or single attitudes (e.g., self-esteemy), or
single beliefs (e.g.. internal control), or to engage single
contexis (e.g., the peer group, or the family, or the schocl),
more recent developmental work has sought to account for
more comprehensive explanatory objectives, objectives that
subtend those separate domains in ways that capture a larger
sense of the individual-in-context, concepts such as lifestyle
that constitute an individual's way of thinking, believing,
and behaving across contexts, and represent an adelescent's
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overall way of being in the world. Reliance in develop-
mental research on single concepts, whether behaviors or
beliefs or attitudes or contexts, can be expected to yield only
highly consirained, even impoverished, understanding of
individuality and of individual development.

Developmental research has also become far more
problem-focused than in earlier years, responding, at least in
part, to Kurt Lewin’s insistence (1951) that theory-guided
inquiry can be carried out not just in laboratories but in the
full social context in which it occurs, and that, indeed,
contextually-situated findings yield greater external validity
than those that are laboratory-based. Concemn with social
problems in adolescence and youth, such as drug use, vio-
lence, obesity, poverty, etc., has animated considerable
developmental research in recent decades, has led to inno-
valive research designs, e.g., predicting variation in time of
onset or initiation of problem behaviors, and has generated
innovative explanatory concepts, e.g., the notion of “tran-
sition proneness,” that is, a readiness to make an age-graded
developmental change. This invigorated problem focus has
been another important contribution to developmental
behavioral science.

In relation to the greater focus on problem behaviors,
there has been a broadening consensus that problem beha-
viors in adolescence and young adulthood come in clusters,
that is, that they tend to co-vary, to have common deter-
minants, and, indeed, to constitute a “problem behavior
syndrome” {Jessor and Jessor 1977). This recognition has
transformed what previously had been specializations by
developmental scholars in particular problem behaviors,
e.g., delinquency, or drinking behavior, or tobacco use, or
precocious sexual activity, etc., into greater acceptance of
the obligation in developmental research to engage the
larger pattern of involvements across those previously
segmented domains. [For a similar issue in health behavior
research, the report of a recent meeting sponsored by the
National Cancer Institute (Klein et al. 2016) stated: “...
research programs often examine single health behaviors
without a systematic attempt to integrate knowledge across
behaviors.” (p. 1); and concluded that “Integrating knowl-
edge across behavioral domains is a public health impera-
tive.” (p. 6).]

Another salutary trend has been the growing recognition
that a commitment to understanding adolescent problem
behavior is not incompatible with a concern for under-
standing positive youth development but, indeed, is essen-
tial to the latter. Initially presented as an antidote to a
perceived over-emphasis on problem behavior in adoles-
cence, the positive youth development movement sought to
counter by emphasizing, instead, adolescent strengths and
assets. An unfortunate antinomy was established, thereby,
between research on adolescent problem behavior and
research on adolescent assets. That oppositional division
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was unhelpful in that it could yield only a partial under-
standing of adolescence and adolescent development; after
all, problems and assets co-exist in every adolescent, and to
privilege one at the expense of the other is to compromise a
broader understanding. Recently there have been signs of a
growing reconciliation between the two research con-
stituencies and a mutnal recognition that a firm grasp on
adolescence and youth requires attention to both problems
and assets—and to how they relate—and that comprehen-
sive interventions designed to prevent the former and pro-
mote the latter require strategies tailored to each (Jessor and
Turbin 2014). .

With regard to method, the long-term, seemingly
intractable opposition between quantitative and qualitative
approaches to research appears to have been tempered or
mitigated in recent decades, and research projects are
increasingly employing both methods. A salutary ouicome
of the openness of the post-positivist era in social inguiry, it
reflects a growing recognition of the compelling logic of
methodological pluralism and of reliance on mixed methods
and on their convergence. It also has entailed a closer
examination of the epistemological foundations of both
approaches, with one author claiming “...the distinction
between qualitative and quantitative is of limited use and,
indeed, carries some danger” (Hammersley 1992, p. 159),
and another stating that “...all studies have an “ethno-
graphic” component embedded in them, even if ethno-
graphy was not done” (Weisner 1996). In a relevant volume
(Jessor et al. 1996) reporting on a conference examining the
distinctive role of qualitative research on human develop-
ment, the consensus that was reached wags that “...qualita-
tive and quantitative methods of social inquiry, though often
asking different kinds of questions, share a common epis-
temological foundation and a common philosophy of sci-
ence” (Jessor 1996, p. 264). Happily, we are now past the
time of awarding honorific status to particular methods,
whether qualitative or quantitative, and increasingly see
methods simply as handmaidens to theery and problems.

Lastly, a salutary trend also worth noting is the greater
interest in adolescent health and in the role that it plays in
development. There has been an assimilation of the interest
in problem behaviors with an interest in health behaviors
since many of what are termed problem behaviors are, at the
same time, health-compromising behaviors. It has become
evident that health behaviors also cluster, as do problem
behaviors, and that involvements in health-promoting
behaviors relate inversely to involvements in problem
behavior. The broader rubric of behavioral health emerged
some time ago (e.g., Matarazzo et al. 1984) to refer to all
those behaviors that are relevant to variation in adolescent
health, including problem behaviors that can compromise
health, regular exercise and healthy diet that can promote
health, safety behaviors such as seatbelt use that can protect
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health, etc. This increased attention to the role of health in
adolescent behavior and development has obvious rever-
berations for intervention efforts to advance positive, pro-
social development more generally.

With regard to shortcomings or disappointments, my
overriding impression is that theory in general, and theories
of the middle range (Merton 1937) especially, have played
only a limited role in developmental behavioral science over
recent decades. This impression is buttressed by a percep-
tive comment on contemporary research on adolescent
development by a well-known developmental scholar; he
laments that: “...the majority of studies are effectively
atheoretical, with the occasional theoretical gloss added to
provide a patina of respectability rather than to articulate an
explicit framework in which the research was grounded”
{Lamb 2015, p. 117}.

Beyond possibly providing that “patina of respect-
ability"—and far more important, of course—engaging with
theory provides the foundation for explanation at what Kurt
Lewin long ago termed the genotypic level (Lewin 1935),
the level of underlying, causal constructs or determinants, in
contrast to the phenotypic, observable, or descriptive level.
It is theory that enables generality of findings across cul-
tures and local, national, or intemational settings that differ
greatly at the descriptive level, and across persons who vary
in age, gender, ethnicity, social status, and national origin,
among other attributes. The impact of genotypic, theoretical
constructs such as social support or social control, for two
examples, on adolescent behavior or experience should be
invariant, whether from an older sib in Chicago, or a parent
in Italy, or a teacher in Iran (Jessor 2008). Engaging theory
in developmental research also permits the logical deriva-
tion of measures and procedures from the theory, thereby
endowing them with construct validity at the outset of the
research. Greater engagement with theory, its development
and application, increases the likelihood of developmental
research findings that will have both generality and
robustness.

Another issue of concern has been what appears to be
something of a resurgence of 20th-century reductionism
(Jessor 1958) in developmental hehavioral science. For one
example, there has been considerable recent attention to the
so-called “immature adolescent brain,” the still-developing
frontal lobes especially, in accounting for adolescent risk
behavior. For another, heavy involvement with substances,
whether alcohol or other drugs, is increasingly referred to as
an “addiction,” and the latter has recently been deemed a
“brain disease.” More broadly, there has been growing
engagement with genetics in research on adolescence.
Expanding developmental behavioral science to engage
with and accommodate brain science and genetics can, of
course, enlarge the explanatory network and constitute
thereby an important scientific achievement. It is only when

recourse to the brain and to genetics is considered to pro-
vide more fundamental or causal or basic explanation that it
becomes problematic and relies upon an archaic notion of a
hierarchy of the sciences. Not only are the mechanisms that
could link brain and genes to behavior and experience not
yet established, but the amount of variance in behavior and
experience they account for remains small, especially in
conirast to that of the psychosocial level of analysis. It
would be unfortunate, therefore, if latter-day reductionist
thinking in support of biological explanation were to divert
attention from the quest for psychosccial understanding.

One more disappointing impression about the field is the
continued and widespread employment of the concept of
risk taking behavior rather than risk behavior in stdies of
adolescent engagement in the various problem behaviors. It
has been nearly three decades since I argued—unsuccess-
fully as it has turned out—that the use of that term yielded
stereotypical characterizations of adolescents as risk takers,
an unfortunate tautology, and that it should be dropped from
the scientific vocabulary (Jessor 1991). The fact is, of
course, that many of the behaviors that adolescents engage
in do, indeed, put them at risk for negative consequences,
whether for dropping out of school, or getting pregnant, or
becoming involved with the justice system, or failing to
meet their parents’ expectations. But the fact that risk is
entailed in engaging in those behaviors does not mean that
the adolescent is aware of that risk, has sought that risk, or
engaged in the behavior because of the risk, that is, that the
adolescent by engaging in behaviors that entail risk is,
thereby, a risk faker. Adults whe drive a car to work or for
shopping engage in a behavior that clearly carries risk for
accidents, but we do not refer to them as risk takers just
because of that. It would seem best for developmental sci-
entists to dispense with the concept of risk taking behavior
(except, of course, for those behaviors, e.g., drag racing or
rock climbing, perhaps, where risk is deliberately sought} in
favor of the neutral concept of risk behavior. The latter term
would make clear that accounting for adolescent engage-
ment in risk behavior requires the very same kind of com-
plex search for explanation as does adolescent engagement
in any other category of behavior, without needing to rely
on the simplistic and tautological explanation that adoles-
cents are risk takers.

Looking back aver these past six decades, it is my overall
impression that developmental behavioral science has pur-
sued a decidedly fruitful direction, achieving a trans-
disciplinary grasp on adolescence and bringing illumina-
tion to the process of development and change that char-
acterizes that segment of the life course. It has been an
enduring source of excitement to have been a participant in
and a long-time contributor to that enterprise. With regard
o the latter, our development of a middle-range theory
known as Problem Behavior Theory (Jessor 2014, 20146,
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2017a, b), in collaboration with many colleagues and stu-
dents over the decades, may be the most significant con-
tribution. The theory's development has been responsive to
most of the salutary trends noted in these reflections. My
hope now is that those trends will continue and serve as
imperatives for the next generation of developmental
behavioral scientists.
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ABSTRACT. The authors analyzed the pattern of experience fluctuation in adolescents’
daily activities. [talian high school students (N = 120; 16-20 years of age) were tested
with the experience sampling method, a technique based on on-hne sampling of daily life
and experience. A total of 4,794 forms were gathered and analyzed by means of a model
for the study of experience fluctuations. Among daily activities, studying at home, doing
classwork. watching television, and having structured leisure were setected as the focus
of analysis on the basis of their frequency and meaning in the adolescents’ lives. Results
showed that (a} daily activities have unique experiential profiles, (b) engagement may be
used as an index of long-term commitment to a given activity, (¢} studying at home and
doing classwork share this basic component and can foster behavioral development, (d)
structured leisure can play an edifying role at the short-term level for a socially integrat-
ed ransition to adulthood, and (g) watching television 1s associated with lack of goals and
engagement and is a source of apathy. The resulis (a) shed light on the role of daily life
experience in shaping individual development and (b} provide suggesuons for education-
al and psychosocial intervention in adolescence.

W——_—_—_‘-

RESEARCH ON ADOLESCENCE has produced a great amount of infermatton
regarding the unstable and fluctuating behavior of teenagers. Mood variability,
impulsiveness (Larson & Csikszentmihalyi, 1980; Larson & Richards, 1994},
and eclectic behaviors are often pointed to as clear symptoms of a transitory
stage toward adulthood. Adolescence may be seen as an arena in which teens can
recognize and practice their skills, build their identity (Harter, 1990; Kalakoski
& Nurmi, 1998; Marsh, 1990), and find their social role within their cultural
context (Jarvinen & Nicholls, 1996). It is a time during which young people ex-
periment widely to find out what kind of person they would like to be. In the
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solitude of their rooms, with friends, watching television, listening to music, and
interacting with family and significant others, adolescents look for models, try
out possible behaviors, and form future life expectations. On the one hand, indi-
vidual factors come into play in determining teenagers’ physical and cognitive
development (Commons & Richards, 1984; Fischer, 1980; Piaget, 1936; Sus-
man, 1997). On the other hand, cultural institutions such as school (Benjamin &
Hollings, 1995; Ranson & Martin, 1996), and social contexts such as family and
friends (Dombusch & Glasgow, 1995; Gauze, Bukowski, Aquan-Assee, & Sip-
pola, 1996; Smetana, 1995) help shape and overcome adolescents’ “storm and
stress” (Larson & Ham, 1993), focus fluctuating attention, and provide opportu-
nities for action.

Despite adolescents’ potential for growth and integration in their social and
cultural settings, the psychological literature also indicates that deviant behavior,
poor scholastic achievement, drug abuse, and social maladjustment often go hand
in hand with the process of becoming an adult (Brooks-Gunn & Attie, 1996;
Sameroff, Seifer, & Bartko, 1997). Apathy and boredom are experiences adoles-
cents frequently associate with their daily lives, social interactions, productive
activities, and even leisure activities (Shaw, Caldwell, & Kleiber, 1996).

What kind of suggestions can researchers draw about adolescents from these
mixed outcomes? Is there a way to understand the deep-seated dynamic process
that funnels teenagers’ energy into positive constructive goals or into deviant and
maladjusted behavior? Can teachers, psychologists, and social workers help di-
rect adolescents toward becoming socially integrated, complex beings? Can re-
searchers identify activities or contexts that are going to be preferentially select-
ed by adolescents as opportunities for concentration and as life-long goals?

Several studies have pointed out the heuristic implications of chaos theory
(Ayers, 1997; Duke, 1994) and nonlinear dynamic systems (Delle Fave, 1996a;
Prigogine & Stengers, 1984; Thelen, 1990; van Geert, 1994) in the analysis of
the developmental processes. In these approaches, researchers attempt to inte-
grate individual and contextual factors that contribute to behavioral development
from a dynamic perspective. Thus, these approaches can help researchers inter-
pret behavioral changes and fluctuations that occur in an evolving, complex,
adaptive system—the individual—that undergoes a life-long process of growth
(Eidelson, 1997). The increasing complexity of human information and behavior
(Jaques & Cason, 1994) has also been analyzed by means of growth modeling
approaches (Willett, 1997).

We examined adolescents’ behavior within a composite framework. On the
one hand, we took into account the theoretical implications of complexity theo-
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ry. On the other hand, we emphasized the active role of the individual in shaping
and transforming his or her life goals and interests (Freeman & Robinson, 1990)
and the influence of individual values and meanings in building identity and in
fostering personal cognitive development (Ferrari & Mahalingam, 1998).

Individuals act as open living systems, exchanging information with their
natural and cultural environments. They preferentially select and replicate infor-
mation and opportunities for action on the basis of the quality of experience. This
process has been labeled individual psychological selection (Csikszentmihalyi &
Massimini, 1985; Massimini. Inghilleri, & Delle Fave, 1996).

As first pointed out by Csikszentmihalyi (1975, 1978), among the different
states of consciousness arising during daily life, Optimal Experience (or Flow)
has been identified as a peculiarly positive and complex one. Cross-cultural re-
search findings show that the great majority of tested individuals recognize Flow
experience in their lives and agree in describing it as an ordered state of con-
sciousness characterized by the merging of action and awareness, deep concen-
tration. clear rules in and unambiguous feedback from the task at hand. loss of
ego or loss of self-consciousness, control of one’s actions and environment, and
intrinsic reward (Csikszentmihalyi, 1982; Csikszentmihalyi & Csikszentmihalyi,
1988). The two major variables involved in the emergence of Optimal Experi-
ence are the challenges or opportunities for action that individuals perceive in the
ongoing activity and the personal skills or abilities needed to cope with them.
When both challenges and skills are high, Flow experience is likely to arise.

Because of its global positive and rewarding features, Flow is a state of con-
sciousness people tend to replicate. In particular, those activities that offer the
prerequisites to Flow emergence are likely to be selected as preferential foci of
attention, both in daily life and in the life-long perspective of psychological se-
lection. Optimal Experience plays a key role in individual development: The
more a Flow-inducing activity is carried out, the more the personal skills in-
voived in coping with it improve. Therefore, for the individual to restore the high
balance between challenges and skills required for Flow emergence, higher chal-
lenges in the activity have to be found. This dynamic process of balance upset
and restoration can be a life-long source of personal development, complexity,
and order in consciousness.

Psychological selection shapes individual behavior. The preferential replica-
tion of Flow-inducing opportunities for action gives rise to a personal Life
Theme (Csikszentmihalyi & Beattie, 1979; Massimini & Delle Fave, 1995),
which is defined as a set of peculiar activities, social relations, and life goals an
individual uniquely cultivates and pursues.

In contrast to Optimal Experience is the experience of Apathy. Numerous re-
search studies have stressed the basically negative nature of such a destructuring
state. In particular, in studies of adolescence, Apathy has been described as loss
of motivation, withdrawal, loss of interest, inability to study (Kasai, Muramatsu,
Hosaka, & Miura, 1995}, and refusal to attend schoo!l (Matsubara, 1993; Tsuru-




3150 Genetic, Social, and General Psychulogy Monog raphs

ta, 1996). Apathy is characterized by the perception of a negative balance be-
tween challenges and personal skills (Delle Fave, 1996a). There is no potential
for growth in this experience. Adolescents, however, have to deal with activities
that are not challenging every day. With no focus of attention and no opportuni-
ties for action whatsoever, consciousness staris to disintegraie, complexity
wanes, and potential social maladjustment and deviant behaviors ensue.

Because it is a period of social and personal exploration and of commitment
to future-oriented goals (Nurma, Poole, & Kalakoski, 1993), adolescence be-
comes the major source for investigating and trying to predict what kinds of
adults teenagers will become, what kinds of jobs they are likely to choose, what
kinds of families they are going to have, and what kinds of experiences will be
central in their lives. The theoretical approach based on psychological selection
can help interpret teenagers’ daily lives and identify Flow-inducing activities and
personal Life Themes.

In the present study we focused on the investigation of adolescents’ daily
lives and experiences. The most frequent everyday activities are identified, relat-
ed experiences are probed, and peculiarities are highlighted. Each activity pre-
sents a unique profile that can fluctuate across different experiences such as Flow
and Apathy. However, some activities are preferentially associated with one or the
other. This association depends on the characteristics of the activities and on ado-
lescents’ subjective perceptions. It has also been observed that, in some activities,
associated experience 1s not completely negative even when challenges and skills
are (as in the case of Apathy). Implications for individua! development toward
complexity ate identified, and possible intervention sirategies are suggested.

Method
Sample and Pmcedure

The sample consisted of 120 adolescents (58 boys and &2 girls) between 16
and 20 years of age. They were balanced as far as age and gender are concerned:
38 participants (20 girls and 18 boys) were in their 3rd year of high school, 40
(20 girls and 20 boys) were in the 4th year, and 42 (22 girls and 20 boys) were
in their 5th (last) year. The sample was from a Liceo Classico in Milan. This type
of school was chosen on the basis of its demanding educational curriculum com-
prising a broad range of humanistic and scientific subjects.

Data were gathered by means of the experience sampling method (ESM),
first developed by Csikszentmihatyi, Larson, and Prescott (1977). Each partici-
pant was given a booklet of ESM questionnaires and an electronic pager that
emitted a beeping sound at sandom intervals. The participants carried the ques-
tionnaires and pager with them during all the hours of the week they were test-
ed. When the pager signaled, the participanis were to fill out a report. Question-
naires filled out more than 15 min after the beep were discarded from analysis.



Delle Fave & Bassi 351

e

The sample was rested for 1 week, from 8 a.m. to 10 p.m. Monday to Friday,
from 8 a.m. to 12 a.m. OB Saturday, and from 10 a.m. to 10 p.m. on Sunday. After
the testing sessions, 4,794 ESM questionnalres Wete collected.

The standard ESM self-report is designed 10 investigate both contextual and
cxperiential variables, to give an on-line description of a person’s daily life. In
the present study, open-ended guestions were used to gather information about
the students’ thought content, actual and preferred activities, places they were in,
and social contexis. [n addition, Likert-type and semantic-differential scales were
used o assess psychologica\ variables in terms of cognitive, emotional, and mo-
tivational dimensions (Csikszentmihalyi & Larson, 1984). Given the repeated
sampling, the data were standardized on each participant’s weekly mean for
every variable before we performed the analyses. In particular, we report z scores
that were calculated from the number of participants and not from the number of
questionnaires each adolescent filled out (Larson & Delespaul, 1992). We used
factor analysis (varimax rotation) to identify four main dimensions of expert-
ence: mood (happy. cheerful, sociable, friendiy); engagement {concentration.
alert, active, at stake); confidence (control, clear, unself-conscious, relaxed); and
intrinsic motivation {free, wish to do the activity, easc of concentration, excited).

The ESM questionnaire also included two scales that measured the level of
challenges the adolescents perceived in the ongoing activity and the level of per-
sonal skills required to cOpe with those challenges. On the basis of the kind of
relationship between challenges and skills with respect 1o the subjective average
(standardized values), the experience fluctuation model was devised (Massimini.
Csikszentmihalyi. & Carli, 1987), dividing the Cartesian plane into eight areas
called channels. Four main experiential states were identified {see Figure 1):

» Optimal Experience Or Flow (Channel 2). Challenges and skills are bal-
anced and are higher than the subjective average.

. Relaxation (Channel 4y Challenges arc lower and skills are higher than
average.

« Apathy (Channel 6): Challenges and skills are balanced but below aver-
age.

« Anxiety {Channel 8): Challenges are higher and skills are lower than av-
erage.

Each channel was also divided into three [main areas, called rings, which
identified the distance of the values of challenges and skills from the center of
the model-—that is, the subjective mean (Delle Fave, 1996a). Ring 1 ranged from
0 to 90 standard deviations from the center, Ring 7 from .90 to 1.8, and Ring 3
from 1.8 t0 2.7. A fourth ting, which was Over 2.7 standard Jeviations, was also
found but did not occur frequently enough to be part of the present analysis. The
additional division of the channels into rings allowed us o analyze possible
changes in the quality of experience related to the participants’ perceptions of the
different values of the challenges and skills within each channel.
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FIGURE 1. Experience fluctuation model. The eight channels identify
different experiential states on the basis of the perceived challenges/skills
ratio.

Several studies (Delie Fave, 1996b; Delle Fave & Massimini, 1992; Kubey
& Csikszentmihalyi, 1990; Massimini & Carli, 1988) have shown that Channel
7 is associated with the most positive and complex state of consciousness, where-
as Channel 6 is associated with a state of psychic disorganization and entropy.
Studying and understanding these states of consciousness and, above all, the ac-
tivities or contexts that can enhance such experiences, can be of great help to re-
searchers in their analyses of adolescence, in terms of future adult development
and behavior.

Results
Activity Distribution

The daily activities our sample was involved in (and their frequencies) are
shown in Figure 2.

Studying at home and doing classwork were the most frequently reported ac-
tivities. In line with the Italian school system, students are required to spend 5 hr
at school every day from 8 a.m. to 1 p.m. Afternoons and sometimes evenings are
supposed to be devoted to homework and further studying. Although studying
was the major activity the adolescents were busy doing (33.5%), socializing was
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Other (8%)

Classwork {16%) Thinking (2%}

Chores (3%)
Transportation (4%)

Personal care {11%)
Studying at home (18%)

Watching TV {8%)
Other studying (4%)

Structured lewsure {7%)
Socializing (14%)
Other leisure (59%)

FIGURE 2. Frequency distribution of daily activities. Percentages have

been rounded to the nearest whole number. N reports = 4,786.

the next largest category of activity, followed by personal care, watching televi-
sion, and structured leisure (sports, arts, hobbies, and reading). According to the
classification by Csikszentmihalyi and Larson (1984), the Italian adolescents in
our sample spent 37.1% of their time in productive activities (studying at home,
classwork, other related activities), 36.6% in leisure activities (structured leisure,
other free-time activities, socializing, watching television, thinking), and 17.9%
in maintenance (personal care, transportation, chores, and errands).

To be consistent with the purpose of this article, we have focused our inves-
tigation on four major categories, namely. studying at home, classwork, watch-
ing television, and structured Jeisure. It is reasonable to assume that school ac-
tivities, homework, and structured leisure activities are very common SOUrces of
opportunities for action that will play a meaningful role in individual psycholog-
ical selection and Life Theme. Watching television was added to the analysis be-
cause it has become a dominant activity in modern adolescents” lives.

Quality of Experience in Daily Activities

The overall quality of experience associated with the selected daily activities
is reported in Table 1. Studying at home was characterized by very high engage-
ment, 2(118) = 14. p < .001, and average confidence. Mood and intrinsic motiva-
tion were significantly lower than the mean, f(11R)=—8.8,p < 001, and H(119) =

P L
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TABLE 1
Quality of Experience in Daily Activities

Studying Watching Structured
at home Classwork television leisure
Variable (n= 1200 (n= 119" (n = 106)* (n =103
Mood G 5 ks -06 -0 08
Happy —22Ex® A Wl .08 (5%
Cheerful — 22k -08 04 09
Sociable —dGH** A0* —15* -.05
Friendly — 11%* =07 0 .03
Engagement R ) Rl — GTFF 15%
Concentration Y Al I Vi - 17* 22k
Alert LOB* .08 —. 34Kk 14*
Active ek loks 05 —52k4* 4F
At stake JJRREE JiEEE —ROF** -02
Confidence 04 —A3H 26F** 25k
Control .01 —20%%* 07 13#
Clear o7 —14%* 0 20%#*
Unself-conscicus 1 5%wx — 29k *¥ Z1¥E 03
Relaxed -.08* ) Ll JREAk el b
Intrinsic motivation —GO¥** = 52%*% ) Ralale Gk
Free L —JgFE* ZREEE AQEEE
Wish to do activity — dqEE* = FTEE* 2FEkE 45erk
Ease of concentration —T5%k* —ARHH* 3Gk E* B5EER
Excited I — 1§ -10 16
Creative 1 06 —3Qxr* 22%*
Satisfaction -.08 O I —.18%* 16%
Goals S5k 24E** —.S(pFH* 15
Number of self-reports 846 753 394 343

iNumber of participants.
*p < .05. *%p < .01, **¥p < 001

—14.8, p < 001, respectively, and lower than the scores reported in the other ac-
tivity categories, as shown by analysis of variance, F(3) = 12.7, p < 001, and
F(3) = 121.9, p < 001, respectively. In particular, the students did not feel free
to choose whether to study or not, {(118) = —10.4, p < 001, and they found it dif-
ficult to concentrate, #(119)=—13.5,p < {001. However, they did concentrate on
the task at hand, #(119) = 11.1, p < .00}, reporting high goals, 7(86) = 8.2, p <
.001, and high scores for the variable at stake, 7(119) = 13.4, p < .001. As Table
1 shows, studying at home was the most engaging daily activity, F(3) = 100.9,
p < 001. At the same time, the students could organize and structure their ener-
gy and involvement at will, without adult control, evaluation, or comparison, as
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shown by the average level of perceived confidence and specifically lack of self-
consciousness, {119)=5.2, p < .001,

Classwork was similarly associated with significantly high engagement,
#117) = 6.9, p < .001, even if it was not rated as high as studying at home. As
expected, intrinsic motivation was negative, H(117) = —10.7, p < .001, because
studying at school involves compulsory activities directed and structured mainly
by adults. Moreover, the presence of other people, whether they were peers or
teachers, had a relevant impact on our sample’s confidence, making the levei
drop significantly betow the average, K(117) = -9.4, p < .001. In contrast with the
experience reported for studying at home, students at school were confronted
with classmates and with oral and written examinations. Thus they felt extreme-
ly self-conscious, r{118) =—6.7, p <.001, and found it hard to concentrate, #{118)
= —10.1, p < .001. At the same time, average mood values could be related to the
presence of other people, as opposed to studying at home, an activity often car-
ried out on one’s own, in solitude, and with no external sources of comparison.

Watching television revealed rather unique experiential features, in contrast
with the overall experience associated with studying. Engagement was extremely
low, #(104) = —10.6, p < .001, along with the goals perceived in the activity, #(78)
= —11.8, p < .001. Watching television is clearly a passive leisure activity but
freely sought after and intrinsically motivated, #102) = 5.6, p < .00L. Students
also reported average mood and high confidence, (104) = 5.3, p <.001; they were
moderately in control of the situation, relaxed, #(104) = 6.3, p < 00, and unseif-
conscious, f{105) = 5.5, p < .00L.

Structured leisure was characterized by a globally positive experience. The
data indicated that the students freely chose to take part in structured leisure ac-
tivities such as sports, reading, arts, and hobbies, They reported being intrinsi-
cally motivated, #99) = 7.7, p < .001, engaged, #(101} = 2.2, p < .04, and at the
same time confident, # L01) = 4.6, p < .001. This kind of overall positive profile
is close to Optimal Experience, but with a major important difference: Structured
leisure does not pose high significant goals and is not worth committing as much
personal engagement to as is studying.

Because we wanted to understand the importance and the far-reaching ef-
fects of the selected activities in our sample’s daily lives, our analysis went be-
yond the investigation of overall experiential profile. Each activity was alterna-
tively and consequently associated with different kinds of experiential states on
the grounds of the relationship perceived between challenges and skills with re-
spect to the subjective mean. In particular, our attention was focused on the ex-
perience associated with these activities in Channel 2 and Channel 6.

Activity Distribution in Channel 2 and Channel 6

Quite relevant differences were identified in our sample (see Table 2). In
Channel 2, studying at home and socializing were the prevailing activities. Class-




156 Genetic, Social, and Generul Psycholoyy Monographs

TABLE 2
Activity Percentage Distribution

Channel 2 Channel 6
Activity (n = 892) (n=T71)
Classwork 14.2 17.4
Studying at home 224 17.5
Other studymg : 2.1 4.4
Structured leisure 10.5 38
Other leisure 35 53
Socializing 20.0 10.1
Watching television 34 11.5
Personal care 8.0 11.5
Transportation 4.6 4.0
Chores and errands 1.8 1.8
Thinking 21 1.7
Other 7.4 11.0

*Number of self-reports

work, structured leisure, and personal care came next. Watching television was
reported only 3.4% of the time, half the figure in the average frequency distribu-
tion (Figure 2). In Channel 6, again, studying at home was reported with the
highest frequency, although less frequently than in Channel 2. Classwork fol-
lowed, with a slightly lower percentage. Both personal care and waiching televi-
sion were reported more frequently than they were in Channel 2, whereas so-
ctalizing dropped to 10.1% and structured leisure to 3.8%. In particular, the
analysis of the frequency distributions in the two channels highlights peculiar
opposite patterns for watching television and structured leisure. Watching televi-
sion fell mostly into Channel 4 (26.6%) and Changel 6 (22.6%), which are char-
acterized by low levels of challenges. On the contrary, structured leisure had the
highest frequency in Channel 2 (27.4%), showing that it is perceived as an op-
portunity for action and self-expression.

The data in Table 1 show the distinct experiential profiles for the four activ-
ities selected for analysis. We examined whether such difterences could be de-
tected also within Channel 2 and Channel 6, and whether there were salient char-
acteristics that could help us understand how adolescents cope with Apathy or
find Flow in the selected activities.

Flow and Apathy in the Selected Activities

In Channel 2, all the variables had higher scores (see Table 3), whether, on
average, they were positive or negative. The score for mood was significantly
higher than the subjective mean for classwork, #70) =3, p < .004, and watching
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television, £22) = 3, p < .008; it was positive but not significant for structured
leisure, and not as negative as the average for studying at home, (79) = -2.2,
p < .03. Engagement was high for all activities, including watching television,
which was significantly negative on average. However, the variable at stake was
still negative for watching television, hinting at the global passivity of watching
television, and it became significantly positive for structured leisure, #50) = 2.9,
p < .006. Confidence, too, was high for all activities and positive for classwork,
which, on average, had significantly negative values for this dimension of expe-
rience. Intrinsic motivation improved: Even if it was still negative for studying at
home, #(79) = —2.5, p < .02, it was close to the mean for classwork and signifi-

TABLE 3
Quality of Experience in Channel 2

Studying Watching Structured
at home Classwork television leisure
Variable (n=81)p =71y {(n=23) (n=51)p
Mood —-.16* 26%% A5Ex 16
Happy .01 19* 4Ao* A2xE*
Cheerful —-12 18* 33 24%
Sociable — 45wk 19* g2+ -.18
Friendly 12 21* A1 Al
Engagement H2R** TRk 26 52wk
Concentration R JJQFxx GO*+* Y b
Alert 25Hk* JgEEE JH2xEk .16
Active i b J5Hwk -03 Y
At stake R GOF** =21 35%*
Confidence A4EF* 17 29% AGEE
Control AQFA* I hb S0** A0k
Clear 36k ek AkE 32 3Gk ok
Unself-conscious 25ENE —27* 04 15
Relaxed .05 -18 .05 Y il
{ntrinsic motivation -21* 10 Bk JEHkH
Free —~.18* 04 Sgr* ol hanie
Wish to do activity —13 15 STHEE JJ2EEE
Ease of concentration —24%* —28%* % Sl B2w*
Excited .0 2B** K S5rx
Creative 3TNk et fkled 13 @k
Satisfaction Ak R 3o* BOH**
Goals [GO# ¥k Tl 1 S52%%
Number of self-reports 200 127 30 094

INumber of participants.
*n < 05, ¥*p < 01, ***+p < 001
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cantly high for watching television, #(22) = 7.6, p < .001, and structured leisure,

1(46) = 10.8, p < .001,

In Channel 6 (Table 4), experience was globally negative for all but a few

meaningful exceptions.

Not surprisingly, mood was extremely negative for studying at home, #71) =
-7, p < .001, and classwork, #(70) = =3.1, p < .004, and not as low for watching
television, #(51) = —2.6, p < .02, and structured leisure. Engagement was still as-
tonishingly high for studying at home, {71) = 2.9, p < .006, if we remember that
Channel 6 is characterized by challenges and skills below average and that all the

TABLE 4
Quality of Experience in Channel 6
Studying Watching Structured
at home Classwork television leisure
Variable (n=T72) n="73¢ (n=52) (n =200
Meod — 5k —32%* —27* .02
Happy — 4k —4B¥F* - 10 25
Cheerful —.39%x* ~26%* -10 17
Sociable —.52%k® Q0 =31k -21
Friendly —35%*% =21 -23 -15
Engagement 26%* —.33%%% e Kl -21
Concentration 12 =21* — 4] ** -18
Alent -07 —28%* —55%*% 35
Active 09 =33k A b =01
At stake 4GFF* - 15 —.BGF** —58%*
Confidence —28%x — 8(p** .03 03
Control —.20%% — J2H*® -.10 =34
Clear —.24* —50*** —28%* -14
Unself-conscious 2 - Sk 18* 31
Relaxed — 2T —4qEx* 30** 25
Intrinsic motivation —1.22%%% —. ] 2%** 03 -0
Free — B —BOF** .14 .19
Wish to do activity — B4k —B4rE* -.05 -03
Ease of concentration —1, ] %% — B2k .19 04
Excited =T - OTFEE - 36%% -05
Creative 27 - 26% ] bt 02
Satisfaction —5g*¥* — T3%s —3 ¥ —-43
Goals AB** -.16 — 5R**k -29
Number of self-reports 135 134 89 29

*Number of participants.

*p < 05, %*p < D1, ***p < 001
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other major variables were negative for studying at home. Engagement dropped
to values lower than average for classwork, #(70) = 3.7, p < 001, watching tele-
vision, 51) =-9, p < .001, and structured leisure. Confidence was significantly
lower for studying at home, {70) = —2.8, p < .007, and classwork, #72) = -9.2,
p < 001, whereas it was close to the mean for watching television and structured
leisure. Again, intrinsic motivation was significantly negative for studying at
home, 1(71) = -13.9, p < 001, and classwork, #(69) =—~12.8, p < .001, and it was
close to the average for watching television and structured leisure.

Fluctuation of Experience in the Rings

Tables 5 and 6 show the percentage distribution of the activities in Channel
2 and Channel 6 and the related fiuctuations of experience in the rings of the ex-
perience fluctuation model. Studying at home and classwork showed clear pat-
terns of fluctuation passing from Ring 1 to Ring 3, both in Channel 2 and Chan-
nel 6. Experience became more and more positive in Channel 2 and more and
more negative in Channel 6. Both studying activities emerged as sources of com-
plexity in daily life and as potential components of personal Life Theme, thanks

TABLE 5
Quality of Experience in the Rings—Channel 2

[ntrinsic
Ring Mood Engagement Confidence motivation S5* »° %n®
Studying at home 118 199
Ring 1 -.29% k.1 Q2% —-47%%* 41 57 28.6
Ring 2 -08 BoFEH AFEE* —.26* 56 108 543
Ring 3 ] ** 1.15%*# G2 k¥ .0l 21 34 171
Classwork 92 121
Ring 1 17 ok L -.18 -.06 29 37 306
Ring 2 At TJe¥* 26% 05 4 64 529
Ring 3 G2 1.23%%* 60* 40 19 20 165
Watching television 27 30
Ring 1 55+ A3 A4* GOF A 9 1l 367
Ring 2 42 20 25 B Sl 13 14 466
Ring 3 31 45 .55 5 5 5 167
Structured leisure 63 93
Ring 1 -.05 -.26 .10 A4+ 16 13 140
Ring 2 .08 38* It Jax®k 33 55 591
Ring 3 .25 O5xx* AS%* D2kx% 21 25 269

"Number of participants. "Number of self-reports.
*p < (5. **p < 0L ***p < 001,
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TABLE 6
Quality of Experience in the Rings—Channel 6
Intrinsic

Ring Mood Engagement Confidence motivation 382 n®  %n®
Studying at home 92 132

Ring 1 —.50%* ) s -4 —1.08%** 36 45 34.1

Ring 2 -60*** 12 —26%* ~1.26%** 39 67 508

Ring 3 —-69%*  -.05 -~ 92% ~-133%=x 17 20 51
Classwork 93 129

Ring 1 =30 -.03 —50% —92%xx D2 3] 24.]

Ring 2 -.19 — 5% = 4%k ] 14%%* 53 75 5381

Ring 3 —-61* —.53% ~1 17%*%  _1.33%=% 18 23 178
Watching television 60 B8

Ring 1 -02 -.36 Al* 28 g 12 136

Ring 2 -17 .1 g .06 10 37 58 6359

Ring 3 ~02% 141k ~16 -.30 14 18 205
Structured leisure 23 29

Ring 1 .59* -25 .51 A3 8 10 345

Ring 2 -.28 05 -11 -04 10 14 483

Ring 3 A1 —-.60 -.04 .14 5 3 172

“Number of participants "Number of self-reports.
*p < 05, ¥*p < O1. ***p < 001.

1o the major role played by engagement. Even if Ring 3 in Channel 2 was not the
most frequent ring for these activities, engagement was the crucial component of
experience for studying at home, #20) = 742, p < .001, and classwork, #18) =
8.61, p < .001. Engagement was even positive in Ring 1 in Channel 6 for study-
ing at home, 1(34) = 4,10, p < .001, and not as dramatically negative in Ring 3
for classwork, #(50) = —3.22, p < .002, as it was for watching television, f{13) =
-9.95, p < .001.

Watching television rarely fell into Channel 2; therefore, little can be said
about its experiential fluctuation in the rings. There was no clear improvement in
the experiential dimensions passing from Ring 1 to Ring 3. Moreover, in Channel
6, watching television had the highest percentage in Ring 3 (20.5%). In this area,
the value of engagement dropped dramatically, #(13) = —9.95, p < .001. However,
even in Ring 3, intrinsic motivation and confidence did not become as negative as
in studying at home, #(16) =—17.4, p < .001; {16} = —3.90, p < .001, respective-
ly, or classwork, {15) = —7.46, p < .001; {17) = —4.21, p < .001, respectively.

Structured leisure was seldom associated with Channel 6; therefore, its ex-
periential pattern was globally nonsignificant. However, we noticed that it was
not extremely negative, in line with its overall experiential profile. Mood was sig-
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nificantly positive in Ring 1, {7} = 2.68, p < .031, slightly negative in Ring 2,
and about average in Ring 3; intrinsic motivation was moderately positive in
Ring 1, moderately negative in Ring 2, and moderately positive in Ring 3. Con-
versely, in Channel 2, structured leisure showed the highest frequency of reports
in Ring 3 (26.9%) compared with the other selected activities. In this case, the
most important dimension was intrinsic motivation, which had the highest score,
#(20) = 7.74, p < .001. Engagement was not as high as in studying at home and
classwork, but for structured leisure it was still the dimension with the highest
rating, {19} = 5.28, p < .001.

Discussion

On the basis of the present analyses, we can attempt 1o define the role each
activity is likely to play in the lives of these adolescents.

In general, studying was the major activity these adolescents carried out
daily. Despite being a compulsory activity, it is engaging, requires concentration,
and is likely to be associated with Optimal Experience. Therefore, studying can
be preferentially selected and cultivated as a component of personal Life Theme.
When studying at home, these students were often alone and wished to be doing
something else: Their mood and intrinsic motivation were negative, even in
Channel 2. However, many studies (Csikszentrmihalyi, 1996; Delle Fave & Lar-
son, 1986; Larson, 1997) have shown that solitude can be a fruitful opportunity
for creative behavior and personal growth, and for building identity. Especially
from early adolescence on, solitude has a constructive role as a strategic retreat
that complements social experience and enhances self-confidence. Moreover, the
adolescents in this study associated studying at home with very high levels of en-
gagement and clear goals that remained positive and above average, even when
challenges and skills were negative and below the mean, as in Channel 6.

Watching television was more commonly associated with Apathy than with
Optimal Experience. Other studies have pointed out that adolescents’ private use
of media can be a source of behavioral and identity models (Larson, 1995), and
that watching television has a better experiential profile when it is not a solitary
activity and other members of the family are present (Delle Fave, 1998). Whether
on average, in Channel 2, or in Channel 6, watching television was never associ-
ated with an extremely negative experience in terms of mood, motivation, or con-
fidence. It was freely sought after, relaxing, and under control. However, our
sample was extremely passive while watching television. No goals were set, no
stakes were made, and no engagement was perceived in the activity,

Finally, structured leisure was characterized by an average experience close
to Flow. In general, our students reported average engagement, high confidence,
and high intrinsic motivation. The distribution percentage of structured leisure
and the associated experience in Ring 3 of Channel 2 suggest that this activity
can be a source of complexity in behavior. In addition to high engagement—
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even if not as high as in studying at home and classwork—no other activity was
so intrinsically motivated and thus freely chosen and carried out as was struc-
tured leisure.

The results of the present study may have theoretical and practical implica-
tions. First, the major theoretical contribution resides in the identification of one
of the basic aspects of Flow, namely engagement. Its main implication is in the
long-term perspective. The values of engagement in the various activities can be
indices of complexity and predictors of future goals and activity cultivation (see
also Greene & Miller, 1996; Higgins & Trope, 1990; Wehlage, 1989). In particu-
lar, even compulsory activities such as studying at home and doing classwork can
be perceived as sources of Flow and can therefore influence individuals’ lives and
future vocational choices. In these cases, the main feature of Optimal Experience
is engagement in the activity and the improvement of the quality of the experience
in the rings of Channe} 2. Engagemeat in studying at home is a crucial dimenston
of experience, even when challenges and skills are below average and Apathy
rises. Therefore, engagement can be considered a key variable in shaping Optimal
Experience and a potential means of stepping out of Apathy {Channel ).

In contrast with productive activities, watching television is characterized by
predominant high values for intrinsic motivation and confidence. Both dimen-
sions are significantly positive in Channel 2, and about average in Channel 6. As
has also been found in other research studies, watching television is considered
a relaxing leisure activity (Kleiber, Larson, & Csikszentmihalyi, 1986; Kubey &
Csikszentmihalyi, 1990): On the grounds of its positive emotional and motiva-
tional features, in Channel 6 it exerts a sort of “parachute effect,” preventing ado-
lescents’ attention and consciousness from falling into irreversible disorder
(Delle Fave & Massimini, 1994: Delle Fave, Massimini, & Bomi Gaspardin,
1993). However, the lack of goals and engagement make it difficult for adoles-
cents to step out of Apathy and head toward more complex and challenging op-
portunities for action. Therefore, watching television is not a source of long-term
growth, and it is seldom associated with Channel 2 and Optimal Experience
(Massimini, Delle Fave, & Borri Gaspardin, 1992}.

In contrast, structured leisure activities offer high levels of engagement and
intrinsic motivation, can attract adolescents’ attention, and represent a complex
source of Flow. In general, frec-time activities have been identified as involving
great freedom, intrinsic motivation, and positive affect (Kleiber, Larson, & Csik-
szentmihalyi, 1986). However, being unstructured and free, these activities can
easily be associated with Apathy or even socially harmful behaviors. Structured
leisure, instead, includes transitional activities similar in demand characteristics
to serious adult roles. Thus, it can play a short-term structuring role in adoles-
cents’ personal development (Kleiber & Kirshnit, 1991; Kleiber, Larson, & Csik-
szentmihalyi, 1986) and can be crucial for an orderly and socially integrated tran-
sition toward adult behaviors.

The experiential profile associated with the students’ most frequent activities
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varies not only according to the challenges/skills ratio (channels} but also ac-
cording to the intensity of the relationship (rings). The higher the balanced ratio
between opportunities for action and abilities in facing them, the more positive
and complex the associated experience. By contrast, experience gets worse and
worse when challenges and skills plunge below the average. Yet each activity re-
tains its unique profile across the rings.

In particular, the pattern of experience fluctuation in the rings of Channel 2
emphasizes the roles of studying and structured leisure in adolescents’ develop-
ment. Thanks to their intrinsic complexity, these activities are virtually unlimit-
ed sources of challenges that can be faced with a suitable increase in personal
skills. Therefore, they can be cultivated and become part of the Life Theme.
Moreover, the association of studying with Optimal Experience is particularly
meaningful in that this activity provides skills and information that can be useful
for building adolescents’ social and cultural identities.

Second, the findings from this study have practical value. On the one hand,
the results show the methodological usefulness of the ESM and the experience
fluctuation model in coding, assessing, and interpreting how students perceive
their evervday contexts, activities. and associated experiences. On the other hand,
the results provide interesting suggestions in terms of adolescents’ behavior and
psychosocial interventions. Knowing the major experiential compaonents of Apa-
thy and the activities that are likely to be associated with it, researchers can have
a better understanding of the anatomy of deviant behavior (Delle Fave & Massi-
mini, {992} in school, at home, or in interactions with peers and society (Csik-
szentmihalyi & Larson, 1978). They can also investigate maladjusted behaviors as
possibly associated with Flow-like experiences and intrinsic reward {Delle Fave,
1996¢). Finally, they can help adolescents look for complex and socially accepted
activities that can be an opportunity for challenges and Optimal Experience.

Conclusions

Adolescence is a crucial period for building life goals and values. Not only
do teenagers face deep changes at the physical and psychotogical levels, but they
also have to cope with the demands of their cultural environment. As this study
shows, the quality of experience they associate with daily activities can direct their
psychological selection, namely, the process that allows them to identify those ac-
tivities and contexts that will be preferentially cultivated in their future lives.

In particular, the association of Flow with culturally meaningful activities,
such as studying, is an important premise for individual future ability to suc-
cessfully cope with the challenges of the productive world. Adolescents can be
equipped to perceive significant opporiunities for engagement and personal
growth in their work. As clearly shown in the present study, Flow does not nec-
essarily mean fun. It is a complex and structured experience that helps individu-
als actively shape their own life goals and identity. For example, regarding study-
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ing, a school system based on passive learning and the transmission of ready-
made easy notions can lead students to Apathy, lack of involvement in school
subjects, and a search for alternative, sometimes deviant sources of Optimal Ex-
perience. Students should be encouraged to use their abilities and to find chal-
lenges during classwork and homework (Ranson & Martin, 1996).

At the same time, selective allocation of attention and energy to structured
leisure activities can help students organize free time in their search for high
challenges and active involvement. Activities such as reading, sport, arts, and
hobbies can become effective sources of Flow experience, thanks to their com-
plex structure and to the intrinsic motivation and engagement adolescents report
in performing them.

In contrast with previous generations, adolescents in post-industrial societies
have more time to define their Life Theme and main goals. School and free time
are the two main contexts in which they can put themselves to the test, discover
their attitudes, and build their skills. Teenagers’ successful integration into the
cultural environment is rooted in the active selection of the available opportuni-
ties for action. The level of complexity and cultural relevance of the activities
they preferentially cultivate as sources of Flow experience will influence the
quality and extent of their personal growth and development. To provide youths
with enriching and challenging environments, educators and parents should pay
attention to these issues. Thus, they can help adolescents make their lives worth
experiencing, with engagement and motivation in pursuing adult life goals.

REFERENCES

Ayers, 8. (1997). The application of chaos theory to psychology. Theory & Psychology,
7(3), 373398,

Benjamin, M., & Hollings, A. E. (1995). Toward a theory of student satisfaction: An ex-
ploratory study of the “Quality of Student Life.” Journal of Coliege Student Develop-
ment, 36(6), 574-586.

Brooks-Gunn, 1., & Attie, L (1996). Developmental psychopathology in the context of
adolescence. In M. F, Lenzenweger & J. J. Haugaard (Eds.), Frontiers of developmen-
tal psychopathology (pp. 148-189). New York: Oxford University Press.

Commons, M. L., & Richards, E A. (1984). A general mode! of stage theory. In M. Com-
mons, F. Richards, & C. Armon (Eds.), Beyond formal operations: Late adolescent and
adult cognitive developmenr (pp. 120-140). New York: Pracger.

Csikszentmihalyi, M. (1975). Beyond boredom and anxiery. San Francisco: Jossey-Bass.

Csikszentmihalyi, M. (1978). Attention and the holistic approach to behavior. In K. S.
Pope & J. L. Singer (Eds.), The stream of consciousness (pp. 335-358). New York:
Plenum Press.

Csikszentmihalyi, M. (1982). Toward a psychology of Optimal Experience. In L. Wheel-
er (Ed.), Review of personality and social psychology (Vol. 3, pp. 13-36). Beverly
Hills, CA: Sage.

Csikszentmihalyi, M. (1996). Creativity. Flow and the psychology of discovery and in-
vention. New York: HarperCollins.

Csikszentmihalyi, M., & Beattie, O. (1979). Life themes: A theoretical and empirical ex-
ploration of their origins and effect. Journal of Humanistic Psychology, 19(1), 45-63.



Delle Fave & Basst 365

Csikszentmihalyi, M., & Csikszentmuhalyi, [ (Eds.). (1988). Optimal Experience. Psy-
chological studies of Flow in consciousness. New York: Cambnidge University Press.

Csikszentmihalyi, M., & Larson, R. (1978). Intrinsic rewards in school crime. Crime &
Delinquency, 24(3), 322-333.

Csikszentmihalyi, M., & Larson, R. (1984). Being adolescent New York: Basic Books.

Csikszentmihalyi, M., Larson, R., & Prescott, §. (1977). The ecology of adolescent activ-
ity and experience. Journal of Youth and Adolescence, 6, 281-294.

Csikszentmihalyi, M., & Massiminy, F. (1985). On the psychological selection of bio-cul-
tural information. New Ideas in Psychology, 3(2), 115-138.

Delle Fave, A. (1996z). Esperienza ottimale ¢ sviluppo del comportamento: Evidenze
sperimentaii [Optumal expenence and behavior development: Experimental evidence|.
[n E Massimini, P. Inghullen, & A. Delle Fave (Eds.), La selezione psicologica umana.
Teoria e metodo d'analisi (pp. 569-598). Milan, laly: Cooperativa Libraria IULM.

Delle Fave, A. (1996b). Espenenza ottimale e fluttvazioni dello stato di coscienza: risul-
tatr spenmertalt [Optimal experience and fluctuations of the state of consciousness].
In F. Massimini, P. Inghillen, & A. Delle Fave (Eds.), La sefezone psicologica umana.
Teoria e metode d analisi (pp. 541-568). Milan, ltaty: Cooperativa Libraria TULM,

Delle Fave, A. (1996¢). Tossicodipendenza e qualitd dell’espenenza: un fenomeno di
mimetismo {Drug addiction and quahity of experience: A mumetic phenomenen]. In F.
Masstmin, P. Inghillen, & A. Delle Fave (Eds.), La selezione psicologica wnana. Teo-
ria ¢ metodo d'analisi (pp. 635-652). Mtlan, Italy: Cooperativa Librana [ULM.,

Delle Fave, A. (1998, July). fralian adolescents and daily family mteraction: The influ-
ence of gender and cultural context on subjective experience. Paper presented al the
XVih International Society for the Study of Behavioral Development meeting, Berne,
Switzerland,

Delle Fave, A.. & Larson R. (1986). Solitudine ed evoluzione culturale [Solitude and cul-
tural evolution]. In B Massimim & P. Inghillen (Eds.), L'esperienza quotidiana—Teo-
ria e metoda d'analisi (pp. 319-344}. Milan, Ialy: Franco Angel1.

Delle Fave, A., & Massimini, F. {1992). The ESM and the measurement of chinical
change: A case of anxiety disorder. In M. W. deVries (Ed.), The experience of psy-
chopathology (pp. 280-289). New York: Cambridge University Press.

Delle Fave, A., & Massimni, F. (1994). Frequenza della truizione televisiva quotidiana e
qualitd dell’esperienza [Daily frequency of TV watching and the quality of experi-
ence]. fkon, 28, 11-39.

Delle Fave, A.. Massimini. F, & Borri Gaspardin, M. {1993). Televisione e qualita del-
"esperienza quotidiana [Television and daily quahty of experience]. fkon, 26, 81-109.

Dornbusch, 8., & Glasgow, K. L. (1995). The structural context of family-school relations.
In A. Booth & I. F. Dunn (Eds.), Famuly-school links: How do they affect educanonal
outcomes? (pp. 35-55). Mahwah, NJ- Erlbaum

Duke, M. P. (1994). Chaos theory and psychology: Seven proposiions. Genetic, Social,
and General Psychology Monographs, 120(3), 265-286.

Eidelson, R. J. (1997). Complex adaptive systems in the behavioural and socal sciences.
Review in General Psychology, 1(1), 42-71.

Ferrari, M., & Mahalingam, R. (1998). Personai cognutive development and its implica-
tions for teaching and learning. Educational Psychologist, 33(1). 35-44.

Fischer, K. (1980). A theory of cognitive development: The control and construction of hi-
erarchies of skills. Psychological Review, 87, 477-531.

Freeman. M., & Robinson, R. E. (1990}, The development within: An alternative approach
1o the study of lives. New Ideas in Psychology, 8(1), 53-72.

Gauze, C., Bukowski, M., Aquan-Assee, J., & Sippola, L. K. (1996) Interactions between
family environment and friendship and associations with self-perceived well-being




This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

D bpmerra) Ps/ebslegy

Journal of Consutting and Clinical Psychology
1989, Val. 57, No. 4'1'496-499

t 1989 by the A
Copyright 1989 by mm“%ww

Levels of Hopelessness in Children and Adolescents:
A Developmental Perspective

Javad H. Kashani

Depariments of Psychiatry, Psychology, Pediatrics, and Medicine
University of Missouri—Columbia

John C. Reid :
Division of Biostatistics
School of Medicine
University of Missouri—Columbia

Tomas K. Rosenberg
University of Missouri—Columbia

We investigated hopelessness at 3 age levels (8-, 12-, and 17-year-olds) in 210 children and adolescents
from a community sample derived from public school listings of 4,810 children in a midwestern
college town. The sample included 105 boys and 103 girls, and there were 70 subjects in each age
group. The major finding was that children with high hopelessness scores are at greater risk not only
for suicide and depression as revealed by the Child Assessment Schedule and ihe Birleson Depression
Scale but also for gverall psychopathology. This study suggests that hopelessness does not increase
from preadolescence to adolescence in a general population,

Hopelessness in adults has been the subject of recent research
by several investigators (Beck, Kovacs, & Weissman, 1975;
Beck, Weissman, Lester, & Trexler, 1974; Dyer & Kreitman,
1984; Wetzel, 1976). Defined as a negative expectation toward
the future, hopelessness as a sympiom is significant both as a
component of depression and as it relates to completed suicide,
Beck, Steer, Kovacs, and Garrison (1985) found that hopeless-
ness predicted eventual suicide in patients hospitalized for de-
pression—specifically, in predicting future suicide among ide-
ators. Beck et al. viewed hopelessness not as a stable frait, but
rather as a dynamic psychological state subject to escalation
during intrapsychic disturbances.

The interest in hopelessness in children is more recent. Most
studies of hopelessness, depression, and suicide have been con-
ducted almost exclusively with adults (Kazdin, French, Unis,
Esveldt-Dawson, & Sherick, 1983). Kazdin et al. {1983) devel-
oped a hopelessness scale for children modeled after the Beck
Hopelessness Scale (Beck et al., 1975) for adults, and they re-
ported its psychometric properties in a sampile of children in an
inpatient psychiatric unit (Kazdin, Rodgers, & Colbus, 1986).

The theoretical literature has predicted that the manifesta-
tion of hopelessness requires a level of cognitive functioning
higher than that present in most young children (Carlson &
Garber, 1986; Rutter, 1988). However, empirical data and nor-
mative distributions of hopelessness in the general population
of children and adolescents are generally lacking, Initial studies
addressed some developmental aspects of hopelessness; Kazdin
et al. {1986) recommended further study of a nonclinic sample
and a more rigorous developmental study of hopelessness from
the general population.

This article reports the prevalence of hopelessness in children

Correspondence concerning this article should be addressed to Javad
H. Kashani, Department of Psychiatry, University of Missouri—Co-
lumbia, 3 Hospital Drive, Columbia, Missouri 65201.
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and adolescents of three different age groups, the relationship
of hopelessness o demographic variables and recurrent suicidal
ideation, and the categorical as well as dimensional approach
to psychopathology. In addition, we explored the potential use-
fuiness of extending the hopelessness construct to include hope-
fulness.

Method

Subjects

Prior to sampling, we decided to have equal gender representation
(105 bays and 105 girls) and an equai number of §-, 12-, and 17-year-
olds (70 subjects of each age, with an equal number of boys and girls in
each group). We chose 8-year-okis to reflect the early stage of preadoles-
cence, | 7-year-olds to reflect late adolescence, and 1 2-yeae-olds to repre-
sent the transitional period before the teen years when youngsters have
reached or spon will reach puberty. The sample consisted of 210 chil-
dren selected by taking a systematic sample from the public school list-
ings of 4,810 children (in a midwestern college town having a predomi-
nantly professional population) after stratifying the lists by the three age
groups and sex. The sample's sociceconomic status (SES; Hollingshead
& Redlich, 1958) was as fotlows: Class [, 20%; Class T1, 34.8%; Class ITI,
27.1%; Qlass IV, 16.7%; and Class V, 1.4%. The racial breakdown was
Caucasian, 89%; Black, 9%; and QOriental/Other, 2%. (The catchment
area was 90% Caucasian, 8% Black, 1% Criental, and 1% Hispanic.) Of
the children’s families, 162 classified themselves as married and 48 as
divorced,

Procedure

The children’s Eamilies were approached by telephone, with the ex-
perimenters explaining the procedure and mentioning the incentive for
participation {$50.00 per child). An interview took place in the subject’s
home and consisted of the administration of a structured interview, a
hopelessness scale, a depression insirument, an anxiety instrument, and
other scales. We calted 377 families, and 289 (77%} agread to partici-
pate. We halted the interview procedures when the predetermined sam-
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ple size for age and pender was seached. Interviews were conducted by
doctoral stedents in psychology or child and family development. Train-
ing in the administration of the interview (the Child Asseesment Sched-
ule) was continued until the interviewers met the following criteria: {a)
an item-by-item criterion of Kappa = .80 during practice role playing
of the interview, and (b} an intesrater reliabiiity criterion of k = .85. To
prevent interviewer’s drift and raintain quality control, we conducted
woekly meetings to rereview scoring procedures and appropriate probes
in DSM-IIT (third edition of the Diagnostic and Statistical Manual af
Mental Disorders, American Psychiatric Association, 1980) criteria, to
discuss concerns, and to check each completed interview to ensure that
it bad been scored in its entirety.

Measures

Hopelessness group composition. Children were assigned to one of
three groups on the basis of their scores on Kazdin's Hopelessness Scale
for Children. Developed by Kazdin ¢t al. (1983), this hopelessness in-
strumemt containg 17 dichotomous items assessing negative expectan-
cies or hopeless ideation about the future and the self. A mixture of
iterns is usad to assess both paositive and negative expectancies, with
the positive items being reverse coded to yield a response indicative of
negative expectancies. The internal consistency ranges from .75 (Kaz-
din et al., 1983) to .97 (Kazdin et al., 1986).

The first group, showing “no hopelessness” (7 = 9), answered all
items in the positive, no-hopelesiness direction. Their mean hopeless-
ness score was zero {+0). The second group, which showed “moderate
hopelessness.” responded in the hopelessness direction to at least one
but nat more than six items (7 = 183, M = 3.00, SD = 1.46). The third
group, exhibiting “high hopelessness,” were those who answered seven
or more items in the hopelessness direction (n = 18, M = .17, 5D =
1.29). Determination of the cutoff score between the no-hopelessness
and the moderate-hopelessness groups was based en our desire to define
o contmasting group of *hopeful™ people. The cutoff score between the
moderate-hopelessness and high-hopelessness groups was two standard
deviations above the mean.

Child Assessment Schedule (CAS). This semistructured diagnostic
interview determines whether DSA/-JJI criteria are met for a aumber of
childhood and adolescent diagnoses, provides the number of symptoms
relevant to particular diagnoses (termed symprom complex scores), and
measures the dysfunction in the content arcas of school, friends, family,
and self-image. The symptoms for the various anxiety disorders were
grouped into a larger Anxiety Disorders metascale, and the symptoms
for the different types of conduct disorders were combined 1o form a
Conduct Disorders metascale. The reliability and validity of the CAS
have been reported by Hodges (1987).

Seven scales from the CAS were used in the analyses: the Total Psy-
chopathology scare, the Depression Symptom Complex score, the Anx-
jety Symptom Complex score, the Family Constent score, the Friends
Content score, the Self-Image Content score, and the School Content
score.

Revised Children’s Manifest Anxiety Scale (RCMAS). 'The RCMAS was
developed from the Children's Manifest Anxiety Scale by Reynolds and
Richmond (1978) to assess three facets of chronic, manifest anxiety:
Physiological, Worry/Oversensitivity, and Concentration. The structure
of the three-factor sofution 2ppearsto be stable (Reynolds & Richmond,
1978). Reynolds (1980) demonstrated 2 high degree of concurrent va-
lidity between the RCMAs and the State—Trait Anxiety Inventary for

Birleson Depression Scale (BRL). The 18 items measuring depres-
sion are summed to yield a single scale acore. Responses are made ona
3-point scale ranging from ( {never) to 2 (most of the time), The content
validity and reliability of the BRL are stable (Birleson, Hudson, Bu-
chanan, & Wolff, 1987).

Staristical analyses. Analysis of group differences for those depen-
dent variables that had a response range greater than five was performed
using the Kruskal-Wallig test (i.¢., the BRL, the three RCMaS subscales,
the CAS content area scales, and the CAS symptom complex scales).
For those dependent variables with excessive ties, a median split was
pexformed and the variables were then analyzed using chi-square. Anal-
yeis of group differences for dichotomous items (Le., the CAS generated
both diagnases and suicidal ideation) and for demographic data {i.e.,
SES, age, 2nd gender) was gccomplished by chi-square. The 5-point SES
scale was dicholomized (Classes [ and II forrned one group [n = 115),
and Classes IH, [V, and V formed a second group [ = 95]). A probabil-
ity level of p < .05 was used 10 assess significance; the Bonferroni corree-
tion yielded p < .003.

Results
Demographic Differences

No statistically significant differences emerged between the
no-, moderate-, and high-hopelessness groups due to age, x° (4,
N =210) = 5.62, p = .23, or 1o SES, x* (2, N = 210} = 4.02,
P = ns. There were significant differences in group membership
due to gender, x2 (2, N = 210) = 8.37, p = .015. Specifically, the
distribution of boys and girls in the three groups was as follows:
no hopelessness, boys = 1, girls = 8; moderate hopelessness,
boys = 98, girls = 85; and high hopelessness, boys = 6, girls =
12. Subsequent partitioning indicated there were more fernales
than expected in the no-hopelessness group, x* (1, N =210y =
5.69, p < .02. The hopelessness scores of the 48 children and
adolescents whose parents were divorced were slightly but not
gignificantly higher than those whose parents were married
(Wilcoxon test, p = .14),

Diagnostic Membership Differences

Examination of the relationship between the no-hopelessness
group and the two hopelessness groups combined on the pres-
ence of a symptom constellation for a DSM-IIT depression di-
agnosis (without regard for duration criteria, n = 22) indicated
no significant differences between the groups (p = .99, Fisher
exact test).

Neither were there differences between the two groups on the
presence of an anxiety diagnosis (a diagnosis frequently coexist-
ing with depression, p = .99, Fisher exact test) or on the pres-
ence of recurrent suicidal ideation (n = 14, p= .99, Fisher exact
test).

Scale Score Differences

The results from the comparison of the three hopelessness
groups on the psychopathology-related scales are shown in Ta-
ble 1. These results indicated that on both depression measures
{the BRL and the CAS symptom complex scales) there was a
significant difference among the various groups in the number
of depressive symploms. The no-hopelessness group had the
least number of depressive symptoms, and the high-hopeless-
ness group had the greatest number of depressive symptoms.

Results regarding the various anxiety measures were less
clearcut. There were no significant differences between the
three groups on the CAS symptom complex score for anxiety
{p = .22). However, there were significant differences between
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Table 1
Group Differences on the Psychopathology-Related Scale Scores
Moderate
No hopelessness hopelessness
(n=9) (n=18N (n=18)
Scale M SD M SD M sD v
Birleson Depression Scale 5.56 255 797 3.84 11,94 5.00 14.05*
CAS Depressicn Symptom Complex 2.56 1.74 5.06 362 9.00 5.05 17.05*
CAS Anxiety Symptom Complex 4.89 3.69 597 5.04 8.50 635 298
RCMAS Physiological 1.56 1.59 311 2.14 5.33 2.14 2L.33*
RCMAS Oversensitive 211 1.66 4.01 249 6.1l 2.30 16.10*
RCMAS Concentration 1.56 1.81 1.90 1.72 3.89 1. 17.27*
CAS School Content 0.33 0.71 1.1l 174 267 2.17 14.13*
CAS Self-Trnage Content 1.56 2,55 1.73 1.34 233 1.85 4.16
CAS Family Content .44 201 347 3.10 4.06 3.06 104
CAS Friends Content 1.00 1.41 0.79 1.17 1.44 142 4.51
CAS Total Symptoms 24.89 8.25 33.92 16.73 48.39 25.68 9.27*

Note. All analyses were performed using the Kruskal Wallis test. Even though means and standard devistions are not used in the statistical calcula-
tions, they are reported for the convenience of the reader, CAS = Child Assessment Schedule; RCMAS = Revised Children®s Manifest Anxjety Scale.

*p< .00

the three groups on all three subscales of the RCMas. These
differences indicated that the no-hopelessness group had the
least number of anxiety symptoms on all three subscales of the
RCMAS, whereas the high-hopelessness group had the greatest
number of anxiety symptams on all three subscales.

Comparisan of the four content areas of interest showed that
the School Problems content area score was significantly
different among the three groups. On this scale, the high-hope-
lessness group had a significanily greater number of school
problems than either the no-hopelessness or the moderate-
hopelessness group. There were no significant differences
among the three groups on the Self-Image content score, the
Family Problems content score, or the Friends cantent score
{ps = .12, .60, and .10). Finally, there was a significant differ-
ence on the CAS Total Symptoms score among the three groups;
the no-hopelessness group had the least number of symptoms,
and the high-hopelessness group had the highest total CAS
score.

Discussion

The major findings of this study can be summarized as fol-
lows: (a) Hopelessness did not increase with age from preadoles-
cence through adolescence; (b) children with & high hopeless-
ness score had a higher CAS Depression Symptom Complex
score and 2 higher score on the BRL; (c) children with a high
hopelessness score reported significantly more school prob-
lems; (d) high scorers on the Hopelessness Scale for Children
also had the greatest psychopathology as measured by the CAS
total score.

Before discussing the findings and their implications, we need
10 mention some of the limitations of this study. First, because
of the refatively small sample size, especially the paucity of chil-
dren and adolescents in the extreme hopelessness groups, the
results of this study must be viewed as tentative. Second, be-
cause the design of this study was cross-sectional rather than
longitudinal, we did not assess the effects of hopelessness in the

same person ¢ver time. Third, the criteria for hopelessness in
this study focused on dysfunction, with little or no attention
given to healthy functioning. If the study of hopelessness is lim-
ited to the prediction of psychopathology, applications of the
results of this study will be limited. On the other hand, the posi-
tive effect of a lack of hopelessness suggests that future studies
should examine both positive and negative characteristics.

This study measured three degrees of hopelessness: 10, mod-
erate, or high hopelessness. Previous studies were concerned
primarily with the negative impact of high hopelessness on sui-
cide and psychopathology; the positive buffering effects of a lack
of hopelessness were not investigated. However, given the dem-
onstrated effect of positive buffer variables such as social sup-
port (Sarason & Sarason, 1982) and hardiness (Kobasa, Maddi,
& Kahn, 1982), we feel that the same may be true for hopeful-
ness. The hopelessness instrument used in this study was not
designed to measure hopefulness.

We found no support for the theoretical assumption that neg-
ative expectations toward the Future are more kikely in adoles-
cence thas in childhood. It is interesting that a parallel situnation
is found with depression—namely, the common belief until a
decade ago that depression in children could not exist due foa
child’s inability to concepiualize the future (Rie, 1966). We
now know this is not the case.

The relationship between depression and hopelessness has
besn addressed in a study of a severely disturbed inpatient sam-
ple(Beck etal., 1985; Wetzel, 1976). The present study not only
confirms previous work but also evaluates the relationship from
multiple perspectives: (a) diagnostic categorization, (b) number
of depressive symptoms (symptom complex score), and () rat-
ing scale. The relationship proved significant in the latter two
areas,

H is noteworthy that in the no-hopelessness group there were
no suicidal children and that in only 4% of the moderate-hope-
lessness group was there recurrent suicidal ideation. In con-
trast, onc third (33.3%) of the high-hopelessness group had re-
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current suicidal ideation. Although the numbers for suicidal
idestion were 100 small to warrant positive findings, the possible
greater prevalence of suicidal ideation in the high-hopelessness
group suggests that the link between hopelessness and sunicide is
evident in both children and adolescents, just as it is in adults.
Therefore, strategies and treatment plans to reduce the risk of
suicide, especially in adolescents, require a greater focus on the
causes and correlates of hopelessness.

Content arcas measure a child’s functioning. The results
from this study indicate that high hopelessness was associated
with more problems in school functioning and performance.
This content area (school) was the only one that required work
from the individual. Convinced that his or her best efforts will
not ensure future success, a child may consider his or hey perfor-
mance in this sphere to be unimportant and useless, Given the
importance of the school environment to future accomplish-
ments and advances in life, further research on the mechanism
hinking hopelessness and school problems is a priority. Once we
confirm this finding and understand its basis, effective interven-
tion strategies can be developed.

Finally, the severity and degree of hopelessness were signifi-
cantly related to the total CAS score, indicating more psychopa-
thology in the group with higher hopelessness. In other words,
this measurement of hopelessness could possibly be integrated
with other instruments to predict and measure overall psycho-
pathology.
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This study examined the developmental trajectories of maladaptive perfectionism over

-year period among

African American youth living in an urban setting (N = 547). In particular, the study attempted to determine
whether two maladaptive aspects of perfectionism (socially prescribed and self-critical) changed over time
and could be distinguished by variables in 6th and 12th grades (M, at study entry [first grade] was
6.22 years [SD = 0.34]). Four classes best described the developmental trajectories on both measures of
maladaptive perfectionism: high, low, increasing, and decreasing. Sixth- and 12th-grade correlates, including
measures of internalizing symptoms, mostly confirmed the distinctiveness of these classes. Parallel process
analyses suggested that the two processes are complementary, yet distinct. Implications regarding the preven-

tion of maladaptive perfectionism are discussed.

Over the past two decades, evidence has accumu-
lated suggesting that perfectionism is a multidimen-
sional construct (Stoeber & Otto, 2006). Investigation
into the multiple dimensions of perfectionism has
mostly focused on distinguishing two higher order
perfectionism factors—positive-adaptive and nega-
tive-maladaptive—and the association of maladap-
tive perfectionism with various psychological
disorders (Frost et al., 1993). Increasing numbers of
studies with adolescents support the association of
maladaptive perfectionism with depression (Hug-
gins, Davis, Rooney, & Kane, 2008), anxiety (Essau,
Leung, Conradt, Cheng, & Wong, 2008, O'Connor,
Rasmussen, & Hawton, 2010), suicidal ideation
(Jacobs et al., 2009), eating disorders {Boone, Soen-
ens, Braet, & Goossens, 2010), and obsessive-com-
pulsive disorder (Ye, Rice, & Storch, 2008).
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Among the various conceptualizations of perfec-
tionistic dimensions, Hewitt and Flett’s (1991)
framework, which focuses on the interpersonal
origins of perfectionism, has received much atten-
tion. In particular, they differentiated perfectionistic
expectations that originated from one’s self (self-
oriented perfectionism [SOP]) from those that were
perceived as coming from others (socially pre-
scribed perfection [SPP]). SPP has been particularly
associated with higher levels of anxiety, depression,
and interpersonal problems (Klibert, Langhinrich-
sen-Rohling, & Saito, 2005). In contrast, researchers
have found that SOP, initially viewed as a negative
aspect by Hewitt and Flett, relates to positive out-
comes as well (e.g., Bieling, Israeli, Smith, &
Antony, 2003). More recently, using the Child and
Adolescents Perfectionism Scale (CAPS; Flett,
Hewitt, Boucher, Davidson, & Munro, 2000), two
factors have been differentiated within SOP—striving
and critical, which better distinguish the adaptive
and maladaptive components (McCreary, Joiner,
Schmidt, & Talongo, 2004; O'Connor, Dixon, & Ras-
mussen, 2009). The critical factor (SOP-C) i3 associ-
ated more strongly with depression and ardety
(McCreary et al., 2004; Wang, Slaney, & Rice, 2007).
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The primary hypothesized mechanisms by which
SOP-C and SPP lead to intermalizing symptoms
include cognitive discrepancies (between perceived
and desired self), interpersonal distress, and
achievement-related stress (Hewitt, Flett, & Ediger,
1996; Rice, Ashby, & Slaney, 1998).

Despite the convincing evidence of the impact of
maladaptive perfectionism on mental health (see
Shafran & Mansell, 2001, for a review), there is rela-
tively little information on how maladaptive perfec-
tionism develops over time. Only a handful of
studies have measured perfécﬁon;sm across different
time points (Cox & Enns, 2003; Nilsson, Sundbom,
& Hagglof, 2008; O’'Connor et al, 2009; Rice &
Aldea, 2006). Results from these four studies sug-
gested that overall perfectionism is a relatively stable
trait, although there could be some levels of changes
over periods of time. In other words, evidence exists
pointing to more relative stability (relative differences
among individuals remained consistent over time)
and less so for absolute stability (mean group score
consistencies over time) in perfectionism levels over
fime (Cox & Enns, 2003; Rice & Aldea, 2006).

Importantly, available evidence suggests that per-
fectionism may be malleable in response to interven-
tion (Arpin-Cribbie et al., 2008; Hawley, Ho, Zuroff,
& Blatt, 2006). Arpin-Cribbie et al. (2008) found that
exposure to a web-based intervention predicted
decreases in perfectionism among college students
over a 10-week period. Two other studies found that
perfectionism decreased along with the level of
depression over time with psychotherapy (Hawley,
Ho, Zuroff, & Blatt, 2006; Zuroff et al., 2000).

It is worth noting that all these studies examin-
ing perfectionism stability and response to interven-
tion used aggregated sample data, which do not
take into account possible individual or subgroup
variations over time. In other words, perfectionism
qualities may be more stable for some groups than
others. This may be especially true during adoles-
cence as personalities and self-perceptions are
becoming crystallized. Por instance, some youth
may have stable, low self-critical perfectionism
beliefs throughout adolescence whereas others may
experience an increase in these beliefs over time in
response to significant development transitions such
as entry into middle school or high school. Existing
studies have not considered person-centered devel-
opmental variations such as this. In addition, all
existing studies have either examined perfectionism
changes within a short period of time (less than
1 year) or only compared perfectionism differences
across two or three time points. A more nuanced
examination of the development of maladaptive

perfectionism would examine these qualities over
the course of adolescence. Such analyses could
guide future prevention efforts by identifying youth
most at risk for adverse outcomes related to mal-
adaptive perfectionism at key developmental
points.

Moreover, a developmental approach would also
identify potential precursors to perfectionism pro-
files. Flett, Hewitt, Oliver, and Macdonald {(2002)
integrated model of perfectionism attempted to
specify the origins of maladaptive SOP-C and SPP.
Although their model places *great emphasis on
child temperament and early parent—child inter-
actions, Flett et al. hypothesized that perfectionism
was influenced and shaped by environmental pres-
sures over the course of development. In particular,
they hypothesized that adolescence was a critical
period for understanding socially prescribed (SPP}
as well as self-critical (SOP-C) aspects of perfection-
ism given the heightened self-consciousness and
increasing social evaluations that occur during this
developmental stage. They emphasized three
aspects of the social field that could influence the
early adolescent’s emerging perfectionism patterns:
peers, teachers, and cultural context. It is not
entirely clear from their model, however, if environ-
mental influences during adolescence could actually
alter perfectionism patterns and trajectories or if
they merely served to exacerbate preexisting ten-
dencies. This is a critical question for research given
that evidence of absolute instability would contra-
dict a strict trait perspective on perfectionism and
instead suggest it may be better understood as a
malleable characteristic, responsive to environmen-
tal manipulations during adolescence.

Although Flett et al. (2002) highlighted peers,
teachers, and culture as key influences on adeles-
cent perfectionism, they only vaguely described
elements of these domains. On the other hand, Cole
and colleagues” competency model explains specific
pathways by which peers and teachers affect
youths” emerging sense of self and their own per-
formance standards. They have found that perfor-
mance and feedback from peers and teachers in
social and academic spheres leave lasting impres-
sions on youth self-beliefs and ultimately their
mood (Cole, Jacquez, & Maschman, 2001). Not
surprisingly, youth with academic or social deficits
or with problems known to interfere with academic
and social success (such as depression, attention
problems, or defiant behaviors) are more likely to
develop negative self-perceptions and expectations
(Herman & Ostrander, 2007; Ostrander & Herman,
2006).



Missing from both the integrated model of per-
fectionism and the competency model of depres-
sion, however, are explanations about the role of
other dimensions of culture including race or
ethnicity. Emerging evidence has suggested that
perfectionism types may vary across cultural con-
texts (e.g, Wang etal, 2007). Equally Hkkely,
although understudied to date, some precursors of
maladaptive self-beliefs may also be contingent
upon cultural dimensions. For instance, experiences
with racism may undermine children’s sense of
personal agency, which contributes to negative seif-
beliefs in youth from nonmajority groups (Lambert,
Herman, Bynum, & Jalongo, 2009).

African American youth, in particular, have been
underrepresented in studies on perfectionism types
and origins. A few past studies have compared
African Americans with Whites and other ethnic
groups (Castro & Rice, 2003; Chang, Woatkins,
& Banks, 2004; Nilsson, Paul, Lupini, & Tatem,
1999; Rice, Tucker, & Desmond, 2008) and found
some differences such as African Americans having
higher levels of SOP, but not SPP, than White
students. A recent study with African American
youth from low-income backgrounds suggested
that the two types of maladaptive perfectionism
may not be needed to differentiate perfectionism
types for these youth (Herman, Trotter, Reinke, &
Ialongo, 2011). That is, SOP-C and SPT” were nearly
identical within each of the four identified classes,
suggesting that they may represent overlapping
aspects of perfectionism in this population.

The unified theory of depression provides a con-
ceptual framework for understanding how perfec-
tionism-related processes may vary for African
American youth, especially those living in disadvan-
taged conditions (Hammack, 2003). Hammack inte-
grated four conceptual traditions into a macrotheory
explaining depression among wban Aftican Ameri-
can youth. The unified theory identifies experiences
with oppression as the core construct. That is, his-
torical oppression (forced migration, enslavement,
cultural marginalization) predisposes urban African
American adolescents to experience detrimental
environmental contexts {racism, alienation from cul-
ture) that set the stage for enduring physiological
burden (chromic stress), maladaptive self-beliefs
(internalized racism, helplessness, hopelessness),
and depressive symptoms. Consistent with the uni-
fied theory, Herman et al. (2011) found a unique
perfectionism type among urban, disadvantaged
African American youth, one marked by extreme
absence of striving. This pattern of perfectionism, as
expected, was associated with low levels of
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perceived control and high levels of depression. The
authors speculated that this pattern of perfectionism
may only emerge under conditions of exireme
oppression, disadvantage, or both, as it had not
been reported in any other prior sample. In a sepa-
rate study, Herman, Ostrander, and Tucker (2007)
found that critical perfectionism beliefs predicted
depressive symptoms in African American and
European American adolescents but suggested the
origins of those beliefs might vary by cultural
group. For instance, perfectionism beliefs mediated
the effects of family conflict on depression in Euro-
pean Americans whereas only family cohesion had
direct and unmediated effects on depression in Afri-
can American, leaving the origins of maladaptive
perfectionism in this group unexplained.

Although research suggests that perfectionism
patterns are fairly consistent across genders, the
competency model used to specify peer and teacher
influences in this study would suggest continued
examination of possible gender differences. Females
are more prone to adopt certain academic and social
attributional biases during adolescence, which in
turn may influence perfectionism patterns (Frey &
Ruble, 1987). For instance, they tend to focus on
their low ability in explaining failure experiences,
which could lead to stable or increasing critical
perfectionism.

Present Study

This study examines the developmental trajecto-
ries of maladaptive perfectionism in a group of
African American urban adolescents during the
time period between 6th and 12th grades. This
study’s main goal was to: (a) examine the natural
progression of two maladaptive perfectionism
beliefs and their degree of malleability during this
developmental period. In addition, we were inter-
ested in determining (b) which developmental pre-
cursors in 6th grade distinguished the different
trajectories and, (¢) what outcomes were associated
with any identified trajectories. Finally, we exam-
ined (d) the conditional probabilities of co-occurring
SPP and SOP-C trajectories and their associated risk
for adverse ounfcomes,

First, on the basis of Flett et al.’s (2002} integrated
model, we hypothesized that one or more trajectories
of both processes would be characterized by change
{either increasing or decreasing) rather than stability,
highlighting adolescence as a period of influence
over perfectionism patterns. Second, consistent with
the competency model and unified theory described
above, we hypothesized that social, emotional, or
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academic deficits and cultural risk factors in 6th
grade would predict different perfectionism patterns.
In particular, we expected emotional symptoms, neg-
ative self-perceptions, shyness, inattention, academic
skill deficits, and community context {neighborhood
risk or exposure to racism) to distinguish perfection-
ism trajectories. Third, we predicted trajectories with
stable, high, and increasing patterns of SOP-C and
SPP would predict internalizing symptoms and dis-
orders in 12th grade, given the established links
between maladaptive perfectionism and depression
and anxiety (IKlibert et al., 2005; Rice & Ashby, 2007).
Finally, given the lack of prior studies, we did not
have a specific hypothesis about the joint probabili-
ties or the combined risks of SPP and SOP-C profiles.
Qur research question pertaining to the paralle] pro-
cess analyses was whether combinations of maladap-
tive perfectionism trajectories conferred greater risk
for adverse outcomes relative to either process alone
(e.g., would youth in high or increasing classes on
both processes have worse outcomes than youth in
high or increasing classes on one process).

We used the same sample of children as the
McCreary et al. (2004) and Herman et al. (2011)
studies to capitalize on their prior work in deter-
mining the sample-specific factor structure of the
CAPS for these children. Because their primary
interest was in the factor structure and single time-
point classification of perfectionism types, Me-
Creary et al. and Herman et al. did not attempt to
model perfectionism beliefs over time. Two aspects
of the current manuscript are unique compared to
any prior study. First, this is the first study, to our
knowledge, to determine the growth of perfection-
ism beliefs over a 7-year period of adolescence. Sec-
ond, it is the first study to assess predictors and
outcomes of perfecHonisim frajectories over the
same developmental period. We focused on sixth-
grade predictors of perfectionism types because
middle school entry represents a critical develop-
mental transition (Kellam & Rebok, 1992) and can
set in motion the processes that we expected to con-
tribute to maladaptive aspects of perfectionism,

Method
Participants

Data were drawn from a longitudinal study con-
ducted by the Prevention Infervention Research
Center (PIRC) at Johns Hopkins University (JHU).
The original study population consisted. of a total of
678 children and families, representative of students

entering first grade in nine Baltimore City public

elementary schools (lalongo, Kellam, & Poduska,
1999). Ninety-seven percent of parents in these
schools provided informed consent for their child’s
participation. In first-grade, children provided ver-
bal assent, and in later follow-ups that occurred
during secondary school, they provided their writ-
ten consent. The children were recruited for partici-
pation in two school-based, preventive, intervention
trials targeting early learning and aggression (lalon-
go et al., 1999). Three first-grade classrooms in each
of the nine elementary schools were randomly
assigned to one of the two intervention conditions
or a control condition. The interventions were pro-
vided over the first-grade year, following a pretest
assessment in the early fall We examined and
controlled for intervention effects in predictor and
outcome analyses described below.

Six hundred and sixty-ome children participated
in the intervention trial in the fall of 1993 and com-
pleted one or more assessments through Grade 12.
Eighty-nine percent (n = 585) of these children were
African American and the majority were from low-
income families (over 60% qualified for free or
reduced lunch at school). Analyses for this study
focused on African American children who enrolled
in the study in first grade and who completed one
or more assessments during the spring of 6th
through 12th grades (N = 547). African American
children who completed 6th- to 12th-grade assess-
ments did not significantly differ from the African
Amerjcan children who did not on measures of
self-reported depression, teacher-rated attention
problems, or academic achievement scores collected
during fall of 1st grade (ps < .05). As an indicator
of low socioeconomic status, 73% of the sample for
this study received free lunch or reduced lunches
according to parent report in the fall of lst grade.
This percentage did not significantly differ for those
who completed 6th- to 12th-grade assessments and
those who did not (ps < .05).

Measures: Class Indicators

Child and adolescent perfectionism scale. Perfection-
ism was assessed using the Child and Adolescent
Perfectionism Scale (CAFPS) developed by Flett et al.
(2000). The CAPS scale assesses one’s perfectionistic
beliefs and their source (self- or other prescribed).
Youth rated the extent of their agreement with each
item of the 22 items on a 5-point scale from 1 {false—
not at all trie of me) to 5 (very true of me). In their
factor analysis, McCreary et al. (2004} found three
factors best captured the sixth-grade responses of
the African American youth in this study. The



factors and corresponding as were as follows: Self-
Oriented Striving (.58), Self-Oriented Critical (.66),
and Socially Prescribed (.85). Items on the SOP-C
scale include: “T get mad at myself when I make a
mistake” and “I get upset if there is even one mis-
take in my work.” SPP items include: “There are
people in my life who expect me to be perfect”
and “People expect more from me than I am able
to give.” After sixth grade, the Striving subscale
was dropped from the study; thus, youth only pro-
vided data on the two maladaptive subscales: Criti-
cal and Socially Prescribed.

Measures: Class Predictors (6th Grade) and Outcomes
{12th Grade)

Depressive and anxious symptoms. The Baltimore
How I Feel-Young Child Version, Child Report
(BHIF-YC-C; Ialongo et al, 1999) is a child self-
report scale of depressive and arcdous symptoms.
Students completed the BHIF-YC-C in spring of
6th and 12th grades. The internal consistency for
the BHIF-YC-C 14-item Depression subscale was
70 in 1st grade and .75 in 3rd grade. Two-week
test-retest reliability coefficients have ranged from
60 in 1st grade to .70 in middle school (lalongo
et al, 1999). The 6-month, test—retest correlation
coefficient in st grade for the BHIF-YC-C Depres-
sion subscale was .31, reasonable stability given the
fluctuating nature of the construct. In terms of con-
current validity, for each standard deviation
increase in BHIF-YC-C Depression subscale scores
in 1st grade, there was a threefold and statistically
significant increase in the likelihood of the child’s
parent reporting that the child was in need of men-
tal health services for “feeling sad, worried or
upset.” Data from the first-generation PIRC data
sets revealed that child self-reports on the BHIF
Depression subscale during elementary school pre-
dicted report of a lifetime suicide attempt (odds
ratioc [OR] = 2.38, confidence interval {CI] = 1.30-
425) and a diagnosis of a lifetime episode of major
depressive disorder (OR = 1.84, CI = 1.16-2.92) up
to age 20.

Major depressive disorder diagnoses. The Diagnos-
tic Interview Schedule for Children-IV (DISC-1V;
Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone,
2000} is a structured clinical interview that yields
Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV; American Psychiatric
Association, 1994) diagnoses, as well as a symptom
count for each disorder. Prior studies suggest that
the DISC has adequate test-—retest reliability and
validity (see Shaffer et al, 2000). The DISC-IV's
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Major Depressive Disorder (MDD) module was
administered to youth in Grades 6-12. At each
annual assessment, youth were asked about any
mood episodes that may have occurred over the
prior year. Given the relatively low incidence of
diagnoses within a given year, we aggregated
across the 7 years and assigned youth a 1 if they
ever met MDD criteria during that period and a 0 if
they did not.

Perceived control. Perceived control was assessed
using the 18-item Control-Related Beliefs (CRB) scale
developed by Weisz and colleagues (Weisz, Sou-
tham-Gerow, & McCarty, 2001; Weisz, Sweeney,
Proffitt, & Carr, 1993). The CRB scale assesses beliefs
about one’s ability to exert control over outcomes in
academic, social, and behavioral domains. It has
demonstrated relations with depressive symptoms
and low perceived personal competence, another
type of control-related belief, and also with per-
ceived noncontingency of outcomes (Weisz et al,
1993). Youth respond to each item using a 4-point
scale ranging from 1 (not af all true) to 4 (very true).
Weisz et al. (2001) reported an o of .88 for total CRB
scores; in our sample the o for total scores was .76.
Using data from the PIRC trial, Lambert et al. (2009)
reported that scores on the CRB mediated the rela-
tions between racism experiences and depression for
African American youth.

School behaviors and symptoms. Teacher ratings of
shyness and attention problems were obtained in
the spring semester of the sixth and twelfth grade
using the Teacher Observation of Classroom
Adaptation-Revised (TOCA-R; Werthamer-Larsson,
Kellam, & Wheeler, 1991). The TOCA-R was devel-
oped and employed by the JHU PIRC in the evalu-
ation of the first- and second-generation JHU PIRC
trials, and thus was validated on African American
youth living in urban settings. The TOCA-R asks
teachers to respond to 43 items pertaining to the
child’s adaptation to classroom task demands over
the last 3 weeks. Adaptation is rated by teachers on
a 6-point frequency scale (1 = almost never to
6 = almost always). Each subscale is reported as a
mean score of all items. Items for the subscales
were largely drawn from the DSM-III, III-R, and
IV. The Shy subscale includes four items that mea-
sure social avoidance or low social participation
(“Avoided classmates,” “Stayed to him/herself”).
The Attention Problems (Inattention) subscale has
nine items (e.g, “pays attention,” “easily dis-
tracted”). Test-retest correlations over a 4-month
interval were .60 or higher for each of these
stbscales, whereas the coefficient os ranged from
80 to .94 for all subscales. The as for the TOCA-R
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subscales were .83 (Shyness) and .97 (Attention
Problems).

Academic competence. The Kaufman Test of Edu-
cational Achievement-Brief and Comprehensive
Forms (K-TEA; Kaufman & Kaufman, 1998) is an
individually administered diagnostic battery that
measures reading, mathematics, and spelling skills.
The brief form of the K-TEA is designed to provide
a global assessment of achievement in each of the
latter areas. In this study, we employed the Read-
ing (reading decoding and comprehension) subtest
from the brief form in Grade 6. The K~TEA Math
Computation test was not administered in Grade 6
in light of initial concerns over the length of the
overall battery. Both forms provide age- and grade-
based standard scores, grade equivalents, percentile
ranks, normal curve equivalents, and stanines. The
K-TEA norms are based or a nationally representa-
tive sampling of over 3000 children from Grades
1to 12.

Neighborhood disorder. The Neighborhood Envi-
ronment Scale (NES; Elliot et al. 1985) was used to
assess neighborhood disorder. The NES is a mea-
sure of neighborhood disorganization, including
questions about violent crime (e.g., “Every few
weeks, some kid in my neighborhood gets beat up
or mugged”) and drug use and sales {e.g., “I have
seen people using or selling drugs in my neighbor-
hood”). Youth rate each item on a 4-point Likert
scale (1 =not at all, 4=very much) and higher
scores indicate greater neighborhood disorganiza-
tion (10 items, a = .86). Studies with youth in the
PIRC trials show that the NES predicts meaningful
youth outcomes such as drug use in African Ameri-
can youth (Crum, Lillie-Blanton, & Anthony, 1996).

Racism. Seven items drawn from the Racism and
Life Experiences Scales (RaLES; Harrell, 2000) were
used to assess experiences with racism and discrim-
ination. The RalLES assesses how often youth have
experienced racism or negative events associated
with their race (e.g., “How often have you been
ignored, overlooked, or not given service in a res-
taurant, store, etc.?” and “How often have you
been treated rudely or disrespectfully because of
your race?”). Youth respond to each item using a
6-point frequency scale (1 = never, 2 = less than once
a year, 3 = a few times a year, 4 = about once a month,
5 =a few times a month, 6 = once a week or more). A
summary score may be created by taking the mean
of the seven items, and higher scores indicate more
experiences with racism. In this sample, mean sum-
mary scores ranged from 1.00 to 557 (M = 1.78) in
Grade 7, the first year this scale was administered.
Coefficient o for the seven-item scale was .88, In

terms of concurrent validity, the RalLES correlates
positively with conceptually similar measures
including the Index of Race~Related Stress (Utsey &
Ponterotto, 1996), which assesses stress experienced
due to racism and discrimination. Lambert et al.
(2009) reported that RaLES scores in 8th grade pre-
dicted depression in 10th grade for PIRC partici-
pants. Criterion validity was demonstrated by
evidence that in each of Grades 8, 9, and 10, African
American participants in the PIRC study reported
significantly more experiences with racism and dis-
crimination on the RalES than White participants
(Lambert et al., 2009).

Statistical Methodism

Growth mixture modeling. Growth mixture mod-
eling (GMM) using the Mplus version 6 statistical
software package (Muthén & Muthén, 2009) was
used to identify patterns of growth in SPP and
SOP-C over time. The analysis occurred in several
stages. In the first stage, separate analyses were
conducted for SPP and SOP-C to determine the
need for growth parameters, the number of trajec-
tory classes, and the shape of growth within the
trajectories. The observed indicators for SPP and
SOP-C included annual youth reports of SPP in
Grades 6-12. Time was treated as a fixed parameter
in the models based on the spacing between assess-
ment sessions. All analyses used automated multi-
ple starting values in the optimization to reduce the
risk that solutions represent local rather than global
optima.

Before mixture meodeling, unconditional latent
growth curve (LGC) models (without covariates)
were estimated to determine the shape of the trajec-
tories that would provide guidelines for subsequent
analyses. The next step in the analysis was to fit the
conditional L.GC model by including the covariate
measures at baseline.

The GMM analyses were then conducted and
based on the conditional LGC models (i.e., included
growth indices). To determine the relative fit of the
models for varying numbers of classes, we used the
most accepted and widely cited methods (Bauer
& Curran, 2003; Muthén, 2003). First, we compared
models with differing numbers of classes using the
Bayesian information criterion (BIC; Schwartz,
1978) and the sample-size-adjusted BIC (aBIC;
Sclove, 1987). In addition, we used a likelihood
difference test, the Lo-Mendel-Rubin (LMR; Lo,
Mendel, & Rubin, 2001), which assesses the fit
between two nested models that differ by one class.
We conducted a recently developed parametric



bootstrap likelihood ratic test (LRT; MPlus 6)
on the final class solution testing to determine
whether the selected class model was statistically
better than the solution with one less class. MPlus
computes log likelthood values for the final class
solution (k) and for the solution with one less class
(k — 1), which in turn are used to calculate LRTs
for each bootstrap draw. The initial solution is com-
pared with the distribution of statistics generated
from the bootstrap draws to compute a p value; p
values less than .05 indicate that the solution with k
classes offered significantly better fit than the k — 1
solution. In addition, we evaluated the classification
precision as indicated by estimated posterior class
probabilities, summarized by the entropy measure
{(Ramaswamy, DeSarbo, Reibstein, & Robinson,
1993). TFinally, models with varying numbers of
classes were evaluated and compared according to
substantive utility, distinctiveness, and interpretabil-
ity of the resultant class sets.

Once the appropriate number of trajectories was
determined for each GMM, these classes were used
to predict distal outcomes by means of latent class
regression analysis (Guo, Wall, & Amemiya, 2006)
and examination of the odds ratio estimates. Each
outcome was modeled separately.

To examine the relations between the two sepa-
rate mixture models, parallel process GMM was
used. The parallel process model was used to esti-
mate the probability of each individual being in a
class for each of the two growth processes. These
individual class probabilities provided a cross-
classification of the two sets of growth mixtures. In
other words, the two growth mixtures (SOP-C and
SPP trajectories) were modeled simultaneously
rather than as a single process with multiple indica-
tors, enabling us to examine which trajectories indi-
viduals were associated with across both growth
processes (SOP-C. and SPP during the same time
frame.

Missing data. The Mplus software uses full infor-
mation maximum likelihood estimation under the
assumption that the data are missing at random
(Arbuckle, 1996; Little, 1995), which is a widely
accepted way of handling missing data (Muthén
& Shedden, 1999; Schafer & Graham, 2002). Overall,
82% of the participants had at least five of the
seven assessment time points from Grades 6 to 12.
The minimum covariance coverage recommended
for reliable model convergence is .10 (Muthén
& Muthén, 2009). In this study, coverage ranged
from .76 to .91, wel! within the recommended range.
Moreover, for 6th-grade predictors, 100% of partici-
pants completed the BHIF Depression and Anxiety
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scales, CRB scale, and the K-TEA; 98% of partici-
pants had teacherrated TOCA scores. For 12th-
grade outcomes, 100% of participants had MDD
diagnostic data; 92% completed the BHIF scales.

Results
Unconditional Latent Growth Curve Modeling

- The correlation matrix for all study variables is
given in Table 1. As a preliminary step to determine
the shape and trajectories of growth processes, we
conducted unconditional latent growth curve
(LGC) modeling on the single growth trajectories for
both SPP and SOP-C from Grades 6 to 12. Fit indices
for the LGC revealed that intercept, slope, and
quadratic trends were evident in both the SPP and
SOP-C models. Including a slope parameter signifi-
cantly improved the fit over that of the intercept
model for both SPP, Ay*(3) = 71.27, p <.001, and
SOP-C, Ax3) = 39.99, p < .001, models. The addi-
tion of the quadratic term further improved the
model for each, SPP, Ay*(4) = 99.60, p < .001, and
SOP-C, Ax*(4) = 76.57, p < .001, respectively. In
addition, all estimated values of the intercept, slope,
and quadratic growth factors were significantly dif-
ferent from zero, suggesting individual differences in
pathways of SPP and SOP-C.

Determination and Description of Latent Growth
Classes

Next, we conducted GMM using Mplus 6 to iden-
tify patterns of growth within each process. The
GMM is an extension of the conditional LGC mod-
els formed by adding a latent categorical variable.
As described in the Analysis subsection, to deter-
mine the best fitting GMM model, we considered
the BIC, aBIC, and LMR indices, with the smaller
value indicating a better fit model. In addition,
entropy was examined. Entropy values close to 1.0
indicate higher classification precision. We then
included class prevalence and interpretability (the
extent to which an additional class provided unique
information) as additional criteria while selecting
the best fitting models. Finally, we conducted a
parametric bootstrap LRT to confirm that the
selected model provided a statistical significance
better fit than the model with one fewer classes; p
values below .05 on this test indicate that the log
likelihood differences favoring models with k versus
k — 1 classes were unlikely to have occurred by
chance. Initial runs were conducted in which all
growth parameters were allowed to vary. However,
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Table 1
Intercorrelations Among Study Varinbles
1 2 3 4 5 6 7 8 9 10 11 12 13
1. SPP {(6th) —
2. SOP-C (6th) A6 -—
3. Depression (6th) 31 354 —
4, Anxiety (6th) 31 A0 ik —
5. PC (6th) —26% 28 43 40" —
6. Shyness (6th) Jd0# 07 0% 07 —.11* —
7. Inattention {6tl) 9% A1 A2 07 - 17%* S —
8. KTEA Read {6th) —15% -1 =11 =09 A9 —08 —.23** —
9. Neighborhood (6th) 13 09 23 247 =31 08 .09 - 26%% —
10. Racism (7th) 8% 10* A3+ A1 19 08 01 —.05 A9 —
11. Depression (12th) 07 05 20 A5 —09 02 .03 -.07 a1+ 200 —
12. Anxiety {(12th) 05 09 18 A9 06 03 .01 —.08 A1 21 7g —
13. MDD (12th) 01 05 02 .01 -.03 08 14 .04 -.02 .06 074 04 —

Note. SPP = socially prescribed perfectionism; SOP-C = self-oriented perfectionism-critical; PC = perceived confrol; KTEA = Kaufman -
Test of Educational Achievement; MDD = major depressive disorder.

*p < .0b. Y < 0L

examination of the variance of the quadratic and
slope terms with multiple classes revealed lack of
variability within each class (variance < .01). Thus,
on subsequent runs, we constrained the variance for
these terms to zero.

Socially prescribed perfectionism. According to the
BIC, aBIC, and LMR, significant improvements in
model fit were observed up to four classes (see
Table 2). Each of the classes in the four class solu-
tion had adequate prevalence and was readily inter-
pretabie. The parametric bootstrap test confirmed
this as the best fitting solution. The four trajectories
included a group of adolescents exhibiting high
levels of SPP across each assessment (10.3%), a
group with scores that increased over time (15.7%),
a group with decreasing scores {(11.7%), and a group
exhibiting consistently low scores {62.3%). Notably,
no class was characterized by absolute stability. The
High class continued to increase over time and
the Low class decreased over time. In addition, the
Increasing class had a delayed onset with scores
accelerating after entry into high school (Grade 10).
After obtaining the predicted group membership
from the GMM analyses, the estimated means were
calculated and graphed (see Figure 1). We included
gender as a covariate to determine if males or
females were more likely to be in one class relative
to the others. No differences were observed across
the classes. Likewise, intervention status was unre-
lated to class membership.

Self-oriented  perfectionism-critical. Similarly, the
SOP-C analyses supported a four-class solution.
The BIC values for the four- and five-class solutions
were comparable and the LMR was lower for the

four class solution. A four-class model was selected
over three because the BIC was lower for the four-
class solution, the fourth added class was prevalent
and interpretable, and the parametric bootstrap test
indicated that the four-class provided a superior fit
(see Table 2). The four trajectories included similar
groups as those observed for the SPP analyses: a
group of with high scores over time (5.5%), one with
scores that increased over time (22.6%), one with
decreasing scores (19.3%), and another with consis-
tently low scores (52.6%). The only notable diffex-
ences between the two processes were that the High
and Low classes for SOP-C were stable over time
and the Increasing class began its steady increase in
seventh grade compared to the delayed onset for the
SPP group. After obtaining the predicted group
membership from the GMM analyses, the estimated
means were calculated and graphed (see Figure 2).
Gender and intervention status were used as co-
variates of class membership to determine if unique
demographics could distinguish the groups. Males
were more likely (and in turn females were less
likely} to be in the Decreasing class relative to the
Low (OR = 1.89, CI = 1.10, 3.17) and High (OR =
2.58, CI = 1.09, 6.10) classes. There were no other sig-
nificant gender or infervention status differences
among the various classes. We retained these vari-
ables as covariates for subsequent analyses, however.

Outcomes Associated With Class Membership

Following identification of the appropriate num-
ber of classes, the classes were used to predict distal
cutcomes. For continuous variables, we used the



Table 2
Fit Indices of Growth Mixture Modeling for SPP and SOP-C
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SPP 50P-C
LC BIC aBIC LMR Entropy BIC aBIC LMR Entropy
2 6651.91 6604.30 .00 0.66 7480.94 7433.32 00 0.60
3 6569.33 6509.02 75 0.75 7436.78 7376.46 00 0.72
4* 6546.19 6473.17 05 0.74 7413.11 7340.10 34 0.71
5 6554.08 6468.36 19 0.74 7410.26 7324.55 68 0.75

Note. SPP = secially prescribed perfectionism; SOP-C = self-oriented perfectionism-critical; LC = latent class; BIC = Bayesian information
criterion; aBIC = adjusted Bayesian information criteriory LMR = Le—Mendel-Rubin adjusted likelihood ratio test. Smaller values indi-
cate better fit of the model. Entropy values close to 1.0 indicate higher classification precision. All entropy ratings indicate acceptable

fit. Bold indicates selected solutions.

*Parametric bootstrap likelihood ratio test indicated a four-class solution provided significantly better fit than a three-class solution for

both SPP and SOP-C (p < .001).

400
3.50
300
250
e 2,00 -
&
@
150 4
1.00 4
0.50
0,00
6th Tth gth Sth 15th 11th 12th
—#~High (10.3%) 246 2,53 2.61 2.68 2.75 2.82 2.89
~&-Increasing (15.7%) 208 1.7% 1.66 1.67 1.84 216 288
—~a~Decreasing (11.7%) 297 2.86 2.71 2.52 2.28 202 1.72
-x -Low {82.3%) 140 1.62 1.54 146 140 141 148

Figure 1. Developmental trajectories of socially prescribed perfectionism (SPP) from Grades 6 to 12.
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-+ High {5.5%) 3.318 3.244 3.198 3.18 3.188 3.228 2.291
- Increasing {22.8%) 1.881 1.838 1,882 1.879 2129 2.334 2.593
A Decreasing (19.3%) 2,954 2,596 2275 2.03 1.862 1.771 1.787
= Low (52.6%) 1.678 1.504 1.387 1.328 1,326 1.381 1483

Figure 2. Developmental trajectories of self-oriented perfectionism-critical {SOP-C) from Grades 6 to 12.
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Table 3
Estimated Mean Scores on 12t7-Grade OQutcomes: Child, Teacher, Parent, and Clinician-Reported Variables and Academics by SPP and SOP-C
Class
1 High M (SE) 2 Increasing M (SE) 3 Decreasing M (SE) 4 Low M (SE) Significant comparisons
SPP
Depression 0.82 (11) 064 (.06) 0.48 (.07) 0.47 (.03) 1 vs. 3%, 4%
2 vs. 4%
Anxiety 0.55 (.09) 046 (05) 0.36 (.05) 0.34 (.02) 1 vs. 4*
2 vs. 4*
MDD diagnosis 33 .00 14 04 1,3vs. 4
SOP-C )
Depression 0.76 (12) 0.64 (.06} Q.53 (.06) 0.47 (.03} 1 vs. 4*
2 vs., 4*
Anxiety 0.60 {12) 0.46 (1.20) 0.42 (.49) 0.32 {.02) 1vs. 4*
2 vs. 4
MDD diagnosis A5 12 .08 04 1,2vs 4

Note. $PP = socially prescribed perfectionism; SOP-C = self-oriented pevfectionism-critical, MDD = major depressive disorder.

*p < 05 **p < OL

auxiliary function in MPlus to report the equality of
tests of means across classes using posterior proba-
bility-based multiple imputations. For categorical
outcome variables, we report the odds ratios associ-
ated with class membership.

Socially prescribed perfectionism. As expected, the
High and Increasing SPP classes were associated with
the highest depression and anxiety scores in 12th
grade (see Table 3). The mean depression score for
the High class was significantly higher than the mean
scores for both the low cdlass, x”‘(l) =901, p = .003,
and Decreasing class, y*(1) =670, p=.01. The
Increasing class mean depression score in 12th grade
was also significantly higher than the Low class,
v4(1) = 6.34, p = .01. The mean anxiety scores for the
High and Increasing classes were also significantly
higher than the Low class, x*(1) = 498, p= .03,
v*(1) = 407, p = .04, respectively. The High classes
had the highest probability of MDD diagnosis (.33).
They were 13 times more likely to be diagnosed with
MDD during the study period than the Low group
(Cl = 3.64-47.62). Although by 12th grade the De-
creasing classes mean depression and anxiety scores
were in the normal range, they were 3.64 times as
likely to have received a diagnosis of MDD at some
point during the 7-year period as the Low group (I
= 1.30-10.71), presumably during early adolescence.

Self-oriented  perfectionism-critical. The —outcome
analyses for SOP-C paralleled the findings for SPP
{see Table 3). The High and Increasing SOP-C clas-
ses were associated with significantly higher
depression, ¥?(1) = 5.23, p= 02; ¥y =571, p =
02, respectively, and anxiety scores, x*(1) =533,
p=.02, 1) =648, p=.01 respectively, com-

pared to the Low SOP-C class. The High class was
also most likely to receive an MDD diagnosis (-15),
and this translated into a 4.61 increased odds com-
pared to the Low class (CI = 1.11-19.23). The
Increasing group had the second highest probabil-
ity of MDD diagnoses (.12) and this was a signifi-
cantly greater risk compared to the Low class (OR
= 3.64, CI = 1.30-10.17).

Sixth-Grade Predictors of Class Membership

Child- and teacher-reported characteristics in sixth
grade as well as academic performance provided
independent tests of the discriminant and convergent
validity of the respective classes. Latent class regres-
sions (LCR) were conducted to determine if these
characteristics distinguished the classes.

Socially prescribed perfectionism. The High and
Decreasing classes had the highest internalizing
symptoms in sixth grade (see Table 4). The High
class depression scores (M = 1.04) were significantly
higher than the Low (M = 0.63) and the Increasing
(M = 0.73) classes (£ = 3.57, p < .001). The Decreas-
ing class also had significantly higher mean depres-
sion scores (97) than the Low class (Z =3.10,
p=.002). In addition, the Decreasing class had
significantly higher mean anxiety scores compared
to the Low class (Z =321, p<.001) and the
Increasing class (Z = 224, p < 03); the High class
had significantly higher anxiety scores than the
Low class (Z = 2.45, p = .01). Moreover, the High
and Decreasing classes had the lowest perceived
control scores. The Decreasing class reported signif-
icantly lower perceived control scores compared to
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Table 4
Estimated Mean Scores on Sixth-Grade Child- and Teacher-Reported Variables and Academics by Class
Significant
1 High M (5D} 2 Increasing M {5D) 3 Decreasing M {SI3) 4 Low M (SD) comparisons
SPP
Child report
Depression 1.04 {63) 0.73 {40) 0.97 (.51) 0.63 (46) 1 vs. 2%, g4
3 vs. 4%
3 vg. 2t AW
Arnxiety 1.01 {71 0.66 (49) 1.09 {54) 0.67 (49) 1 vs. 4*
3 vs. 2%, 4
Perceived control 2.32 {41) 246 (35) 218 (40) 2.54 (.34) 1 vs. 4*
Teacher report
Shy 2.54 {.65) 2.64 (71) 291 (75) 247 (.70) 3 ys, 1M, 4%
Inattention 3.02 (1.11) 3.04 (1.09) 3.78 (1.11) 2.88 (1.16) 3 ys, T2 g
Academics
KTEA Reading 30.50 (8.95) 33.40 (5.78) 30.06 (7.54) 33.91 (5.91) 3 vs, 2%, 4%
‘ 1 vs. 4*
Carntext
Neighbor 1.90 (.68) 190 (.65) 1.95 (.65) 178 (61) s
Racism (7th) 2.18 (1.03) 1.68 (76} 2.14 (1.08) 1.61 (.78) 3 vg. 28 4%
S0P-C
Child report
Depressiorn 1.01 (48) 0.73 (63} 1.05 (53) 0.57 (41) 1 vs, 4¥* 3 v, 2%, 4%
Ardety 1.16 (54) 0.65 (48} 121 (57 0.58 (44) 3 vy, 20K, gt
1 Vs, 2*5{" 4’5*3('
Perceived control 218 (31 252 (34} 224 (42) 2.53 (25) 3 yg, TR, gh
1 g, 2%, 4%
Teacher report
Shy 2.68 (1.05) 2.46 (.66) 272 (.69) 253 (71 2 vs, 3*
Inattention 2.95 (117} 3.32 (117} 3.94 (1.10) 2.81 (1.13) 2,3 vs, &*
Academics
KTEA reading 30.24 {8.65} 33.89 (5.50) 30.47 {7.54) 33.78 (6.32) 3 vs, 2™, 4%
1 vs. 2%, 4%
Context
Neighbor 1.84 (.57) 1.72 (.66) 1.66 (.58) 1.70 {63) ns
Racism, (7th) 2,15 (1.01) 1.76 (.89) 1.89 (91) 1.62 {80) 1 vs, 4*

Note. SPP = socially prescribed perfectionism; SOP-C = self-oriented perfechonism-critical; KTEA = Kaufman Test of Educational

Achievement.
*p < 05, **p < 01 **+p < 001,

the Low and Increasing classes (Z = 3.78, p < .001;
Z =241, p = .01, respectively). The High class also
had significantly lower perceived control scores
than the Low class (Z = 3.17, p = .002).

In addition to these self-reported internalizing
differences, the High and Decreasing classes also
had the lowest academic skills in sixth grade. The
High class (M = 30.50) had significantly lower
mean K-TEA reading scores compared to the Low
class (M =33.91; Z = 2.01, p = .04). The Decreasing
class had mean reading scores (M = 30.06) that
were significantly lower than both the Low and

Increasing classes M =3340; Z =370, p < .001;
Z = 2.32; p = .02, respectively).

Teacher ratings provided two points of distine-
tion between the Decreasing and High classes. The
Decreasing class had significantly worse social (shy)
and school problems (inattention) in sixth grade.
Their Shy score was significantly higher than the
Low and High classes (Z = 3.66, p < .001; Z = 2.12,
p = .03, respectively). In addition, their Inattention
score was significantly higher than the other three
classes: Low (Z = 4.04, p < .001), High (Z = 2.11,
p = .04), and Increasing (£ = 2.72, p = .007}.
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In terms of social context, no neighborhood
effects were observed; however, the Decreasing
class reported significantly higher experiences with
racism in seventh grade than the Low and Increas-
ing classes (Z =293, p=.003; Z=2.00, p<.05
respectively).

Self-oriented perfectionism-critical. Many of the
same findings regarding the sixth-grade risk factors
for High or Decreasing SPP groups were found with
the SOP-C analyses. The Decreasing class reported
the highest mean depression symptoms in sixth
grade (see Table 4). Their depression score (M =
1.05) was significantly higher than Low (M = .57)
and Increasing (M = .73) classes (Z = 5.37, p < .001;
Z =202, p <.05). The High class also had signifi-
cantly higher mean depression scores (1.01} than the
Low class (Z = 4.42, p < .001). The Decreasing class
also had significantly higher arvdety scores than the
Low (Z =713, p <.001) and Increasing (Z = 3.68,
p < .001) classes. The High class was also signifi-
cantly higher than the Low (Z = 4.60, p < .001} and
Increasing (Z = 2.91, p = .002) classes. These mood
symptoms were confirmed in lower ratings of per-
ceived control for both the High and Decreasing clas-
ses. The Decreasing class had significantly lower
perceived control scores than the Low (Z = 3.42,
p = .001) and Increasing (Z = 3.68, p < .001) classes.
The High class was also significantly lower than the
Low {(Z =3.75, p <.001) and Increasing (Z = 2.73,
p < .001) classes. '

The High and Decreasing classes also had the
lowest academic skills. The High class was lower
than the Low (Z =218, p = .029) and Increasing
(Z =209, p=.037) classes. The Decreasing class
was lower than the Low (Z = 2.83, p = .005) and
Increasing (Z = 2.87, p = .004) classes.

Teacher ratings provided a glimpse into the poten-
tial impending onset of problems for the Increasing
group. They had significantly higher Inattention
scores than the Low (Z =198, p < .05) class. The
Decreasing group had the worst Shy and Inattention
scores. Their Shy score was significantly higher com-
pared to the Increasing group (Z =2.02, p= 04),
and their Inattention score was significantly higher
than the Low (£ = 2.47, p = .01) class.

There were no significant neighborhood differ-
ences among the groups. However, the High class
had significantly higher Racism scores than the
Low class (Z = 2.76, p = .004).

Parallel Process of Co-Occurring Problems

Co-occurrence. The co-occurrence of SPP and
SOP-C was evaluated using parallel process analy-

Table 5
Co-Qecurrence of SPP and SOP-C Trajectories

Increasing High Decreasing Low
SPP SPP SPP SPP
Estimated group membership
Increasing SOP-C 19 3 6 25
High SOP-C 3 3 3 9
Decreasing SOP-C - [ 6 16 50
Low SOP-C 67 13 29 289
Joint probability of SPP and SOP-C
Increasing SOP-C 0.035 0.005 0.011 0.045
High SOP-C 0.005 0.005 0.005 0.016
Decreasing SOP-C 0,011 0.011 0.029 0.091
Low SOP-C 0.122 0.024 0.053 0.528
Probability of SPP conditional on SOP-C
Increasing SOP-C 0.358 0.057 0.113 0.472
High SOP-C 0.167 0.167 0.167 0.500
Decreasing SOP-C G.077 0.077 0.205 0.641
Low SCOP-C 0.168 0.033 0.073 0.726
Probability of SOP-C conditional on SPP
Increasing SOP-C .200 0.120 0.111 0.067
High SOP-C 0.032 0.120 0.056 0.024
Decreasing SOP-C 0.063 0.240 0.296 0.134
Low SOP-C 0.705 0.520 0.537 0.775

Note. SPF = socially prescribed perfectionism; SOP-C = self-
oriented perfectiondsm-critical.

sis. Table 5 presents the estimated frequency and
joint probability of membership in trajectory
groups. For instance, 289 youth (53%) were simulta-
neously in the low SPP and SOP-C classes.

Although joint probabilities provide us with
information about the probability of membership in
more than one class, conditional probabilities may
provide more meaningful information about
co-occurrence. The lower portion of Table 5 pro-
vides two sets of conditional probabilities: the prob-
ability of membership in each SPP class conditional
on each SOP-C class, and vice versa. For instance, if
youth were in either Low SPP or SOP-C classes,
they were very likely to be in the other low class
{0.73 and 0.78 conditional on SPP and SOP-C,
respectively). When looking at joint probabilities,
less than 1% of adolescents in the entire sample
were in the High SPP symptoms class and the
High SOP-C class. In contrast, the conditional
probabilities indicate that 17% of youth who were
in the High SOP-C class were also in the High SPP
class compared to 12% of High SPP youth who
were also High SOP-C.

Some unexpected findings emerged from the
conditional probabilities. All the maladaptive
classes for each process had the highest probabil-
ity of being in the Low normative class for the



other process (0.47-0.71). This pattern is likely due
to the large proportion of youth classified in the
Low SPP and SOP-C classes. However, given that
each process separately accounted for adverse out-
comes, this suggests the value of unique informa-
tion provided by each. Tor instance, youth in the
High SOP-C class were equally likely to fall in
the Increasing, High, or Decreasing SFP classes
(17% for each). Youth in the High SPP class were
twice as likely to be in the Decreasing SOP-C
class (24%) as in the High or Increasing SOP-C
classes (12%).

Does either process afford protection over time?
For instance, if stable, low SOP-C scores provided
protection against worsening SPP we would expect
Low SOP-C youth to be more likely to appear in
the Decreasing SPP class rather than the Increasing
SPP class. In fact, the opposite was true. Those low
on SOP-C were more than twice as likely to be in
the Increasing SPP class (0.17) as the Decreasing
SPP class (0.07). On the other hand, some evidence
emerged to suggest that SPP may provide some
protection against worsening SOP-C. Youth in the
Low SPP class were twice as likely to appear in
the Decreasing SPP class (0.13) compared to the
Increasing SOP-C class (0.07) and 6 times as likely
compared to the High SPP class (0.02). Likewise,
those in the Decreasing SPP class were nearly 3
times more likely to be in the Decreasing SOP-C
class (30%) as the Increasing SOP-C class (11%). On
the other hand, stable high SPP may not interfere
with recovery from high SOP-C. Those in the High
SPP class were twice as likely to be in the Decreas-
ing SOP-C class as in the High or Increasing SOP-C
classes.

The processes appear to be complementary. As
expected, those in either Increasing class had the
greatest probability of falling in the Increasing class
for the opposing process (20% and 36% conditional
on SPP and SOP-C, respectively). Increasing SOP-C
was more likely to be associated with worsening
SPP whereas worsening SPP is as likely to be asso-
ciated with stable Low SOP-C.

MDD oufcomes associated with co-occurring clas-
ses. We examined the probabilities of MDD diag-
noses associated with the combined classes. These
analyses were limited by the small cell size of
some of the classes, thus the wide confidence inter-
vals reported here. Still some noteworthy findings
emerged. The combined class with the single high-
est probability of MDD diagnosis was the High
SPP, Increasing SOP-C class; 60% of youth in this
class were given an MDD diagnosis at some point
during the 7-year period. Their odds of diagnosis

Trajectories of Perfectionistn 1645

were 29.41 times higher than the Low SPP, Low
SOP-C class (.05; CI = 1.02-1000). Other groups to
significantly higher risk of MDD diagnoses com-
pared to the Low, Low class included the High
SPP, Low SOP-C (44; OR = 1587, CI = 2.63-
9091), the Increasing SPP, Decreasing SOP-C (.39;
OR = 12.60, CI = 2.27-69.90), the Decreasing SPP,
Increasing SOP-C (3%, OR = 1287, CI = 1.09-
152.52), and the High SPP, High SOP-C (.34; OR =
1042, CI =1.10-100). Two other classes with high
risk for MDD diagnoses included the High SPP,
Low SOP-C (44) and the Low SPP, Increasing SOP-
C classes {39). Their odds of MDD diagnosis were
18.87 (CI = 177-200) and 15.15 (CI = 1.40-167)
higher than the Decreasing SFP, Low SOP-C class.
It is worth noting that all the High SPP classes were
among those with high risks for MDD diagnoses.

Discussion

This study may be the first to have examined the
natural progression of perfectionism qualities over a
7-year period of adolescence. One notable finding is
that perfectionism may be more malleable during
this developmental period than commonly conceptu-
alized. Consistent with Flett et al.’s (2002) integrated
models emphasis on the importance of adolescence
in shaping perfectionism dimensions, some level of
growth was evident in all trajectories. Moreover, in
contrast with a strict trait perspective, a subset of the
sample experienced dramatic changes in their perfec-
tionism profiles over time. The 5PP scores for one
fourth of participants went from high to low, or vice
versa, during the study period. Similarly, over 40%
of participants” SOP-C scores had this striking shift.
Thus, not only do the results call attention to the
emergent qualities of perfectionism during adoles-
cence but also to the possibility that the stability of
perfectiontsm may vary within subgroups. In com-
paring SPP and SOP-C, there was also less absolute
stability among the SPP classes. This may be due to
SPP being more influenced by external-contextual
factors than SOP-C given that SPP focuses on the
perceived perfectionism conveyed by others.

Results focusing on the mental health impact of
the various trajectories were partially consistent
with our expectations—high and increasing SPP
and SOP-C scores were associated with higher
depression and anxiety at 12th grade. Those with
stable, high scores on either construct were also at
greater risk for major depressive disorder during
adolescence. Although this was also true for those
with increasing SOP-C scores, this was not the case
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for youth in the increasing SPP class. This is likely
an artifact of the delayed onset for this increasing
class relative to the SOP-C group. The uptick in
SPP scores for this group did not start until 10th
grade, so it gave this group less time during the
7-year study period to present with MDD. An
alternate explanation, however, would be that
increasing SPP during adolescence is not in itself a
risk factor for MDD.

Confirming the distinctiveness of the classes,
sixth-grade predictors of the various trajectories also
found higher social-emotional symptoms among the
high classes. Competency models of depression sug-
gest that academic, emotional, and social deficits
during childhood contribute to enduring negative
perceptions. Consistent with this model, we found
that both classes with high levels of maladaptive
perfectionism at baseline (High and Decreasing) on
both SOP-C and SPP had evidence of low competen-
cies, that is, lower academic scores and self-per-
ceived control, higher inaftention and shyness, and
higher levels of anxiety and depression in sixth
grade. However, none of the predictors clearly dis-
tinguished those whe persisted with elevated mal-
adaptive perfectionism beliefs from those who fell
to normal levels (i.e., the Decreasing classes). Thus,
competency variables may predict maladaptive per-
fectionism tendencies at middle school entry, and
for a subset of youth, tendencies that persist
through adolescence (e.g., the High class). However,
other variables are needed to explain why maladap-
tive perfectionism may remit in other youth (e.g.,
the Decreasing class) during this same time period.

Parallel process analyses revealed the joint and
conditional probabilities for the various trajectories
across the two processes. These analyses suggested
that SPP and SOP-C are complementary but distinct
processes. Given that each process was separately
associated with adverse outcomes in expected ways,
it is important to note that many youth fell into the
pathological groupings for only one but not the
other process. That is, if only one process were con-
sidered, many youth would be deemed to be low
risk for MDD even though their profile on the sec-
ond process might indicate otherwise. Moreover, we
found evidence to suggest that considering the co-
occurrence of the processes can reveal youth most at
risk for major depressive disorder. For instance, 60%
of youth with stable high SPF and increasing SOP-C
scores met criteria for MDD during the study per-
iod, which represented nearly a 30-fold increased
risk compared to the normative group. This appears
to be a group of youth who are highly and consis-
tently concerned about meeting the perfectionistic

expectations of others, while feeling increasingly
critical of their own performances. Having persis-
tently high SPP in youth also warrants attention, as
regardless of their SOP-C scores, this group tended
to have higher risk for MDD diagnosis.

These findings are important both for the early
identification of risk and also for the conceptuali-
zation of maladaptive perfectionism. Some have
questioned whether SPP and SOP-C are unique or
overlapping maladaptive processes (see Herman
et al,, 2011). Here, we found evidence to suggest
both constructs are needed for an adequate
conceptualization of perfectionism and associated
negative outcomes. Researchers should continue to
use and examine both of these processes.

The findings suggest that SPP and SOP-C, individ-
ually and in combination, have deleterious effects on
youth development. Identifying youth with or at risk
for these self-perceptions and providing support
may reduce the negative effects of these patterns. In
particular, youth with persistently high SPP alone or
in combination with increasing levels of SOP-C may
represent a very high risk group for unipolar depres-
sive episodes. On a positive note, the findings that
perfectionism levels were more malleable than often
conceptualized suggest that supports and environ-
mental manipulations during adolescence may alter
maladaptive perfectionism.

Our study not only expands the current perfec-
tionism literature through examining growth trajecto-
ries but also focuses on the African American
population, which has been underrepresented in
studies on this topic (Bardone-Cone, Weishuhn, &
Boyd, 2009; Herman etal, 2011; McCreary et al,
2004; Mobley, Slaney, & Rice, 2005). Consistent with
the unified theory, findings suggested that experi-
ences with racism predicted class membership for
both processes. Youth reporting higher levels of
racism experiences were more likely to be in mal-
adaptive perfectionism classes. On the other hand,
neighborhood effects had no relations with class
membership on either class. Although the unified
theory does not explicitly identify neighborhood
disorganization as a distal cause of depression in
disadvantaged African Americans, we used it as a
proxy for “poverty and restricted economic opporiu-
nity,” which appear prominently in the model
Unfortunately, in this archival data set, we did not
have access to all the variables that would provide a
more nuanced test of the culture-specific hypotheses
of the unified theory. Although the findings regard-
ing racism are promising, subsequent studies should
include other measures consistent with the unified
theory including specific cognitive-emotional conse-



quences of oppression such as alienation from
dominant culture, internalized racism, chronic stress,
and hopelessness.

More information is needed to understand precur-
sors to the trajectories identified in this study. We
considered a limited range of predictors in this study,
primarily to validate the classes. In general, we
found support for the distinction between the classes;
however, we were unable make key distinctions that
might guide prevention efforts. Of most interest
would be factors that distinguished those with
stable, high patterns versus those with decreasing
patterns and to distinguish stable, low from those
with increasing patterns. Prior research has offered
some clues that other personality characteristics and
family patterns might explain variations in perfec-
tionism during adolescence. For instance, Stoeber,
Otto, and Dalbert (2009) found that conscientious-
ness predicted increases in SOP among adolescents,
but neuroticism did not predict any changes in
perfectionism—neither SOP nor SPP. In addition, in
their three-wave longitudinal study, Scenens et al.
(2008) found that parental psychological control
(reported by parent and adolescent) at age 15 pre-
dicted increased levels of maladaptive perfectionism
1 year later. Including such constructs in future stud-
ies of perfectionism could help clarify whether these
can distinguish developmental patterns of maladap-
tive perfectionism.

The interactions among emerging self-perceptions,
primary personality qualities, parenting, and educa-
tional contexts may provide a more nuanced perspec-
tive on predictors of maladaptive perfectionism in
African American youth. Youth's self-perceptions and
internal expectations only begin to crystallize during
late childhood, a process that continues through ado-
lescence. Middle school represents a key transition
when students typically experience increasing
academic expectations which may present challenges
to a student’s selfbeliefs. Perfectionism beliefs are
likely altered when self-perceptions and aspirations are
incongruent with actual performance or with the per-
ceptions of significant others during this period. Stu-
dent personal qualities (such as conscientiousness;
Stoeber et al., 2009), parental expectations, and teacher
support may modify the effect of these incongruent
messages on perfectionism. Moreover, sociocontextual
aspects of urban schools may thwart adaptive perfec-
tionismn when there is a mismatch between a student’s
aspirations and the school resources that are available
to support those aspirations. In sum, future studies
may need to consider more dynamic aspects of the
social ecology that may contribute to perfectionism
beliefs than were available in this study.
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These sociocontextual factors may also be needed
to fully examine gender differences in patterns of
perfectionism, such as the different rates of office
discipline referrais and different types of teacher
and parent expectations experienced by males and
females. Only one gender difference emerged in this
study. Males were more likely to be in the decreas-
ing SOP-C class. The finding is at least partially con-
sistent with prior research showing males are less
prone toward self-critical atfribution biases than
fernales (Frey & Ruble, 1987). Perhaps this tendency
serves as a protective factor for males to lower self-
critical perfectionism over time. Regardless, the find-
ing encourages future research continue to examiine
gender differences in perfectionism patterns.

One limitation of this study is that the class indica-
tors were given by youth report only. Although self-
ratings of perfectionism remain the standard used by
most studies of the construct, future studies are
needed to assess any behaviors asseciated with per-
fectionism either as observed by significant others or
by direct observations by researchers. Until such stud-
ies are conducted, the perfectionism construct will
remain largely defined as a cognitive self-construal
process rather than, as many authors contend, an
observable trait. An additional limitation is that we
were unable to include measurement of self-oriented
striving in this study because the measure was
dropped after sixth grade as part of an effort to reduce
participant burden in completing the comprehensive
assessments. A future study is needed to determine if
striving aspects of perfectionisms are similarly mallea-
ble during adolescence. Another measurement-related
concern is the modest internal consistency of the SOP-
C. Even with this measurement error, the solutions for
SOP-C had good model fit and adequate levels of
entropy. Finally, it is important to note that this was a
fairly specific sample so it remains unknown if the
findings will generalize to other settings.

On the other hand, our measurement strategy for
defining predictors was a key strength of this
study. We used multiple informants (teachers, self,
clinicians) and multiple methods (self-reports, inter-
views, performance) at two time points to move
beyond prior perfectionism research that has been
plagued by method and source bias. Most prior
studies have relied on self-ratings to define perfec-
tionism and its correlates. Some other notable
strengths of the study include the longitudinal
design, relatively large sample of an understudied
population, and the use of a sophisticated method
{GMM). Continued investigations of developmental
aspects of perfectionism will help better define the
construct and its impact on youth outcomes.
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= Research on how dark personality traits develop and relate to risky behaviors and farily relations during
: adolescence is scarce. This study used a person-oriented approach to examine (a) whether distinct groups
- of adolescents could be identified based on their developmental profiles of callous-unemotional (CU},
grandiose manipulative (GM), and dysfunctional impulsivity (DT) traits and (b) whether these groups
differ in their problem behaviors and parent-adolescent relationship quality. Latent class growth analyses
on 4-wave data of 1,131 Dutch adolescents revealed 3 personality profiles: (1) a dark impulsive group
(13.9%), with high scores on all 3 traits {CU, GM, and DI) that were stable over time; (2} an impulsive
group (26.1%), with high and increasing levels of impulsivity and relatively low scores on CU and GM;
and (3) and a low risk group (60.0%), with relatively low levels on all 3 personality characteristics, with
impulsivity decreasing over time. Compared with adolescents in the low risk group, adolescents in the
dark impulsive and impulsive groups reported higher initial levels of substance use, sexual risk behaviors,
petmtissive sexual attitudes, parent-adolescent conflict, and lower parent—adolescent satisfaction, as well
as greater increases in sexual risk behavior over time. Compared with adolescents in the impulsive group,
those in the dark impulsive group showed the kighest levels of risk behaviors. Hence, dari personality
traits coupled with impulsivity may be indicative of an carlier and more severe trajectory of preblem
behaviors that may differ from the tajectory of youth whe are only impulsive.
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This study identified 2 subgroups of adolescents that are at higher risk of engaging in risk behaviors
on the basis of their self-reported psychopathic personality traits and impuisivity. The first group
(high on callous-unemoticnal, grandiose-anipulative, and impulsivity) show carly and escalating
levels of substance use and sexual risk behaviors, whereas the second group (high on impulsivity
S onty) also shows higher but less severe Ievels for substance use and sexual risk behaviors. Including
measures of psychopathy such as callous-unemotional, or grandiose-manipulative traits, in addition
o impulsivity, to community studies would help identify adolescents at greatest risk for early and
severe risk taking behaviors,
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Keywords: grandiose manipulative, callous-unemotional, impulsivity, adolescence, latent class growth
analyses

Although it is widely recognized that children and adolescents
with psychopathic (dark) personality traits are at increased risk for
exhibiting antisocial behavior, conduct problems, delinquency
andfor (sexual) aggression, and substance use disorders {e.g.,
Chabrol, van Leeuwen, Rodgers, & Sejourne, 2009; Frick,

Corpell, Barry, Bodin, & Dane, 2003; McMahon, Witkiewitz,
Kotler, & the Conduct Problems Prevention Research Group,
2010y, there is relatively little research on how these (raits
develop and whether they relate to the development of problem
hehaviors such as substance use or sexual risk behaviors before
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they escalate into clinical diserders. This lacuna is surprising
given the strong body of research that shows that dark person-
ality traits have been associated with a number of negative
outcomes among young adults such as binge drinking
{Luhtanen & Crocker, 2005), general substance use (Buelow &
Brunell, 2014), participation in high risk sports (Buelow &
Brunell, 2014), aggressive driving {Malta, Blanchard, & Fre-
idenberg, 2005), sexual drive (Baughman, Jonason, Veselka, &
Vernon, 2014), and risky sexual behaviors (Martin, Benotsch,
& Lance, 2013), Moreover, most research on children and
adolescents focuses on either callous unemeotional traits or
impulsivity, with only a limited number of studies including
mutftiple dark personality traits at once. The present research
focuses on callous-unemotional {CU), grandiose manipulative
(GM), and dysfunctional impulsivity (DI) traits, as these char-
acteristics have been used to reflect the core dimensions of
psychopathy (e.g., Cooke & Michie, 2001; Prick, Bodin, &
Barry, 2000; van Baardewijk et al, 2010). We investigated
whether a school-based sample of adolescents followed across
four measurement waves could be classified into subgroups
based on the beginning levels and change profiles of these three
personality iraits and to what extent these groups differed in
substance use, sexual risk behaviors, and family relationship
gualities.

The present research takes a person-oriented perspective to
account for the fact that although distinct, these traits are often
modestly correlated (Jonason & Tost, 2010; Jones & Panlhus,
2011; &’Cennor, Humayun, Briskman, & Scott, 2016). A person-
oriented approach attempts to identify how constellations of iraits
within individuals are organized and groups of individuals are
identified who have similar personality profiles. In this way, a
person-oriented approach takes into account how traits conjointly
operate within the same individual (Egan, Chan, & Shorter, 2014).
A variable-centered approach, in contrast, focuses on differences
among individuals on a given personality trait and examines how
these traits are related to problem behaviors. Correlations among
the traits can lead to issues of collinearity when used simultane-
ously as predictors in the same regression analysis; moreover, even
when two or more variables are correlated with an outcome be-
havior, it is not certain whether these associations operate similarly
for all individuals within the sample. That is, a variable-centered
approach assuroes that any association found between variables
applies similarly to everyone in the sample, whereas a person-
oriented approach does not. CU traits refer to an affective style that
is characterized by low levels of empathy or guilt for wrong deing
and restricted or shallow affect (Frick, Ray, Thomton, & Kahn,
2014), whereas GM traits reflect an interpersonal style character-
ized by arrogance, manipulation, lying, and superficial charm
{Orue, Calvete, & Gamez-Guadix, 2016). Finally, dysfunctional
impulsivify reflects a behavioral style that is characterized by
making decisions or taking actions with little er no consideration
of the consequences, particularly when the consequences are det-
rimental (Dickman, 1999). Impulsivity has often been associated
with many of the problem behaviors that increase during adoles-
cence (Dir, Coskunpinar, & Cyders, 2014; Stautz & Cooper,
2013), and most research that focuses on this trait among commu-
nity samples does not simuitaneously investigate other dark per-
sonality characteristics,

Three previous cross-sectional studies have attempted to iden-
tify subtypes of adolescents on the basis of these three personality
dimensions, representing & Swedish community sample {Ander-
shed, Kerr, Stattin, & Levander, 2002), incarcerated German male
offenders (Andershed, Kishler, Eno Louden, & Hinrichs, 2008},
and Dutch adolescents in residential care for behavioral problems
(Nijhof et al.,, 2011), Three common groups of adolescents were
identified: a normative/low risk group (24% to 51% of the ado-
lescents sampled) that scored low on all three characteristics; an
impulsive group (17% to 38%) that scored high on impulsivity and
moderate on CU traits and GM traits; and a psychopathic group
(10% to 29%) that scored high on all three traits. Both the psy-
chopathic and impulsive groups showed higher risks for external-
izing problem behaviors, delinquency, conduct disorders (Ander-
shed et al., 2002, 2008; Nijhof et al., 2011), and cannabis use
compared with the low risk group (Andershed et al,, 2008; Nijhof
et al., 2011). In general, the psychopathic group showed higher
levels of acting out problems compared with the impulsives (An-
dershed =t al., 2002, 2008; Nijhof et al., 2011) and were more
likely to report hard substance use or polysubstance use {Ander-
shed et al,, 2008), whereas the impulsive group showed a higher
tendency for internalizing problems (Nijhof et al., 2011).

Although cross-sectional studies are useful for identifying sub-
groups of adolescents on the basis of their current personality
characteristics, longitudinal studies are needed to determine the
degree to which these personality subtypes remain the same across
time or whether other subgroups representing change profiles are
apparent. Barly theorizing on adult psychopathic traits has often
assumed that these characteristics are early emerging characteris-
tics that, once developed, would be quite stable from childhood to
adulthood (Salihovic, Ozedemir, & Kerr, 2014). The only study to
examine longitudinal trajectories of psychopathic traits using a
person-oriented approach followed a community sample of Swed-
ish 13 to 15 year olds four times annually (Salihovic et al., 2014).
Four groups of adolescents were identified: a low-decreasing
group (28%) that exhibited low initial levels of CU, GM, and
impulsive traits that decreased across the four waves, a moderate-
decreasing group (35%) that showed moderate levels of all traits
that decreased across time (with higher levels of impulsivity rel-
ative to the other traits), a moderate-stable group (25%) that
showed moderate levels of all traits that did not change across time
(also with higher relative levels of impulsivity), and a high-
decreasing group (12%) that showed the highest levels of all traits
across all waves of the study with CU traits and impulsivity
showing slight decreases over time. All four groups differed in
their initial levels and degree of change in delinquency and par-
enting across time. The low decreasing and moderate decreasing
groups showed low nitial levels of delinquency and no change in
delinquency across time; these groups also had parents who ex-
hibited the high levels of positive parenting and the low and stable
fevels of negative parenting. The moderate stable and high de-
creasing groups showed the highest levels of delinquency with the
moderate stable group increasing in delinquency acress time.
Moreover, these groups experienced more difficult relationships
with their parents. In comparing the results from this longitudinal
study to the 3 cross-sectional studies, the low-decreasing and
moderate-decreasing groups are similar to the low risk groups
found in the cross-sectional studies in terms of developmental
outcomes, whereas the high-decreasing group is most similar to the
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psychopathic group. The moderate stable group showed higher
levels of delinquency that worsened over time and is most equiv-
alent to the impulsive group. Thus, although promising more
research is needed to determine whether three or four is the
optimal namber of personality profiles.

The current research extends prior research in several ways.
First, with the exception of Salihovic et al. (2014), most studies
that examined psychopathic profiles used a one-time assessment of
the dark personality traits. Although high levels of stability of all
three traits among school-age children have been found (Frick,
Kimonis, Dandreaux, & Farell, 2003), there could be substantial
interindividual variability in the developmental trajectories of
these traits particularly during adolescence. Recent longitudinal
studies have found an increase in impulsivity from ages 10 through
14 and a subsequent decrease (Littlefield, Stevens, Ellingson,
King, & Jackson, 2016; Shulman, Harden, Chein, & Steinberg,
2015), paticularly on measures that focus on premeditation or
urgency; subgroups showing either declines or stability in impul-
sivity across adolescence (Harden & Tucker-Drob, 201 1; Quinn &
Harden, 2013; Salihovic et al., 2014) have also been found. Vari-
ability in trajectory analyses for catlous/unemotional among chil-
dren ranging from 7 to 12 years old has alse been found (Fontaine,
McCrory, Boivin, Moffitt, & Viding, 2011), and Salihovic et al.’s
trajectory analyses found both stable and decreasing trajectories
for both CU traits and GM traits. Thus, the current study draws
from a 4-wave longitudinal study of a community sample of Dutch
adolescents and atterpts to identify whether the same stable
subtypes of adolescents could be identified or whether different or
additional subiypes could be identified on the basis of the levels
and change profiles of CU, GM, and dysfunctional impulsivity
(DI) tzaits.

Second, prior research focused primarily on externalizing prob-
lems, conduct problems and delinquency and mere serious sub-
stance use issues {illegal drugs or substance use problems). This
leaves open the question as to whether differences between these
groups also exist for less problematic levels of substance use or
other problem behaviors. In the current study, we focus on two
developmentally relevant behaviors that most, if not all, adoles-
cents are confronted with: substance use and sexual risk behaviors.
Most research that examines the association between psychopathic
traits and sexual behavier among adolescents has focused on male
sexual offenders (e.g., Caputo, Frick, & Brodsky, 1999). Never-
theless, among community samples, all three traits were indepen-
dently associated with adolescent sexuval risk taking (McCauley,
Shadur, Hoffman, MacPherson, & Lejuez, 2016; Rucevié, 2010},
but whenr combined in a regression analysis, only impulsivity
remained as a significant predictor (Rucevié, 2010). Moreover,
impulsivity (but not CU nor GM) was found to correlate with
adolescent boys’ symptoms of compulsive use of sexually explicit
Internet material {SEIM; Doornwaard, van den Eijnden, Baams,
Vanwesenbeeck, & ter Bogt, 2016). In the current study we fo-
cused on three types of sexual risk behavior: permissive sexunal
attitedes, sexual risk behaviors that could lIead to either a sexually
transmitted infection or pregnancy, and compulsive SEIM use,

Third, in addition to examining the behavioral correlates of the
personality profiles we also examined how parent-adolescent re-
lationship quality relates to the personality profiles across the
study period. As reviewed above, only the research by Salihovic
. and colleagues (2014) investigated whether adolescents with dif-

fering trajectories of pyschopathic traits also experienced differ-
ences in parental behavior. Other research also confirms the salient
role of family risk factors in predicting changes in psychopathic
traits across time and even bidirectional relationships between
family functioning and personality traits (Kiff, Lengna, & Za-
lewski, 2011; Thomaes, Brummelman, Reintjes, & Bushman,
2013; Waller, Gardner, & Hyde, 2013). For example, children
exposed to high levels of physical punishment have been found to
exhibit increasing levels of CU traits over time (Fontaine et al,,
2011; Lynam, Loeber, & Stouthamer-Loeber, 2008; Pardini, Loch-
man, & Powell, 2007), whereas exposure to higher levels of
warmth and involvement predicted decreases in CU traits (Pardini
et al., 2007). Among adolescents, parent hostility at age 12 pre-
dicted higher levels of manipulative traits at age 14 (Wetzel, &
Robins, 2016). Impulsivity in middle childhcod has been linked
with greater family conflict in late childheod, which in furn pre-
dicted greater impulsivity in late adolescence (Elam et al., 2016).
Together, these results suggest that the parent—child relationship
affects and may be affected by whether the child exhibits dark
personality traits.

Current Study

Using a four-wave, 6-month interval, longitudinal design, with
a sample of 1,131 Dutch adolescents (11 to 18 years old) we
address three aims. First, using latent class growth analyses we
examined whether distinct groups of adolescents could be identi-
fied on the basis of the levels and change profiles of the three
personality traits. Second, we examined whether these profile
groups differed in their levels and change in problem behaviors,
focusing on substance use and sexual behaviors (sexual risk be-
havior, permissive sexual atiitudes and the compulsive use of
SEIM). Third, we examined whether adolescents in these groups
differ in parent-relationship quality, focusing on satisfaction and
conflict.

Hypotheses

On the basis of prior findings of the modest correlations among
CU, DI, and GM (Fontaine et al., 2011; Harden & Tucker-Diob,
2011; Quinn & Harden, 2013) and the latent class/cluster analyses
using similar scales (Andershed et al,, 2002, 2008; Nijhof et al.,
2011; Salihovic et al., 2014), we expected that a minimum of 3
classes would be identified but that additional groups might be
identified on the basis of how the personality characteristics
changed across time. That is, we expected to find at least 3
(relatively stable)} groups, specifically: a group of individuals who
would show high scores on all 3 characteristics across the four
waves of measurements, a group of adolescents who would show
relatively high scores on impulsivity and moderate or low scores
on CU and GM, and a low risk group who would show low scores
on all three traits. Other groups are also possible, but we do not
meake predictions about cutcomes.

On the basis of prior findings that have used either a person-
oriented or dimensional perspective {o examine how dark person-
ality traits are related to risk behaviors, we expected to find
differences in problem behaviors and parent—adolescent relation-
ship quality across the three a prieri hypothesized profiles. Spe-
cifically, we expected that individuals who score high on all three
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personality dimensions to show the highest level of substance use
and the poorest relationship quality with parents (fow satisfaction
and high conflict), compared witl: any other group. We expect that
adolescents who are stably high on all three personality fraits and
those who are stably high on impulsivity te show similar elevated
Ievels of sexual risk behavior (permissive attitudes, risky sexual
behavior, and compulsive use of sexually explicit Internet mate-
rial), and these levels would be higher than the group that are low
on all traits.

Method

Sample and Participants

The present study used data from Project STARS (Studies on
Trajectories of Adolescent Relationships and Sexuality), a longi-
tedinal study of 1,297 adolescents attending regular education in
the Netherlands (Reitz et al., 2015). Starting from the Fall of 2011,
four waves of data were collected at 6-month intervals. Partici-
pants were recruited from the last year of elementary school (6th
grade) through the 10th grade of secondary school. Given that
several outcome variables {e.g., sexual behaviors and drug use)
were only assessed among the secondary scheol students, data
from the elementary school students were excluded from the
current analyses. This resulted in a final sample of 1,131 adoles-
cents who ranged in age from 11 to 18 years (M = 13.95, SD =
1.18) at Wave 1. Fifty-three percent of the sample consisted of
boys. Fifty-six percent of the participating adolescents followed
the high education track (i.e., senior general education or preuni-
versity education) and 37.8% followed the low education track
{i.e., prevocational education). The majority of the sample had a
Dutch (79.2%) or other Western (11.0%) ethnic background. Nine-
teen percent of the adolescents reported that their parents were
divorced at the first wave.

Bias checks. A total of 815 (72.0%) participants had complete
data (four waves); 190 (16.8%) had data on three waves, 91 (8.0%)
had data on two waves, and 35 (3.2%) had data on one wave. To
investigate potential bias in the current analyses, we compared
those adolescents who provided responses at Wave 4 with those
who did not participate at Wave 4 on all key variables used here.
Adolescents who missed participation in Wave 4 were older (B =
37, p < .001) and more likely to binge drink (8 = .25, p = .001)
at Wave 1. There were no differences in gender, persenality traits,
other substance use, parent-adolescent relationship, sexual risk
behavior, permissive sexual attitudes, and compulsive SEIM use
(ps > .05).

Procedure

Participants were recruited from four secondary schools in large
cities and small municipalities in different areas of the Nether-
lands. Before the first measurement, eligible adolescents and their
parents received information describing the aims of the study,
confidentiality safeguards and procedures for declining or ending
participation.. Of the approached adolescents, fewer than 7% de-
cided not to participate or were not allowed by their parents to take
parit in the study. At each wave, adolescents completed a
computer-based, Dutch questionnaire at school during regular
school hours. Researchers and trained research assistants were

present to supervise the data collection (i.e., introduce the project
and the procedure, answer questions, and ensure maximum privacy
from teachers and other students). Adolescents received book gift
certificates of increasing values after each completed question-
naire. An ethical protocol was developed should participants have
any problems of questions concerning issues in this study. This
study was approved by the ethics board of the Faculty of Social
and Behavioral Sciences of Utrecht University.

Measures

To cwrb the length of the online guestionnaire, and to minimize
potential data loss due to weariness, we limited the number of
items for some scales {psychopathic iraits, impulsivity, permissive
sexual attitudes, and compulsive SEIM use) by using a planned
missingness design (Grabam, Taylor, Olchowski, & Cumsille,
2006) at the outset of the study. In this design, participants were
randomly assigned to one of three groups, which completed a
different combination of three or four items from the original scale.
As the study progressed, adolescents became more proficient and
faster at completing the questionnaires and therefore it was de-
cided that for T3 and T4, full versions of the questionnaires would
be used. Planned missing T1 and T2 items were subsequently
imputed using expectation-maximization estimation (Dempster,
Laird, & Rubin, 1977) in SPSS Version 23 (IBM Corp., 2015).

Psychopathic traits. CU and GM traits were assessed using
the respective subscales from the Youth Psychopathic Traits
Inventory—Shott Version (Van Baardewijk et al.. 2010). The
Callous-Unemotional subscale consists of six statements reflecting
remorseless, unemotional, or callousness beliefs (e.g., “If other
people have problems, it usually is their own fault and therefore
you should not help them™). The Grandiose-Manipulative subscale
consists of six items reflecting dishonest charm, manipulative, and
grandiose beliefs and behaviors (e.g., “T have the ability to con
people by using my charm and smile”). Adolescents were asked to
indicate how well each statement refiects what they generally think
or feel using a 4-point scale (1 = does not apply at all, 4 = applies
very well). CU and GM traits scores showed good internal consis-
tency (range o = .74—.87). A planned missingness design at Time
1 (T1) and Time 2 (T2) was used in which adolescents completed
a set of three of the six items.

Impulsivity. Adolescents’ level of impulsivity was assessed
with the five-item Eysenck Impulsiveness Scale (Eysenck & Ey-
senck, 1978; Vitaro, Arseneault, & Tremblay, 1997). Adolescenis
rated on a 5-point scale (1 = completely disagree, 5 = completely
agree} the extent to which they agreed with statement about
themselves (e.g., “T usuaily do and say things without thinking
about it”; range o« = .74 —.88). A planned missingness design at T1
and T2 was used in which adolescents completed a set of three of
the five items.

Substance use. Adolescents were asked about their use of
different substances with four items adapted from Malmberg and
colleagues (2010, 2013). For alcohol use, adclescents were asked
to indicate which answer best described their experience: 0 = ['ve
never drank alcohol, not even a sip; 1 = I have drunk alcohol once
or twice, 2 = I drink alcohol once or twice a month; 3 = [ drink
alcohol once or twice a week, 4 = [ drink alcohol daily. If
participants reported having ever had alcohol, they were presented
with the following item concerning binge drinking: *How many
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times in the last month did you diink five or more alcoholic drinks
in a row? For example, at a party or during one night.” Answer
categories ranged from 0 = never 0 6 = nine times or more.
Adolescents were also asked to indicate their experience with
smoking tobacco and smoking marijuana. Answer categories were
as follows: 0 = I have never smoked/smoked marijuana, not even
a puffs 1 = I smoked/smoked marijuana once or twice; 2 = [
smoke/smoke marijuana once or twice a month; 3 = I smoke/
smake marijuana once or twice a week; 4 = [ smoke at least once
a day. All use scores were dichotomized (0 = never used/never
binged, 1 = ever used/binged) and then summed for each mea-
surement wave (minimum = 0, maximum = 4).

Risky sexual behavior. The level of sexual risk behavior was
assessed with three items. First, adolescents were asked about
whether they had ever engaged in sexual behavior: “Have you ever
had sex with another person? With sex we mean everything from
touching or caressing to intercourse.” (0 = no, 1 = yes). If
adolescents indicated having had sex, they were presented with
two additional items about preventing sexually transmitied infec-
tions (STIs) and pregnancy: (1} When I have sex, I use a condom
to prevent STIs; (2) When T have sex, I use contraception (girls)/
protection (boys) to prevent pregnancy. Response categories for
these additional items ranged from 1 = never, 5 = always or
almost always, to 6 = not applicable. Participants who reported
“not applicable,” were recoded as missing. All other scores were
reverse-coded. A composite risk score was created by summing the
two items about preventing pregnancy and STTs, and when ado-
lescents had not had sex, they received a score of 0 (no sexual risk
behavior).

Permissive sexual attitudes, The endorserment of permissive
sexual attitudes was assessed with an adapted version of the Brief
Sexual Attitudes Scale (Hendrick, Hendrick, & Reich, 2006). A
sample itern is “T don’t need to be in a relationship to have sex with
someone.” Answer categories ranged from 1 = completely dis-
agree, 6 = completely agree (range o = .73-83. A planned
missingness design at T1 and T2 was used in which adolescents
completed a set of three of the five items.

Compulsive SEIM uvse. Compulsive use of sexunally explicit
Internet use was assessed with six items from the Compulsive
Iniernet Use Scale (Meerkerk et al., 2009), which were modified to
assess symptoms of compulsive searching for and viewing of
pornography on the Internet, instead of general compulsive Inter-
net use symptoms. A sample item is “How often do you get too
little sleep as a result of searching for or viewing pornography on
the internet?” Adolescents rated each item in terms of frequency
on a 6-point scale {0 = never, 1 = rarely, 2 = sometimes, 3 =
regularly, 4 = gften, 5 = very often). A mean score was con-
structed by averaging the scores on the items. A planned missing-
ness design at T and T2 was used in which adolescents completed
a set of four of the six ifems. Because of the low frequency of
compulsive SEIM use, the reliabilities of the (imputed) scores at
T1{a = .52) and T2 (& = .36) were quite low, compared with high
reliabilities at T3 (e = 91) and T4 (o = .93).

Parent-adolescent relationship quality. The quality of ado-
lescents’ relationship with parents was assessed with the satisfac-
tion and conflict subscales of the Network of Relationships Inven-
tory (NRI, Furman & Bubrmester, 2009). Each subscale consisted
of three items.- A sample item for the satisfaction subscale was
“How saiisfied are you with the relationship with your mother

{father)?” and for the conflict subscale “How much de you and
your mother {father) argue with each other?” (1 = litsle or none,
6 = the mosi). Adolescents could choose to respond aboui either
their mother or father, based on which parent was most involved in
their care and with whom they spent the most time. Most adoles-
cents reported on the mother—adolescent relationships (81.5% at
T1) bat reports about the father—adolescent relationship were also
included; hence, responses were treated together as the parent—
adolescent relationship. Mean scores across the three items were
used (range o = .93-.95 for satisfaction and .77-.95 for conflict,

Data Analysis

Using latent class growth analyses (LCGA), we extracted
classes of adolescents on the basis of their beginning levels of dark
personality characteristics (intercepts) and their change over time
(linear slopes). These analyses were conducted in Mplus (Version
7.4: Muthén & Muthén, 2014).* Six fit statistics and substantive
interpretation and/or practical considerations were used to deter-
mine the optimal number of latent classes in personality iraits
(impulsivity, CU, and GM). First, the Vuong-Lo-Mendell-Rubin
(VLMR; Lo, Mendell, & Rubin, 2001) test in which a nonsignif-
icant p value indicates that a modef with one less class would fit
better. Second, the Bayesian information criteron (BIC), with
lower values indicating a better fit. Third, the bootstrapped likeli-
hood ratio test in which a significant values indicates the fit could
be improved by adding another class (Nylund, Asparouhov, &
Muthén, 2007). Fourth, we used the adjusted Lo-Mendell-Rubin
(LMR; Lo et al., 2001) to test whether decreasing the number of
classes by one would improve model fit. If the adjusted LMR is
significant, this indicates that the model has a better fit than a
model with one less class. Fifth, average latent profiles posterior
probabilities which assess the probability that cases were consis-
tently placed in each profile, with a value of .7 being acceptable
with values closer to 1 suggesting better reliability of classifica-
tion. Sixth, for entropy, which refers to the accuracy of the clas-
sification of individuals in latent classes, values of .8 or higher
indicate a good classification (Celeux & Sorcmenho, 1996). Pre-
vious studies have identified three {Andershed et al., 2002, 2008;
Nijhof et al., 201 1) or four dark personality types (Salihovic et al.,
2014); therefore, our latent class solutions were tested against
three- and four-class soluiions, aithough we began with a one class
model with classes added iteratively until the addition of a class
did not improve or detracted from the model. At each stage, we
considered the theoretical meaningfuiness of the classes, interpret-
ability, previous findings and the practical constraint that class size
should be no smaller than 5% of the sample. There is no consensus
as to which indicator is the best overall measure of goodness of fit
{Nylund et al., 2007}, Once the number of classes was determined,
we tested whether the personality types differed from one another
on the personality characteristics in terms of the indtial levels
(intercept) and change (slope) using multigroup models in Mplus
and follow-up Wald tests of parameter constraints to compare
estimates of intercepts and slopes between personality types.

! It should be noted that LCGA sets the variance of the intercepts and
slopes within each class to zero, imposing homegeneity within each class.
This approach assumes homogeneity within classes. GMMs (not constrain-
ing intercepts and slopes) did not converge.
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To examine whether the identified personality types differed in
their levels and change in problem behaviors, data were analyzed
in two ways, First, a series of latent growth curve models were
conducted in Mplus in which we examined the fevel and change of
risk behaviors and parent-adolescent relationship quality over
time. Maximum likelihood estimation for robust standard esrors
was used as the estimator and full information maximum likeli-
hood was used to handle missing data. Second, we assessed
whether the personality types differed from one another in terms of
level (intercept) and change (linear slope) with muitigroup models
in Mplus and follow-up Wald tests.

Results

Longitudinal Personality Profiles

Using LCGA, and assessing the fit statistics {see Table 1), there
was no overall consensus as to whether the two-, three- or four-
class solution was the best fitting solution, although most indica-
tors supported the three-class model. The YLMR and adjusted
LMR both indicated that the three-class soluiion was the best
fitting solution and both the Average posterior probability and
entropy measures also indicated that this was a good model. The
BIC continued to improve with each added class although the
largest drop in BIC occurred between the second and third class.
Given these results and the match between the classes that were
found and the cross-sectional studies, the three-profile solution
was retained. These classes were characterized by examining the
distribution of Impulsivity, CU, and GM intercept and slope means
(see Table 2; Figure 1). The first group (the dark impulsive profile)
consisted of 157 adolescents (13.9%) who had high scores on ali
three traits (impulsivity, CU, and GM) that showed no significant
change across time. The second group (the impulsive profile)
consisted of 296 adolescents (26.1%) who had relatively high
levels of impulsivity at Wave 1 that significantly increased across
time, with relatively low, stable scores on CU and GM. The third
group {the low risk profile) consisted of 678 adolescents (60.0%)
who showed low levels on all three personality characteristics,
with impulsivity significantly decreasing across time, We tested
for quadratic effects in the slopes as well but these were not
significant. An analysis of variance comparing the three profile
groups on age F(2, 1128) = 7.87, p < .001 revealed that adoles-
cents in the dark impulsive group were slightly older (14.28, SE =
.09} than those in the Impulsive (M = 13.96, SE = .07), or low risk

Table 1
Fit Statistics for Latent Class Growth Analysis Solutions (N =
1131}

Class VILMR p BIC BLRT p Adjusted EMR AvePP Entropy

2 <001  32,252.59 <001 <001 95 86
3 168 31,685.78 <. 001 A73 90 80
4 06 31,300.67 <001 S10 87 78

Note. Values in boldface type represent indices showing best fit for a
specific number of classes. VLMR = Vueng-Lo-Mendell-Rubin likelihood
ratio fest; BIC = Bayesian information criterion; BLRT = bootstrapped
likelihood ratio test; Adjusted LMR = Lo-Mendell-Rubin adjusted likeli-
hood ratio test; AvePP = average of the postericr probabilities.

(M = 13.87, SE = .05) group at Wave 1. Therefore, age was used
as a covariate in subsequent analyses.

Dark Personality Types in Relation to Problem
Behavior and Parent-Adolescent Relationship Quality

Unconditional intercept and slope estimates from the LGMs for
the risk behaviors and parent-adolescent relationship are presented
in Table 3. Results of the multigroup LGMs assessing differences
between personality groups on intercept and slope estimates for
substance use, sexual risk and parent-adolescent relationship qual-
ity are also presented in Table 3. The estimated means of risk
behaviors and parent-adolescent relationship quality over time per
personality profile are illustrated in Figure 2.

Substance use and sexual risk behavior, The multigroup
LGM on substance use (Figure 2a) revealed that all three profile
groups significantly differed from each other on initial levels of
substance use with adolescents in the dark impulsive profile show-
ing the highest initial level of substance use, followed by those in
the Impulsive profile, with these in the low risk profile showing
the lowest levels. These differences across the three groups were
maintained across the four waves, although all three groups
showed an increase in substance use over the course of the study.
Concerning sexual risk, adolescents in both the dark impulsive and
impulsive profiles showed a higher initial level of sexual risk
behavior, compared with those in the low risk profile, as well as a
sironger increase of sexual risk behavior over time (Figure 2b). All
three groups differed from each other on permissive sexual atti-
tudes, with adolescents in the dark impulsive profile showing the
most permissive attitudes, followed by those in the impulsive
profile, with those in the low risk profile showing the least per-
missive sexual attitudes. Moreover, those in the dark impulsive
profile also showed a stronger increase in permissiveness com-
pared with those in the impulsive and low risk profiles (Figure 2c).
Finally, no significant differences among the profile groups on
either initial levels or degree of change in compulsive SEIM use
among boys were found (Figure 2d). Gitls’ levels of compulsive
SEIM use were too low and did not change over time.

Parent-adolescent relationship quality. The multigroup
LGMs on parent-adolescent relationship quality (satisfaction and
conflict) showed that adolescents in the dark impulsive and im-
pulsive profiles had lower initial levels of satisfaction compated
with those in the low risk profile, and these differences were
maintained over time. That is, adolescents in the three profiles did
not differ in terms of degree of change although all groups expe-
rienced a decrease in satisfaction in their relationship across the
study (Figure Ze). Finally, all three groups differed from each other
on parent-adolescent conflict, with adolescents in the dark impul-
sive profile showing the highest initial level of conflict, followed
by those in the Impulsive profile, with those in the low risk profile
showing the lowest level of conflict, Adolescents did not differ in
change of conflict over time, with conflict levels remaining stable
across the four waves (Figure 2f).

Discussion

Drawing from a normative sample of Dutch high school stu-
dents, the current study examined whether distinct groups of
adolescents could be identified based on the levels and change
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Table 2

Mean and Standard Ervors of Intercepts and Slapes of Impulsivity, Callous—-Unemotional (CU), and Grandiose-Manipulative {GM),

for the Three-Class Solution

Slope
impulsivity (SE)  Intercept CU (SE)  Slope CU (SE) Intercept GM (SE)  Siope GM (SE)

Intercept
Trajectory classes i {%) impulsivity (SE}
Dark impulsive 157 (13.9) 8115y, 02 (04)
Impulsive 296 (26.1) B4 (127, 08 .03y,
Low risks 678 (60.0) A3 (.05, —.04 (01,

88 (13, 08 (08),, 1.38 (32", 02(07),
~ AT (16, 08 (.05), —.09 (.08), 04 (04),
— 21 {04y, —02(00), — 28 (04)™", —.01{01),

Note. Different subscript letters indicate a significant (p < .05) difference between groups using Wald tests.

*p < .05 *p <005 "p< Q0L

profiles of CU, GM, and impulsive personality characteristics.
Three subgroups of adolescents were identified which we labeled
as low risks, dark impulsives, and impulsives. Most of the adoles-
cents in our sample (60%) exhibited low levels on all three
personality traits (fow risk profile) with decreases in impulsivity
across time. Adolescents in this group also exhibited low levels of
problem behaviors and had the highest quality parent—child rela-
tionship (high satisfaction and low conflict). The second most
common subgroup was the impulsive profile (26%). Adolescents
with this profile had relatively high levels of impulsivity that
increased across time and moderate and stable levels of CU and
GM. Compared with the low rsk group, these adolescents reported
higher levels of sexual risk behavior, and poorer satisfaction and
more conflict in their relationship with their parents. Moreover,
this group also showed more increases in substance use and risky
sexual behavior, Adolescents in the third subgroup (dark impulsive
profile; 14%) exhibited relatively higher levels of all three person-
ality traits that remained stable across the study. Compared with
low risks, they exhibited higher initial levels on all problem
behaviors and also showed greater increases in risky sexual be-
havior and permissive sexual attitudes over time. They also
showed lower initial levels of satisfaction in their relationship with
their parents compared with adolescents in the low risk group. This
group also showed higher initial levels of substance use and more
permissive sexual attitudes compared with the impulsive group
and these differences were maintained across the 2 years of the
study.

The three dark personality subgroups we identified were con-
sistent with groups found in prior cross-sectional studies {Ander-
shed et ai., 2002, 2008; Nijhof et al,, 2011) with the exception

1.5 1.5

1 ettt Sl 1
0.3 05

0 U e m = =—
2.5 0.5

1 |

wave 1 wave 2 wave 3 wave 4

—— |mpulsivity CU = =-GM ~f |1 pulsivity

wave 1 wave 2 wave 3 waved

being that two of our groups showed changes in impulsivity over
time. Contrary to prior research that found either stability or
decreases in impulsivity among middle adolescents (Harden &
Tucker-Drob, 2011; Quinn & Harden, 2013: Salihovic et al.,
2014}, adolescents with an impulsive profile showed an increase in
impulsivity, whereas adolescents in the low risk profile decreased
and those in the dark impulsive profile remained stable and high.
Moreover, across all three subgroups both CU and GM traits were
stable. These findings are in contrast to the longitudinal profiles
identified by Salihovic et al, (2014) in which three of their four
groups showed decreases on most traits across the four waves (3
years) of their study but are consistent with other studies that
focused on CU traits {e.g., Pardini & Loeber, 2008) or a composite
measure of psychopathic traits (L.ynam et al., 2008). One potential
reasen for the discrepancy of our results with Salihovic et al. is the
shorter time interval used in our study both between assessments
{6 months as opposed to 1 year) and the overall time interval (1.5
years between the first and fourth assessment compared with 3
years). Such a time interval might account for why we found less
change but our finding concerning an increase in impulsivity
among adolescents in the impulsive profile is striking. A potential
reason for this discrepancy is that our impulsivity measure focused
on a general impulsivity measure that taps the subcomponents of
lack of premeditation and urgency, both of which have been found
to first increase during early adolescence and then decrease during
middle adolescence. In contrast, the impuisivity measure nsed in
prior person-centered analyses derived from the Youth Psycho-
pathic Traits Inventory {van Baardewijk et al., 2010}, which in-
cludes subcomponents reflecting thrill seeking, irresponsibility
{reflecting a disregard for rules), as well as a general lack of
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Figure I. Standardized mean levels of personality traits across four measurement waves for three personality
types {dark impulsive, impulsive, low 1isk). CU = Callous—Unemotional; GM = Grandiose-Manipulative,
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Table 3

Unconditional and Multigroup Latent Growth Curve Models for Risk Behaviors and Parent-
Adolescent Relationship for Dark Personality Types (Standard Errvor)

Risk behavior Intercept M

Intercept variance

Slope M Slope variance

Unconditional models

Substance use 1.30 (.04y™" 1.29 (0O7Y™ A3 ¢on™ .05 (o™
Sexual risk behavior 27 (O™ 60 (.06)*" A3 02 12 o2yt
Permissive sexual attitudes 2.39 (.03y"* 37 (0gy -.02{.01) .05 (o™
Compulsive SEIM use® LiB (LTy™ .19 (.38) 08 (.05} .09 (09
Parent—adolescent satisfaction 4.94 .03y .51 {04y —08 {01y 03 (o™
Parent—adolescent conflict 2.69 (.02)™" 34 (.03 01 (.01} 04 (Lon™
Multigroup models
Dark impulsives
Substance use 2.20 (11", 1.59 (23)™" A1 (03", 04 (.02)
Sexual risk behavior 53 (1™, 1.24 (26)™ 31 (06, 28 (0N
Permissive sexual attitudes 2.76 (.08)"*", 46 (08) 17 (04, —°
Compulsive SEIM use® 1.37 (27", -t 09 (12), 08 {02y
Parent-adolescent satisfaction 4.67 (.08y", 611 —.08 (.03)*, .03 {02)
Parent-adolescent conflict 3.09 (.08, A6 ( 13y .02 (.04), .08 £.03)"
Impulsives
Substance use 1.56 (O™, 1.ig 13y A8 02y, 03 (.02)"
Sexual risk behavior 33 (07, 91 (16" 20004, . 2105
Permigsive sexual attitades 2.52 (06)™"*, AR {09y —.02 (.03), 08 (.02y™
Compulsive SEIM use® 1.33 (23)™", 1.52 {1.09 —.04 (.08), 18 (13)
Parent-adolescent satisfaction 4.77 (06)"™", 70 (.08 —.07 (.02)"", .06 .02y
Parent-adolescent conflict 2.81 (05", A4 (0™ 01 (.02), 05 (o™
Low risks
Substance use 97 {04y, 95 (.07 A3 000", 05 o™
Sexual risk behavior A7 (03", 39 (05 07 02", .05 (o™
Permissive sexual attitudes 2.24 {03y, 29 (05 —06 {01)"", .03 o™
Compuisive SEIM use* 112 {.10}, —* .05 {.04), .02 (oo™
Parent-adolescent satisfaction 5.08 .03y, 35 (04 -08 {017, 02 Lonp™
Parent-adolescent conflict 2.54 .03y, 20 (03)y .00 (.01}, 02 (on*

Note. Age is included in each model. Different subseript letters indicate a significant (p < .05) difference
between groups using Wald tests. SEIM = sexually explicit Internet material,
4 SEIM is among boys (n = 304). ° Constrained to zero because of convergence issues due to small cell sizes

and low prevalence of behavior.
*p < 05 Mp< 005 TTp < .001

impulse control may show sharper changes. There is a growing
consensus that the multidimensional structure of impulsivity
should not be ignored (Cyders & Coskunipar, 2Gi1; Whiteside &
Lynam, 2001) and that ctear, unidimensional constructs related to
impulsive action is one way that inconsistencies across studies
could be better understood and avoided (Cyders, 2015). These
conirasting results indicate that the guestion of whether psycho-
pathic traits should be characterized as highly stable at any given
developmental period is still not answered and may be sample,
subsample, and construct specific. Therefore, the question of
whether psychopathy measures should be used to inform decisions
that will have long-term consequences for youthful offenders
(Cauffman, Skeem, Dmitrieva, & Cavanaugh, 2016) is also in need
of subsequent longitudinal research.

The finding of three (and not four) profile groups in our study of
Dutch high school students is consistent with previous cross-
sectional studies, supporting the existence of the same three sub-
types among different populations: male and female Dutch ado-
lescents adrnitted to compulsory residential treatment (Nijhof et

al., 2011), a Swedish community sample of adolescents (Ander-
shed et al., 2002), and incarcerated German youth {(Andershed et
al., 2008). Although samples drawn from other populations might
still find additional profiles, our findings support the idea thai at
the very least these three profiles are likely to be found and that in
particular adolescents who are high on all three traits are likely to
be involved in more problem behaviors (particularly initiation of
substance use and sexual risk) and to begin this involvement at an
earlier age.

On the basis of prior findings that have used either a person-
oriented or dimensional perspective to examine how dark person-
ality traits are related to risk behaviors, we expected to find
differences in problem behaviors and parent-adolescent relation-
ship quality across the three a priori hypothesized profiles. Spe-
cifically, we expected that individuals who scored high on all three
personality dimensions (dark impulsives) to show the highest level
of substance use and the poorest relationship quality with parents
compared with any other group. The results confirmed our expec-
tations with respect to substance use (Andershed et al., 2008). The
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finding that the dark impulsives are at the start of the study already
showing comparatively high levels of substance use (and other
problem behaviors) suggest that research on the joint confribution
of all three traits should even be conducted with younger adoles-
cents and even elementary aged children. Wymbs et al. (2012)
found that high levels of callous-unemotional traits at 6th grade
prospectively predicted alcohol and marijuana onset and use at 9th
grade.

Although we did not expect adolescents in the dark impulsive
and impulsive groups to differ from each other on sexual risk
behaviors, we did find that adolescents in these groups showed
higher initial levels of sexual risk behavior and greater in-
creases in sexual risk and permissive sexual attitudes over time
compared with adolescents with a low risk personality profile.
Moreover, adolescents in the dark impulsive group showed the
gtrongest increase in permissive sexual attitudes. These results
confirm and extend previous variable-centered research that has
found that GM and CU and impulsive personality characteris-
tics are associated with adolescent sexual risk taking {McCau-

ley et al, 2016; Rucevié, 2010) but that when considered
together only impulsivity was a significant predictor {Rucevic,
201(). Our person-centered approach shows that for a subgroup
of adolescents it is the combination of all three traits that is
associated with the highest levels of sexual risk taking and
permissive sexual attitudes, whereas for another subgroup it is
predominantly impulsivity that is associated with sexual risk
taking. Thus, a person-centered analysis may find different
results compared with a variable-centered approach particularly
when interactions among personality constructs are not consid-
ered. Thus, latent class analysis can also serve to idemtify
potential personality characteristics that may potentiate each
other when found at high levels within the same individual.
These finding highlight the importance of considering not just
the independent effects of these traits but their interaction.
Although the current study focused on psychopathic traits other
dark personality traits (such as Machiavellianism or narcissism)
could also be included in future studies. Whether and how these
early signs of sexual risk taking also map onto sexual coercion
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or other forms of sexual viclence is an important area for future
research given dark personality traits have been linked to sexual
offending (Caputo et al., 1999). The fact that we did not find
that the groups differed on compulsive use of sexually explicit
Infernet material may be becanse of the age of the sample or the
fact that we are measuring compulsive use rather than just
degree of sexual media use or the content of that media such as
violent or nonviolent sexual media (Baer, Kohut, & Fisher,
2015).

Finally, consistent with the results of Salihovic and colleagues
{2014) as well as other research that used a variable-centered
approach, we found that adolescents with the highest psychopathic
traits and those with high levels of impulsivity reported poorer
relationships with their parents compared with the low risks and
these differences were maintained across time. It is not clear
whether it is the personality traits, the problem behaviors or a
combination of both that is driving these resulis. Prior research
using cross-lagged panel designs to tease apart direction of effects
has found that parental behavior is more a reaction rather than a
predictor of psychopathic traits (e.g., Salihovic, Kerr, Ozdemir, &
Pakalniskiene, 2012). Given the relatively high stability of psy-
chopathic personality traits found in our sample, our results also
are suggestive of a reactive effect but whether this is a reaction to
the traits or the preblem behaviors is still not clear. Nonetheless,
additional research is needed such as a randomized-controlled triai
of an intervention targeted at either parental behaviors or adoles-
cent personality traits would be needed to tease apart a stronger
causal relation and direction of effects. Most research that finds
stronger predictive links for parenting behavior in relation to
psychopathic traits finds these associations among younger ado-
lescents and school-age children (e.g., Fontaine et al., 2011; and
see Frick et al., 2014 {for a review).

The current study has some limitations that should be considered.
First, we used adolescent self-reports on their own personality fraiis
and behaviors as well as their repoits on their relationships with their
parents which increases the likelihood of shared-method variance.
Although self-reports have the advantage of giving nsight into how
adolescents subjectively perceive themselves and their relationships,
adolescent personality characteristics may be related to how adoles-
cents perceive their parents. Multi-informant designs on adolescent
behaviors, traits and relationships or observational designs to capture
adolescents’ relationship with their parents would be able to tease
apart shared method variance effects from other effects. Second,
the sampled adelescents responded based on their relationship with
either their mother or father; however, relationships with fathers
and mothers are sometimes suggested to have different functions
(Duchesne & Ratelle, 2014; Rubin et al.,, 2004), aithough the
quality of these relationships are often highly correlated (e.g.,
Salihovic et al., 2014). Future studies that collect data about
adolescents’ relationship with both parents could make meaningful
comparisons between effects of these two relationships, or be-
tween same-sex and other-sex parent—child dyads. A third issue is
that we only followed the sample across 2 academic years with
approximately 18 months in between the first and last wave of
measurement. This means that for our youngest participants the
apex of their risk behaviors probably has not yet been attained and
such activities such as risky sexual activities or substance use may
show even stronger effects in older samples or ameong those
followed over longer periods of time. It could very well be that

adolescents in our Impulsive profile group represent individuals
whose impulse control is still immature but that over time it will
improve and risky behaviors will subside. That is, longer term
follow-1ip studies are needed to examine whether this subgroup of
adolescents represent those individuals who show adolescence-
limdted risk taking whereas those adolescents who show high and
stable levels of all three traits represent those who individuals who
will carry their problem behaviors into adulthood, Fourth, our
results are based on a convenience sample of relatively homoge-
neous group of Dutch adolescents recruited through high schools.
It may be that youth with more severe forms of personality
characteristics or problem behaviors were underrepresented in our
sample because of their higher likelihood of having school prob-
lems or disliking school. Fifth, results concerning compulsive
SEIM use needs to be interpreted with cantion, given the low
reliabilities of the scale for the first two waves of the study. These
low reliabilities could have contributed to the lack of variance at
the initial measurement wave but could also be reflective of the
low frequency of this behavior in our sample. Finally, the nature of
our design, although longitudinal, is still correlational and there-
fore the direction of effecis or causal relationships cannot be
established.

Conclusion

Despite these limitations, the present study has a aumber of
strengths that deserve acknowledgment. First, although previous
studies have examined the stability and correlates of individual
psychopathic tfraits in adolescence the majority of studies have
examined the stability of various measures of CU {Obradovié,
Pardini, Long, & Loeber, 2007, Pardini & Loeber, 2008) or im-
pulsive traits individually (Steinberg et al., 2008). The current
study studied the joint development of CU, GM, and impulsive
traits among a large longitudinal community sample of Dutch high
school students followed over four measurement waves. More-
over, we examined whether adolescents with different combina-
tons of these traits also differed on two developmentally relevant
behaviors: substance use initiation and sexual (risk) behaviors
rather than measures of deviancy, We identified three longitudinal
personality profiles that were highly consistent with subgroups
identified in previous cross-sectional studies (Andershed et al.,
2008; Nijhof et al., 2011). Second, our results confirm the stability
of CU and GM traits during adolescence and the malleability of
impulsivity. Third, our results suggest that adolescents who have
high levels of CU and GM traits that are already coupled with high
levels of impulsivity may be at risk of an earlier and more severe
trajectory of problem behaviors that may differ from the trajeciory
of risky behaviors that characterize youth who are only impulsive.
Most community studies of adolescent risk taking that include
personality assessments primarily focus on impulsivity or other
measures of self-regulation. The current study highlights the im-
portance of including other dark personality traits in these studies
to identify youth who are most at risk.

References

Andershed, H., Kerr, M., Stattin, H., & Levander, S. (2002). Psychopathic
traits in non-referred youths: A new assessment tool. In E. Blaauw, & L.
Sheridan (BEds.), Psychopaths: Current international perspectives (pp.
131-158). The Hague, the Netherlands: Elsevier.



ADOLESCENT DARX PERSONALITY TRAITS AND IMPULSIVITY ag7

Andershed, H., Kohler, D., Eno Looden, J., & Hinrichs, G. (2008). Does
the three-factor model of psychopathy identify a problematic subgroup
of young offenders? International Journal of Law and Psychiatry, 31,
189-198. htip://dx.doi.org/10.1016/.ijlp.2008.04.003

Baer, H. L., Kohut, T., & Fisher, W. A. {2015). Is porrography use
associated wiih anti-woman sexual aggression? Re-examining the con-
fluence model with third variable considerations. The Canadian Journal
of Humar Sexuality, 24, 160-173. http://dx.doi.org/10.3138/cjhs
242-A06

Baughman, H. M., Jonason, P. K., Veselka, L., & Vernon, P. A, (2014).
Four shades of sexual fantasies linked to the dark triad. Personality and
Individual Differences, 67, 47-51. hup://dx.doi.org/10.1016/.paid.2014
.01.034

Buetow, M. T., & Brunell, A. B. (2014). Facets of grandiose narcissism
predict involvement in health-risk behaviors, Personality and Individual
Differences, 69, 193198, http://dx.doi.org/10.1016/j.paid.2014.05.03]

Caputo, A. A., Frick, P. 1., & Brodsky, 8. L. (1999}. Pamily violeace and
juvenile sex offending: The potential mediating role of psychopathic
traits and negative attitudes toward women. Criminal Justice and Be-
havior, 26, 338356, http://dx.doi.org/10.1177/00938548990260303004

Cauffman, E., Skeem, J., Dmitrieva, I., & Cavanaugh, C. {2016). Com-
paring the stability of psychopathy scores in adolescents versus adults:
How often is “fledgling psychopathy” misdiagnosed? Psychology, Pub-
lic Policy, and Law, 22, 77-91. http://dx.doi.org/10.1037/1aw0000078

Celeux, G., & Soromento, G. (1996). An entropy criterion for assessing
the number of clusters in a mixture model. Journal of Classification, 13,
195-212. http://dx.doi.org/10.1007/BI01246098

Chabrol, H., van Lesuwen, N., Rodgers, R., & Sejourne, N. (2009).
Coniributions of psychopathic, nascissistic, Machiavellian, and sadistic
personality traits to juvenile delinquency. Personality and Individual
Differences, 47, 734-739. htip://dx.doi.org/10.1016/].paid.2009.06.020

Cooke, D. I., & Michie, C. (2001). Refining the constrict of psychopathy:
Towards a hierarchical model. Psychological Assessiment, 13, 171-188.
http://dx.doi.org/10.1037/1040-3590.13.2.171

Cyders, M. A. (2015). The misncmer of Impulsivity: Commentary on
“Choice Impulsivity” and “Rapid-Response Impulsivity” articles by
Hamilton and colleagues. Personality Disorders: Theory, Research, and
Treatment, 6, 204-205.

Cyders, M. A., & Coskunpinar, A. (2011). Measurement of constructs
using self-report and behavioral lab tasks: Is there overlap in nomothetic
span and construct representation for impulsivity? Clinieal Psychology
Review, 31, 965-982.

Dempster, A. P., Laird, N. M., & Rubin, D. B. (1977). Maximum likeli-
hood incomplete data via EM algorithm. Journal of the Royal Statistical
Society Series B: Methodological, 35, 1-38.

Dickman, 8. J. (1990}, Functional and dysfunctional impulsivity: Person-
ality and cognitive correlates. Personality Processes and Individual
Differences, 58, 95-102. http://dx.dol.crg/10.1037/0022-3514.58.1.93

Dir, A. L., Coskunpinar, A., & Cyders, M. A, (2014). A meta-analytic
review of the relationship between adolescent risky sexual behavior and
impulsivity across gender, age, and race. Clinical Psychology Review,
34, 551-562. http://dx.doi.org/10.1016/.cpr.2014.08.004

Doornwaard, $. M., van dea Eijnden, R. J. J. M., Baams, L., Vanwesen-
heeck, 1., & ter Bogt, T. F. M. (2016}, Lower psychological well-being
and excessive sexual interese predict symptoms of cempulsive use of
sexually explicit Internet material among adolescent boys. Journal of
Youth and Adolescence, 45, 73-84. hitp://dx.doi.org/10.1007/510964-
015-0326-¢

Duchesne, S., & Raielle, C. F. (2014). Attachment security to mothers and
fathers and the developmental trajectories of depressive symptoms in
adolescence: Which parent for which trajectory? Journal of Yourh and
Adolescence, 43, 641-654, htip://dx.doi.org/10.1007/510964-013-
0029-z

Egan, V., Chan, 8., & Shorter, G. W, (2014). The Dark Triad, happiness
and subjective well-being. Personality and Individual Differences, 67,
17-22. htip://dx.doi.org/10.1016/).paid.2014.01.004

Elam, K. K., Wang, F. L., Bountress, K., Chassin, L., Pandika, D., &
Lemery-Chalfant, K. (2016). Predicting substance use in emerging acult-
hood: A genetically informed study of developmentat transactions be-
tween impulsivity and family conflict. Development and Psychopathol-
ogy, 28, 673-688. http://dx.doi.org/10.1017/809545794 16000249

Eysenck, S. B. G., & Hysenck, H. J. (1978). Impulsiveness and venture-
someness: Their position in 2 dimensional system of personality descrip-
tion. Psychological Reports, 43, 1247-1255. hitp://dx doi.org/10.2466/
pr0.1978.43.3£.1247

Fontaine, N. M., McCrory, E. I., Boivin, M., Moffitt, T. E., & Viding, E.
(2011). Predictors and outcomes of joint trajectories of callous-
unemotional traits and conduct problems in childhood. Journal of Ab-
normal Psychology, 126, 730-742, hitp://dx doi.org/10.1037/a0022620

Frick, P. 1., Bodin, S. D., & Barry, C. T. (2000). Psychopathic traits and
conduct problems in community and clinic-referred samples of children:
Further development of the psychopathy screening device. Psychologi-
cal Assessment, 12, 382-393, hup:/dx.doi.org/10.1037/1040-3590.12.4
382

Frick, P. 1., Cornell, A. H., Barry, C. T, Bedin, S. D., & Dane, H. A
(2003). Callous—unemotional traits and condunct problems in the predic-
tion of conduct problem severity, aggression, and self-report of delin-
quency. Journal of Abnormal Child Psychology, 31, 457-470.

Frick, P. 1., Kimonis, E. R., Dandreaux, D. M., & Farell, . M. (2003). The
4 year stability of psychopathic traits in non-referred youth. Behavioral
Seiences & the Law, 21, T13=736. hitp://dx.doi.org/10.1002/bsl. 568

Frick, P. L, Ray, J. V,, Thomnton, L. C., & Kahn, R, E. (2014}. Can
callous-unemotional traits enhance the understanding, diagnosis, and
treatment of serious conduct problems in children and adolescents? A
comprehensive review. Psychological Bulletin, 140, 1-57. http://dx.doi
org/10.1037/0033076

Furman, W., & Buhrmester, D. (2009). Methods and measures: The pet-
work of relationships inventory: Behavioral systemas version. Interna-
tional Journal of Behavioral Development, 33, 470478, hitp://dx.doi
org/10.1177/0165025409342634

Graham, J. W., Taylor, B. I, Clchowski, A. E., & Cumsille, P. E. (2006).
Plunned missing data designs in psychelogical research. Psychological
Methods, 11, 323-343. hitp-//dx.doi.org/10.1037/1082-989X.11.4.323

Harden, K. P., & Tucker-Drob, E. M. (2011}, Individual differences in the
development of sensation seeking and impulsivity during adolescence:
Further evidence for a dual systems model. Developmental Psychelogy,
47, 739-746. htip:/dx.doi.org/10.1037/20023279

Hendrck, C., Hendrick, S. S., & Reich, D. A. (2006). The brief sexual
attitudes scale. Journal of Sex Research, 43, 76-86. hitp://dx.doi.org/
10.1080/00224490609552301

IBM Corp. (2015). IBM SPSS Statstics for Windows, (Version 23.0).
Armonk, NY: Author.

Jonason, P. K., & Tost, I. {2010). I just cannet conerel myself: The Dark.
Triad and self-control. Personality and Individual Differences, 49, 611—
615. http://dx.doi.org/10.1016/j.paid. 2010.05 031

Jones, D. N., & Paulhus, D. L. (2011). The role of impulsivity in the Dark
Triad of personality. Personality and Individual Differences, 51, 679~
682. hitp://dx.dot.org/10.1016/).paid.2011.04.011

Kiff, C. 1., Lengua, L. J., & Zalewski, M. (20{1). Nature and nurturing:
Parenting in the context of child temperament. Clinical Child and
Family Psychology Review, 14, 251-301. http//dx.doi.org/10.1007/
$10567-011-0093-4

Littlefield, A. K., Stevens, A. K., Ellingson, J. M., King, K. M., & Jackson,
K. M. (2016). Changes in negative urgency, positive urgeacy, and
sensation seeking across adolescence. Personality and Individual Dif-
Ferences, 90, 332-337. hup://dx.doiorg/10.1016/) paid.2015.11.024




888 DUBAS, BAAMS, DOORNWAARD, AND VAN AKEN

Lo, Y., Mendell, N. R., & Rubin, D. B. (2001). Testing the number of
components in a normal mixture. Biomerrika, 88, 767-778. http://dx.doi
Lorg/10.1093/biomet/88 3.767

Luhtanen, R. K., & Crocker, J. (2005). Alcohol use in college students:
Effects of level of self-esteer, narcissism, and contingencies of self-
worth. Psychology of Addictive Bekaviors, 19, 99-103. http//dx.doi.org/
10.1037/0893-164X.19.1.99

Lynam, D, R., Loeber, R., & Stouthamer-Loeber, M. (2008). The stability
of psychopatliy from adolescence into adulthood—The search Tor med-
erators. Criminal Justice and Behavior, 35, 228 -243. http://dx doi.crg/
10.1177/0093854807310153

Malmberg, M., Kleinjan, M., Overbeek, G., Vermulst, A. A., Lammers, I,
& Engels, R, C. (2013). Are there reciprocal relationships between
substance use risk personality profiles and alcohol or tobacco use in
early adolescence? Addictive Behaviors, 38, 2851-2859. hitp://dx.doi
.org/10.1016/j.addbeh.2013.08.003

Maimberg, M., Overbeek, G., Monshouwer, K., Lammers, I, Vollebergh,
W. A., & Engels, R. C. {2010). Substance use risk profiles and associ-
ations with early substance use in adolescence. Journal of Behavioral
Medicine, 33, 474 —485. http://dx.doi.org/10.1007/510865-010-9278-4

Malta, L. S., Blanchard, B. B., & Freidenberg, B, M. (2005). Psychiatric
and behavioral problems in aggressive drivers, Behaviour Research and
Therapy, 43, 14671484, hitp://dx.doi.org/10.1016/.brat.2004.11.004

Martin, A. M., Benotsch, E. G., & Lance, §. P. (2013), Transmission risk
behaviars in a subset of HIV-positive individuals: The rofe of narcissis-
tic personality features. Personclity and Individunl Differences, 54,
256--260. http://dx.doi.org/10.1016/). paid.2012.09.006

McCauley, K. L., Shadur, J. M., Hoffman, E. M., MacPherson, L., &
Lejuez, C. W. (2016). Adolescent callous-unemotional traits and paren-
tal knowledge as predictors of unprotected sex among youth. Behavior
Modification, 40, 70-96. http://dx.doi.org/10.1177/0145445515615355

McMalion, R. J., Witkiewitz, K., & Kotler, . S., & the Conduct Problems
Prevention Research Group. (2010). Predictive validity of callous-
unemotional traits measured in early adolescence with respect to multi-
ple antisocial outcomes. Journal of Abnormal Psychology, 119, 752~
763. hitp://dx.doi.org/10.1037/a0020796

Meerkerk, G. I., Van Den Eijnden, R. J., Vermulst, A, A., Garretsen, H. F.,
Yermulst, A. A., & Garretsen, H, F. L. (2009). The Compulsive Internet
Use Scale (CIUS): Some psychometric properties. Cyberpsychology &
Behavior, 12, i—6. http://dx.doi.org/10.1089/cpb.2008.0181

Muthén, L. K., & Muthén, B. (2014), Mpius version 7.3. Los Angeles, CA:
Author.

Nijhof, K. §., Vermulst, A., Scholte, R. H. J., van Dam, C., Veerman, JLW.,
& Engels, R. C. (2011). Psychopathic traits of Dutch adolescents in
residential care: Identifying subgroups. Journal of Abrormal Child Psy-
chology, 39, 59--70. http://dx.doi.org/10,1007/510802-010-9445-7

Nylund, K. L., Asparouhov, T., & Muthér, B. O. (2007). Deciding on the
number of classes in latent class analysis and growth mixture modeling:
A Monte Carlo simulation study. Structiral Equation Modeling, 14,
535-569. http://dx.dol.org/10.1080/10705510701575396

Obradovié, ., Pardini, D. A,, Long, J. D., & Loeber, R. (2007). Measuring
Interpersonal Callousness in boys from childhood to adolescence: An
examination of longitudinal invariance and temporal stability. Journe/ of
Clinicat Child and Adolescent Psychology, 36, 276292,

O’Connos, T. G., Humayun, S., Briskman, J. A., & Scott, 8. (2016).
Sensitivity to parenting in adolescents with callousfunemotional traits:
Observational and experimental findings. Journal of Abnormal Psychol-
ogy, 125, 502-513. hitp://dx.doi.crg/10.1037/abn00001S55

Orue, L, Calvete, E., & Gamez-Guadix, M. (2016). Gender moderaies the
association between psychopathic traits and aggressive behavior in ad-
olescents. Personality and Individual Differences, 94, 266271, hup://
dx.doi.org/10.1016/].paid.2016.01.043

Pardini, . A., Lochman, J. E., & Powell, N, (2007). The development
of callous-unemotional traits and antisocial behavior in children: Are

there shared andfor unique predictors? Journal of Clinical Child and
Adolescent Psychology, 36, 319-333. hup://dx.doi.org/10.1080/
15374410701444215

Pardini, D. A., & Loeber, R. {2008). Interpersonal callouspess trajectories
across adolescence—Early social influences and adult outcomes. Crim-
inal Justice and Behavior, 35, 173-196. http.//dx.doi.org/10.1177/
0093854807310157

Quinn, P. D.. & Harden, K. P. (2013). Differential changes in impuisivity
and sensation seeking and the escalation of substance use from adoles-
cence to early adulthood. Development and Psychopathology, 25, 223—
239. hitp://dx.doi.org/10.1017/50934379412000284

Reitz, E., van de Bongardt, ., Baams, L., Doornwaard, S., Dalerberg, Ww.,
Dubas, I, . . . Dekovié, M. (2015). Project STARS (Studies on Trajec-
tories of Adolescent Relationships and Sexuality): A longitudinal, multi-
domain study on sexual development of Dutch adolescents. European
Journal of Developmental Psychology, 12, 613-626. hup-//dx.doi.org/
10.1080/17405629.2015.1018173

Rubin, K. 0., Dwyer, K. M., Kim, A, H., Burgess, K. B., Booth-Laforce,
., & Rose-Krasnor, L. (2004). Auachment, friendship, and psychoso-
cial functioning in early adolescence. The Journal of Early Adolescence,
24, 326-356. http://dx.doi.org/10.1177/027243 1604268530

Rucevié, 8. (2010). Psychopathic personality traits and delinquent and
risky sexual behaviors in Croatian sample of nop-referred boys and girls,
Law and Hwman Behavior, 34, 379-391. hup://dx.doi.org/10.1007/
$10979-009-9196-6

Salihovic, S., Kerr, M., Ozdemir, M., & Pakalniskiene, V. (2012). Direc-
tions of effects between adolescent psychopathic traits and parental
behavior, Journal of Abnovmal Child Psychology, 40, $57-969. hup./
dx.dei.org/10.1007/510802-012-9623-x

Salihovie, 8., Gzedmir, M., & Kerr, M. (2014). Trajectories of adolescent
psychopathic traits. Journal of Psychopathology and Behavioral Assess-
ment, 36, 47-59. hup://dx.doi.org/10.1007/s10862-013-9375-0

Shulman, E. P., Harden, K. P., Chein, . M., & Steinberg, L. (2015). Sex
differences in the developmental trajectories of impulse conirol and
sensation-seeking from early adolescence to early aduithood. Journal of
Youth and Adolescence, 44, 1-17. hup://dx.doi.org/10.1007/510964-
014-0116-9

Steinberg, L., Albert, D., Canffman, E., Banich, M., Graham, S., &
Woolard, T. (2008). Age differences in sensation seeking and impulsivity
as indexed by behavior and self-report: Bvidence for a dual systems
model. Developmental Psychology, 44, 1764-1778.

Stautz, K., & Cooper, A. (2013). Empulsivity-related persorality traits and
adelescent alcohol use: A meta-analytic veview. Clinical Psychology
Review, 33, 574-592. http://dx.doi.org/10.1016/.cpr.2013.03.003

Thomaes, S., Brummelman, E., Reintjes, A., & Bushman, B. J. (2013).
When narcissus was a boy: Origins, nature, and consequences of child-
hood narcissism. Child Development Perspectives, 7, 22-26. httpi//dx
.doi.org/10.1111/cdep. 12009

Van Baardewijk, Y., Andershed, H., Stegge, H., Nilsson, . W., Scholie,
E., & Vermeiren, R. (2010), Development and tests of short versions of
the Youth Psychopathic Traits Inventosry and the Youth Psychopathic
Traits Inventory—Child Version. Furopean Journal of Psychological
Assessment, 26, 122-128. http://dx.doi.orgf10.1027/1015-5759/2000017

Vitaro, F., Arseneault, L., & Tremblay, R. E. (1597). Dispositional pre-
dictors of problem gambling in male adolescents, The American Journal
of Psychiatry, 154, 1769-1770. http:/fdx.dei.org/10.1176/2jp. 154.12
1769

Waller, R., Gardrer, F., & Hyde, L. W. (2013), What are the associations
between parenting, callous-unemotional traits, and antisectal behavior in
youth? A systematic review of evidence. Clinical Psychology Review,
33, 593-408. http://dx doi.org/10.1016/.cpr.2013.03.001

Wetzel, E., & Robins, R. W. (2016). Are parenting practices associated
with the development of narcissism? Findings from « longitudinal study




ADOLESCENT DARK PERSONALITY TRAITS AND IMPULSIVITY 389

of Mexican-origin youth. Journal of Research in Personality, 63, 84-94,
http://dx.doi.org/10. 1016/ jrp.2016.05.005

Whiteside, 8. P., & Lynam, D. R. (2001). The five factor model and
impulsivity: Using a structural model of personality te understand im-
pulsivity. Personality and Individual Differences, 30, 669-689. http:/f
dx.doi.org/10.1016/80191-8869(00)00064-7

Wymbs, B. T, McCarty. C. A, King, K. M., McCauley, E., Vander Stoep,
A., Baer, J. 8., & Waschbusch, D. A, (2012). Callous-unemoticnai traits

as unique prospective risk factors for substance use in early adolescent
boys and girls. Journal of Abnormal Child Psychelogy, 40, 1099—1110.
htep://dx.doi.org/10.1007/s10802-012-9628-5

Received December 15, 2016
Revision received May 17, 2017
Accepted May 18, 2017 =

APA JOURNALS®

Puhlishing on the Forefront of Psychology

ISSN: 0021-843X

PRICING

first issue.

ORDER INFORMATION

Start my 2018 subscription to the
Journal of Abnormal Psychology®

APA Member/Affiliate $127
Individual Nonmember $273
Institution $1,019

Call 800-374-2721 or 202-336-5600
Fax 202-336-5568 | TDD/TTY 202-336-6123

Subscription orders must be prepaid. Subscriptions are on
a calendar year basis. Please allow 4-6 weeks for delivery of the

Learn more and order online at:

www.apa.org/pubs/journals/abn ABNATE




- DevEbpmental Psieheiagy

»
Facvity of Social Sciences and Humanities
e-Bangiiinin
Journal of Social Sciences and Humanities

Special Issue 2 (2015) 055-064, ISSN: 1823-884x

International Conference on Social Sciences & Humanities (ICOSH-UKM2012)
Theme: Knowledge for Social Transformation & Development in the 21st Century

RELATIONSHIP BETWEEN PERSONALITY TRAITS, ATTACHMENT STYLES AND
LIFE SATISFACTION AMONG ADOLESCENTS

Wan Shahrazad, W.S., Nor Ba’yah Abdul Kadir, Fatimah Omar & Fatimah Wati Halim

ABSTRACT

Adolescence is an important developmental stage for every individual as it is a transition period
from childhood to adulthood. Hence, many variables contribute to the feclings of life satisfaction
among adolescents. It is therefore prudent to investigate what adolescents deem as important in
influencing their life satisfaction. The objective of this study was to examine the relationship
between personality iraits, attachment styles with adolescents’ life satisfaction. A total of
315 respondents aged between 18 to 21 vyears old participated in this study. Three
standardized instruments were used and they are: the NEO Five Factor Inventory (NEO-FFI) to
measure personality, the Attachment Style Questionnaire (ASQ) and the Satisfaction with Life
Scale (SWLS). Results showed that there were significant relationships between personality traits
of extraversion, openness and conscientiousness with life satisfaction. The findings also
indicated significant correlations between attachment styles of confidence and relationship
with life satisfaction. In addition, results showed that there were significant relationships between
most of the personality traits with attachment styles. In conclusion, adolescents who were
satisfied with their lives were those who have personality traits of extraversion, openness and
conscientiousness and secure attachment style. These findings give important insights in
understanding the well-being of adolescents.

Keywords: personality; extraversion; conscientiousness; attachment style; life satisfaction

INTRODUCTION

Adolescence 1s an important developmental stage for every individual as it is a transition period
from childhood to adulthood. It is the one stage most marked by rapid and tumultuous transition
(Brockman, 2003; Cook & Furstenberg, 2002). While the transition is unavoidable, the speed and
magnitude of these changes overtax the capacity for many young people to cope (Collins, 2001;
Davis, 2003; Jessor, 1993).

In the course of these physical, cognitive and emotional developmental processes, these
individual differences coupled with attachment styles may influence the psychological well-being
of adolescents. Our behavior in adult relationships is based on our experiences in the early years
of life with our parents or caregivers. According to the theory of attachment styles, the kinds of
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bonds we form early in life influence the kinds of relationships we form as adults. The theory was
first formulated by John Bowlby (1973; 1980; 1982; 1988) who charted the process of close
relationships in parent-infant interactions and disruptions, illuminated by three phases in the
child’s response — protest, despair and detachment. Bowlby’s (1973) work on affectional
bonds stated that the quality of early relationships would exert long-term influence on
personality and on the subsequent relationships through different styles. This style is called
attachment style.

Ainsworth (1989) developed the theory further by identifying secure and insecure attachment
styles in infants which typified certain ways of responding to brief laboratory controlled
separation from mother. These were secure, insecure anxious-ambivalent and insecure anxious-
avoidant. These styles have been further examined in adulthood by Main and others in relation to
parenting (George, Kaplan & Main, 1984).

Hazan and Shaver (1987) identified three styles of close relationships based on the
chi Idhood ones — preoccupied, avoidant and secure which they assessed in a self-report
questionnaire which included a brief vignette on each style which respondents had to choose as
most like them. This was tested on a sample of 620 individuals self-selected through answering a
magazine advert asking about partner relationships. Each of the styles identified was
characterized in terms of level of comfort with closeness and level of autonomy. A desire for
intimate relationships, a balance of closeness and autonomy, and feeling comfortable with a
degree of dependency were all associated with secure attachment style. The preoccupied or
anxious-ambivalent styles were characterized by a greater need for close relationships, proximity
and high dependency. Avoidant attachment styles were associated with maintaining distance and
feeling of discomfort with intimacy and high self-reliance.

There is a large literature on close relationships and its relation to personality, self-criticism
and dependency, dysfunctional attitudes and perfectionism (Wei, Mallinckrodt, Larson &
Zakalik, 2005; Luecken, 2000; Murphy & Bates, 1997). Close relationships of adults is associated
with psychopathology such as depression and other mental disorders (Mickelson et al., 1997).
There are fewer studies focusing on depression and other psychiatric disorders but these show a
relationship between insecure close relationships style and disorder (Hammen et al., 1985; Gerlsma
& Luteijn, 2000). Whilst rather more studies find anxious styles more predictive (Gerlsma &
Luteijn, 2000; Wei et al, 2005) some find avoidant style confers risk (McCarthy & Taylor, 1999;
Cassidy, 1994) and some identify fearful style as the most vulnerable (Murphy & Bates, 1997). This
mconsistency 1s likely to relate to the variety of measures used, the distinction between depression
and anxiety disorder outcomes, and the frequent use of cross-sectional study where close relationship
ratings may be contaminated by the disorder (Bifulco et al., 2002a; 2002b).

Prior studies have documented robust relationships between global positive affect and
the Big Five trait Extraversion, as well as secure adult attachment style (e.g., Costa &
McCrae, 1980; McCrae & John, 1992; Simpson, 1990; Torquati & Rafaelli, 2004; Watson &
Clark, 1997). One of the most robust findings in the literature on affect and personality is the
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strong correlation between dispositional global positive affect and the Big Five factor Extraversion
(e.g., Costa & McCrae, 1980; John, 1990; Larsen & Ketelaar, 1989; McCrae & John, 1992;
Watson & Clark, 1997). Extraversion scores predict frequency and intensity of felt positive
emotion, as well as reactivity to positive feedback (Larsen & Ketelaar, 1989; Meyer & Shack,
1989; Watson & Clark, 1997).

Prior studies have found that insecure attachment is associated with higher levels of negative
affect, especially in the context of romantic relationships (e.g., Feeney & Kirkpatrick, 1996;
Simpson, 1990). Insecure attachment style also predicts increased vulnerability to affective
disorders, including depression and anxiety (Roberts, Gotlib & Kassel, 1996). Less is known
about the relationship between attachment style and the experience of positive emotions in
adulthood. A few studies have found that securely attached individuals do experience more
positive emotion than insecurely attached individuals, particularly in the context of romantic
relationships (e.g., Simpson, 1990; Torquati & Raffaelli, 2004).

A growing body of evidence suggests links between the dimensions of insecure attachment
and psychological distress. For example, studies have shown that insecure adult attachment is
related to negative affect (Simpson, 1990); lower levels of emotional adjustment (Rice,
FitzGerald, Whaley & Gibbs, 1995; Rice & Whaley, 1994); depression, anxiety, and hostility
(Priel & Shamai, 1995; Mikulincer, Florian & Weller, 1993; Robert, Gotlib & Kassel, 1996);
shame, anger, fear of negative evaluation, and pathological narcissism (Wagner & Tangney,
1991); and interpersonal problems and core relationship conflicts (Bartholomew & Horowitz,
1991; Horowitz, Rosenberg & Bartholomew, 1993; Mallinckrodt & Wei, 2000). In general,
previous studies have shown that securely attached persons are significantly less anxious,
depressed, and angry and have less interpersonal distress than those with either anxious or
avoidant attachment (for a review, sec Lopez & Brennan, 2000).

The main objectives of this research therefore, are: (1) to examine the relationship between
personality traits and attachment styles, (2) to examine the relationship between personality traits
and life satisfaction among adolescents, and (3) to examine the relationship between attachment
styles and life satisfaction among adolescents.

MATERIALS AND METHOD

The participants in this study were 315 respondents aged between 18 to 21 years old. Three
standardized instruments were used and they are:

1. The NEO Five Factor Inventory (NEO-FFI) to measure five traits of personality
namely neuroticism, extraversion, openness, agreeableness and conscientiousness. This
inventory consists of 60 items with 12 items for each dimension. Respondents
answered to the statements using a five-point Likert scale from 1=Strongly Disagree
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to 5=Strongly Agree. Reliability analysis showed that the scale has moderate reliability
for its dimensions ranging from alpha .52 to .79 while alpha for all items was .81.

ii. The Attachment Style Questionnaire (ASQ) consists of 40 items measuring five

dimensions namely confidence, discomfort, relationship, approval and preoccupied. The

. dimensions of confidence and approval can be categorized as the secure attachment style.

The inventory uses a six-point Likert scale with 1=Strongly Disagree to 6=Strongly

Agree. The reliability of the instrument showed moderate reliability for its dimension
ranging from alpha .55 to .72 while alpha for all items was .84.

iii. The Satisfaction with Life Scale (SWLS). This scale consists of five positively worded
items that measure general life satisfaction. The responses use seven point Likert scale
with 1=Strongly Disagree to 7=Strongly Agree. The reliability of this scale was moderate
with alpha Cronbach of .60.

RESULTS AND DISCUSSION

Table 1 shows the results of respondents’ demographic profile. A total of 111 (35.2%) respondents
were 18 years old, 66 (21%) were 19 years old, 112 (35.6%) were 20 years old and 26 (8.3%)
were 21 years old. A total of 185 respondents were male (58.7%), while 130 respondents (41.3%)
were female. Based on ethnic distribution, 273 respondents (86.6%) were Malays, 9 Chinese
(2.9%), 32 Indians (10.2%), and I from other ethnicities (0.3%).

Table 1: Respondents’ demographic profile

Demography Frequency Percentage
Age 18 11 35.2
19 66 21.0
20 11 35.6
21 26 8.3
Gender Male 18 58.7
Femal 13 413
Ethnicity Malay 27 86.6
Chines 9 2.9
Indian 32 10.2
Others 1 0.3

The first objective of this study was to the relationship between personality traits and attachment

styles. Results showed in Table 2 found that neuroticism was significantly related with three

dimensions of attachment style namely discomfort, =301, p<0.0001; approval, r=.363,

p<0.0001; and preoccupied, r=.385, p<0.0001. Extraversion was significantly correlated with

confidence, r=.420, p<0.0001, and relationship, r=.131, p<0.0001. Openness was correlated with
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all dimensions of attachment style with confidence, r=.291, p<0.0001; discomfort, =200,
p<0.0001; relationship, =207, p<0.0001; approval, r=.139, p<0.05; and preoccupied, r=.161,
p<0.05. Agreeableness on the other hand was significantly correlated with relationship, r=-.202,
p<0.0001; and preoccupied, r=-.160, p<0.0001. Finally, conscientiousness was significantly
correlated with four dimensions of attachment style and they are, confidence, r=.430, p<0.0001;
discomfort, =.133, p<0.05; relationship, r=.130, p<0.05; and approval, r=.148, p<0.05.

Table 2: Results of correlation between personality traits and attachment styles

1 2 3 4 5 6 7 8
9 10
Neuro. -
(I - 101 -
Open. (3) 046 359% -
Agree. (4) - * -028 -

Consci. (5) .164*  462% 445+  220% -

Confid. (6) .068  420% 201* 019  430* -

Discom. (7) .301* 007  200* -144 133* .162* -

Relat. (8) 132 .I31* 207* - 130% 232% 344* -

Approv. (9) 363* 046  .139* 044 148* 163* 577% 293*% -
Preocc. (10) 385* 066  .161* -160* .069  .214* 468* 282% .589% -

*p<0.05
*%p<0.0001

The second objective was to examine the relationship between personality traits and life
satisfaction among adolescents. Results in Table 3 showed that there was significant and
negative correlation between neuroticism and life satisfaction, r=-.126, p<0.05. There was also
significant correlation between extraversion and life satisfaction, r=.195, p<0.05. A significant
and positive correlation was also observed between openness and life satisfaction, =239,
p<0.05. Finally, results also showed a positive and significant correlation between
conscientiousness and life satisfaction. Results however showed no significant correlation
between agreeableness and life satisfaction.

Table 3: Results of correlation between personality traits and life satisfaction

1 2 3 4 5 6
Neuro. (1) -
Extrov. (2) -.101 -
Open. (3} .046 359*

Agree.(4) - Z032 -028 -
Consci. (5) —I64* 462* A4d5% 220% -
Life (6) -126%  195*%  239* 005 265% -
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The third objective examined the relationship between attachment style and life satisfaction
among adolescents. Results in Table 4 showed that there were significant correlations between
two dimensions of attachment style and life satisfaction namely, confidence, =267, p<0.0001
and relationship, =169, p<0.05. There were however no significant correlations between
discomfort, approval and preoccupied.

Table 4: Results of correlation between attachment style and life satisfaction
1 2 3 4 5 6

Conf. (1) -
Disc.(2) .162 -

Relat. 3} 232%F T 344FF .
.163%* ST7E* 293%*

Appr. (4

P_g\eocc. 214%%  4ef** 22k 580%¥

L1fe(6) 267 021 .169* =078 -.082 -
CONCLUSION

This study aimed to examine the relationship between personality traits, attachment style and life
satisfaction among adolescents. Findings indicated that adolescents who experienced life
satisfaction were those who have emotional stability, extravert, open and conscientious. In
addition, those who have confident and relationship attachment style has higher life satisfaction
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PROFESSIONAL EXCHANGE

Psychopharmacology and Mental Health Practice:
An Important Alliance

Kevin P. Kaut

Many mental health professionals are concerned about an increasingly “medicalized " society, driven in
part by significant growth in biomedical research and biological perspectives on psychological disor-
ders. The modern medical era, which has endorsed reductionism as the principal way of viewing many
health conditions, offers many options Jor treating psychiairic diagnoses. Pharmacology is a major
influence in psychiatric Ireatment decisions, and despite questions by mental health praciitioners about
reliance on drugs (Murray, 2008), psychopharmacology provides helpful alternatives. However, phar-
macological options far mental heaith concerns should not be considered in isolation, and the use af
drug treatmenis for cognitive, emotional, and behavioral disorders warrants careful contextual analy-
sis. Mental health practitioners are encouraged lo view pharmacology within a comprehensive saciohis-
torical framework that recognizes the value of a reductionist perspective as part of psychology’s rich
cognitive and behavioral contributions 1o contemporary mental health assessment and intervention.

The past 40 years have produced remarkable medicines that can ameliorate much of the symp-
tomology and suffering that accompanies both acute episodes and chronic persistence of ... cen-
tral nervous system disorders, (Julien, 1598, p. 430)

It would be difficult to overestimate the significance of pharmacology in our
lives today. Drugs are nearly ubiquitous in the modem medical and social land-
scape, from the ever-expanding selection of medications, prescription and non-
presctiption, to the growing impact abused drugs are having on individuals,
families, and society (Fogarty & Lingford-Hughes, 2004). For better or worse,

Kevin P Kaut is affiliated with The University of dkron. Correspondence concerning this article
should be directed to Dr. Kevin P. Kaif, Department of Psychology, Third Floor, College of Arts and
Sciences Building, The University of Akron, Alkron, Ohio 44325-4301. E-mail: kph@uakron.edu.
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drugs will continue to play a major role in health care. One of the major chal-
lenges for mental health practitioners—particularly given advances in medi-
cine, pharmacology, and managed care (Nys & Nys, 2006)—is the need to
continually update how they conceptualize client mentat health needs and inter-
vention strategies within a rapidly changing environment {Cohen, 1993).

Despite the tremendous emphasis in health care on biomedicine, particularly
pharmacology, concerns have recently been raised about the role of drug ther-
apy in mental health (Jureidini & Tonkin, 2006; Murray, 2009; see also Peele,
1981). The criticism is not necessarily about the impact pharmacology has in
general, at least not with the application of pharmacological interventions to the
treatment of medical conditions for which there are known biological causes
and targeted drug mechanisms. Instead, concerns about the expansion of psy-
cho-pharmacology seem to reflect fundamental questions about how we view
or understand mental health conditions, and the extent to which the biomedical
approach to treatment should be unquestioningly applied to all types of psychi-
atric diagnoses.

Naturally, such questions relate in part to how we as professionals view the
nature of mental and affective processes and the relative emphasis we place on
reductionism (i.e., observable behavior reduced to neurobiological mecha-
nisms) versus more global socially and environmentally associated influences
on behavior (see Peele, 1981). Our definitions, typically constructed out of edu-
cational background, personal beliefs, and professional experience, influence
mental health delivery. Even in considering mental health assessment models
that advocate an appreciation of bio—psycho-social-spiritual facets of behavior
(Hoffman, 2000; Kaut, 2005), most practitioners bring to a therapeutic relation-
ship or an applied client context biases that constrain how they view mental
health conditions and treatments. For instance, some professionals advocate for
pharmacological strategies in appropriate situations, while others might be
reluctant to consider drugs as 8 responsible aspect of therapy.

In addition to professional perspectives that can impact mental health deci-
sion-making, we must recognize the role of public perception itself; Clients
bring to mental health scenarios their own understandings—and misunder-
standings—of behavior, medicine, and treatment {Cohen, 1993; see also Kaut
& Dickinson, 2007). Client understanding of mental health issues likely reflects
socially biased attitudes and media-driven conceptualizations of psychological
conditions. Again, modern perspectives of biomedicine, including our under-
standing of the brain, drugs, and behavior (Cohen, 1993; Drevets, 2000) signif-
jcantly affects how people approach mental health issues—most notably
whether they request treatments and comply with treatment recommendations.
Uptake of mental and behavioral health services is certainly influenced by 2
growing awareness of modern medicine, but the extent to which the medical
model (that disorders are biological manifestations) determines the future of




198 JOURNAL OF MENTAL HEALTH COUNSELING

mental health treatment depends on careful consideration and a willingness 1o
accept the realities of today’s pharmacological milieu.

The principal goals of this article are to underscore the clinical utility of psy-
chopharmacology in mental health and to encourage mental health profession-
als to evaluate their own understanding of mental health conditions and
treatments as biomedical discoveries and potential clinical applications are
expanding. I view pharmacology as an essential component in mental health
treatment (see Kaut & Dickinson, 2007) and believe the advances of modern
neuroscience and psychopharmacology are creating new opportunities for treat-
ing a variety of psychological and behavioral issues. Naturally, some profes-
sionals might express concern about the appropriateness and efficacy of
psychoactive drug treatments amidst the growth of the pharmaceutical industry,
particularly where the financial cost (and gains) of drug research, development,
and implementation is 0 high. It is here that mental health professionals, espe-
cially those directly involved in client care, must analyze mental health
research and practice and consider ways to judiciously incorporate the results
of the growth of psychopharmacology into the services they provide.

This article will sequentially address the following:

1. The contextual basis of pharmacology and the need to identify a frame-
work for placing mental health within a much larger psychopharmaceuti-
cal industrial culture (Murray, 2009)

2 Modern reductionism as a philosophical perspective that guides belief in
the medical medel; practitioners and researchers alike must be challenged
to critically evaluate the relationship between neural reductionism and
mental health

3. Recommendations for mental health counselors based on endorsement of
reductionism and the embrace of pharmacology within a more inclusive
bio-psycho-social context.

PSYCHOPHARMACOLOGY AND
THE MODERN MENTAL HEALTH CULTURE

A brief consideration of a relatively recent—possibly watershed—historical
debate at the confluence of pharmacology and mental health practice may be
relevant here. Nearly two decades ago the American Psychological Association
(APA) undertook an extensive initiative to promote prescription privileges for
qualified psychologists (see DeLeon & Wiggins, 1996; DeNelsky, 1996,
Lorion, 1996). Although not directly relevant for most mental health care
providers, raising the issue helped shape a discussion about changes in how
mental health care was being delivered. The ensuing debate stimulated much
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discourse about the qualifications of psychologists to write prescriptions (e.g.,
Gutierrez & Silk, 1998; Robiner et al., 2003; Sammons, Gorny, Zimmer, &
Allen, 2000). It also helped bring attention to pharmacology as a useful tool in
mental health treatment.

Whatever a counselor’s personal or professional position may be on the mer-
its of psychologists as prescribers, pharmacological treatment of psychiatric
conditions remains an important contemporary mental health issue (Barnett &
Neel, 2000). Looking back, it would seem that advocacy for prescription priv-
ileges was predicated at least in part on a reductionist perspective (see
Sammons & Brown, 1997), thus substantiating a belief in the relevance and
effectiveness of pharmacology for the treatment of mental health concerns.
Moreover, and central to my position here, this debate underscored the ever-
growing influence of pharmacology in modern health care and reinforced the
link between psychoactive drugs and mental health interventions. Today,
because drugs are commonly recommended for a variety of mental bealth
clients in community mental health centers, public schools, university counsel-
ing centers, and medical facilities, their use often intersects with emotional and
behavioral issues.

Unequivocally, the prescription privilege debate affected relatively few pro-
fessionals and seems to have faded into relative obscurity. Nevertheless, its
essence still has implications for all types of mental health professionals.
Concern with the interface between drugs, the brain, and behavior is not lim-
jted just to psychiatrists or general medical practitioners. Biomedical research
is progressively deepening our appreciation of the biological foundations of
human cognition, emotion, and behavior (e.g., Drevets, 2000; Ochsner &
Gross, 2005; Steele, Currie, Lawrie, & Reid, 2007, see also Machamer &
Sytsma, 2007). Modern advances in areas like medical and behavioral genetics,
neuroscience, and pharmacology may impact how we understand behavior
(e.g., Raine, 2008) and how we treat conditions ranging from attention deficit
disorder (Fone & Nutt, 2005; Mazei-Robison, Couch, Shelton, Stein, &
Blakely, 2005) to schizophrenia (Rhen & Rees, 2005). Scientific progress can
thus affect professionals at every level of human service (including educators)
where mental health may be at issue.

No matter how exciting advances in biomedical and pharmacological
research may be, there is always a need for caution along with optimism and
for a tempered approach to the accepiance of scientific applications.
Enthusiasm about the promise of biomedical science is not intended to suggest
that all treatments for psychological diagnoses should be approached first
through a biomedical lens. Indeed, it is here that the work of Murray (2009) can
be of particular value for mental health professionals—but with a measure of
scientific balance.
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Understanding the Pharmacological Context

Murray (2009) offers a unique perspective on what he terms the psychophar-
maceutical industrial complex (PPIC) and expresses considerable concern
about endorsement of the “disease model” as a way of understanding and treat-
ing psychiatric conditions. His description of the PPIC reflects skepticism
about the enormous influence the pharmaceutical industry has on mental health
practice; moreover, he questions the prevailing concept of mental health condi-
tions as “biological manifestations™—a perspective he suggests serves merely
to reinforce adoption of a restrictive biomedical lens through which we evalu-
ate (or potentially mis-evaluate) clients.

Although a complete review of Murray’s work is beyond the scope of this
paper, his concern about the potential for pharmacology to shape mental health
practice is particularly worth discussing. Logically, endorsement of a disease
model or a highly reductionist perspective of psychological disorders presup-
poses the need to link diagnosis (e.g., major depressive disorder [MDD]) with
underlying causes (e.g., serotonin, norepinephrine, or dopamine insufficiency)
and specific pharmaceutical interventions (e.g., Cymbalta®; Welibutrin®).
This synergy between behavior, disease, and treatment reflects the very essence
of reductionism and is a driving force in the pharmaceutical industry’s
approach to psychiatric conditions. However, such synergy also requires care-
ful evaluation if it is to be a primary explanation for, and approach to, the treat-
ment of psychological disorders.

In his contribution to the debate about the role of pharmacology in mental
health treatment, Murray (2009; see also Kaut & Dickenson, 2007) rightly
identifies a need for caution and an attitude of skepticism when evaluating
pharmaceutical claims. However, his notion that the PPIC operates according
to cult-like principles, somewhat insidiously biasing the perspective of con-
sumers and professionals alike and potentially maintaining them in a cycle of
pharmacological dependence, warrants further consideration that may suggest
a more measured approach.

Here I would emphasize that psychoactive medications, which are but a small
component of the pharmaceutical industry’s interest in health care, reflect less
what he termed a “cult” and much more a modem culture. The contemporary
medical context in which we live is pervaded by pharmacology. Rather than
criticizing the pharmaceutical industry, I suggest, there is more to be gained by
trying to understand the pharmacological context of mental health (see Figure
1), which can provide insight into how best pharmacology can influence men-
tal health practice.
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Figure 1. The Pharmacology-Client Interface {PCH) in Context
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Figure 1. The time dimension (bottom} represents the sociohistotical context influencing develop-
ments in psychology, biomedical research, and pharmacology. In seeking mental health supporst
(i.e., client entry level), a client experiencing specific symptoms at a particular peint in personal
and social history is influenced by intra-individual characteristics (e.g., cognitions, emotional sta-
bility, problem-solving style) and external moderators (¢.g., background, education, understanding
of mental health issues). Background, education, and training subject mental health practitioners to
various influences (pressures) for treatment selection (e.g., drugs). The mental health context is
influenced by biomedical research, in hospitals, universities, and the pharmaceutical industry,
Societal and governmental priorities influence the research and development context (top); and
client awareness of disorders and treatments is shaped by his or her attitudes toward drug treaiment
options (pharmaceutical advertisements, media, and “medicalization” of health issues) (bottom}.
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An Ecolagical Framework

I find it helpful here to begin with an ecological framework, modeled in part
on the work of Bronfenbrenner and its application to various other issues in
human development (Campbell, Dworkin, & Cabral, 2009, Swick & Williams,
2006). A key application borrowed from ecological theory is the notion of a
chronosystem level of analysis (Figure 1, bottom), which suggests the need to
understand human development—and the factors influencing behavior—
through the lens of both a person’s own developmental history and the larger
sociohistorical context. Applied here, this suggests to me that the multiple lev-
els and varied contexts illustrated in Figure 1 must be considered within our
contemporary historical era—an era marked by unique and significant
advances in our understanding of genetics, physiology, brain, and behavior
(e.g., Raine, 2008). Through this context many individuals, each with their own
unique developmental histories, seek and receive mental health interventions.

Our sociohistorical context has changed markedly even in the last half cen-
tury, and the ways in which we can view psychological conditions continue to
change with advances in psychology, biomedicine, and pharmacology. Some 30
years ago Peele (1981) commented on this influence of reductionism in psy-
chology and identified the growing recognition of brain science as an influence
on mental health practice:

The area of psychology in which this shift is most apparent is that having to do with psy-
chopathologies and their treatment. The study of neurosciences is now often the one common
link in training programs for counseling, clinical, and educational psychology, as psychology
practitioners come to believe that such grounding is necessary for their work. (p. 810)

This influence of modern neuroscience and related instruction in the biolog-
ical bases of behavior is reflected in Figure 1, where medical professionals
(general practitioners, medical specialists, psychiatrists) and mental health
practitioners (clinical and counseling psychologists, community counsefors,
social workers) represent the first line of client interface with mental health
treatment options. It is at this entry point, particularly with medical profession-
als, that individuals presenting with mental health concerns (e.g., anxiety,
depression, bipolar symptoms, thought disorder) are typically introduced to
pharmacology. Given the modern scientific and medical context that influences
the education, training, and professional perspectives of providers of health
care, particularty mental health care)—plus the impact modern medicine has on
patient/client understanding—it is reasonable to expect that medications would
be part of today’s discussions about treatment.

The Client in Context
Recognition of the modern medical context is not intended to advocate blind
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acceptance of the disease model for mental health; rather, the objective is to
identify variables influencing the beliefs, expectations, and decisions associ-
ated with psychological conditions and treatments. Accordingly, mental health
providers must first think about how clients conceptualize health conditions in
general. For example, the use of prescription medications to treat physical con-
ditions or ailments is reasonably well accepted. Today’s patients, no matter
what their conditions, are accustomed to leaving a doctor’s office, hospital, or
medical center with prescriptions. The contemporary availability of drugs to
address a host of medical concerns—infections, inflammatory conditions, pain,
cardiac issues, cholesterol problems, and blood pressure regulation, for
instance—would seem to support public acceptance of the broad role pharma-
cology has in managing virtually all health concerns. It is thus understandable
that clients might view the use of medications as sufficient for treating mental
health concemns (a perspective I do not endorse entirely).

Murray (2009), borrowing from Gosden & Beder (2001), places considerable
blame on pharmaceutical companies and their relationship with psychiatry,
research institutes, public media, and the federal government for public accep-
tance of, and reliance on, drug use in mental health practice. Essentially, he
argues that the relationship promotes a context that subverts client agency
(responsibility for health care independence) and undermines the breadth of
mental health interventions.

I see this differently. I would advocate that the elements in Figure 1 (each
represented to some degree in the model Murray uses) reflect productive
(though imperfect) components of an evolving mental health care system (see
below). As providers deal in many different contexts with client mental health
issues (e.g., childhood ADHD, adult major depression, drug abuse, workplace
or school-related anxiety), decisions to treat with medications, or the need to
monitor drug effects as part of treatment, can be construed as emerging under
the influence of selective pressures that influence the provider and similar pres-
sures that affect client willingness to accept pharmacotherapy (see Table 1; also
Kaut & Dickinson, 2007). Rather than criticizing the pharmaceutical industry,
it might be better to identify issues that shape the perspectives of mental health
providers and clients as they consider treatment alternatives.

In this microcontext (client interacting with mental health provider), practi-
tioners should think carefully about factors that affect client beliefs about men-
tal health and associated interventions (see Table 1). Whether a client is taking,
seeking, or avoiding medications, it is helpful to understand what motivates or
influences that approach. More important, providers must be sensitive to how
their own training and background affect decision-making. Certainly, the phar-
maceutical industry as a major player in drug development, distribution, and
information dissemination exerts a significant influence on medicine and health
care delivery (Figure 1; Healy, 2009; see web review in endnote 1).! However,
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Table 1. Considerations Influencing Practitioner and Client Decision-Making in
Mental Heatth Treatment

Treatment Issue Gonsiderations for Mental Considerations for Client
Health Provider

Nature of condition or What is indicated by the pre- Does the client have any

symptoms sent symptoms or behav- insight into the symptoms or
lors? behaviors in question?

What variables might influ-  Does the client understand
snce development of these  the potential influences on

behaviors? behavior?
Pharmacology as a What drug approaches are  What does the client know
treatment option typically used? about drug therapy?

What do | understand about What factors influsnce the
drug treatments for the con-  client’s knowledge of drug
dition in question? therapy?

What is my personai bias Does the client have specific
conceming drug therapy in  beliefs about medications for
general? psychological conditions?

How does pharmacology fit  What are the client's expec-
within my mode! of human  tations about drug therapy?
behavior?

Therapeutic drug and How should this drug impact How is this drug likely to
behavior monitoring behavior over time? affect client behavior?

Are thera time limits to using Are there side effects or
this drug? interactions that should be
known?

the uptake of pharmacological resources is multidimensional; it is not necessar-
ily driven solely by an industrial objective. To extend the comments of Peele
" (1981; see above), some practitioners will naturally be influenced by biomed-
ical research that informs their current understanding of brain, behavior, and
pharmacology (see Drevets, 2000; Ebert, 2002; Nandham, Jhaveri, & Bartlett,
2007; Pilc, Chaki, Nowak, & Witkin, 2008; Preskorn, 2006). Such a context is
much broader, and deeper, than the pharmaceutical enterprise alone.
Essentially, the way we view mental health issues should reflect the synergy
in biological, psychological, and behavioral research (Hoffman, 2000; Kaut,
2005). Over the last half century, advances in our understanding of the biclog-
ical underpinnings of behavior seem to have somewhat exceeded the relative
contributions of disciplines, such as behavioral interventions or psychotherapy.?
The micro-context surrounding the client-practitioner interface may thus be
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heavily influenced by the impact of neuroscience research and biological
reductionism in general. To me, this is an appropriate and logical consequence
of our research, development, and education.

The Evolution of Pharmacological Thinking

Unlike Murray (2009), I consider research and development by the pharma-
ceutical industry and atlied health entities to be a positive driving force in
human healih and wellness (see Figure 1, top section). Without their investment
in basic and applied research for a great number of conditions—including psy-
chological disorders—advances in our understanding of how to treat such con-
ditions would be drastically limited. In some ways, the cmergence of
pharmacological alternatives for mental health disorders has been evolutionary,
with treatment options that have succeeded and failed throughout previous
decades analogous to functional adaptations and failures to environmental pres-
sures. Drug therapies change (see Julien, 2008) as new medications “adapt” to
pressures for more efficacious treatments, fewer side effects, and more symp-
tom specificity (Preskorn, 2006; Slattery, Hudson, & Nutt, 2004). Typically, the
drugs reaching the market treat specific conditions more appropriately, safely,
and competitively than other drugs. The pharmaceutical industry is under enor-
mous pressure to design, produce, and monitor pharmaceutical products, and
the product pipelines of the major pharmaceutical companies are impressive.’
Given the extensive research, development, and financial requirements for
bringing a drug to market (Berkowitz & Katzung, 1998), I have confidence in
the integrity of the modern pharmacological enterprise and believe it con-
tributes in important ways to today’s biomedical context.

Understandably, part of this context is established and moderated by priori-
ties of government and other institutions that reflect our interest in science and
medical research (e.g., hospitals, universities, research foundations; see Figure
1). Such priorities influence how federal funds are altocated and to some extent
which issues are investigated. Few would question why conditions like
HIV/AIDS, cancer, spinal cord injury, genetic disorders, Parkinson’s disease,
and Alzheimer’s disease have high priority today. We tend to view these and
many other disorders through a biomedical lens, which magnifies the salience
of reductionism and certainly influences the way we educate and train profes-
sionals to evaluate, diagnose, treat, and monitor physical maladies. This perva-
sive philosophy of reductionism adds yet another contemporary pressure that
helps shape research priorities, methods, and ultimately knowledge.

When 1 also look at research to identify and clarify biological mechanisms
associated with various psychological conditions and drug therapies (see Table
7 and the next section), I believe firmly that pharmacological thinking, predi-
cated on a bio-psycho-social base, can be beneficial in preparing future mental
health practitioners. By this, [ mean a reasonable understanding of cognitive,
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affective, and behavioral neuroscience {or neuropsychology; see Banich, 2004;
Zillmer, Spiers, & Culbertson, 2008) and how pharmacology influences diverse
aspects of health and behavior (for an excellent and readable reference, see
Julien, Advokat, & Comaty, 2008). Appreciation for the way drugs are
researched and brought to the clinical market can also offer a helpful perspec-
tive on pharmacological research and drug efficacy (e.g. Berkowitz &
Katzung, 1995).

Table 2. Biomedical Research and Psychological Disorders

Biological Levelt Putative Brain-Behavior Mechanism?3

Systems-structures Limbic systemmeD
Amygdalaman, ANX
Nucleus accumbensMbP
Hippocampusheb. S6Z
Prefrontal cortexhMer
Anteriar cinguiatemoo. 82
Striatum {pasal ganglia)4eP
ThalamusMot

Celiular-physiological 5-HT transporters (SSRI/T CAjMDD
NE transporters (SSRI/TCAMPD
" DA transportersioD
5-HT s 20, 20, 7 FECEPOrSMED
NK, receptortod
Substance-PMoD
CRH, ;Mo0
GABA receptorsaix
Glutamate (metabotropic receptorsjMeD
NMDA receptor (glutamate)Mio
Neurotrophins {growth factorsjmMon

Intracetlutar-genomic Lithium (Li-+)BP
PAP phosphatase®®
Cyclic AMP response protein (CREB)MC0
BDNF (growth factor)
Neurogenesis {new cell growth)
Synaptic remodeling

1Biological levels correspond to Figure 2.

2Guperscripts: ANX: Anxlety disorders; BD: Bipolar disorder; MDD: Major depressive dis-
order; SCZ: Schizophrenia.

3BDNF: Brain-derived neurotrophic factor; CRH: Corticotropin-releasing hormone; DA:
Dopaming; GABA: Gamma aminobutyric acid; NE: Norepinephrine; NK: Neurokinin;
NMDA: N-methyl-D-aspartate; PAP: 3’(2’)-phosphoadenosine-ﬁ’—phosphate.
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Insights into the science behind pharmacology can be of particular benefit,
especially when practitioners can extrapolate from them conceptual frame-
works (Figures 1 and 2) and practical considerations to help them better evalu-
ate medications that will inevitably be part of mental health interventions.
While I do not believe that recovery rates for psychological disorders will nec-
essarily parallel advances in biomedicine, [ believe that as biomedical knowl-
edge of psychological disorders increases, so too will the potential to better
understand etiologies, appreciate person-environment interactions, and con-
sider new treatment strategies. Here again it is helpful to identify how a spirit
of reductionism—judiciously incorporated into approaches to research, educa-
tion, and professional training—affects the way we view mental health condi-
tions and how we evaluate the range of solutions available to promote best
practices in mental health care.®

Figure 2, The Biology-Environment Interface
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Figure 2. Some conditions are conceptualized as having more treatment specificity when 2 drug
with a known mechanism of action is the most effective treatment for the behavior in question.
Other conditions might be viewed as positioned somewhere along a continuum of treatment speci-
ficity and the corresponding gradient of environmentat influence. For many conditions, pharmaco-
logical specificity might be considered moderate to low, reflecting a greater influence of individual,
situational, or environmental factors.
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REDUCTIONISM AS A POSITIVE INFLUENCE IN MENTAL HEALTH

As a psychologist, I teach students to appreciate the complexities of human
behavior and respect the diverse influences on behavioral development over
time. Psychology enjoys a rich tradition of behaviorism in psychology (Bolles,
1993), not to mention the substantial influence of cognitive psychology in its
efforts to help scientists peer into what was known as the “black box.”
However, 1 caution students to anchor their models of human behavior in the
modem context of significant developments in the natural sciences. The black
box, formerly “mind,” is now “brain,” and (to extend the metaphor) it is filled
with smaller and more integrated mini-boxes that collectively yield what we
identify as the thinking, feeling, and behaving brain.

As a neuroscientist I expect students to understand the biological bases of
behavior, with particular attention to the systems level of analysis and the
genetic and molecular aspects of human experience.’ Reductionism can of
course be viewed with skepticism, and rightly so, as it tends to medicalize many
conditions and treats the complexity and richness of human behavior as
reducible to progressively smaller parts (Cohen, 1993). This emphasis on inter-
nal rather than external factors has naturally enjoyed the support of the pharma-
ceutical industry (see Cohen) and tends to reduce psychological conditions to
quantifiable, measurable, and natural components (Nys & Nys, 2006). Such an
approach “[detaches a] disease from a patient’s natural history”’ (Nys & Nys,
p.111), which essentially minimizes clinical judgment and a holistic perspec-
tive of client health and illness (see also Murray, 2009).

Cartesian duality, which separates the naturat (biological) components of
behavior from the more uniquely human dimensions of thought, feeling, and
memory (spirit, soul, transcendent aspects), must be viewed with skepticism.
On the one hand there is a need to recognize “mind” as a reflection of “brain,”
but on the other we must recognize the uniqueness of individual history, cul-
ture, environment, and even behavior on the development of adaptive and mal-
adaptive tendencies. A conceptual framework (see Kaut & Dickinson, 2007;
also Kaut, 2006) therefore serves to clarify the interface between biology and
environment in shaping behavior (see Figure 2).

Disorders as Diseases

The belief that behavioral and psychological diserders can be reduced to bio-
chemical disturbances is naturally linked to the expectation that treatments will
correct the biochemical dysfunction or imbalance (Nys & Nys, 2006). The fun-
damental premise (and criticism) of this medical or disease model is the
assumption that all conditions are reducible to specific biological mechanisms
(see Nys & Nys). The problem with this model is not the expectation that dis-
orders, or selected features of disorders, are manifestations of biological system
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dysfunction (imbalances), it lies in the failure to identify the limits of reduction-
ism and the inherent opportunities for a holistic approach—even when pharma-
cology is part of the treatment algorithm.

The Biology-Environment Interface

When a disorder has a known biological mechanism, we might suppose a
highly specific relationship between the behavior of interest, a biological tar-
get, and the mechanism of treatment (Figure 2). For example, Parkinson’s dis-
ease follows from a drastic reduction in dopamine activity in cells making up a
specific structure (the substantia nigra) that regulates a particular system in the
brain (the basal ganglia). Dopamine-enhancing drugs (e.g., Sinemet®, Stalevo)
directly influence motor activity in a dose-dependent manner. In such cases, the
gradient of environmental influence would be fairly low insofar as treatment of
the condition per se is concerned. However, there may still be a need for
mental and behavioral health interventions to promote or enhance adaptive
behavior.®

In other conditions, such as sleep disorders, the relationship between known
biological elements and the behavior itself might be less specific. A number of
prescription medications are available to promote and sustain sleep; typically
they manipulate the GABAergic system in the arousal circuits of the brain
{Prosom®, Dalmane®, Restoril®, Lunesta®; see also Julien et al., 2008).
Nevertheless, sleep architecture is complex and is muitiply determined by
various neurotransmitter systems and brain circuits. Moreover, stress, activity
levels, dietary habits, and other manageable environmental issues can be
targeted to help bring about sustainable change in sleep behaviors.

The point here is that a reductionist perspective alone is unlikely to offer sin-
gular solutions to the more complex conditions that afflict the cognitive and
affective integrity of the human brain. Nevertheless, for many psychelogical
disorders, including attention deficit disorder, major depression, anxiety, bipo-
lar disorder, obsessive-compulsive disorder, and schizophrenia (American
Psychiatric Association [DSM-IV-TR], 2000), a variety of genetic, structural,
and physiological issues might be addressed. Even when the relationship
between biological mechanisms and behavioral symptoms seems low to moder-
ate (e.g., MDD; Figure 2), the biomedical approach can offer significant
insights into the eticlogy and nature of such conditions (Drevets, 2000;
Fitzgerald, Laird, Maller, & Daskalakis, 2008; Gupta, Elheis, & Pansari, 2004).”

Support for Reductionist Beliefs

My training as a psychologist emphasized the research, theories, and appli-
cations of cognitive and behavioral approaches to child development and dis-
orders. As a practicing school psychologist, I recognized environmental, social,
and behavioral contingencies that might influence manifestation of certain
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disorders in children. Nevertheless, somewhere during my formal education I
acquired an appreciation for the biological correlates of many cognitive, educa-
tional, and emotional disorders. In practice, this was reinforced by reading case
histories, having discussions with parents and with other professionals, and
- dealing with use of medication to manage challenging behaviors.

As a neuroscientist, my training exposed me to the richness of neurobiology
and the intricate relationship between brain and behavior. Through coursework
‘with medical students, seminars, and my own research (Kaut & Bunsey, 2001;
Kaut, Bunsey, & Riccio, 2003) I glimpsed how modern education—driven by
biomedicine—influences the knowledge, beliefs, and values of professionals
(see Figure 1). Society at large may have been similarly influenced, affecting
the expectations of patients and clients dealing with health, including mental
health, issues.

Although 1 often expect students to appreciate the synergy between biologi-
cal and environmental factors in producing a given psychological outcome
(Kaut, 2005, 2006; Kaut & Dickinson, 2007), my proclivity is to consider the
weight of evidence concerning the biological foundations of behavior. Medical
and mental health professionals can understandably be influenced by their
experience in educationa! systems shaped by a growing biomedical research
agenda and an emphasis on the disease model as a way of understanding human
disorders.

The Value of the Modern Research Agenda

Critics of the medical or disease model so pervasive in mental health today
sometimes suggest that many medical treatments have questionable efficacy
(Murray, 2009). There is particular concern that clients seeking mental health
treatments are encouraged to suspend critical thinking about the reality of phar-
macological treatments:

Anecdotal evidence suggests that psychiatric consumers rarely criticize the chemical imbalance
theory despite not having their chemicals measured, as would be done with diabetes, to verify
that there is indeed a brain imbalance. (Murray, 2009, p. 297)

. Certainly, there is always the need for caution when incorporating pharma-
cology into a mental health treatment program, and Murray’s concerns are in
part well-founded. However, such criticisms might also lead to the erroneous
belief that research is not seriously looking for, or successfully identifying, the
biological mechanisms underlying many mental disorders. Table 2 (modeled
after the reductionist elements shown in Figure 2) offers a limited perspective
on research linking psychological disorders with biological mechanisms; it is
intended here to underscore the value of pharmacological interventions as treat-
ment strategies.
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The Neurochemistry of Emotion. The complexities inherent in mental health
research and treatment are well-represented in the case of mood disordets, par-
ticularly MDD (see Figure 2). The notion of chemical imbalance is embodied
in the biogenic amine theory of depression that implicates the neurotransmitters
norepinephrine (NE), serotonin (5-HT), and dopamine (DA) (Ebert, 2002;
Julien, 2008); the theory has long been central to the development of tricyclic
antidepressants (TCAs); serotonin sclective reuptake inhibitors (SSRIs);
monoarnine oxidase inhibitors (MAOIs); and newer-generation serotonin and
norepinephrine reuptake inhibitors (SNRIs). Though their efficacy, selectivity,
and patterns of over-use have been questioned (Juereidini & Tonkin, 2006),
these drugs are still widely marketed and are among the medications most fre-
quently prescribed (Abilify®, Cymbalta®, Effexor XR®, Lexapro®; see
rxlist.com).

Further research to expand understanding of antidepressant mechanisms is
therefore important (Table 2). Apart from clarifying the blockade of neurotrans-
mitter reuptake in TCAs, SSRIs, and SNRIs (c.g., Preskorn, 2006; Slattery et
al., 2004), researchers have also identified new serotonergic receptor targets
(e.g., 5-HT variants) and have suggested as potential targets for antidepressant
activity receptors for glutamate (i.e., NMDA; Petrie, Reid, & Stewart, 2000;
Pilc, Chaki, Nowak, & Witkin, 2008); substance-P (neurokinin<1 [NK1]; Adell
et al., 2005); and even stress-related hormones (cortlcotropmwreleasmg hor-
mone [CRH]; Taylor, Fricker, Devi, & Gomes, 2005). -

This limited review is intended to underscore how contemporary research
continues to investigate the chemistry (e.g., “imbalance”) of psychological dis-
orders and offers support for the focal mechanisms of pharmacotherapy (neu-
rotransmitter activity; see Figure 2). Naturaily, there are concemns about the
potential for abuse by pharmaccutical companies in the way drugs are clinically
evaluated and “proven” to be selective and effective for psychological condi-
tions (Healy, 2004). However, it is hoped that diverse lines of research across
the world will provide convergent support (or the lack thereof) for pharmaco-
logical claims. In this way, drugs are subject to rigorous and incisive studies
concerning the many known, and potentially new, targets for therapeutic agents
(e.g., Adell et al., 2005). '

In the true spirit of reductionism (see Table 2), representative studies con-
tinue to test theories of depression (e.g., biogenic amine), yielding intriguing
insights into the cell-signaling pathways affected by psychoactive drugs
(Slattery, Hudson, & Nutt, 2004; Taylor et al., 2005). Collectively, such efforts
have exiended our understanding of how genetic activity (e.g., cyclic AMP
response element binding protein [CREB]; Blendy, 2006; Yamada, Yamada, &
Higuchi, 2005; see also Adell et al., 2005) triggers intracellular cascades result-
ing in the neuronal growth factors (e.g., brain-derived neurotrophic factor
[BDNF]; Altar, 1999; Duman & Monteggia, 2006; Taylor et al., 2005), protein
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synthesis, and cellutar changes associated with better behavior (Yamada et al.,
2005).

A Context for Reductionism. Clearly the precise causes of such psychologi-
cal disorders as depression, anxiety, bipolar disorder, and schizophrenia have
yet to be determined. And I would agree with Murray (2009} that there are no
tests of neurotransmitter levels or receptor-mediated effects that would confirm
a given diagnosis; diagnosis is not yet precise. Even with the tremendous
research advances suggesting neurological regions and systems affected by
psychological disorders (Table 2, Figure 2), there is no clinical utility in pre-
scribing MRI, CT, or PET scans to identify structural or functional alterations
in limbic anatomy, hippocampal volume, or amygdala reactivity (Addell et al.,
2005; Drevets, 2000). And despite our understanding of the role served by the
prefrontal cortex in emotional behavior and mood in general, there is insuffi-
cient evidence to support evaluation of this and other regions of the brain {e.g.,
nucleus accumbens, basal ganglia) involved in affect and emotional regulation.
Here, in the midst of 50 many advances in biomedical knowledge, reductionism
(like the disease model) is limited and must be judiciously integrated into a
more holistic (e.g., ecological) clinical perspective.

THE DISEASE MODEL IN CONTEXT: RECOMMENDATIONS
FOR MENTAL HEALTH PRACTICE

Formerly the magic was in the therapist; he or she might alse give pills, but these were an exten-
sion of his or her impact on us.... Therapists have forgotten how to manipulate their impact on
patients. With the focus both doctor and patient have on the pill, neither heeds the context in
which the patient has become distressed. (Healy, 2009, p. 24}

The disease model, butiressed by the influence of biomedical research, pro-
fessional education (e.g., universities, hospitals, see Figure 1), the media, and
the health care industry itself (Cohen, 1993), will continue to be part of the
mental health system. And it should. But it need not be the primary perspective
with which individual providers render their services. It can be part of a larger
approach where well-informed clinicians draw from a variety of treatment
approaches to best serve each client. Graduate students in training need to
become knowledgeable in the range of treatment options available to a client
and carefully consider where pharmacotherapy might fit into the treatment plan.

Here clinical judgment is of paramount importance. Such judgment requires
an informed professional perspective balanced by openness to therapeutic alter-
natives. Toward this end, I offer recommendations for promoting eclecticism in
clinical practice, while emphasizing the need for mental health providers ulti-
mately to recognize the potential value of pharmacology in client care. (The
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conceptual models in Figures 1 and 2 and the suggestions in Table 1 can also
provide anchors for thinking about how biomedicine influences or might influ-
ence mental health care.)

L. Take a Position on Drugs in Mental Health.

My intent is to avoid another piece that merely advocates the need to inte-
grate pharmacology into practice (Kaut & Dickinson, 2007). What is necessary
is critical examination of one’s beliefs about the nature of human cognition and
emotion, coupled with a deeper examination of how reductionism fits within
this modet (Cohen, 1993; Nys & Nys, 2006; Peele, 1981). 1 begin with the fun-
damental assumption that biology is the essence of our functional being, but as
we develop our biological inheritance interacts in complex ways with environ-
mental circumstances. Even in the womb the nervous system can be influenced
or otherwise shaped by the uterine environment and maternal physiology (e.g.,
stress, anxiety; DiPietro, 2004; Dipietro, Costigan, & Gurewitsch, 2003).
Beyond development, various conditions have differing levels of biological
specificity (see Figure 2) that always reflect the need to consider the “gradient
of environmental influence” resulting in behavioral manifestations.
Pharmacology should be part of an individual’s model somewhere, even if only
in a limited way.

2. Recognize the Benefits and Limitations of Pharmacology.

Building on the previous recommendation, it is important to recognize that
drug therapies can have tremendous benefits for some clients (Julien et al.,
2008), sometimes being central to the resolution of symptoms (high treatment
specificity, Figure 2), but for others the use of medications might address only
certain aspects of a disorder or be of clinical use for only a limited time.
Antidepressants or anxiolytics, for example, might help a client manage diffi-
cult affect-driven physiological manifestations, which might then facilitate
therapeutic work dealing with adaptive behaviors and cognitions (i.e., higher
gradient of environmental influence, Figure 2). The “magic” (Healy, 2009) is
neither in the drug nor the therapist; rather, the therapeutic process yields its
greatest proximal and long-term impact when multiple treatment pieces fit
together cooperatively. Therapeutic success is an emergent property, better
viewed as the unveiling of new adaptations as balance is restored to cognitive,
affective, environmental, and biological processes.

I have rarely if ever experienced a clinical situation where clients were pres-
sured to take medications or intentionally driven to dependence on pharmacol-
ogy (see Murray, 2009), but I recognize the potential for abuse and certainly
understand that some individuals might be more vulnerable to such abuses than
others. Clearly, the astute clinician must be aware of a client’s medication
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history and carefully consider how and why medications are used (see Table 1).
Awareness of a drug’s intended effects, side effects, and possible interactions
with other drugs is imperative (sce www.RxList.com; www.drugs.com).?

3. Educate Practitioners.

Education of mental health providers that takes into account advancing
knowledge is particularly important. Frankly, better approaches to education
about mental health issues is needed for many professionals, including physi-
cians, psychologists, community mental health providers, and social workers.
Advocacy for mental health provider education and training in psychopharma-
cology was clearest during the APA endorsement of prescription privileges (see
Gutierrez & Silk, 1998; Kaut & Dickinson, 2007; Scovel, Christianson, &
England, 2002; see also Snibbe, 1975), but attention to training in pharmacol-
ogy has apparently subsided. Yet the need is growing.

Training for Psychologists and Counselors. Finding space in professional
training curricula is difficult, but change must begin there. However, rather than
specific courses or course sequences (Fox, Schwelitz, & Barclay, 1992), what
might work better is a systematic attempt to integrate pharmacological knowl-
edge into the curriculum as a whole. The graduate program with which I am
affiliated has little freedom for additional coursework—or at least for course-
work not directly related to core faculty interests. In such cases psychopharma-
cology can become relegated to a position of minimal impact, despite anecdotal
evidence that students involved in clinical practica and internships often com-
ment that pharmacology is pervasive in their client contact hours (see Scovel et -
al., 2002).

With a minimal amount of curricular time and careful consideration of topi-
cal areas of opportunity, biomedical principles and pharmacotogical issues can
be incorporated into a great many content areas, such as assessment, vocational
behavior, individual differences, ethics, and practicum experiences themselves.
What is required is coordination among faculty and a willingness to seriously
identify content that will have the greatest real-world influence. Again, regard-
less of one’s specific position on the use of medications in mental health prac-
tice, 1 strongly advocate for background in at least three areas: (a) reductionism
and the disease model (see Engel, 1977; Kaut & Dickinson, 2007); (b) the clin-
ical interface between psychological diagnoses and neural science (e.g.,
Drevets, 2000; see also APA, 2000); and (c) appropriate use, potential misuse,
and warnings associated with psychoactive medications.

Training for Medical Personnel. Unequivocally, one of the greatest needs in
mental health today is for education of primary care physicians. Patients with
mental health or related concerns often turn first to their general practitioner
(Figure 1}, who might prescribe any number of medications to treat symptoms
associated with sleep problems (Lunesta®), depression (Cymbalta®), anxiety
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(Paxil®), or sexual dysfunction (Cialis®). Any of these conditions might have
an etiology for which psychological intervention might be indicated. While I
fully endorse the use of medications for any one of the conditions mentioned, |
also believe in the need to evaluate diagnoses according to the Figure 2 frame-
work. My concern is not necessarily with psychiatry (but see Nys & Nys,
2006); rather, the point of entry through general practitioners reflects a place
where education about disorders and referral networks can affect the greatest
number of patients and providers who deal with mental health issues.

4. Educate the Public.

Mental health practitioners are information providers (Ingersoll & Brennan,
2001; Kaut & Dickinson, 2007) who must educate the public about mental
health conditions. For most people the media significantly affect how psycho-
logical conditions are viewed. Television advertisements for such problems as
allergies (Claritin®), insomnia (Lunesta®), gastric reflux (Prilosec®), erectile
dysfunction (Cialis®, Viagra®), social anxiety (Paxil®), depression (Abilify®,
Cymbalta®, Wellbutrin®}, and cholesterol (e.g., Crestor®, Lipitor®, Zocor®)
actually educate the public about physical and mental health while offering a
biomedical (pharmacological) perspective on preferred treatment options.

I support what to some seems to be a pharmacological intrusion into the pub-
lic’s living rooms. Normalizing certain disorders—even depicting individuals
suffering from them—can help persons struggling with similar issues. Such
advertisements, by reinforcing the disease model for virtually all health condi-
tions, essentially direct the public to the /lower half of Figure 2 as a way of
understanding clinical disorders. This might be beneficial in helping them to
identify the nature of various conditions; however, the possibility for miscon-
ceptions can potentiaily undermine holistic mental health perspectives {Healy,
2009; Murray, 2009).

Informing the Consumer. Education will help the public to understand the
multiple dimensions surrounding mental health issues and treatments (Figure
2). The inability to identify a neurochemical imbalance (see Murray, 2009, p.
297) should in no way undermine consideration of pharmacological approaches
to mental health issues. Practitioners must exercise good judgment in facilitat-
ing client understanding and refrain from minimizing or criticizing a particular
treatment approach. The mental health disciplines have a rather unfortunate his-
tory of perpetuating untestable assumptions about human nature (e.g., psycho-
dynamic forces) and incorporating them into long-term investments in
treatment (e.g.,psychotherapy). Nevertheless, there is value in some aspects of
such theoretical approaches to behavior (e.g., defense mechanisms; uncon-
scious activity), although there is considerably more support for pharmacolog-
ical perspectives on mental heaith treatment—even if chemical tests are
unavailable.?
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Certainly, members of the public do not need either a mental health degree or
an education in physiology or biology. Yet exposing them to certain principles
seems advantageous. The way to educate the public is not through newspapers
(e.g., letters to the editor; see Murray, 2009) or even the electronic media. Such
efforts must begin at the K-12 level, where young people can learn how to eval-
uate claims, ask questions, seek information, and make informed decisions. As
professionals and educators, we should be less concermned with telling individ-
uals what to think than with helping them understand Aow to think.

A model of human behavior, one that reinforces the interface between biol-
ogy and environment (Figure 2; see also Hoffman, 2000; Kaut, 2005, 2006;
Kaut et al.,, 2003; Kaut & Dickinson, 2007), is typical of my own instructional
work and central to my work in behavioral health (e.g., end-of-life interven-
tion, genetic testing, head trauma/concussive head injury, pharmacology).
Models are excellent instructional aids and can help students, and providers,
critically examine mental health treatments. Ultimately, a conceptual model
(see Figures 1 and 2 here) can be used to generate questions for both provider
and client that promote awareness, insight, and increased responsibility for
treatment adherence and compliance. Helping clients work through a series of
questions about both drug and non-drug therapies (see Table 1), while placing
their mental health issues within a biopsychosocial context (Figure 2) can be
educational. Most important, clarifying a client’s understanding of treatment
options—and the role of pharmacology in treatment—can be an adaptive
approach to developing an informed consumer and can have long-term
problem-solving advantages.

5. Contextualize Mental Health Treatments.

Above all, T encourage practitioners to view mental health interventions
within a larger context—one embedded in what Bronfenbrenner likened to a
sociohistorical developmental timeframe (e.g., Swick & Williams, 2006). The
pattern of development for each client intersects with a larger medical-health
context comprised of physicians, mental health professionals, social and cul-
tural influences, and a historical timeframe. One of the distinguishing charac-
teristics of our own period in history is the advanced pharmacological milieu
that pervades mental health treatment.

It is important to advocate assiduously for traditional mental health practice
(cognitive and behavioral therapies), which includes establishing relationships
with other mental health disciplines. Rather than undermining the approach of
professions like psychiatry (Cohen, 1993; Nys & Nys, 2006) it is most helpful
to identify the strengths of different perspectives (e.g., general practitioner,
psychiatrist, community counselor) and seek to integrate their unique health
emphases into a unified framework for serving diverse client needs (see




Kaut / PSYCHOPHARMACOLOGY AND MENTAL HEALTH 217

Figure 1}. One of the indicators for the future success of mental health will be
the degree of synergy between psychological disciplines, in both research and
practice. Recognizing how various professions contribute to mental health
practice (see Figure 1) and understanding how modern pharmacology influ-
ences treatment perspectives and preferences can facilitate practitioner and
client awareness of the role drugs and traditional psychotherapies have in treat-
ment options and the success of treatment.

The goal of mental health care is to provide the most effective and durable
treatment for clients. Depending on the etiology, intensity, and duration of
symptoms, pharmacology is likely to be part of a treatment approach for many
of today’s clients. Given the extensive research into the underpinnings of men-
tal disorders and into drug treatments, pharmacology should be part of modern
therapies, and mental health practitioners should adapt accordingly. The phar-
maceutical industry is a major influence in modern health care. As Healy
(2009} noted, the failure is when practitioner and patient both become focused
on the pill (p. 24, emphasis added). Pharmaceutical companies will continue to
do what they are essentially intended to do—design, develop, produce, and
market drugs. Accordingly, mental health practitioners (perhaps psychology
professionals in particular) should be vigilant about their focus on “the pill” and
help clients understand both the potential benefits and the limitations of drug
therapy (as well as traditional psychotherapies),

1 do not believe pharmaceutical companies are the problem. What Murray
(2009) refers to as the PPIC contributes enormously to the greater good of soci-
ety. Nor are physicians, notably psychiatrists, necessarily the problem. Frankly,
I see modern psychopharmacology as more a solution to psychological disor-
ders. Yet selecting (or at least integrating) a medication approach to behavior
requires openness, scientific awareness, clinical insight, and attention to treat-
ment monitoring (see Julien, 2008). Though drugs are well-established in the
modern biomedical context, drugs alone are not always well-suited to a given
client. Therefore, mental health practitioners must conceptualize the pharma-
ceutical-client interface (Figure 1) as a function of modem reductionism, while
recognizing the limits of drug specificity in relation to what I term the gradient
of environmental influence (F igure 2) for each condition.

Indeed, contextual analysis is the clinical advantage of mental health
providers—something that drugs independently cannot provide. Management
of client mental health is thus a privileged aspect of a profession that skillfully
recognizes how to identify the relative influence on behavior of various inter-
nal and external variables (Figure 2) while helping clients understand the role
of different treatment options (see, Table 1) in the development of adaptive
behavior (see DeNelsky, 1996).
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INTRODUCTION

Antidepressants and cognitive-behavioural therapy (CBT) have been
reported to decrease severity of psychopathology in PTSD-patients. To
date, no study has been carried out which compares psychopharmacolo-
gical and psychotherapeutic treatments. In a randomized pilot study,
PTSD-patients were ireated either with paroxetine or CBT. Diagnoses
were made by structured clinical interviews (ADIS, CAPS). The duration
of treatment was 3 months; the paroxetine dosage was 10-50 mg;
exposure and cognitive restructuring were the main elements in cognitive-
behavioural therapy. Twenty-one patients were included. Drop-outs in
both groups occurred within the first 2 weeks. Paroxetine and CBT
significantly decreased PTSD-symptoms (CAPS) ds well as concurvent
depression (MADRS) after 3 months treatment. At 6 month follow-up,
symptoms of PTSD had slightly increased in the paroxetine group and
further decreased in the cognitive-behavioural therapy group. (Int J Psych
Clin Pract 2004; 8: 19-23)
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posttraumatic stress disorder treatment

paroxetine cognitive-behavioural therapy (CBT)
Jollow-up

disorder is often associated with major depression, which
can complicate the course and increase the severity of the

C jvilian traumatic events such as accidents, sexual and
non-sexual violence often occur in our society' Im-
mediately following the trauma or with delay individuals may
respond by exhibiting a variety of symptoms indicarive of
stress reaction. In most patients symptom frequency and
intensity decrease within days or weeks. However, a
substantial minority develop chronic and debilitating symp-
toms of posttraumatic stress disorder (PTSD). According to
DSM-IV? PTSD is a condition which develops after severe
trauma with symptoms of (1) reexperiencing the traumatic
promt () awmidine thanohre feelings or situations which

illness.

Epidemiological data’ reveal that 5% of the male and
10% of the female US population have a lifetime diagnosis of
PTSD. Although a number of published studies indicate that
both pharmacotherapy” ™ and psychotherapy'>*> can be
effective treatments for PTSD, to date no study has comparec
these two treatment approaches (for reviews, see Refs.
14-17).

Cognitive-behavioural therapy (CBT) with prolonged
exposure in sensu and exposure in vivo has been shown to
be effective in rape victims, ‘> but there is very limited
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addition, exposure therapy is limited in its availability to
PTSD patients. Despite its general efficacy the challenges of
exposure therapy can lead to a worsening of psychopathol-
ogy'® in single patients.

Tricyclic antidepressants (amitriptyline, imipramine) or
MAQ inhibitors (phenelzine) have shown significant but enly
limited efficacy on PTSD symptoms.”**" However, side
effects of these medications may negatively effect patients’
compliance. The more recently developed selective serotonin
reuptake inhibitors (SSRIs) are better tolerated due to a more
favorable side effect profile and are safer in overdose than the
older compounds. For the SSRIs fluoxetine,”*
sertraline®*%? and paroxetine'®!! efficacy in decreasing
PTSD symptoms and good tolerability have been shown in
controlled studies. The SSR1 paroxetine has been demon-
strated to be one of the more versatile drugs of this class and
is currently registered in the US and several European
countries for the treatment of depression, panic disorder,
obsessive-compulsive disorder, social phobia, generalized
anxiety disorder and PTSD. 1M

In this pilot study we evaluated the efficacy, tolerability
and safety of paroxetine and cognitive-behavioural therapy in
the treatment of PTSD with comorbid depression. We
compared these treatments after 3 months and after a 6-
month follow-up period.

METHODS

DESIGN

This study was an open, randomized, parallel-group comn-
parison of paroxetine and CBT. The treatment duration was
12 weeks. Cognitive-behavioural therapy was conducted by
clinical psychologists who had been trained onsite by Edna
Foa (E.N., [LR} and who were supervised by an experienced
CBT therapist (J.A.). The psychopharmacological trearment
was conducted by a senior psychiatrist who was also the
principal investigator (U.E). Paroxetine dosing began at 10
mg/day for 1 week and from the beginning ol week 2 could
be increased weekly by 10-mg increments at the discretion of
the investigator according to clinical response and toler-
ability. The maximum individual dosage ol paroxetine ranged
from 20 to 50 mg (mean 28 mg). Medication management
included thorough psychoeducation regarding the nature of
the disorder and strategies for dealing with side-effects.
Elements of exposure were omitted from the drug treatment
in order to differentiate clearly between both trearment
approaches. Cognitive-behavioural therapy was based on
the structured manual of Foa et al,'* comprising psychoe-
ducation, behavioural assessment, relaxation training, stress
inoculation training, exposure in sensu (prolonged exposure)
and in vivo as well as cognitive restructuring. CBT and
medication-management sessions were conducted weekly.

manualized) CBT. A follow-up assessment was conducted 6
months after the end of treatment.

PATIENTS

Patients were recruited from a specialized outpatient PTSD
{reatment center. Patients 18 years and older fulfilling DSM-
MILR criteria for chronic PTSD were randomized to either
paroxetine or cognitive-behavioural therapy. The patients
also met the diagnosis of major depressive episode (n =6 in
the paroxetine group; n =35 in the CBT group), dysthymia
(n=2 in the paroxetine group; n =2 in the CBT group} or
did not meet the criteria for a depressive disorder although
they exhibited depressive symptoms (n=2 in the CBT
group.

Patients were excluded if they were pregnant or suflered
from severe illness or injuries which are contraindications for
drug or behavioural therapy treatment. Patients were also
excluded if they had suicidal ideation, had abused alcchol or
drugs in the last 6 months prior to the study, had a history of
schizophrenia or bipolar disorder or hac received treatment
with $SRIs or MAQ inhibitors 6 weeks prior to study entry.

The study was carried out at the Department of
Psychiatry of the University of Freiburg, Germany. All
patients signed written informed consent; the study was
approved by the local ethics commiittee.

ASSESSMENTS

The following diagnostic and eilicacy measures were em-
ployed: the Clinician Administered PTSD Scale (CAPS-1 and
CAPS-2)* for diagnosis and severity of PTSD, the German
version of the Anxiety Disorders Inventory Schecule ADIS™
for lifetime psychiatric diagnoses. In PTSD, depressive and
anxiety symptoms often are difficuls to distinguish from each
other. We therefore chose two separate clinician-rated
instruments to measure depressive and anxiety symptoms,
the Montgomery Asberg Depression Rating Scale (MADRS)*®
and the Hamilton Rating Scale for Anxiety (HAMA 26

Patient-rated instruments were the Posttraumatic Stress
Scale PSS (*7%%) and the Beck Depression Inventory BDL 9.
A record was provided for the assessment of all spontaneous
reports of adverse symptoms due to paroxetine. Laboratory
testing at baseline and during treatment as well as weekly
examinations of side effects were used to monitor the
tolerability and safety of paroxetine. All efficacy assessments
were performed at baseline, weeks twelve and at 6-month
follow-up.

STATISTICS

Group differences at the 12-week endpoint were calculated
by ANOVA (two-factor design with repeated measures). The
dara of the patients who discontinued were excluded [rom




groups. All analyses were performed using Statistical Package
for the Social Sciences {SPSS), Version 6.1.3.

RESULTS

PATIENTS

Twenty-one patients were included in the study (10 patients
CBT, 11 patients paroxetine). In the paroxetine group the
mean age was 44.0 +18.8 years, and there were seven male
and four female patients. In the behaviocural therapy group
the mean age was 41.249.3 years with two male and eight
fernale patients. The difference in age between both groups
was not significant (¢(19)=0.74, P= 0.46). The most
frequent traumnatic events were serious accidents, sexual or
non-sexual violence. The mean time since the index trauma
was the same in both treatment groups: 34435 months in
the paroxetine group, 34+25 months in the cognitive-
behavioural group, respectively.

EFFICACY

At the 3-month endpoint, relative to baseline symptoms of
PTSD as measured by the CAPS and the PSS decreased
significantly (P = 0.001) in both treatment groups (Table 1).
Table 1 also shows that there were significant reductions in
depressive (MADRS) and anxiety (HAMA) symptoms (P =
0.001). The improvement in depressive symptoms is re-
flected more by the changes in the clinician-rated MADRS
(P=0.001) than in the patient-rated BDI (P =0.05). No
statistically significant differences were observed between the
treatment groups in any of the efficacy ratings. Nonetheless,
the improvement in PTSD symptomatology as assessed by
the patient-rated PSS was twice as great in the cognitive-
behavioural therapy group than in the paroxetine group.
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Improvement in PTSD symptoms was demonstrated by
changes in the CAPS at 3 months. At 6-month follow-up,
in the paroxetine group the scores of the CAPS, MADRS, PSS
and BDI had increased relative to the 12-week endpoint. This
appeared due to the occurrence of adverse life events in two
patients (CAPS: from 36.1 to 53.6; MADRS: from 9.5 to 19.8;
PSS from 25.1 to 26.0: BDI from 18.5 10 19.0). Due to the
small number of patients in this pilot study, these two
relapses had a significant influence on the [ollow-up data.
Those paroxetine patients who did not relapse continued to
improve during follow-up. All patients in the CBT group
showed continued veduction in CAPS, MADRS and PSS
scores (CAPS: from 34.8 to 23.0; MADRS: from 13.4 to 12.0;
PSS: from 15.0 to 13.9). Because of the small size of the
sample at 6-month follow-up (n =75 in the paroxetine group
and n = 8 in the CBT group), only descriptive statistics were
performed for this assessment.

From the end of the structured treatment until the
follow-up assessment, all of the paroxetine and CBT patients
had a continuous treaiment at a 2-weekly or monthly basis.
The trearment consisted in clinical or symptom management
but no exposure therapy.

TOLERABILITY AND SAFETY

No significant adverse events due to treatment with parox-
etine occurred in laboratory tests (e.g. white blood cell count,
liver enzymes), ECG or EEG. In the paroxetine group, three
patients discontinued the study within the first 2 weeks of
treatment due to nervousness, agitation, headache, nausea,
dizziness or blurred vision. Two patients in the CBT group
dropped out due to an increase of anxiety before the first
exposure session despite a thorough explanation of the
treatment rationale. Most paroxetine patients did not spon-
taneously report adverse events, and those who exhibited
side effects (agitation, headache, nausea, fatigue, abnormal

Table 1
Analysis of variance: PTSD symptomatology and depression
Analysis of
Pre Post variance
Mean sD Mean sD ‘Groups’ “Time’ ‘Groups x Time’
CAPS Par 65.0 13.4 36.1 12.1 Ns ok Ns
BT 70.5 7.2 348 15.0 '
PSS Par 34.1 5.8 25.1 11.6 Ns hlde o
BT 345 43 15,0 5.3
HAMA Par 28.5 8.8 14.1 7.0 Ns *EE Ns
BT 27.6 12.3 16.6 10.7
MADRS Par 25.0 9.0 95 5.8 Ns *okE Ns
BT 25.6 12.7 13.4 12.9
BDI Par 252 11.8 185 152 Ns * Ns
BT 1¢.1 9.5 11.6

Dantar 1 ferannc’ Par narnvetine: RT hehaviour theranv. BT,

72
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ejaculation, breast swelling, irregular menstrual period)
tolerated these because of the benefits of the drug on
symptoms of PTSD or depression.

In two patients, L0 mg paroxetine over 12 weeks was
sufficent to relieve sympioms substantially. In three patients
with severe comorbid depression, a marked response
occurred shortly after the dosage was increased to 40 mg.
During the follow-up period, two patients in the paroxetine
group relapsed following re-exposure to reminders of the
trauma or loss of a significant other.

DISCUSSION

Any conclusions from this pilot study are limited because of
the small number of patients, the lack of a placebo control
group, and the lack of an independent status of the raters
(the therapists were the raters). Nonetheless, the results of
this pilot study should serve to encourage controlled
comparative studies with larger sample sizes.

In this randemized pilot study we showed that parox-
etine and cognitive-behavioural therapy significantly de-
creased symptoms of postiraumatic stress disorder and
major depression by 3 months, These results confirm the
findings of placebo-controlled studies on the efficacy of
SSRIs™ #1122 and cognitive-behavioural therapy'? in pa-
tients suffering from chronic PTSD.

The efficacy of the SSRI fluoxetine has been reported to
be better in a civilian patent sample than in combat
veterans.”> Recently published studies of the effects of
sertraline and paroxetine in the treatmment of PTSD were
also carried out in predominantly civilian patient samples.
QOur patients had been confronted exclusively with civilian
traumas including non-sexual violence. Thus our data
support the notion that chronic psychological sequelae of
civilian traumas can be treated successfully either with a SSRI
or with cognitive-behavioural therapy.

In this pilot study of the direct comparison of these two
treatments, the reduction of symptoms is similar for both
approaches. At 6-month follow-up the groups differed
probably only because two patients in the paroxetine group
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The Use of Stimulants in the Treatment of Post
Traumatic Stress Disorder: Case Report

OSCAR E. DALY
Department of Psychiatry, Lagan Valley Hospital, Hillshorough Road, Lisburn BT28 1JP, UK

Post Traumatic Stress disorder (PTSD) is a condition where the individual suffers re-experiencing phenomena,
avoidance behaviour of emotional numbing and hyperamusal following a major traumatic event. Psychological
treatments, primarily behavioural, and psychopharmacolo gical interventions have been shown to be of considerable
benefit. This case report describes an individuat suffering from PTSD who experienced almost complete remission of
her symptoms following the prescription of a centrally acting stinnulant for unrelated reasons. The actions of centrally
acting stimulants and the current knowledge about the neurophysiology of PTSD may help to explain the patient’s
recovery. Further investigation of amphetamine-]ilce substances and related compounds i PTSD is required. Copy-

vight © 2000 John Wiley & Sons, Ltd.

KEy worDs — Post Traumatic Stress Disordes: stimuiant drugs. treatment; REM sleep

INTRODUCTION dase inhibitors and serotonin specific reuptake
inhibitors, are of value in the treatment of PTSD

Over the last 20 years 0T 50, Post Traumatic Stress : ;
(Davidson, 1992). Recent case studies have reported

Disorder (PTSD) has become increasingly recog-
nised as a discrete psychiatric !
diagnostic criteria have been refined during this ?TSD (Forster et al., 1995) and of anti-convulsants
period, they have remained essentially unchanged. in t}’patlng resistant PTSD, par'uculaﬂ)f where i1l
Following 2 major traumatic event, in which the tability and a §tar"c1e response are prominent (Forde,
individual's integtity is threatened, the individual 1996). An editorial in the British Jowrnal of Psy-
suffers re-experiencing phenomena, displays avoid- chiairy on the association between loss of con-
ance behaviour of emotional numbing and, finally, ~SCLOUSIESS and PTSD describes the evidence ‘that
shows signs of yperarousal. Despite the advances brain trauma and its resultant _1mpa1rment. of con-
in the field of traumatology, no one treatment bas sciousness can have a paradoxmal beneficial effect
yet become the gold standard, most therapists  °% the psychological recovery from trauma’ (O'Brien
adopting an eclectic approach. and Nutt, 1998). The autbors g0 onto postulate the
In recent years, different types of psychological hl;ely benefits of using .benzlodia‘zepmes or benzo-
ireatments, primanily behavioural in origit, have diazepine receptor antigopists 1o the early post
been developed. These include, for example, inage {rauma phase ‘to promote sleep and reduce anxiety
nabituation training (Vaughan and Tarrier, 1992) (which) should decrease the repeated reliving of the
and eye movement Jesensitisation and reprocessing traumatic image and so reduce the depth of which it
(Shapiro, 1989) among others. A recent meta- Decomes embedded in memory . Many of the studies
analysis which examined & vagiety of different 00 pharmacological agents (and, indeed, other treat-
psychotherapeutic modalities concluded that the mentpro grammes) in PTSD have confounding vari-

impact of psychotherapy on PTSD and associated  ables such as comorbidity, severity and duration of

psychiatric symptomatology was significant (Shut- illness. In addition, the majority of the work has
man, 1998). been done on combat veterans and the results from
There is evidence 1o support the contention that these studies do not necessarily translate into civilian
antidepressants, including tricyclics, monamine oxi- populations.

Copyright © 2000 John Wiley & Sons, Ltd.

iness. While the the efficacy of lithium in treating the irritability of
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This paper reports the recovery of a patient
suffering from PTSD who, coincidentally and for
non—psychotherapeutic reasons, was prescribed an
amphetamine-like compound.

CASE REPORT

Mrs R, a 47-year-old lecturer, Was referred to the
out-patient clinic by her General Practitioner 2
years after having been involved in @ major 108
traffic accident. The other car il the incident caught
fire and there were two explosions, but the driver
was pulled out safety. Mrs R was trapped in her
seat during this, with the buming cat in front of
her. She was conscious at all times and erroneously
feli she was badly burnt because of the intense heat.
She was given the lastrites by a passing priest. After
a considerable period she was cut out by the fire
brigade. She sustained fractures to her right leg, teft
hip and ribs. She did not suffer any head injury.

Mrs R had no previous psychiatric of medical
history of note. She had good relationships with
both her parents and her two brothers and twe
gisters. There had been no family history of psy-
chiatric illness. Her birth and early development
were normal. After leaving school she trained as a
health professional, subsequently {eaching in her
field for 10 years until being ‘nvalided out 12
months after the accident. She was married for the
previous 12 vears, with one sou. aged 10. She and
her husband had been experiencing some difficulties
in their celationship in the 3 years prior 10 the acci-
dent. Otherwise, she had no undue stresses in her
life before the accident. She was ab occasional
drinker and had no history of drug abuse or depen-
dence.

When first seen 2 years after the accident, Mrs R
continued to experience discomfort because of her
physical ipjuries. She had been told that further
operative procedures Were sot indicated. She was
experiencing distressing intrusive memories of the
accident quite frequently, e.g. OB opening 3 book
she would see 2 purning car. She experienced reg-
ylar nightmares. As far as possible, she avoided
discussing the accident. She experienced emotional
constriction with loss of permangace. Her sleep
pattern was disturbed with injtial insomnia. She was
hyperaroused and hypervigilant, hecoming more
irritable and less tolerant than previously. Her
mood was otherwise normal.

On first attendance, Mrs R informed the inter-
viewer that she nad been receiving fluoxetine 40 mg
daily for the previous 12 months. She had pre-

Copyright © 2000 John Wiley & Sons, Ltd.

viously experienced some lowering of mood, which
continued to be present intermittently but less
frequently. This intermittent mood disturbance was
got unduly distressing for her. She experienced anx-
jety and tension when driving and was extremely
vigilant.

On review at 2 months and again at 4 months
after initial confact, there was a remarkable change
in Mrs R’s condition. She was asymptomatic, apart
from the occasional day-time memory which was
not distressing for her. Although initialty reluctant
to do so, she finally admitted that she had been
prescribed diethylpropion HCI (tenuate dospan)
for adjunctive treatment of obesity approximately
six weeks before her first attendance. There had
been 1O improvement in her obesity, however,
despite this medication, Apart from the diethyl-
propion HCI, the only other treatment the patient
had received following her initial attendance at the
stress disorders clinic was two sessions with a nurse
therapist for instruction in relaxation therapy and
the provision of an opportunity to discuss her
history. The fluoxetine, which would appear tohave
had a beneficial effect upon her mood prior to her
initial attendance, had not altered the severity of
frequency of her post trawmatic symptoms.

Mrs R had not experienced any significant
resurgence of her post traumatic symptoms since
the initial administration of diethylpropion HCI
even though she stopped this medication six months
or so after the {nitial prescription- It is now almost
§ years since the accident. She did experience ail
episode of hypomania, during which she suffered
from delusions of infestation, affectionately naming
one of the “infective agents’ after her therapist. This
episode of illness coincided with her taking a further
course of diethylpropion HCI and her condition
settled with standard neuroleptic treatment. Apart
fro the occasional low mood secondary to ongoing
marital disharmony, she has remained well for a
aumber of years now on 1o psychotropic medi-
cation.

DISCUSSION

When first seen 2 years after the accident, Mrs R’s
PTSD appeared essentially unchanged. Her co-
morbid depression appeared 1o have responded
satisfactorily to fuoxetine. The improvenient in
symptomatology could not be attributed to an
improvement in mood as although she had some
variation if mood, she was not clinically depressed
when she first attended with her PTSD. It thersfore

Hum. Psychopharmacal. Clin. Exp- 15, 295300 (2000)
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seems reasonable to postulate that the diethyl-
propion HCI led to an almost complete remission
of her symptomatology.

Literature searches carried out at Queen’s Uni-
versity, Belfast and the library of the Royal College
of Psychiatrists did not reveal any previous reports
of stimulant drugs being used in the treatment of
PTSD. The benefits of meclofenoxate, a central
stimulant, in the treatment of dizziness following
head injury have been reported (Itoh, 1968). A
Norwegian paper reported on the fairly dramatic
improvement in three out of four patients following
major head injuries who were subsequently pre-
scribed amphetamines (Klove, 1987).

This is the first case report of an individual
recovering from PTD as a result of taking a stimu-
lani drug. Has this been pure coincidence or is there
a rationale for the possible use of amphetamine-
like substances in the treatment of post traumatic
stress disorder?

PTSD and substance abuse

It is well-recognised that there is a high rate of
comorbidity among individuals who suffer from
post traumatic stress disorder (Davidson ef al.,
1991). This comorbidity includes substance abuse
and dependence and it remains unclear as to the
direction of the association, i.e. does substance use
predispose the individual to exposure to traumatic
events and the subsequent development of PTSD
{Cottler et al., 1992) or do individuals with post
traumatic psychopathology abuse substances in an
attempt to alleviate their symptoms (Bremuer et al.,
1996)7 When examining chronic PTSD, arbitrarily
defined as the condition being of at least one year's
duration, it was found that illicit drug abuse or
dependence was Imore Common in the non chronic
group, one possibility being that the use of illicit
drugs was, to a cerfain extent, therapeutic (Breslau
and Davis, 1992). It has been suggested that PTSD
can be under-diagnosed, particularly among female
drug users, some of the symptoms being attributed
to the drug use (Fullilove et al., 1993; Grossman ef
al., 1997). In a study of young Israeli men exposed
to combat, the high comorbidity between. PTSD
and other conditions, including substance abuse,
was noted (Skodol ¢t al., 1996). The comorbidity
was associated with PTSD severity and high rates
of help secking. There was no evidence for the sub-
stance abuse being a pre-existing risk factor and
this again raised the possibility of attempts at self
treatment (Skodol et al., 1996).

Copyright © 2000 John Wiley & Sons, Ltd.

Mode of action of stimulants and their use in
attention deficit disorder and narcolepsy

In view of the increasing use of amphetamine as a
drug of abuse, its therapeutic application fell into
disfavour and its use has become strictly curtailed
with its current therapeutic indications being lit-
ited to narcolepsy and attention deficit disorder in
children (Silverstone and Goodall, 1987). Amphet-
amines are sympathomimetic amines. Four possible
mechanisms of action of the drug are currently
considered as of importance: () inhibition of
monoamine-oxidase activity; (b) release of cate-
cholamines from neuronal binding sites; {c) inhi-
bition of neuronal reuptake of catecholamines and
serotonin; (d) direct action on the catecholamine
and serotonin receptors (Brookes, 1987). The
behavioural effects of amphetamine comprise
enhanced locomotor activity, alertness, facilitation
of conditioned reflexes, seif stimulation and elev-
ation of mood, all of which are probably related
mainly to noradrenergic pathways (Brookes, 1987).

Dicthylpropion is a phenethylamine and differs
structurally  from amphetamine. However, it
produces effects qualitatively similar to those of
d-amphetamine. As a stimulant it causes three
principle abnormalities of sleep: (1) frequent awak-
enings, (2) suppression and delay of paradoxical
sleep, and (3) frequent shifts into an increased time
in stage one sleep (Oswald et al., 1968). The sup-
pression and delay of paradoxical sleep 1s followed
by an abnormal cortical response to incoming
sensory information and subsequent selective com-
pensation. It probably also has an effect on sig-
nificantly reducing stages three and four of sleep
(Oswald et al., 1968).

Despite the well-demonstrated efficacy of stimu-
lants in the treatment of attention deficit disorder,
the mechanism of action remains unclear. In most
cases, hyperkinetic children are quietened by the
stimulant drugs. This suggests that CNS inhibitory
systems may be stimulated by the drugs, thereby
enhancing the ability of the coriex to screeh out
distracting stimuli. Excitatory systems may also be
stimulated, augmenting the impact of certain stim-
uli on the cortex. As a result, the hyperactive child
is better able to focus his attention upon a task,
while inhibiting impulsive responding (Barkley,
1977). While it is not yet clear which of the many
chemical actions of stimulants are responsible for
their psychological effects, it does appear that cate-
cholamine release is the most likely action. Increase
in activity in mid brain arousing systems, activation
of generalised inhibitory systems, action on frontal

Hum. Psychopharmacol. Clin. Exp. 15, 295-300 (2000)
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centres controliing stimulus sampling, modulation
of hippocampal input, mediation of the effects of
reinforcement and stimulation of motor centres ¢an
all be argued with some plausibility. None are, as
yet, established (Taylor, 1985).

Narcolepsy consists of attacks of day-time som-
nolence, usually irresistible in intensity and leading
to several short episodes of sleep per day. The con-
dition appears to represent a functional disturbance
of sleep mechanisms of the brain (Lishman, 1998).
In essence, the principle phenomena within nar-
colepsy represent attacks of REM slecp OCCUITING
out of proper context. The mechanism of action of
amphetamines in narcolepsy may be the sup-
pression of REM stages of sleep (Lishman, 1998)
rather than a direct stimulant effect on the cortex,
previously felt to be the important action (Brookes,
1987). Amphetamines have also been used ben-
eficially in the treatment of aggression and the sup-
pression of emotional reactions to anger provoking
situations (Brookes, 1987).

Neurophysiology of PTSD

There is increasing evidence that severe trauma can
produce long lasting neurcbiological changes
affecting catecholamine and serotonergic func-
tioning, neuro endocrine systems, sleep patterns
and endogenous opiates. Intrusive symptoms of
PTSD may reflect prolonged CNS hyperactivity
and autonomic arousal (McIvor and Turner, 1995).
Chronic PTSD has been associated with higher
rates of over-reactivity and emotional numbing
(Breslau and Davis, 1992), hyperarousal symptoms
having been found to be the most consistent stat-
istical predictor of emotional niumbing, which may
be a product of the depletion of emotional resources
subsequent to chronic hyperarousal (Litz e? al.,
1997). Evidence of arousal in terms of tachycardia,
raised blood pressure, raised muscle tension and
increased skin resistance has been found in PTSD
(Klob, 1993). Veterans with chronic combat
induced PTSD have heightened basal blood pres-
sure when compared to controls. During the
immediate post startle period, there is a statistically
significant increase in circulating plasma nore-
pinephrine (Kolb, 1993). A recent paper reported
on the examination of 39 veterans of the Vietnam
conflict (Orr et al., 1998). The participants in the
trial were subjected to three generic stressor chal-
lenges (orthostatic, mental arithmetic and cold pre-
ssor). In the orthostatic stressor condition, diastolic
blood pressure increased over time in the non-

Copyright © 2000 John Wiley & Sons, Lid.
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PTSD group and not in the PTSD veterans, sug-
gesting a paradoxically reduced autonomic
response in PTSD (Orr et al., 1998).

There has been increasing interest generated in
recent years regarding sleep disturbance and PTSD
and, particularly, rapid eye movement (REM)
sleep. It is recognised that poor sleep is almost
invariable in PTSD (Karen, 1994). It has been fur-
ther suggested that the sleep onset insornia in
PTSD is a form of sleep phobia resulting from the
experience of frequent nightmares which appear to
be virtually specific for PTSD (Neylan et al., 1998).
A number of authors have suggested that dys-
regulation of the REM sleep control system may be
involved in the pathogenesis of PTSD (Ross et al,
1989, 1994; Friedman, 1988; Fuller er al, 1994).
However, the actual disturbance of REM sleep 15
under dispute. Ross and colleagues have found that
a higher percentage of sleep time was spend in REM
sleep together with a longer mean REM period
duration (Ross ef al., 1994) and suggest that this is
consistent with their previously expressed view that
reduction in REM sleep is a therapeutic mechanism
in PTSD (Ross ef al., 1989). On the other hand,
diminished REM sleep in PTSD together with
increased REM latency has been reported (Fri-
edman, 1988). Abnormal sleep disturbance has also
been found in non-REM sleep (Fuller ez al., 1994).

Stimulanis as treatment for PTSD

Although the exact pathophysiology in PTSD is
not yet understood, there seems little doubt that the
catecholaminergic system is in some way involved,
as is the individual’s sleep patterns, perhaps both
REM and non-REM sleep. A high proportion of
people with PTSD abuse drugs and it may be that
the drugs used have an influence on the individual’s
symptoms in a manner thatis not simply avoidance.

It has been suggested that there is a paradoxically
reduced autonomic response in PTSD (Orr et al.,
1998). Perhaps, in the same way as has been sug-
gesied in attention deficit diserder in children, cer-
tain CNS inhibitery and excitatory systems are
stimulated by amphetamines and amphetamine-
like drugs, thereby addressing the presumed dys-
function in the catecholaminergic system. The effect
of amphetamines on sleep, .. increasing the latency
and decreasing the duration of REM sleep, is con-
sistent with the view that reduction in REM sleep
is a therapeutic mechanism in PTSD (Ross ef al.,
1989},

These putative actions of amphetamine-like sub-

Hum. Psychopharmacol. Clin. Exp. 18, 295-300 (2000)
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stances in PTSD are somewhat speculative, based
on one case study. Clearly, there is need for further
investigation in this area, perhaps in the form of a
randomised controlled trial of amphetamine-like
substances in PTSD. Another area for possible
exploration would be the examination of the
relatively new antidepressant reboxetine, a highly
selective and potent inhibitor of norepinephrine
reuptake. This drug has been shown to increase the
latency to REM sleep in rats, albeit at doses much
higher than those used clinically in man (K. Bridg-
mar, personal communication). Such an approach
would clearly have the advantage of using a drug
which has not fallen into disrepute due to its abuse
potential.
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Treatment of developmental stress disorder:
mind, body and brain — analysis and
pharmacology coupled

Joseph McFadden, Memphis, USA

Abstract: ‘The schism between psychiatry, psychology and analysis, while long present,
has widened even moOre in the past half-century with the advances in
psychopharmacology. With the advances in electronic brain imaging, particularly in
developmental and post-traumatic SLess disorders, there has emerged both an
understanding of brain changes resulting from severe, chropic stress and an ability to
target brain chemistry in ways that can relieve clinical symptomatology. The use of
alpha-1 adrenergic brain receptos antagonists decreases many of the manifestations of
PTSD. Additionally, this papex discusses the ways in which dreaming, thinking and the
analytic process are facilitated with this concomitant treatment and hypervigilence and
hyper-arousal states are signficiantly decreased.

Keywords: analysis and pharmacology, brain changes, developmental stress
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Introduction

The work of analysis that involves an attermpt t0 provide new relational
experiences and, particularly, sufficient countainment of affect such that new
learning can occut, often cannot occur where emotional arousal continues 2t
very high levels and is exacerbated by constant states of hypervigilance. In
this presentation 2a Cas¢ will be described where there had been severe
developmental stress, and in which the previous analytic process had been
most difficult and one of limited progress. The case was altered in a major,
positive way after the addition of prazosin, a selective alpha-1 adrenergic
brain-receptor blocking agent, 2 drug outside the asual psychotropic
armamentarium. There followed dramatic changes in the analysand’s ability
to think, dream and symbolize, as well as significant changes in the
transference and countertransference experiences.

The symptoms of pOSt-traumatic stress disorder (PTSD) and developmental
stress disorders, listed in the DSM-V (zo13), can be grouped into three
general areas:
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: Reminders of the trauma eXposuic with flashbacks, intrusive thoughts or
recurrent nightmares

. Activation and hyperarousal involving insomnia, agitation, irritability,
impulsivity and anger
Deactivation reactions of numbing, avoidance, withdrawal, confusion,
dissociation and depression

{Sherin and Nemeroff 2011)

Changes in brain structure and function under conditions of both acute and
chronic stress, in humans and in animals, have been described in considerable
detail. Additional translational studies from stressed apimals treated with
prazosin correlate well with symptom improvement and findings seen in
human subjects with PTSD who are treated with the same medication
{Arnsten et al. 201 5). The idea of brain changes with clinical emotional
symptoms would not have been foreign to Jung, as when he wrote about
dementia praecox: ‘A more perfect chemistry of anatomy of the future will
perhaps demonstrate the objective metabolic anomalies or toxic effects
associated [with the abnormal psychic content seen in dementia praecox}’
(Jung 1907, para. 7 5). Jung went on to write:

It will assuredly be a long time before the physiology and pathology of the brain and
the psychology of the unconscious are able to join hands. Till then they must go their
separate ways. But psychiatry, whose concera ‘s the total man, is forced by its task of
anderstanding and treating the sick to consider both sides, regardless of the gulf that
yawns between the two aspects of the psychic phenomenon.

(Jung 1907, para. 584)

Brain changes in severe trauma

In their discussion of the effects of childhood maltreatment on brain structure,
function and connectivity, Teicher et al, (2016) have written:

There are few early experiences as consequential as abuse and neglect.... We
hypothesized everal years ago that maltreatment acts as a stressor to produce 2
cascade of physiological and neurohumoral reactions that alter brain-development
trajectories, setting the stage for the emergence of psychiatric symproms in
genetically susceptible individuals.

(Teicher et al. 2016, p. 652)

I is through our brain and brain functions, particularly our sensory
perceptions, that we perceive what in our life is potentially threatening and
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determine our behavioural and physiological responses, consciously and
anconsciously. The brain, and brain function, is the target of threats and
stressful experiences. It responds with changes in cellular architecture, gene
expression, neurochemical activity and connectivity (Arnsten et al., 2015;
McEwen et al. zor2). Most of these changes can be considered adaptive for
self-preservation in the acuge settings. In repetitive or chronic traumatic
situations, this adaptation can become the source of pathological responsiveness.

Research has shown that ‘in acute Stress high levels of catecholamine release
rapidly impair top-down cognitive funciions of the prefrontal cortex (PFC},
while strengthening the affective and habitual responses of the amygdala and
basal ganglia® {Arnsten et al. 2015, p. 89). Chronic stress exposure leads to
atrophy of nerve cells in the PFC, and extension in the amygdala, and
strengthening of the aoradrenergic system locus ceoruleus. Low levels of stress
or challenge, with release of moderate levels of catecholamine, result n
improved function of PEC, whereas high levels impair prefrontal function and
induce hyperactivity of the more primitive amygdala function (ibid.).

The ability to develop and use representations, particularly symbols, and to
provide containment of intense affect is seminal to analytic theory. According
w0 Solms and Zellner (2012}, this entails a two-step process. First, stereotyped
actions, which would normally be released, are inhibited, providing the
freedom not to act. This process relies on the integrity of the ventro-medial
PEC. The second step depends on this inhibition, whereby a mental space
for thinking can be created. This is associated with function of the dorso-
lateral PEC, and the manipulation of mental representations, and is
associated with what is designated as working memory {ibid.). Impairment
of working memory and the associated dysfunctions of the PFC with an
associated impairment of the ability to modulate emotional reactions can be
associated with irritability, impaired decision-making and lack of insight,
loss of ability to inhibit inappropriate memories, and impairment of the
ability to distinguish 2 vivid memory for an actual event (flashbacks), as
well as the loss of the ability to reduce the stress response (Arnsten et al.
2015). All of these symptoms are part of the clinical picture in traumatic
stress disorders.

The amygdala is a part of the brain with extensive connections with other
brain areas. It is positioned and functions to initiate and coordinate
unconscious, primitive responses to Stress throughout the bram and other
parts of the body (Davis 1992; Arnsten et al. 2015). Through its connections
to the hypothalamus and other areas of the brainstem, the amygdala can
activate the hypothalamus-pituitary—adrenal axis with resultant sympathetic
nervous system stimulation {the ‘fight or flight’ responscs). Behaviour
associated with this activation can be altered by induction of the freeze
response, increase of the startle response, strengtheaing of habitual responses
and consolidation of emotionally charged memories {(Davis 1992} A
previously neutral stimulus can trigger a fear response if it is paired with a
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traumatic event with fear conditioning mediated by the amygdala (Phelps and
LeDoux 2003}

Research data indicates that in the treatment of PT3D, an important goal
would be to strengthen PFC regulation and lessen activity of the amygdala.
There is now convincing evidence that a number of these goals can be also be
achieved with the use of a specific medication, prazosin (Arnsten et al. 2015).
Following chronic stress, behaviour becomes more automatic and primitive.
Arousal and affective tone is higher. From an apalytic perspective, what we
encounter are extremes of emotionality with little ability to reflect or
modulate feelings or behaviours, and what might be described as primitive
mental activity (Robbins zo11) with little alpha processing capacity (Bion
1962; Brown 2005).

The case of Dr. K.

Dr. K. presented as a female physician with a very high intellectual capacity,
with a number of years of previous therapy and analysis. She informed me
that she was probably a borderline personality or sociopathic. Ever hyper-
vigilant to any possibility of being disrespected or unvalued, Dr. K. was
involved in regular and ongoing interpersonal professional conflicts and
marital discord. Dr. K. had her first recognized breakdown in her second year
as a scholarship student at an élite research university. With some therapy
and transient use of various psychotropic medications, and the development
of more rigid intellectual defences, she completed her degree, went on to
obtain both M.D. and Ph.D. degrees, and achieved recognition as a promising
academic. Dr. K. came from a broken family, raised in poverty by an
alcoholic mother who was angry, depressed and intermittently psychotic. In
childhood she had been emotionally, physically and sexually abused, often
going without food or adequate clothing.

Her analysis began with three sessions weekly using the couch. Long and
exceedingly detailed dreams were brought that were filled with themes of
being hunted, captured, assaulted by knives and bullets and threats of rape,
yet surviving, or of being in cafeterias where all of the food had already been
caten or was spoiled. She also suffered from almost constant somatic
symptoms of constipation, alternating with explosive, bloody diarrhoea;
irregular, heavy and painful menses; and intermittent dermatological
problems. Her performance demands on herself were unrelenting. She was in
constant conflict with supervisors. Her self-loathing was exceeded only by her
hatred of her mother.

In the third year of analysis she was confronted with the impending death of
an aunt, the only positive adult female figure n her family, and a severe
reprimand from a supervisor with loss of professional status. At the same
time she was becoming physically ill from an infection and refusing to seek
treatment. At this time she reported the following dream:
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Dream 1

1 am on 2 boat in a large body of water. The seas are rough and I feel disoriented. 1
look down at my skin. There appear to be many areas of skin on my body that are
infected and necrotic. In addition to the pus that is coming out, there are small,
deformed fetuses the size of worms coming out of my skin. I look at one area on my
leg. It looks like a terrible staph infection. I don’t know what to do. If I try to apply
any sort of dressing to i, the skin will surely slough off. As I continue to look, 2
larger, dead baby emerges out of the skin on my leg. I am left holding this dead,
infected baby. I don’t know what to do with it.

In the weeks that followed, Dr. K. became progressively more ill, more
demanding of herself as physician and simultaneously more infuriated at the
medical system that she deemed the cause of her distress. Nothing that I said
appeared to have any impact. My countertransference reactions were as
overwhelming and disturbing as any of my career. Often I felt completely
unable to be of any therapeutic help and unable to think. I was aware of my
own bodily tension that interfered with my thinking. My own mental states
varied from anxiety, agitation and an inability to follow her narratives, to
drifting off into various disconnected mental states. Anything that I suggested
or attempted to clarify was explaived away by her as impossible,
inappropriate, irrational or was simply ignored. My countertransference
experience to the chaos in the field rendered me unable to provide anything
that could contain this storm. After several days of worsening mental and
physical states in Dr. K., and with my own feeling of being totally dismissed
and ineffective, [ told her that I was stopping a session early, as nothing T was
saying was helping, and that I would see her at our next appointment in two
days. That evening I received an email from Dr. K. informing me that I had
failed as an analyst, and that our work together was over. [ responded with an
email acknowledging my failure to manage or contain the session and its
contents, and saying that I hoped she would return for her next appointment
so that we could discuss it. She did not respond to my email, and I did not hear
from her for almost three months.

When finally she again contacted me requesting another appointment, Dr. K.
related that following our last session she had required brief medical
hospitalization. She had recovered from that but had been terminated from her
job. She was panicked and desperately searching for other employment. When
I inquired about the lapse of our contact, she stated that T had simply ceased to
exist or in any way be in her awareness. As her panic set in following her work
dismissal, she recalled that I existed and had been with her through a number
of things preceding the rupture of the analysis. She decided that I could be
forgiven for my failure, and she wished and needed to resume our work together.

The analysis continued in much the same way for two additional years, at
which time she and I both became aware of reports of the use of prazosin in
the treatment of PTSD. It took almost an additional year of intermittently
talking about this before Dr. K. was willing to try a very low dosage of the
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medication prescribed by her internist. Following her breakdown in college, she
had been placed on a variety of psychotropic medications. With most of them
she had experienced major slowing of her ability to think, her most prized
capacity and necessary defence. Literally within days of beginning prazosin
she became aware that her almost daily night-sweats and nightmares were
diminished. She recognized changes in her dreams, as well as m her
hypervigilance and professional interpersonal conflicts. As she could accept
some limitations on her professional responsibilities, she also became more
connected to her own body. Her gastrointestinal and dermatological problems
became infrequent. There were also prominent changes in my
countertransference experiences. I could feel a sense of occasional comments
or interpretations being considered, as opposed to their previous dismissal,
and to feel that we were in a dialogical relationship with progress occurring.
In the past, if I were to be pursuing, examining or questioning some area of
her behaviour or feelings that might, even most tentatively, challenge her
singular, defensive point of view, she would state, ‘I can hear the words you
are saying, but I cannot understand anything, You might as well be speaking
Greek to me’. She let me know on such occasions that I had pushed her mind
into what she called a ‘meatball area’, one where nothing made any sense. In
the sessions following such experiences, we both came to recognize that she
had absolutely no memory for anything about the discussion in the previous
session. For her, it had not occurred, much as 1 had ceased to exist in the
earlier fracture of the analysis. While these experiences continued to occur,
over time there began first to be some tolerance for the topic being discussed,
an awareness of the confusion in thinking, but also an ability to come out of
it acknowledging some major importance, if not an ability to understand it in
a meaningful way. Over time, and equally impressive, was a gradual ability
after such interactions to remember the discussions in the next sessions, and
acknowledge that the blockages represented topics still too intense to process,
but important.

With the introduction and very slow escalation of prazosin dosage, and with
the decrease in arousal and affect intensity, changes could begin to occur. Her
life could be somewhat more directed by PEC functions rather than amygdala
hyper-reactivity. Her dreams, life actions and thinking moved more toward a
sense of reflection and self-agency. Eight months after beginning prazosin, Dr,
K. reported the following dream:

Dream 2

T am at the hospital where a school bus has crashed into the surgical ward where I am
working. I know there will major chaos and tragedy. I need to rescue ali of my patients
who might have been injured. As I go into the building I encounter a staircase and
realize that much remodelling and structural changes have been made to the ward. I
go up the stairway to the ward and begin trying to extricate my patients. I am
expecting total chaos, but instead | am surprised to realize that I am calm, and all of
my patients are OK. I look at my own body and realize that | have a colostomy
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exiting from my abdomen, buc [ don't have the plastic bag to attach to collect the
drainage. I see clumps of faeces falling out. I don’t know what to do. Then Sara, a
nurse I knew at the hospital, comes up and tells me where the colostomy supplies
are. I go and find a bag and connect it to the stoma opening. T realize T too am now
all right.

With further associations, we could connect the dream to the previous day’s
interactions and stresses, and how she had been able to interact more
appropriately in a situation that earlier that would trigger more automatic
and overly defensive reactions.

Discussion

I hope to have demonstrated something about the psychological process of
dream function, rather than content, in working with an individual with
traumatic stress, and the changes seen after the introduction of prazosin and a
dramatic lowering of arousal and affect intensity. In this case, even after five
years of three times per week analysis, and this following many previous
years of therapy and analysis, Dr. K. had continued hyper-vigilant, over-
reactive, often startled, frozen at times with fear, and experiencing recurrent
nightmares and night terrors. Much that could not be processed, thought
about, or symbolized was enacted or projected into her body (Fishbein zo17;
Resnik 2001). She had continued to have major interpersonal and
professional difficulties damaging to her career. Fairly rapidly after beginning
the introduction of prazosin, and over the next several years, in addition to
the down-regulation of her sympathetic nervous system, most obvious in the
relief of her night sweats and nightmares, her dreams changed, and there was
a major change in her work and professional relationships, all in keeping with
an improved reflective or executive function, capacities impaired in traumatic
stress disorders {Aupperle et al. 2orz). The PFC inhibitory function was
coming back online, and the amygdala driven hyper-activity was down-
regulated, as evidenced by her behaviour and more reflective thinking. In
discussing the changes in her dreams, she remarked that it was now like being
a movie director assigned to make a western movie, but there were no longer
any cowboys or Indians to cast in roles. At times, she found her dreams
rather ordinary and even boring.

Using Bion’s (1962, 1963, 1965) model of alpha function, and recognizing its
impairment where there has been major trauma (Brown zcos), the difficulties
of providing sufficient containment and reveries in the analysis limited Dr.
K.’s ability to learn from experience, and enaciment and somatization were
primary outcomes. Retraumatization was an ongoing experience for
analysand and analyst. Where there have been these developmental deficits,
adult (re)traumatization is much more complicated and more difficult to treat.
Research into the brain structure and function of those with developmental
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deficits and PTSD now provides us with a basis for better understanding this
condition, and also a rationale for specific pharmacological intervention that
may literally facilitate analytic process, which we know can offer hope
to many such individuals. Unfortunately, few psychiatrists have any
understanding of analytic process. While the use of antidepressants, atypical
antipsychotics and mood stabilizers may certainly help some of the depression
and mood lability seen in PTSD, none have been shown to have the same
capacity to reset the balance between the amygdala and prefrontal cortex
activity, so critical in improving alpha function, working memory and
executive function in these individuals.

In the neuroscience world, the concepts of working memory and executive
function have become common language and descriptors, and are related to,
and located in, the PFC and its function {Aupperle et al. 2011). In analysis,
whether considering the goal as an increase in mentalization and reflective
function, executive function or working memory, or in the development or
improvement of the capacity for alpha processing, almost all approaches
recognize the importance of containment of affect so intense as to interfere
with the process of symbolization, and the need to foster the development of
the mind-body relationship.

Pasley et al. (2004} have reported studies that show that activation of the m-
PFC, produced as a result of self-reflection — a goal of psychotherapy and
analysis — also deactivates the automatic processes of the amygdala. There
appears to be good reason to recognize that the combined use of prazosin and
psychotherapy or analysis increases the likelihood of improvement in these
individuals.

In the early and middle years of Dr. K.’s analysis, her dreams, nightmares
or night terrors could be considered non-dreams, as described by Ogden
{zo17), where there could be no associations by either patient or
analysand, nor any psychological work being done. There was no ability to
transform sensory stimuli, from within or without, into alpha-elements that
could be utilized for thinking, symbolization and ultimately affect
modulation. Even though Dr. K. had a highly developed and extensive
verbal repertoire, as also described by Bion (1962), she used words as
objects, to manipulate others or self into action, not thought, to evacuate
stimuli that could not be processed. She was not able to be connected to
her own body or its sensations. In the process described by Ferrari {2004},
her body was chronically overwhelmed in being the repository of
unmetabolizable beta elements, and she lived amongst the torrents of
somatic symptoms and interpersonal stresses.

At one point later in the analysis, when she had become aware of the changes
she was experiencing, Dr. K. asked me what changes I was experiencing with her.
Rather spontaneously I answered that I was finding her able to be engaged in the
analytic process and relationship, on a more or less constant basis, without
requiring a crisis to stimulate her involvement. She replied that this made sense,
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saying, ‘Tcan see that; [ went from being distant and detached, afraid of being in a
relationship, to crisis and chaos, using you to extricate myself from the crisis, and
then withdrawing back into my own world’.

[ want to emphasize that in no way do I not recognize the tremendous
amount of analytic work done in the five years before starting prazosin, even
with the problems described. Prazosin by itself, removing certain defensive
structures without ongoing support and containment, may in fact be
problematic. However, what was very clear in this case was the rapid
improvement in mental functioning, dreaming process, and utilization of the
analytic process that occurred after the addition of prazosin. Interestingly,
there are now more recent studies utilizing a longer acting prazosin analogue,
doxazosin (Smith and Koela 2016). Prazosin, the agent of this group that most
effectively crosses the blood-brain barrier, has an extremely short half-life of
two to three hours, necessitating multiple dosages throughout the day. Even
with high bedtime dosages, it is likely metabolized by half of a night’s sleep
cycle, thereby rendering possible the activation of recurrent, PTSD-related
nightmares in the second half of the night. Doxazosin can be dosed once
daily, has better gastro-intestinal absorption and appears to offer steady state
levels for 24 hours — obvious potential advantages in the treatment and
management of PTSD. I think this case supports the approach of combining
analytic work with a medication that has been shown to alter specific brain
function in cases such as this. The decades-long schism of psychiatry and
analysis now particularly has reason to be reworked. Jung’s prescient
predictions of a future where the two fields could be engaged seems to be
ocourring,

References

Aaron, AR. {2011). ‘From reactive to proactive and selective control: developing a
richer model for stopping inappropriate responses’. Biological Psychiatry, 69, 55-63.

Arnsten, A F.T,, Raskin, ML.A., Taylor, EB., & Connor, D.E. (2zo15). “The effects of stress
exposure on prefrontal cortex: translating basic research into successful treatment for
post-traumatic stress disorder. Neurobiology of Stress, 1, 89-99.

Aupperle, R.L., Melrose, A.J., Stein, M.B., & Paulus, MLP, (2011}, ‘Executive function
and PTSD: disengaging from trauma’. Newropharmacology, 3¢, 1-9.

Bion, W.R. (r942). ‘A theory of thinking’, In Second Thoughts. New York: Karnac,

{r963). ‘Elements of psychoanalysis’. In Sever Servants. New York: Aronson,

(1984). Transformations. London: Karnac.

Brown, L.]J. {zo05). “The cognitive effects of trauma: reversal of alpha function and the
formation of a beta screen’. Psychoanalytic Quarterly, 74, 2, 397-420,

Davis, M. (x992). ‘The role of amygdala in fear and anxiety’. Annual Review of
Neuroscience, 15, 353-75.

DSM-V. (2013). Diagnostic and Statistical Manunal of Mental Disorders, ¢ edition.
Washington, D.C.: American Psychiatric Association.

Ferrazi, A.B. (2004}. From the eclipse of the body to the dawn of thought. London: Free
Association Books.




| 22 PSYCHIATRIC TIMES

www.;isychiatrictirﬁes com

Cho Pharmacolo
’I‘reatmgi\tS ‘(l)f Traumatic St?(—:qss Disorder ir

Children and Adolescents

Assessment and Treatment Strategies

by Victor 6. Carrion, MD
and Hilit Kletter, PhD

e all experience stress
throughout our lives; this
can be beneficial because

stress inoculation aids in the devel-
opment of many of our.biological
systems.' Stress also helps the devel-
opment of our psychological well-
being. Learning to cope with adver-
sity is an important part of develop-
ing one’s sense of effectiveness and
coping. Qur bodies are built t0 man-
age stressful events and, in fact, our
performance may actually improve
in certain situations when we are
stressed.

However, this applies only upto a
certain point. That point differs for
eachindividual and depends on ge-
netic and environmental factors that
influence stress vulnerability. When
stressors are overwhelming and acti-
vate our fear mechanism in a way
that over-sensitizes it to future stress,
that is traumatic stress.? Different
events in our life can act as trauma.. . .
natural and man-made disasters, ac-
cidents, and traumatic oss.

For some individuals, traumatic

- stressors can be acute: a bushfire, a
shooting. For others, they may be
more chronic: ongoing war, child
abuse. Acute trauma can lead to sec-
ondary stressors, initiating a chronic
process of adjustment. Traumatic
events and other stressors may accu-
mulate in an “allostatic load” to our
systems.* When the “load” over-
whelms our coping mechanisms
(psychological and physiological),
PTSD may develop.

" The effects of traumatic stress

on development

Traumatic stress in children can lead
to difficulties in social, emotional,
and cognitive development. Approx-
imately 25% to 30% of children who
experience inner-city violence de-

“velop symptoms of PTSD.* Although

a number of children are resilient to
traumnatic experiences, there are no
methods to identify and measure

fects of trauma.’ Epidemiological

“studies indicate that children ex-

posed to trauma are at much greater
risk for PTSD.*

The impact of trauma on cogni-
tive processing, as demonstrated by
difficuities with learning and mem-
ory, renders many children with
posttraumatic symptoms to be less
successiul in school. Emotional reg-
ulation, social development, and be-

— _— ]

What new information does this article provide?

The authors discuss the different manifestations of traumatic stress; treatment
considerations for childhood PTSD; and the existing interventions, including a new

hybrid psychotherapy.

What are the implications for psychiatric practice?

Clinicians will be better informed about diagnosis of childhood PTSD and selection.

of appropriate interventions.

what .constitutes true resilience.

- Problems may not develop in some

children shortly after a traumatic
gvent: however, the allostatic load
may be building, pushing them

-closer to a threshold where specific

vulnerabilities may eventual]y mani-
fest clinically.

Preventive interventions for
youths exposed to chronic stressors
or at risk for traumatic stress are cril-
ical. Many people believe that being
a child by itself constitutes a protec-
tive factor against the effects of trau-
ma; however, there is no evidence to
support this. In fact, the evidence
points toward the contrary: children

“are particularly vulnerable to the ef-

havior can also be affected. The phe-
nomenology differs depending on
the child’s developmental age.
Although we use PTSD as a con-
struct to understand children’s re-
sponse to trauma, children with sub-
threshold symptoms can'also have

" the same degree of functional im-

pairment.” Alternative criteria have
been suggested for the diagnosis of
PTSD in young children.®

Therapeutic interventions

Trauma affects youths on multiple
levels, including individual, family,
community, society, and culture.
These levels act as either risk or pro-
tective factors and may influence the
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plete review of best-practice inter-
ventions can be found in Foa et al.*)

Cognitive-behavioral therapy.
CBT is the most widely used and re-
searched treatment for childheod
trauma." Various trauma-oriented
CBT interventions exist and all share
components summarized by the
acronym PRACTICE (Table 2)."*
Trauma-focused (TF)-CBT com-
bines individual and pareat-child
sessions. TE-CBT has proved to be

efficacious in numerous randomized

controlled trials for reduction of
"PTSD symptoms, depression, and
other emotional and behavioral dif-
ficulties for single-event and multi-

ple-event traumas.'* " It is superior to

child-centered therapy in reducing
PTSD symptoms, especially hyper-
arousal and avoidance in youths ex-
posed to intimate partner violence."
Trauma systems therapy {TST) is
an individual treatment that address-
es trauma-related symptoms and the
environmental factors that perpetu-
ate themn.® TST has shown improve-
ments in PTSD symptoms, environ-
mental stability, and functioning.
Many CBT interventions for
youths are school-based. The multi-
modality trauma treatment (MMTT)

protocol, an intervention that uses

developmentally sensitive methods,
has been successfully implemented
in school and community mental
health settings.** The Cognitive-
Behavioral Intervention for Trauma
in Schools (CBITS) is a 10-session
treatment that has been shown to im-
prove psychosocial functions in
youths exposed to violence.® Finally,
several studies of earthquake survi-
vors, victims of the Bosnian war, and
victims of community violence have
found that trauma/grief-focused
therapy resulted in significant reduc-
tion of PTSD symptoms.2**
Psychodynamic therapy. Child-
parent psychotherapy (CPP) is a dy-
adic treatment in which play and
other expressive methods are used to

"

repair attachment and regulate trau-
matic stress.” Young children ex-
posed to domestic violence who re-
ceived CPP had greater reductions
in total behavior problems and trau-
matic stress symptoms, and mothers
had greater reductions in aveidance
compared with controls, These gaing
were maintained at 6-month follow-
up. Parent-child interaction therapy
has also been found to improve so-
cial, emotional, and behavioral func-
tioning through play therapy and
live coaching aimed at improving
attachment.” )

The intergenerational trauma
treatment model, an intervention
aimed at monitoring dysfunctional
family patterns and altering them,
has resulted in improvements in
social functioning in traumatized
children.®

Psychoeducation. A key compo-
nent -of trauma treatment involves
providing information on the preva-
lence of trauma and the nature and
course of posttraumatic stress reac-
tions, Treatment goals are normal-
ization of responses, identification of
traumna reminders, and strategies for
managing distress. In youths ex-
posed to a single-incident trauma,
PTSD symptoms were significantly
reduced following the psychoeduca-
tion phase of treatment.* Kenardy
and colleagues® conducted an infor-
mation provision intervention in
youths and their caregivers following
a pediatric accidental injury. The in-
tervention resulted in a decrease of
anxiety in the child at 1-month fol-
low-up; at 6-month follow-up, pa-
rental intrusion and overall posttran-
matic symptoms were decreased.”
Furthermore, a psychoeducational
intervention for youths following
motor vehicle accidents was success-
ful in preventing depression and be-
havior problems in preadolescent
youths.*

Play therapy. Posttraumatic play
is defined as play activity thatis driv-
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en, is serious, and has a morbid qual-
ity It is characterized by repeti-
tive, unresolved themes; increased
aggression and/or withdrawal; fanta-
sies linked with rescue or revenge;
reduced symbolization; and concrete
thinking. DSM-1V includes repeti-
tive play with traumatic themes as a
symptom of reenactment {cluster B)
in children. Child-centered play ther-
apy {CCPT) is the most researched
form of ptay therapy for childhood
trauma.”

CCPT is a manualized treatment
based on person-centered therapy
that establishes unconditional posi-
tive regard, genuineness, and empa-
thy to facilitate children’s communi-
cation of feelings, thoughts, and
desires. This form of play therapy
utilizes culture-specific toys and in-
cludes parent consultation for each
of the play sessions. Studies of
youths exposed to domestic violence

and natural disaster found CCPT to -

improve self-concept and signifi-
cantly reduce anxiety, depression,
aggression, and suicidal risk.** In
addition, a study of refugee children
found that CCPT was more effective
than TF-CBT .in reducing PTSD
symptoms.* .
Release play therapy is a directed
psychotherapy in which the therapist
selects a few toys related to the trau-
ma to encourage the child to play out
traumatic themes or may re-create
the event that triggered the child’s

_difficulties to allow expression of

feelings.” In this form of therapy, the
therapist rarely interprets the play.
Cue-centered therapy (CCT): a

hybrid intervention. The Stanford
CCT is a manual-based treatment

that combines elements of CBT and
psychodynamic, expressive, and
family therapies and enhances them
with psychoeducation on classic
conditioning and trauma-related re-
minders (cues). Therapy focuses on
how these cues are linked to current
behaviors, emotions, thoughts, and
physiological reactions.* CCT em-
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younger than 24 years.

Other medications that have been
researched for use in treatment of
children with PTSD include non-
SSRI antidepressants, blocking
agents, novel antipsychotics, mood
stabilizers, and opiates. A study of
hospitalized children with acute
stress disorder secondary to burns
found that PTSD was less likely to
develop after 6 months in patients
who received imipramine compared
with those who received chloral hy-
drate.® However, TCAs are associ-
ated with rare but serious cardiac
adverse effects and therefore are not
recommended as a first-line treat-
ment for children with PTSD.

Adrenergic blocking agents have
also been used with some success in
youths with PTSD. Two studies
found that clonidine decreased basal
heart rate, anxiety, impulsivity, and
hyperarousal symptoms.***' In addi-
tion, a case study of a child with
PTSD found clonidine to improve

sleep and neural integrity of the ante- -

rior cingulate, a brain region respon-
sible for modulation of emotional
responses that is often impaired in
PTSD.2 Propranotol has also been
found effective in reducing reexperi-
encing and hyperarousal symptoms
in children with PTSD.% Novel anti-
psychotics such as risperidone have
been used effectively to stabilize
mood in severe cases and to treat co-
morbid symptoms of childhood
PTSD.* Finally, higher doses of
morphine were found to prevent
PTSD secondary to burns in hospi-
talized preschool children, school-
aged children, and adolescents.™*

Conclusions
Although treatments exist for chil-
dren who experience traumatic
stress, the heterogeneous manifesta-

[ |
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Preventing post traumatic stress disorder:
are drugs the answer?

Susan Fletcher, Mark Creamer, David Forbes

In the field of traumatic stress, chemoprophylaxis is a term that is often used but rarely well under-
stood. There has been no shortage of debate on the issue, but few rigorous studies fo ground
the discussion. The purpose of the current paper is to explore the issues surrounding this con-
tentious area. Databases including PubMed, PsychArticles and Web of Knowledge were
searched using the key words ‘chemo or pharmaco, ‘prevention or prophylaxis; and ‘PTSD or
post-traumatic stress. Relevant journals and reference lists of the papers obtained through this
search were scanned for additional references. Studies that investigated the use of pharmaco-
therapy to prevent the onset of post-traumatic stress disorder were considered for this pa-
per. Studies that examined the treatment of established PTSD were excluded. A total of
15 empirical studies were included in the review (including five randomized controfled trials), and
twice as many non-data-driven papers. Evidence for the prophylactic use of alcohol, morphine,
propranolo!, and hydrocortisone is presented, followed by a discussion of the many challenges
of using pharmacological interventions in this context. While attention to this issue has increased
in recent times, the dearth of empirical data has done litile to further the field. Larger studies
are indicated following small triais with medications such as propranolol and hydrocortisone.
There remain a number of ethical and practical questions to be answered before the wide-

spread use of chemoprophylaxis can be recommended.
Key words: pharmacotherapy, prevention, PTSD.

Australian and New Zealand Journal of Psychiatry 2010; 44:1064-1071

Chemoprophylaxis, particularly in the field of trau-
matic stress, is a term that has been used to convey a
range of possible meanings. Since this is potentially a
contentious and difficult area, it is important to be abso-
lutely clear about what is meant by the term. The Oxford
English Dictionary [1] defines chemoprophylaxis as ‘the
prevention of a disease, esp. an infectious disease, by the
administration of drugs’. Crucially, the word ‘treat’ does
not appear in the OED definition. Thus, in the context of
traumatic stress, the term chemoprophylaxis refers to the
use of pharmacological interventions to prevent the develop-
ment of mental health problems in individuals exposed
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to trauma. Tt does not refer to the treatment of an established
disorder.

Traditionally, efforts to prevent post-traumatic stress dis-
order (PTSD) have been classified as either primary (inter-
ventionpriortothetraumaticevent)or secondary (intervention
after the trauma but prior to the onset of full PTSD). We
will discuss the former briefly; however, secondary preven-
tion is the more common approach to chemoprophylaxis
and thus will be the focus of this paper.

Despite a few randomized controlled trials, much of the
literature to date has been largely theoretical in naiure, ot
has relied on opportunistic research, with numerous and
conflicting viewpoints being proposed. The purpose of the
current paper is to explore the issues surrounding chemo-
prophylaxis for PTSD. While this paper will focus on pre-
venting PTSD through pharmacological means, itneeds to
be noted that a parallel stream of literature exists address-
ing issues and preliminary research using psychosocial
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models of intervention (individual and community resi-
lience building) [2,3].

Literature review

Databases including PubMed, PsychArticles and Web
of Knowledge were searched using the key words ‘chemo
or pharmaco’, ‘prevention or prophylaxis’, and ‘PTSD or
post-traumatic stress’. Additional references were sourced
from the reference lists of key papers obtained from data-
base scarches, and by scanning the contents of relevant
journals. After excluding papers outside the scope of the cur-
rent review, fifteen data-driven papers remained (including
five randomized controlled trials; see Table 1), published
between 1996 and 2010. A total of 30 non-data-driven papers
(such as review, conceptual or ethical debate papers) were
also included. Taken as a body of literature, these papers
raise several issues for consideration.

Preventing PTSD: the options

Traumatic events are reasonably common, with around
two thirds of the population being exposed to such an event
at some point in their life {4-6]. Most of those exposed
will not go on to develop long term psychopathology; the
lifetime prevalence of PTSD in the general community
has been estimated to be around 7% [7]. Around half of
those who develop PTSD will recover within a year with-
out professional help but, unfortunately, up to 15% of
people with the disorder will show little or no improve-
ment even after receiving treatment [8].

Given the relative frequency of treatment noti-response,
and the pervasive effect of the disorder on sufferers’ lives,
preventing PTSD would be of great benefit in reducing
the burden to both to socicty and individuals. At this stage
there has not been a drug developed specifically to prevent
PTSD. Instead, the prophylactic potential of medications
already in existence which affect the neurotransmitters
thought to be involved in the development of PTSD has
been considered. While a number of such medications
have been hypothesized to be potentially useful in pre-
venting PTSD [9], we will consider here only those with
some empirical support,

Alcohol

Of all the available drugs with the potential to prevent
what we now call PTSD, alcohol has perhaps the longest
history. For centuries soldiers have consumed alcohol
before battle in an effort to reduce the stress of the expe-
rience {10,11]. More recently, naturalistic studies with
fire [11] and motor vehicle accident [12] victims have

found that intoxication at the time of trauma decreases
the likelihood of subsequently developing PTSD. The pro-
tective effect of alcohol may be due to interference with
the encoding and storage of memories [11,12}. Alcohol
may also impait perception of relevant threat information,
such that the event is not seen as severe or life threaten-
ing and is therefore less likely to lead to PTSD [13,14].

Alcohol may be desirable as a prophylactic medication
for PTSD for several reasons. It is relatively cheap, read-
ily available and, of particular importance in military pop-
ulations, is socially acceptable. Despite these advantages,
however, alcohol is unlikely to be widely endorsed as the
drug of choice for preventing PTSD. It seens that alcohol
protects against stress only if consumed before a stressful
experience [13,14]. Naturally, regular consumption of alco-
hol as a preventative strategy in case a frauma is experi-
enced is ill advised [15]. Prophylactic use of alcohol
would, therefore, be restricted to those individuals who
are fairly certain that a traurnatic experience is imininent,
such as members of the emergency services or military.
However, these individuals require their judgement to be
intact and their psychomotor resources to be unimpaired.
The impact of alcohol on speed of information process-
ing, risk taking behaviour and physical coordination render
its routine use as a prophylactic inappropriate. In addition,
there is some evidence that the stress response is less
likely to be inhibited by alcohol when the stressful event
is expected [14]. Finally, it is unclear exactly how much
alcohol is required to be effective in preventing PTSD
[15], although there is some evidence that moderate to
high level use is necessary [14]. Given that alcohol use
disorders are in the top five leading causes of disability
world-wide [16], the risks of increasing alcohol intake in
an effort to prevent PTSD would seem to far outweigh
the benefits.

Cortisol

Following activation of the sympathetic nervous systeml
in times of stress, the production of cortisol serves to shut
down the stress response [15,17]. In individuals who go
on to develop PTSD, however, there is some evidence that
this system of regulation fails and peri-traumatic cortisol
levels are lower than in individuals who recover [18] or
develop other disorders such as depression {19].

With low levels of cortisol presenting an increased risk
for PTSD, it follows that artificially increasing cortiso!
levels would provide some protection against the devel-
opment of the disorder. Indeed, randomized controlled tri-
als with survivors of septic shock [20] and cardiac surgery
[21,22] have shown that patients administered hydrocor-
tisone in the intensive care unit were less likely to develop
PTSD than those who received a placebo. Whether these




CHEMOPROPHYLAXIS FOR PTSD

1066

az1s ejduies [ewg
malnIa| oeoisd uel;
Is\yel aieuuonsanb pajew

e Busn passesse QS1d  Wol sjusied | Jo 1o sy

azIs ajdwes

BWS Sjoaye paiIsep
upeie o) ybnous 1se}

8( Jou Aol sINOY 8t UM

Brap Apnis jo uolensIUILpY

azis sjdwes |ewsg
marAIey ouelyoAsd uey)
Jayiel aaretuonssnb pajew

e Buisn passesse (JS1d $0:00S WoidwiAs gSLld Jemo

az|s adwes
flews asld jo sepel 1sybiy
loj uoneuridxs aaneulale
ue aq Aew syuaned
ogaoeld Ul JOSI00 JO S|PAD)|
lamo| 1o supydsiudaiou

10 sasop Jaybiy

uoieIIpaW yim souelduios
-uou ajgissod ‘dnoib
|opueldoid ayy ug uopupe
fenustoyip ‘azis apdwes
||BLUIS JUBIPNSL SBMm
jojoueidord o asop e
auy 1seb66ns ejep ajel Leay

suonewN

Sld jo 8ouspina pamous

dnolb uswuzal] oYl WOl i

1o | pue dnolB ogeoed ey

ogaoed

snsian unguadeaeb 1o
ogeoeid snsiaa (ojousidosd
0 1098)18 UfEW U} 10

ay Jano swodwis asld

O UCHIaNPal U] saouslayip ON

{so0>d ‘gZe-8'8l

afue) gyienbioin

‘Gg = uerpaly sjueled
|0NU02 SRSI9A 0°92-B'2l
obuel ajuenbiaiu

‘0°0Z = UBIPI)} SUIUOW O
1e dnoib suosIooBIpAY Ul

(570 > d dnoib poaion
E LL/Z SNSi9A S 1d UM
sjuajed g/1) syuow Lg
12 dnoif auosiosoIpAy

Ul QS1d 10 9ouUspioul J9mao
{50°0 > d ‘dnoub jojouridoud

Ul 8/0 SNSI9A slopuodssl
[eaibojoisAyd ¥1/9)

sened ogaoeid Buowe
Awanoes) esiboloisiyd
Jajeaar) Juiod awn Jouyus Je
awoaino gsld reouobayes
10 521005 WOIdWAS

QS Ld Ul seauaiap oN

sjnsey

# Rep uo sasop Bw gL X €
pue g Aep uo sesop Bus
02 X ¢ 0y pasede} g Aep
uo ybw g o) peanpas ‘4 +2
104 y/Buw gL Jo uoisnyu
SNONURUOS AQ POMO|10}
Bui go| 1o esop [en|
Aep x £/BW oov
0] shep 2 Jano
peieng-dn Aep x g/bw 0og
:unuadeqenyAep x g/6w oF
0} SAep Z 19A0 pajei-dn
fep x g/bw Oz joouexdold
‘sfep | Jo) panunued
uauy ‘Ainful taye Y gy LM
palsiSIuiIpE SS0P (S|
¥ Aep uo sosop
Bu: L x £ pue g Aep
uo sasop Buwt 0g X €
o1 palade| g Aep uo
yBuw g o} peonpal Y £z
10} y/Bur g1 Jo uoisnju
SNOMLIU0D AQ paMOYO)
Bw ol 4o as0p R
Aep/Sur 2
£q paiade) uay} ‘shep
xis 10} Y/By/Bw §0°0 )
paonpal asop ooys ondas
10 [esi1anas Jayy sAep Xis
Jog y/By/Buw g1 0 Jo uoisnjul
SNONUUGD AQ PamMojio}
Bw 004 Jo asop e

StILoW g

SYMOW 8 ‘v ‘L

sLpuow g

{stjuow

6p—1g abuey)
syuow 1

SUUOLL €

Je passasse

Apanoess

fesiboloisAyd

SULIOW
gpue |

Arep soull. Inoy
fiw gF Jo esino3 Aep-0|
Aq pemojio) ‘Wuens Jo U g
LI puisiuiiipe

Bw o jo esop jemu)

SWEl) sy
dn moqog

USR]

{#1 =u

ogaoeld (bl = U

auos|uesapiy}

ssedAq

Areuowndoipies

ypm Aebins oeipien
Butofispun sjusiied gz aU0S|IHO20IPAH

{ZL =u

ogaoeld ‘¥l = U

unuadeqeb (J| = U

jojoueidoid) sjuaged
Aanfur onewne) g

#

upuadeqeh
ojousidosd

(gg=u
oqooed 'og = u
auosioo0IpAy}

A1eBins oeipieD

(9002)
‘B 19 SI9M

(2002}
e jg uelg

{rooe)

BuioBiopun siuened gy suosiLooOIPAH e 18 Buljlsyosg

(lL=u
ogaoed g = u
2U0SN1030IPAY)

Moous adas Yyum

(Looz}

siwaned NDl 0z sucsalooopAy  fe e Buyeyog

(g2 = u oqeorid

‘81 = u jojouridoid)
JUBAD DljRLINE)] B
peosuauadxs pey oum
suaned juswyedsp

AouabBlawin) | jojouridoid

adwesg

(zo0z)
8 fo uBld

suxopydoddoway fo SipLil pajjonuos paziopuy ‘[ 21q0f




§. FLETCHER, M. CREAMER, D. FORBES 1067

results generalize to other trauma populations is, as yet,
unknown.

Morphine

When faced with a traumatic event, the brain increases
its production of norepinephrine, which is thought to
cause enhanced consolidation of new memories [23,24].
This mechanism is thought to have evolved to ensure we
remember potentially dangerous events differently to
those that are less threatening [9]. The extreme physio-
logical arousal associated with trauma, however, often
leads to over-consolidation of the trauma memory, and it
is this over-consolidation which is presumed to lead to
PTSD [25,26].

The protective effect of morphine comes from its inhi-
bition of norepinephrine release {15,24]. In a study of motor
vehicle accident survivors, it was observed that patients
who went on to develop PTSD had been given lower doses
of morphine in the 48 h following their accident than
those who were PTSD fiee at three month follow up [24].
Acute morphine administration has also been associated
with a lower likelihood of subsequent PTSD in US mili-
tary personnel serving in Iraq [27] and there is some
evidence of its effectiveness in pediatric burn patients
[28,29], although this relationship may be mediated by
separation anxiety [30]. In short, while in theory acute
adminisiration of morphine to prevent PTSD makes sense,
further empirical investigation is needed.

Propranolol

Developed in the 1950s and used in the treatment of
hypertension and heart problems, propranclol has shown
promise in the prevention of PTSD by blocking the reuptake
of norepinephrine. Although propranolol has perhaps received
the most attention in the literature, the evidence for its effec-
tiveness in preventing PTSD remains equivocal.

Results of 2 non-randomized trial showed that trauma
patients who refused propranolol were significantly more
likely to suffer PTSD than those who took the drug [31].
On the other hand, propranelo! did not appear to effec-
tively prevent PTSD in burned veterans [32], although a
mmber of confounding variables make the resuits of that
study difficult to interpret. In a small randomized con-
trolled trial conducted by Stein et al. [33], injury patients
were assessed at hospital intake and 1, 4, and 8 months
later. The authors found that the severity of PTSD symp-
toms declined over time in both placebo and propranolol
patients, with no significant difference between the two
groups. Pitman and colleagues [23] conducted a similar
study and found no discernable difference in rates or
severity of PTSD between propranolol and placebo
patients at either 1 or 3 months after admittance to a

hospital emergency depariment following a traumatic
event. However, in addition to clinical assessment, Pitman
et al, [23] also measured physiological arousal at 3 months
after trauma. They found that those in the propranolol
group were significantly less likely to demonstrate physi-
ological arousal patterns consistent with those seen in
PTSD. Pitman et al.’s positive findings on psychophysi-
ological measures of arousal but not on overall measures
of PTSD may in part be explained by the heterogeneity
of PTSD symptoms. While re-experiencing, active avoid-
ance, hypervigilance, and startle are more likely associ-
ated with fear-circuitry, the general passive avoidance and
numbing symptoms may be less directly associated with
these pathways and hence less responsive to interventions
focused on norepinephrine re-uptake [34].

In summary, while there are several promising options,
there is currently no compelling evidence that any of the
drugs above can effectively prevent PTSD.

Pathological and normal reactions

Importantly, the goal of chemoprophylaxis is to prevent
pathological responses to trauma, not to eliminate normal
psychological reactions. While the majority of individuals
who experience a traumatic event will display some early
distress, most will recover on their own within two or three
weeks with only a minority going on to develop PTSD
[4, 6]. Thus, widespread prophylaxis would be, at best, a
costly waste of time for the majority of the traumatized
population, and may cven have a detrimental effect on
recovery for more resilient individuals, for whom the
arousal associated with trauma serves to facilitate memory
processing. Drugs which reduce arousal could therefore
be hypothesized to interfere with the normal consolidation
and integration of the trauma memory {26].

Unfortunately, previous authors have often overlooked
the distinction between normal and pathological responses
to trauma and have discussed the perils of chemoprophy-
laxis in the context of the former [35]. Tt is reasonable to
argue that attenuating such feelings as embarrassment
[25,36], loss after a friend’s betrayal [37] or disappoint-
ment on missing out on a job opportunity [38] is inadvis-
able and the risks are likely to outweigh any potential
benefits. The debilitating effects of severe PTSD, on the
other hand, should be prevented if at all possible.

Timing of chemoprophylaxis

If future rescarch supports current thinking that certain
medications can indeed prevent the development of PTSD,
the question is when to administer a drug for maximum
effectiveness. That is, should it be given before or after expo-
sure to a potentially traumatic event?
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Pre-exposure administration

Presumably, drugs administered prior to exposure would
be given non-selectively to the whole traumatized popu-
lation with the aim of moderating, for example, levels of
arousal or acquisition of traumatic memories during the
event. As others have noted, this has potentially critical
implications for cognitive processes during the trauma and
the person’s ability to make appropriate moral judgements
[25,39]. In other words, administering drugs prior to expo-
sure may interfere with the individual’s perception of, and
response to, risks to the personal safety of themselves or
others. In such a scenario, any benefits in terms of prevent-
ing subsequent psychopathology may be outweighed by
the increased danger for the individual and those around
him or her.

There exists some empirical evidence to support this
concern. As mentioned earlier in this paper, alcohol is known
10 impair many cognitive processes likely to be required
during a traumatic event, and it is not unique in this regard.
Administration of propranolol prior to decision-making
tagks, for example, has been found to result in a conserva-
tive bias in conditions of uncertainty [40], and to decrease
sensitivity to punishment cues [41]. As Craigie [39] notes,
relatively small doses of propranolol were used in these
two studies. Since much larger doses may be required to
prevent PTSD, the effect on decision making may simi-
larty be much greater.

Further complicating this situation is the need to
administer prophylactic medications quite close to the
occurrence of the traumatic event. As such, any attempt
to ‘vaccinate’ the general population against PTSD would
currently be at best an unnecessary expense and at worse
a dangerous misuse of a potent drug. The vast majority
of individuals would not experience a fraumatic event
within the time frame in which chemoprophylaxis would
be effective. Therefore, pre-exposure administration
would need to target individuals for whom exposure to a
traumatic event is likely to be imminent, such as military
persommel and emergency service workers. As Hall and
Carter [42] state:

[Those] at risk...should not be denied prophylaxis
against PTSD when undertaking difficult and often
gruesome tasks such as recovering bodies. If it is
reasonable to ask these individuals to engage in life
threatening and emotionally distressing activities,
then it would be wrong to deny them access to med-
ications that may reduce their considerable risk of
PTSD. (p. 24)

On the other hand, those individuals who can be
reasonably sure they will soon experience a potentially
traumatic event are also those who are likely to require

their judgement to be intact. Until it is shown conclu-
sively that the prophylactic drugs currently available
have no effect on cognitive, moral, or other capacities,
we suggest that pre-exposure administration may be best
avoided. The risks outweigh the {currently questionable)
benefits.

Administration post-exposure

Providing prophylactic medication imimediately fol-
lowing trauma exposure is also fraught with difficulty.
Neuroimaging studies have shown that new memories
are stored in around 6 h [9], although this is the subject
of much debate. Morphine has been reported to protect
against the development of PTSD where adminisiration
occurs within the first 48 h of traumatic injury [24],
while trials of propranolol have shown the drug to
impair memory when administered up to 24 h after a
learning task [15]. Further research is needed to deter-
mine the optimal window for administration of prophy-
lactic medications.

Due to the potentially adverse effects of chemoprophy-
laxis for individuals who would recover naturally [26], it
seems inappropriate to offer all patients preventative
treatment. Rather, targeting only those at risk of develop-
ing PTSD is likely to be a more effective strategy. Several
rigk factors for PTSD have been identified including pre-
trauma factors (such as prior trauma and psychiatric his-
tory), characteristics of the event (such as perceived life
threat and peri-traumatic dissociation), and post-trauma
factors such as social support, other life stress, and pain
[43-43]. As mentioned ecarlier, low lavels of cortisol
immediately after a traumatic event have been found to
be predictive of PTSD [17]. Another promising finding
is that individuals who go on to develop the disorder
often have an increased heart rate in the acute post-irauma
phase compared to those who recover [46,47]. As patient
heart rate is monitored in emergency departments as a
matter of course, this method of predicting PTSD may
be more acceptable to the health professionals involved
in acute care of frauma patients and is a line of enquiry
worth pursuing. Using one or more of these approaches
singly or in consultation would assist in targeting indi-
viduals for post-exposure chemoprophylaxis. Indeed,
there is promising evidence that brief screening measures
may do a reasonable job of predicting subsequent adjust-
ment {48]. However, even when combined, known predic-
tors of PTSD account for only a minority of the total
variability of response to traumatic stress [44], and the
potential for inaccurate predictions, particularly of the
false negative variety, to some degree cautions against the
use of chemoprophylaxis until more reliable predictors
are known.
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Ongoing trauma

For many individuals, trauma exposure will not be an
isolated incident. In the case of domestic violence or war
zone exposure for military personnel or civilians in war-torn
nations for example, the question of when to administer
preventative medications becomes far more complex. It is
generally accepted that early psychological interventions are
ineffective in situations where the trauma is ongoing [26],
and it is difficult to imagine pharmacelogical intervention
being any different. The difficulties of providing a drug
immediately before or after a traumatic event when the
person is exposed to multiple events are clear. Given the
greater likelihood of developing PTSD when exposed to
ongoing trauma [497, this is an issue of great importance for
future chemoprophylaxis research to address.

Legal ramifications

© Much of the argument against chemoprophylaxis for

PTSD seems to stem from a concern that it would result
in the individual feeling no emotion over the traumatic
event, Authors ascribing to this view fear that routine use
of prophylactic drugs after traumatic events would lead
to the disappearance of distress following traumatic
events. The events would still occur, but no one would
be particularly bothered by them.

Studies trialling the use of prophylactic medications,
however, have not provided evidence that their adminis-
tration prevents an individual from feeling any emotion
about a particular event. Following administration of
cortisol or propranclol, study participants report negative
stimuli to be less arousing than their placebo counter-
parts. Such stimuli were, however, still rated as being
negative. Receiving either of the drugs prior to exposure
did not cause participants to interpret negative stimuli as
neutral or positive [50,51]. As far as we arc aware, no
studies have investigated the degree to which other poten-
tial prophylactic drugs such as morphine moderate the
perception of emotional stimuli.

Concerns over the blunting of emotions by chemopro-
phylaxis are most often raised in relation to the legal pro-
ceedings that can arise from traumatic events such as rape
and motor vehicle accidents. It has been suggested that
a witness or victin who uses medication acutely to dull
the pain of a traumatic event would also experience an
impact on memory, and that for justice to be done, mem-
ories must be preserved [36]. However, eyewitness tes-
tmony at the best of times is far from infallible, and more
concreie evidence that a crime has been committed is
generally required for a conviction. Further, guilty ver-
dicts should never hinge on whether or not the victim or
witness develops PTSD [42].

It has also been suggesied that the blunted affect of a
rape victim who was administered prophylactic medication
in the emergency room may lead a jury to find the person’s
testimony unconvincing, thus weakening the case against
the perpetrator in court [52]. In discussing the pros and
cons of chemoprophylaxis in the context of providing such
testimony, it must once again be remembered that the pur-
pose of this intervention is to prevent PTSD. Had the
person been suffering this debilitating disorder, the rape
victim’s ability to provide valuable testimony may have
been further impaired.

While issues relating to the effect of chemoprophylaxis
on eyewitness testimony are worth considering, they do not
pose an insurmountable problem. Expert witnesses, for exam-
ple, can explain to the court the reasons for, and cffects
of, chemoprophylaxis. Given the above findings, while
ramifications in criminal cases will continue to present
some challenges, apprehension over chemoprophylaxis
based on the potential for emotional blunting should not
be exaggerated.

Civil cases, particularly those in which compensation is
involved, have slightly different implications for chemopro-
phylaxis. Such cases often depend heavily on the presence
of a diagnosis such as PTSD and the plaintiff’s claim would
be weakened if he or she did not meet criteria. Assuming
that the chemoprophylaxis was successful, it would be hard
to argue that the victim would have developed PTSD in the
absence of such prophylactic medication. Indeed, of course,
one would hope that the absence of long-term psychiatric
disability would negate the need for the civil proceedings
in the first place.

In swnmary, there are several potential legal ramifica-
tions raised by the issue of chemoprophylaxis in the ficld
of traumatic stress. No doubt they will be the subject of
discussions by expert witnesses and will continue fo pres-
ent challenges for the legal fratemity. These issues, how-
ever, are not insurmountable and are most definitely not an
argurnent for not adopting these preventive measures if
they are demonstrably effective. Our first priority, without
question, must be the emotional health and well-being of
people exposed to trawma.

Obstacles to chemoprophylaxis

There are a number of obstacles to the widespread use
of prophylactic drugs which require further consideration.
In the acute phase following trauma, patient reluctance and
informed consent are potentially huge barriers to chemo-
prophylaxis. Trauma patients are often understandably
more concerned with their physical pain, and focusing
their attention on the possible mental health sequelae of
their experience can be difficult [9,33]. Even more diffi-
cult, informed consent must be gained. This may be an
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almost insurmountable task for some patients; aside from
the obvious problem of unconsciousness, physical injuries
and loss of loved ones may understandably prevent them
from comprehending the corplex nature of memory alter-
ing, Issues that may need to be discussed include the
uneertainty of PTSD predictions, the potential implica-
tions for aiding criminal trials, and potential detriments to
post-travmatic growth [33,52]. At present there is little
information about these issues in the empirical literature.
Qualitative research with PTSD sufferers and patients who
receive preventative medications in the acute aftermath of
trauma may provide answers to some of these questions.

If the data on prophylactic medications were stronger,
it could be argued that informed consent would not be
required. In the same way that medications or procedures
are decided for unconscious or otherwise incapacitated
patients, chemoprophylaxis would become a question of
judgement for the treating physician.

Of course, drugs with the potential to prevent PTSD are
not suitable for everyone. As with any medication, the
potential benefits must be weighed against the risk of side
effects, and contraindications inclnding a history of sub-
stance abuse (morphine), asthina (propranolol), or penetra-
tive injuries (hydrocortisone) must be taken into account
[9,53]. Further, PTSD is commonly comorbid with other
disorders such as depression and alcohol abuse. At this stage
it is unclear what effect these preventative medications have
on other post-franmatic mental health conditions.

One of the most problematic barriers to chemoprophy-
laxis, though, is that following a traumatic experience,
many people simply do not come to the attention of the
relevant authorities in the short time frame available.
All empirical research to date has investigated the effect
of prophylactic medications on hospital patients and for
good reason; individuals who sustain major physical inju-
ries during a traumatic event are rare in being identifiable
in the immediate aftermath of their experience., Thus,
although it may be possible to prevent PTSD and other
mental health sequelae of trauma in this population, it is
unclear whether chemoprophylaxis will ever be of use for
survivors of other horrific events who do not require
urgent medical attention. In the meantime, it may be wise
to focus our attention on preventing PTSD in high risk
populations such as the military and emergency ser-
Vices.

Conclusions

In the past few years attention on chemoprophylaxis for
post-traumatic stress disorder has greatly increased.
Unfortunately, the unfounded fears comprising much of
the literature to date have done little to further the field.

When congidering chemoprophylaxis, two fundamenial
concepts must be kept in mind. Firstly, that chemoprophy-
laxis refers not to the freatment but to the prevention of
PTSD. Secondly, that the goal of chemoprophylaxis is not
to interfere with normal recovery. Aligning future discus-
sion with these concepts will assist in improving both the
empirical and philosophical literature in this field.

The small randomized controlled trials conducted to
date have not provided unequivocal evidence of the ben-
efits of chemoprophylaxis, although some results, par-
ticularly in regard to hydrocortisone, are promising. This
may in part be an issue of power; the biggest RCTs to
date have involved less than 50 participants. Larger trials
are therefore needed to further investigate the efficacy of
potential medications such as propranolol, hydrocorti-
sone, and morphine. In addition, further work must be
undertaken in order to establish concrete predictors of
PTSD. With the small window of opportunity for admin-
istration of prophylactic drugs, we must be able to predict
the development of the disorder with much greater accu-
racy than we currently do before chemoprophylaxis moves
from the research domain into the real world.

Declaration of interest: The authors report no conflicts
of interest. The authors alone are respousible for the
content and writing of the paper.
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INTRODUCTION

Characteristic features of post-traumatic stress disorder (PTSD) include
intrusive memories, avoidance, memory and concentration difficulties, and
hyperalertness. Neuropsychological investigations of individuals with
PTSD have suggested global and specific impairments of performance on
standardized tests of memory. The use of the Emotional Stroop test has
shown that trauma-related words are a sensitive measure of clinical state
in PTSD patients. The Stroop paradigm has also shown that patients with
PTSD appear to be characterized by implicit, explicit and

autobiograp hical memory impairment. Available treatments for chronic
post-traumatic stress disorder include cognitive-behaviour therapy,
psychodynamic therapy and pharmacothe rapy. Whereas drug treatment
alone can rarely alleviate the suffering in PTSD, it appears to be most
useful as an adjunct to psychothevapy. Tricyclic antidepressants are
generally thought to be effective in alleviating symptoms, including
nightmares, depression, sleep disorders and startle reactions, but are less
able to relieve numbing. On the other hand, selective re-uptake blockers
may be effective in decreasing numbing. However, rigorous clinical trials
with double-blind placebo-controlled designs need to be performed to
confirm these results. With new scientific discoveries in the understanding
of PTSD, a new generation of pharmacological treatment is likely to
emerge. (Int J Psych Clin Pract 2000; 4: 3-18)

Keywords

post-traumatic stress disorder PTSD

cognition clinical neuropsycholo gy
memory - anxiety -

depression. Emotional Stroop test

(1987) and DSM-IV (1994)'. Diagnostic criteria for PTSD
include a history of exposure to a ‘raumatic event' and

n 1980, the American Psychiatric Association added

Post-traumatic Stress Disorder (PTSD) to the third
edition of its Diagnostic and Statistical Manual of Mental
Disorders (DSM-III} nosological classification scheme. The
DSM-II1 chose to define PTSD as a final common pathway
occurring in response to many different types of cata-
strophic stressors, including burn injury, concentration
camps, combat and natwral disasters and this was in
opposition to the idea of separate unique traumas such as
Vietnam syndrome’ or ‘post-rape syndrome’. Although a
controversial diagnosis when first introduced, the concept
of PTSD is today regarded as having filled an important gap
in meuropsychiatric theory and practice. The DSM-

e — ™A A TTT T

symptoms from each of three clusters of symptoms:
intrusive recollections, avoidant/numbing symptoms and
hyperarousal symptoms. Amnother criterion concerns the
duration of symptoms (see Table I). PTSD is unique among
other psychiatric diagnoses because of the great importance
placed upon the aetiological agent, the traumatic stressor. In
fact, one cannot make a diagnosis unless the patient has
actually met the stressor criterion, which means that he or
she has been exposed to a historical event that is considered
traumatic. Another hallmark characteristic is the alternation
between re-experiencing and avoiding trauma-related
memories. The memories that are particularly associated
with PTSD appear rapidly and spontaneously, often

teim A detm mrmerdmaiermac o srth high feermieniev The
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intrusive memories may consist of images accompanied by
high levels of physiological arousal and are experienced as
re-enactments of the original trauma (flashbacks). Flash-
backs are qualitatively different from memories of the
trauma, which are retrievable through a normal search of
long-term memory, and may be distinguishe d from normal
memories by the original mtensuy of the emotions which
accompany the flashbac

Epidemiological studles suggest that the lifetime
prevalence of PTSD in the general population is currently
estimated to range from 7.8% to 9.2%, and approximately

Table 1
DSM-IV Criteria for PTSD'

60% of these cases seem to become chromic.*™® A recent
study in New York found that 39% of patients who sought
medical attention after a road traffic accident met the
criteria for PTSD.” The initial onset of PTSD may
occasionally be delayed by many years and a large
percentage of patients (70%) recalled traumatic events 2
years afterwards which they had not reported 1 month after
the trauma.®® However, the development of PTSD at 1 year
can be predicted as eatly as 1 week after the accident on the
basis of the existence and severity of early PTSD-related
symptoms.’® The first 3 months following the accident

A. The person has been exposed to a traumatic event in which both of the followmg have been present:

(1) the person has experienced, witnessed, or been confronted with an event or events that involve actual or
threatened death or serious injury, or a threat to the physical integrity of oneself or others

(2) the person’s response involved intense fear, helplessness, or horror. Note: in children, it may be expressed

instead by disorganised or agitated behavior

B. The trammatic event is persistently re-experienced in at least one of the following:

(1) recurrent and intrusive distressing recollections of the event, including images, thoughts, or perceptions. Note:
in young children, repetitive play may occur in which themes or aspects of the trauma are expressed

(2) recurrent distressing dreams of the event. Note: in children, there may be frightening dreams without

recognisable content

(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes, including those that occur upon awakening or when
intoxicated). Note: in young children, trauma-specific re-enactment may occur

{4} intense psychological distress at exposure to mtemal or external cues that symbolise or resemble an aspect of

the trawmatic event

(5) physiologic reactivity upon exposure to internal or external cues that symbolise or resemble an aspect of the

traumatlc event

C. Persistent avoidance of stimuli associated with the trauwma and numbmg of general responsiveness (not present
before the trauma), as indicated by at least three of the following:

(1) efforts to avoid thoughts, feelings, or conversations associated with the trauma

(2) efforts to avoid activities, places, or people that arouse recellections of the trauma

(3) tnability to recall an important aspect of the rauma

(4) markedly diminished interest or participation in significant activities

(5) feeling of detachment or estrangement from others -

(6) restricted range of affect (e.g., unable to have loving feelings)
(7) sense of a foreshortened future (e.g., does not expect to have a career, martiage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present befote the trauma), as indicated by at least two of the

following:

(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating

(4) hypervigilance

(5) exaggerated startle response

E. Duration of the disiurbance (symptoms in B, C, and D} is more than one month

F. The disturbance causes clinically significant distress or impairment in social, accupational, or other important

areas of functioning

Specify if:

ACUTE: if duration of symptoms is less than three months

Specify if:

With delayed onset: onset of symptoms at least six months after the stressor




appear to be the critical period for the development of
PTSD. Its longitudinal course can have many patterns:
acute, delayed, chronic, intermittent, residual and reactiv-
ated." A Vietnam readjustment study reported that 19
years after combat exposure, 15% of veterans still suffered
from PTSD.!?

Lifetime prevalence of exposure to traumatic events and
the number of traumatic events showed no difference
between the sexes, but the risk of PTSD after exposure to
traumatic events was more than twice as high in women as
in men."” PTSD is highly comorbid with other psychiatric
disorders, including drug dependence, of which studies of
Vietnam veterans provide some evidence."~" Little is
lmown about the causal pathways that might explain this.
However, a recent study which investigated PTSD and drug
disorders indicated that PTSD is correlated with an
increased risk of drug abuse or dependence, whereas
exposure to trawmatic events in the absence of PTSD did
not increase the risk of drug abuse or dependence.'® The
risk for abuse or dependence was highest for prescribed
psychoactive drugs. There was no evidence that pre-
existing drug abuse or dependence increased the risk of
subsequent exposure to traumatic events or the risk of
PTSD after traumatic exposure.

Several approaches have been used to explain PTSD,
including biological theories, psychological paradigms,
learning theory, cognitive models and models that integrate
both psychological and biological —perspectives. '*~**
Although all of these approaches encompass theories that
offer valid insights into the nature of the dysfunction
underlying PTSD, it is the cognitive model that is perhaps
the most fully developed and offers the best explanation and
predictive power. There is a clear clinical need to under-
stand PTSD, both to devise effective treatments and to gain
some insight into its prevention. Although no pharmaco-
logicat agents are currently approved by the US Foed and
Drug Administration (FDA) for the treatment of PTSD,
claims for efficacy have been made for various preducts
including tricyclics, monoamine oxidase inhibitors
{MAQCIs), fluoxetine, lithium, carbamazepine, benzodiaze-
pines, beta-blockers, alpha-2 agonists and neuroleptics. As
pharmacotherapy occupies an important place in PTSD,
there is a need to devise rigorous clinical trials to assess
short- and long-term efficacy. In this paper, the cognitive
dysfunctions associated with PTSD will be discussed as well
as current potential pharmacological treatments. A discus-
sion on the physiological and neurological abnormalities
associated with PTSD will also be included, as well as
research on PTSD, from a systematic literature search
through the Medline database during the last 10 years.

COGNITIVE DYSFUNCTION ASSOCIATED
WITH PTSD

Current research suggests that certain cognitive alterations
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characterized by a preferential bias or increased attention
associated with the presentation of threat-related stimuli. A
stepwise discriminant analysis, including all neuropsycho-
logical variables in neuropsychological tests, identified
attention and memory factors as the major cognitive
dysfunctions associated with PTSD.? Studies on memory
in PTSD patients also indicate that victims tend to
overgeneralize on tasks involving personal recall, suggest-
ing limitations in their ability to distinguish effectively
among various salient cues. Various neuropsychological
approaches have been attempted to assess PTSD.

ASSESSMENT OF PTSD

Since 1980 a great deal of attention has been devoted to the
development of instruments and questionnaires to assess
PTSD. Both psychometric and psychophysiological assess-
ment techniques have been devised which have proved to
be reliable and valid.** The Impact of Events Scale (IES),
which measures intrusion and avoidance symptomatology
characteristic s, is widely used in PTSD research and clinical
practice.” The IES can discriminate adequately between
PTSD and non-PTSD groups for both re-experiencing and
avoidance factors with a reported sensitivity of 74% and
specificity of 78%.%¢*

Considerable work has been conducted on the applic-
ability of the Minnesota Multiphasic Personality Inventory
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veterans with heavy combat experience from those with
light combat experience.*® The MMPI test has also clearly
differentiated veterans with PTSD from those without
PTSD seeking help for psychological problems.*

Another test, the Mississippi Scale for Combat-Related
PTSD (M-PTSD), a 35-item self-report scale derived from
the DSM, measures the symptoms and associated features
of combatrelated PTSD.*® Respondents indicate the
frequency with which they experience each symptom on
a Likert scale ranging from 1 (‘mever) to 5 (very
frequently’}. Items include, for example: “It seems as if I
have no feelings” {emotional numbing) and “I wonder why
T am alive when others died in the military” (survival guilt}.
Scores can range from 35 to 175, and scores of 107 or
higher generally indicate the presence of PTSD. The M-
PTSD test has a high test—retest reliability and excellent
sensitivity (test sensitivity=0.93, specificity=0.93, overall hit
rate=0.90) when used to differentiate between a PISD
group and a non-PTSD group.

However, due to limitations in the definition of the
criterion diagnosis of PTSD, as well as the uncertainty with
which respective cut-off points were chosen for some of the
existing scales, further research is necessary to analyse the
validity of screening measures to assess PTSD. There is a
crucial need to develop instruments to assess PTSD
diagnosis among highly traumatized populations other
than American Vietnam veterans. It also appears that the
Clinician Administered PTSD scale (CAPS) is better at
predicting clinical observation of PTSD, which possibly
captures additional components of the patient's beha-
viour.? However, whether the difference is due to specific
properties of the CAPS, or whether it represents some
generic advantage of clinical observation over self-report
psychometrics, requires further study.

ATTENTIONAL BIAS: THE EMOTIONAL STROOP
TEST

It is acknowledged that anxious individuals show bias in
selective attention, being prone to attend to material whose
content is threatening in preference to neutral or positive
material. The Stroop colour-word task has been a valuable
tool for studying attentional bias, and in the classic Stroop
test, the subject is required to name the colour of ink in
which an incompatible colour word is printed (e.g. the
word ‘green’ is printed in red ink).** Subjects take longer to
name the colour of the ink in this case than in a control
condition in which the word ‘red’ is printed in red. This
phenomenon is referred to as Stroop interference. The
Emotional Stroop test, which is the principal method of
demonstrating attentional bias, is a modified version of this
classic paradigm.

Research on cognitive dysfunction in PTSD has focused
on two types of information-processing studies. Valence-
independent studies require patients to process information
that varies in complexity, but not in emotional valence (e.g.

Valence-dependent studies require patients to process
affectedly-charged information related to trauma (such as
experiments on attentional and memory biases favouring
processing of trauma-relevant information). In the studies
using valence-dependent processing biases in PTSD, the
technique of the Emotional Stroop colour-namin g paradigm
seems promising. In this attentional paradigm, patients are
shown words of varying emotional significance printed in
different colours. They are asked to name the colours in
which the words appear while ignoring the meanings of the
words. Delayed colour naming (Stroop interference) occurs
when the meaning of a word captures the patient’s attention
despite his effort to focus on its colour. Because colour-
naming delays reflect involuntary activation of meaning,
interference produced by trauma-related material may
provide a quantitative index of intrusive cognition: PTSD
patients would be expected to take longer to name the
colours of trauma-related words than other words, whereas
patients without PTSD would not. Current research appears
to confirm this hypothesis: it was observed that PTSD
patients took significantly longer to name the colours of all
the words on a single card.*® In addition, PTSD patients
took significantly longer to colour-name trauma words than
other words, and longer than non-PTSD patients who did
not respond differentially, depending on the type of word.
Interference for trauma words was also significantly related
to the severity of the PTSD symptoms.

Stroop studies confirmed that words closely related to
the trauma produce more interference than words less
closely related to the trauma.”” 7 Trauma-related words
are a sensitive measure of clinical state, so that the
Emotional Stroop paradigm could be a convenient measure
of response to treatment. However, the fact that the Stroop
interference effect is much stronger in PTSD (115-
400 ms) than in other psychopathological states such as
panic attack (24-57 ms), obsessive-compulsive disorder
(24-108 ms), social phobia {24-113 ms} or depression
(18-116 ms) suggests that different or additional cognitive
mechanisms may underlie colour-naming disruption in
PTSD conditions.”® Although it may be argued that such
large Stroop interference effects in PTSD patients may be
due to their particular clinical pathology, in which very
frequent and severe intrusive thoughts and flashbacks are a
major diagnostic feature, further studies are necessary.

The interpretation of the findings of the Emotional
Stroop paradigm in anxiety states in terms of selective
attention to threatening information seems relatively
straightforward. However, interest in the explanation of
the mechanisms underlying Stroop interference has
suggested various models. The most common have been
Beck's schema theory® or Bower's network theory.*® Recent
studies have suggested explanations other than the
attentional bias hypothesis.*** It was observed, for
example, that panic disorder patients displayed interference
in response to threat words but also in response to other
emotional words, including positively valenced words, and



high-trait anxious subjects. The finding that colour-naming
interference may occur in response to emotionally valent
stimuli, whether positive or negative, is very important,
because it calls into question those explanations of the
Emotional Stroop that assume that emotionally disturbed
individuals have increased accessibility only to threat
information. Such observations have led to an alternative
hypothesis, in which both attentional bias and cognitive
avoidance are assumed to function in the Emotional Stroop
test, but the cognitive avoidance is presumed to be mainly
responsible for the greater interference effects found in
PTSD victims, anxious subjects and ‘repressors’.* It was
also suggested that future research should use, in addition
to the Stroop task, other paradigms such as dichotic
listening and attention deployment task, to further unravel
the cognitive biases associated with anxiety states of the
patients concerned.

MEMORY

Significant deficits in short-term memory have been
reported in PTSD patients.” In a study comparing Vietnam
veterans with combat-telated PTSD to physically healthy
subjects, and using a battery of neuropsychological tests
such as the Wechsler Adult Intelligence Scale, Wechsler
Memory Scale and Selective Reminding Test, severe
memory deficits were observed in PTSD patients. The
PTSD patients scored significantly lower on the logical
memory component of the Wechsler Memory Scale (44%
lower on immediate recall and 55% lower on delayed
recall). Interestingly, a significant negative correlation was
also observed between the percentage of retention for the
Wechsler Memory Scale figural memory component and
the current level of PTSD symptoms as measured by the
Mississippi Scale for Combat-Related PTSD (r=— 0.62).

The Stroop paradigm has been used to study memory
impairment (implicit, explicit and autobiographical mem-
ory) in PTSD patients. The methodology employed was
based on the hypothesis that explicit memory is revealed
when task performance requires conscious recollection of
previous experiences; it is usually accessed by direct tests
such as recognition, free recall, and cued recall Implicit
memory, on the other hand, is revealed when previous
experiences enhance performance of a task that does not
require effortful, conscious recollection of these experi-
ences; it is usually measured by indirect tests such as word-
stem completion, lexical decision, and tachistoscopic word
identification. The results suggest that patients with PTSD
are characterized by explicit and implicit memory biases
favouring trauma-relevant information, yet also exhibit
poor recall for all but trauma words.

Studies dealing with autobiographical memory suggest
that this type of memory is also impaired in PTSD patients,
who exhibited difficulties retrieving specific personal
memories in response to cue words having either positive
(e.g. kindness), neutral (e.g. appearance)}, or negative (e.g.
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graphical memory triggered by a cue, PTSD patients tended
to retrieve general memories that did not refer to any
specific event, suggesting that trauma-related thoughts may
hamper access to other memories. A relative inability to
retrieve specific personal memories having positive emo-
tional valence may be related to emotional numbing, and to
the extent that inability to retrieve episodes from the past
handicap an individual’s ability to envisage the future.
Overgenerality may be implicated in the problem-solving
deficits that occur in PTSD patients.*®

At present, no generally acceptable method is available
to diagnose PTSD when the causal event has resulted in
neurogenic amnesia. PTSD and neurogenic ammnesia may
not be diagnosed concurrently, since memory for the
trauma is assumed to be a necessary condition for the
manifestation of PTSD (Sbordone’s wunitary memory
theory).”” However, the multiple memory systems which
divide memory into declarative memory (which refers to
stored experience that is actually or potentially accessible to
conscious  recollection —memory system disrupted in
amnesia) and nondeclarative memory {(a variety of phe-
nomena, nene of which are accessible to consciousness)
suggest that declarative memory for a traumatic event is not
a necessary condition for development of PTSD.* It is
suggested that the operation of a nondeclarative memory
system is a suflicient condition for the development of
PTSD. Two reports of cases with post-traumatic amnesia
which developed PTSD illustrate this hypothesis, particu-
larly one (GR) who denied memory of the accident but
developed nightmares with images of motorcycles crashing,
Such observation also questions the belief that neurogenic
amnesia may be protective with respect to post-traumatic
emotional reactions.

For problems of amnesia not directly related to physical
neurological concussion or brain damage, several terms
have been used to describe such memory deficits, including
‘repression, ‘dissociative ammnesia’ and ‘psychogenic amne-
sia”. 150 In DSM-IV, dissociative ammesia is defined as
“inability to recall important personal information, usually
of a traumatic or stressful nature, that is too important to
be explained by ordinary forgetfulness”. In a review of
evidence from prospective studies to test whether indivi-
duals can develop ammnesia for traumatic experiences, it was
argued that the data failed to demonstrate that individuals
can develop dissociative amnesia for traumatic events.”” In
studies in which patients were asked directly about a past
traumatic experience, they consistently reported memories.
Non-reporting occurred only in studies where patients
were not asked directly about the experience.

PHYSIOLOGICAL AND NEUROLOGICAL
ABNORMALITIES ASSOCIATED WITH
PTSD

Neurobiological research indicates that PTSD may be
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nomic and central nervous systems. Psychophysiological
alterations with PTSD include hyperarousal of the
sympathetic nervous system, increased sensitivity and
augmentation of the acoustic-startle eyeblink reflex, a
reduced pattern of auditory evoked cortical potentials, and
sleep abnormalities.

PHYSIOLOGICALABNORMALITIES

Neurophysio logical abnormalities have been detected in the
noradrenergi ¢, hypothalamic -pituitary-adre nocortical (HPA)
and endogenous opioid systems of PTSD patients, and
much clinical evidence also suggests that in many of these
victiims such chronic alterations persist even 235 years after
exposure to the trauma (Table 2).°*** Trauma survivors
with PTSD show evidence of a highly sensitized HPA axis,
characterized by decreased basal cortisol levels and
increased negative feedback regulation Cortisol levels are
equally low in men and women with PTSD.’* The
physiological effects of cortisel depend on the ability of
cortisol to bind to glucocorticoid receptors. Current
research suggests that PTSD patients have more Type 1I
glucocorticoid receptors in circulating lymphocytes than do
normal controls, whereas depressed patients have fewer
receptors.”**> Consistent with both low cortisol and an
increased number of glucocorticoid receptors, PTSD
patients have shown significantly augmented cortisol
suppression in response to dexamethasone (8.00 am
postdexamethasone cortisol levels at or above 5.0 pg/dl)
compared to normals; this finding is opposite to the classic
cortisel non-suppression typically cbserved in depressed
patients.”**" The finding of enhanced cortisol suppression
to dexamethasone has been confirmed in several other
PTSD populations, including adult survivors of childhood
sexual abuse, adult sexual abuse and children exposed to
natural disasters.”®~ %

Another neuroendocrine method, the metyrapone test,
has provided information about basal adrenocortico tropic
hormone (ACTH) release in PTSD.®! Metyrapone temporat-
ily prevents adrenal steroidogenesis by blocking the
conversion of 1l-deoxycortisol to cortisol, and thus
unmasks the pituitary gland from the influences of negative
feedback inhibition. In this way, metyrapone administra-
tion permits a direct evaluation of pituitary release of
ACTH while excluding the potentially confounding effects
of differing ambient cortisol levels or glucocorticoid
receptor responsiveness. When metyrapone (2500 mg) is
administered in the morning when HPA axis activity is
quite high, maximal pituitary activity can be achieved, and
it is possible to assess group differences in pituitary activity.
The results of this study are consistent with an enhanced
feedback sensitivity in PTSD, in that PTSD patients showed
a greater ACTH and 1l-deoxycortisol increase following
metyrapone administration than did normal controls. The
metyrapone test differentiates clearly between PTSD and

normal controls. The unusual HPA axis profile noted in
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disorder that can be differentiated from other neuropsy-
chiatric illnesses and requires the development of specific
treatment strategies for effective therapy of PTSD patients.

Investigations of neuroendocrine and peripheral cate-
cholamine receptor systems also provide evidence for a
dysregulation of sympathetic nervous system activity in
PTSD. Twenty-four-hour urine noradrenalin e excretion has
been reported as significantly increased, while the number
of platelet o;-adrenergic receptors and the activity of
lymphocyte adenylate cyclase have been reported to be
significantly less than in controls.®*®* This decrease in
receptor number and adenylate cyclase activity may
represent an adaptive down-regulation in response to
persistently elevated levels of circulating catecholamines.
Furthermore, combat veterans have been reported as
having lower basal cyclic AMP and lower basal adenylate
cyclase levels than controls.**** Neuroendocrine challenge
strategies have also been used to probe catecholamine
systems in PTSD patients.

Sodium lactate infusion (10 mlkg of 0.5 M adminis-
tered over 20 min) has been observed to induce flashbacks
in individuals with PTSD without comorbid panic disorder,
but not in patients with panic disorder or normal
subjects.® Induced flashbacks were rated as very similar
to spontaneous flashbacks. Cortisol levels were signifi-
cantly lower in the PTSD group than in the comparison
group at the end of the infusion.

The administration of intravenous yohimbine (0.4 mg/
kg), an o,-adrenergic blocker, produced panic atracks
(70%) and flashbacks (40%) in a subgroup of PTSD
patients.*” In addition, in the patients with PTSD,

Table 2
Some abnormal physiclogical parameters observed in PTSD

Abnormal decrease
Blood and urinary cortisol
Platelet orr-adrenergic receptor binding
Platelet monoamine oxidase activity
Platelet serotonin uptake '
. Sleep time
P300 event-related potential response to target stimuhi
Hippocampal volume

Abnormal increase

Physiological (e.g. catecholaminergic and
electromyographic) responses to trauma-related
stimuli

Physiological responses to trauma-unrelated stimuli
(e.g. loud tones)

Baseline heart rate and blood pressure

HPA axis negative feedback

Lymphocyte glucocorticoid receptors

Blood tri-todothyronine (T3)

Sleep movements and awakenings

REM density
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yohimbine induced significant increases in core PTSD
symptoms such as intrusive traumatic thoughts, emotional
numbing, and grief. A recent study investigating the effect
of yohimbine and meta-chlorophenylpiperazine (m-CPP)
(1.0 mg/kg, IV; a probe of serotonergic activity) confirmed
the effects of yohimbine in PTSD patients.®® On the other
hand, m-CPP induced panic attacks in PTSD patients who
also showed significantly greater increases in anxiety, panic
and PTSD symptoms compared to controls. Yohimbine-
induced panic attacks tended to occur in different patients
from those in whom panic attacks were induced by m-CPP,
The results of this study suggest that there are at least two
different neurobiological subgroups of PTSD patients.
Whereas the firsi group tends to have a sensitized
noradrenergic system, the other group has a sensitized
serotonergic system. This finding is imporiant for the
discovery and research of effective psychopharm acological
treatment; the matching of biological subtypes with
appropriate pharmacological products may considerably
increase the efficacy of the pharmacological treatment of
PTSD.

Such clinical investigations may further clarily our
understanding of PTSD and the pathophysiolo gical mech-
anisms involved. For example, this approach has led to the
suggestion that the hypersecretion of endogencus opioids
results in the psychopathological condition of emotional
numbing.* All these hypotheses may hopefully, in the end,
lead to the discovery of innovative effective new pharma-
cological entities.

BRAIN ABNORMALITIES

Neurological changes in the neuronal pathways and
synaptic clefts are thought to result from excessive
traumatic stimulation. An interesting finding was recently
made when magnetic resonance images of the brains of
comnbat veterans with PTSD were compared with those of
civilians who did not have the disorder.” Scans of the
veterans’ brains showed that the right hippocampus, a
structure that plays a key role in memory, was slightly
smaller than normal. This may indicate the possibility of
neuronal death in this brain region. Sapolsky and
colleagues™ reported hippocampal neuronal death in cells
with high glucocorticoid receptors, and such an observa-
tion was interpreted as being the result of a response to
stress over time. This may also suggest that war, rape or
torture induces psychiatric impairment as well as neuro-
logical dysfunction.

Positron emission tomagraphy (PET) scans also re-
vealed interesting neurological findings in PTSD pa-
tients.”>™ The right amygdala was observed (o be
abnormally active while PTSD patients were reliving
trawmatic memories. As the amygdala is the key to the
conditioned-fear response in animal studies, this may
indicate that traumatic memories are activating this

learning centre, and perhaps also, that stress hormones
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backs. In a randomized, double-blind study of Vietnam
combat veterans with PTSD and age-matched controls, in
which PET scans measured brain metabolism after
yohimbine (0.4 mg/kg) or placebo, it was reported that
yohimbine resulted in a significant increase in anxdety in
the patients with PTSD, but not in healthy volunteers.”™
There was a significant difference in brain metabolic
response to yohimbine in patients with PTSD, compared
with healthy subjects, in the prefrontal, temporal, parietal,
and orbitofrental cortexes; metabolism tended to decrease
in patients with PTSD and increase in healthy subjects
following administration of yohimbine. Another study
which used PET in combat veterans with PTSD reported
that patients with PTSD had increased regional cerebral
blood flow (rCBF) in the ventral anterior cingulate gyrus
and right amygdala when generating mental images of
combat-related pictures; when viewing- combat pictures,
patients with PTSD showed decreased rCBF in Broca's
area.”

Paige and colleagues have studied the event-related
potentials (ERP) which provide a physiological index of
central processing in PTSD patients.”® P300 and contingent
negative variation (CNV) are ERP obtained in recording
EEG [rom patients submitted to cognitive tasks. While
P300 is related to ‘context updating’ and working memory,
CNV is more influenced by attention, motivation and
motor preparation.”” The amplitudes of CNV and P300
were noted to be significantly lower in PTSD victims than
in non-PTSD patients.”®~*" This reduced ERP amplitude
obtained in PTSD patients may be considered as a
physiclogical indicator of attentional deficits and the
dynamics of the cerebral defence system after stressful
events.

Considering the plasticity of the central nervous system
and the results from animal model studies of brain trauma,
the relationship between trauma and neurological deficit
appears reciprocal. Trauma may cause alterations in
neurological functioning, while brain damage may pre-
cipitate types of behaviour that proveke PTSD symptoms.
Obwiously, further research is needed to provide a better
understanding of the relationship between psychological
trauma and the development of neurological deficits.

TREATMENT OF PTSD

Many therapeutic approaches have been proposed for the
treatment of PTSD, including psychodynamic therapy,®
cognitive-beh avioural therapy,® pharmacotherapy®® and
treatment for patients diagnosed with both PTSD and
alcoholism®* Psychotherapy is considered to be a major
part of the treatment; however, there are times when the
distress and discomfort from the hyperarousal of the
sympathetic nervous system may inhibit or impede
psychotherapy. Treatment of PTSD is generally multi-

modal, with pharmacotherapy medication (which may be
Loalosfial i
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playing an important role.®*” Both psychotherapy and
pharmacological treatment can also be beneficial. %*#7

PSYCHOTHERAPEUTICAPPROACH

The most successful interventions are those implemented
immediately after an incident such as civilian disaster or
war trauma. This is often referred to as Critical Incident
Stress Debriefing (CISD). The best cutcomes are obtained
when the trauma survivers receive CISD within hours or
days of exposure. Such interventions not only attenuate the
acute response to the trauma but often forestall the later
development of PTSD.

Traditional learning theory and bio-informational
theory suggest that exposure to conditioned stimuli while
preventing escape or avoidance results in habituation of
anxiety. Behaviour therapy proceeds by either gradual
(desensitization) or massive (flooding} re-exposure to the
conditioned stimuli. The bio-informational theory empha-
sizes the necessity of activating the fear memory and of
providing information which is incompatible with that
existing n the fear memory, so that a new memory can be
formed.®® An exposure treatment called image habituation
training has been proposed for patients suffering from
PTSD;® its objective is to expose the patient to self-evoked
images in order to produce habituation of anxiety. This was
achieved by the use of audiotaped descriptions of the
trauma, to be used during self-directed homework sessions.
The use of audiotapes in habituation training has been
suggested by Salkovskis and Kirk®® as a method of
maximizing exposure to cognitive events. The benefit of
this method is that it saves clinician’s time, by using an
audiotape to facilitate self-directed exposure to trauma-
related images and thoughts; it enables the patient to carry
out frequent exposure sessions at home and decreases
problems of anticipatory anxiety. However, a recent study
designed to predict response to exposure (reatment in
PTSD patients (rape victims) emphasized the impact of
mental defeat and alienation on treatment outcome.’’ It
was suggested that patients who experienced mental defeat,
alienation or permanent change may require cognitive
restructuring in addition to exposure.

Desensitization therapy is another method of treatment,
using relaxation responses to counter stimuli that have
previously elicited anxiety.?® This is accomplished through
relaxation training, which involves the construction of a
hierarchy of situations that elicit anxiety in varying degrees,
and working to remain relaxed through each situation in
the hierarchy until the most anxiety-producing situation is
reached.

Much interest has recently been generated by case
reports of rapid improvements measured in PTSD patients
using eye movements as described in the eye-movement
desensitisatio n-reprocessing procedure {EMD-R}.**** Pa-
tients imagine the traumatic event together with associated

thoughts and somatic reactions while following the
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across the visual field. It appears that this treatment
reduced anxiety, changed the way patients thought about
the traumatic event, and stopped their flashbacks, intrusive
thoughts and sleep disturbances.®® Amnalysis of eye move-
ment data in the laboratory with normal volunteers
provides an explanation of the mechanism involved,
suggesting that if EMD-R works, this may be due to the
reduction of the vividness and emotiveness of traumatic
images via the visuospatial sketchpad system of working
memory which processes visual and spatial information. *®
Although some critics argue that EMD-R will not fulfil its
promise of being superior to existing exposure treat-
ments,”” current research suggests that the development of
the technique of EMD-R in PTSD has triggered a re-
examination of exposure in anxiety and PTSD, and the
results may help to improve the current version of the
EMD-R into a very effective treatment approach in PTSD
patients.

PHARMACOLOGICALAPPROACH

It is important to distinguish between acute and chronic
PTSD, since this difference will affect both the selection
and the duration of drug therapy. In managing acute PTSD,
pharmacological treatment may help to enable the
repressed traumatic events to be brought to the surface
and to be accepted and integrated by the patient so that he/
she is no longer afraid. For acute PTSD, diazepam has been
used.®® A dose of 2.5 mg/kg propranolol was observed to
reduce symptoms of hyperarousal and hypervigilance in
children with acute PTSD.”

Chronic PTSD has been the most intensely studied form
from the standpoint of pharmacotherapy. Drug treatment
may be expected to succeed in reducing intrusive and
avoidant symptoms, decreasing hyperarousal, improving
sleep, improving the regulation of aggressive and un-
controllable impulses, controling psychotic symptoms and
treating comorbid psychopathology. Although benzodiaze-
pines look promising, because of their anti-arousal effects,
they have received very little attention in PTSD, probably
because they can induce tolerance; and that a patient is
likely to abuse this medication.

Tricyclics

Double-blind trials of tricyclic drugs indicated positive
effects on PTSD symptoms. """ Tricyclic antidepressants
(TCAs) are often considered a first-line medication for
symptoms involving re-experiencing and numbing, and
other symptoms such as hyperalertness, sleep disturbance
and memory difficulties. Amitriptyline was found to be
helpful with nightmares and in treating symptoms such as
insomuia, depressed mood and flashbacks. '™ Imipramine
was observed to be beneficial in relieving the intrusion
symptoms — more so than the avoidance symptoms.'®
Neuroleptics have been suggested to be generally inferior to
antidepressants in PTSD, possibly due to greater beha-
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a need for some caution.'” Although use of these
antidepressan ts may improve PTSD symptoms of intrusion
and avoidance as well as depression, insomnia and anxiety,
the magnitude of the effect is far less than that obtained
with these medications in major depression. No study has
demonstrated a full remission of PTSD symptoms, as is
often the case in major depression.

Selective serotonin re-uptake inhibitors (SSRIs)

Fluoxetine, a selective serotonin re-uptake inhibitor, was
reported to be an effective treatment for some patients with
chronic PTSD (Table 3). In an open 10-week trial of
fluoxetine In 19 PTSD patients, using a battery of
assessment scales (the Clinician-Ad ministered PTSD Scale
(diagnostic/weekly version), Keane Combat Exposure
Scale, IES, Hamilton Depression Scale and Hamilton
Anxiety Scale), positive beneficial effects were noted in
reducing the re-experiencing, avoidance and hyperarousal
symptoms of PTSD.'” In other studies, fluoxetine was also
noted to have some efficacy in decreasing numbing in
PTSD; such dosages ranged from 20 to 80 mg/day.>'"
Moreover, responders to fluoxetine treatment showed most
improvement in the cluster of avoidance symptoms, which
has been the most resistant symptom cluster in the majority

Table 3
Treatment of PTSD by SSRI
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of PTSD patients treated with an antidepressant.!®’

Fluoxetine was also reported to allow psychotherapeutic
gains to cccur more rapidly and to decrease explosive
outbursts of rage and explosiveness in PTSD patients.'**'%
A recent double-blind, placebo-controlled study of fluox-
etine in a larger population of PTSD patients (22 women
and 42 men} seemed to confirm the efficacy of fluoxetine in
PTSD treatment.''® The average dose of fluoxetine was two
capsules (40 mg/day). Positive changes were most apparent
in the arcusal and numbing symptoms. Significant adverse
effects of fluoxetine in this study were diarthoea, sweating
and headaches.

Two other SSRIs, fluvoxamine and sertraline, were also
reported to show some beneficial effects in PTSD. In a smalt
open pilot study with a treatment period of 12 weeks, with
24 Dutch World War 1I resistance veterans, fluvoxamine
was reported to alleviate chronic PTSD symptoms, in
particular insomnia, nightmares, anxiety, intrusive recol-
lections, guilt feelings and tiredness.'™' Sertraline was also
observed to be beneficial in an open-label trial in male
Vietnam veterans.''> Positive responders (63%) to sertra-
line treatment {mean daily dose 985 mg, range 50-
150 mg) after a minimurm of 3 months showed a significant
decrease in dysphoria, irritability and anger as measured by

Drugs Design & time _ Sample
(mg/day) of siudy Subjects size Conclusions References
Fluoxetine Case series 4 women (26-35 years), 5 Marked improvement in both Davidson et al (1991)°
(20-80) 1 man (42 years} intrusive and avoidant symptoms.

Allow psychotherapeutic gains to

occur more rapidly.
Fluoxetine OT, up to Male veterans 26 Reduced explosiveness, improved  Shay (1992)'%°
(20—-80) 27 months i mood and insomnia in 16 {(61%)

patients ' ,
Fluvoxamine OT, 12 weeks Male veterans 24  Modest improvement of PTSD De Boer et al (1992)'"
{up to 300 mg) symptoms, particularly insomnia,

nightmarés, anxiety and intrusive

recollections.
Fluoxetine OT, 10 weeks Male veterans 19  Significant decrease in PTSD Nagy et al (1993)'"
{20-80} (45.1 8.2 years} symptoms, mostly after 6 weeks.

50% decrease in frequency of panic

attacks, 30% drop-out due to

adverse effects (e.g. anxiety)
Fluoxetine DB, PC, 31 veterans and 33 64 Decrease in arousal numbing and Van der Kolk et al
(20-60} vs 5 weeks civilians with PTSD depression. No significant effect on (1994)110
placebo (22 women, 42 men intrusion, dissociation or hostility.

(22-55 years)) Better results in recent civilian

PTSD. :
Sertraline QOT, Male veterans with 19 Significantly decreased dysphoria,  Kline et al (1994)"'*
(50-150 >3 months co-occurring major irritability and anger in 12 (63%)

depression patients although 9 (47%) sdll
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monthly scores on the Beck Depression Inventory, TES,
State-Trait Anxiety Inventory, Clinical Global Evaluation
and Impression scales. However, in these clinical trials,
although significant improvement in PTSD symptoms was
observed in the ‘tesponders’, the patients did not achieve a
full remission with complete absence of PTSD symptoms.
The observed gradual and incomplete improvement did not
lead to total functional recovery, as in most of these studies
considerable functional impairment persisted.

Antiepilept ics

Lipper and colleagues'® have suggested that the anti-
epileptic carbamazepin e may be efficacious in patients with
PTSD, particularly for symptoms of hyperarousal, intrusive
recollections, sleep impairment and hostility. A second
open trial showed alleviation of impulsiveness, violent
behaviour, and angry outbursts in Vietnam combat
veterans with PTSD.!!*

113

Beta-blockers and &, -agonists
Kolb and colleagues''® reported that propranolol, a f-
blocker, and clonidine, an &,-agonist, are helpful in treating
PTSD. Propranclol was studied at 120-160 mg/day in 12
Vietnam combat veterans. The patients reported less
explosiveness, fewer mightmares and dreams, improved
sleep, fewer startle responses and less hyperalertness, fewer
intrusive thoughts and improved psychosocial functioning.
Adverse effects included depression, fatigue, forgetfulness,
sexual impairment, bradycardia, hypotension and mental
confusion. It was suggested that the antiaggressive proper-
ties of §-blockers might also be beneficial in some patients.
With clonidine, doses of 0.1 -0.4 mg were observed to
produce encouraging resulis in an open trial in Vietham
veterans. Clonidine was also observed to attenuate PTSD-
driven self-mutilatory behaviour when given on a prn.
basis."'® The addition of clonidine to an antidepressant

Table 4
Treatment of PTSD by buspirone

regime has been suggested to treat the hyperactivity, startle
reactions and nightmares.™”''"® The udlity of clonidine
(0.1-0.2 mg/day) in preschool children suffering from
PISD and in patienis whose PTSD symptoms of hyper-
arousal, impulsivity and aggression remained severe and
had not abated with other therapeutic approaches was
noted in an open clinical trial.''® The use of a clonidine
patch (Catapres-TTS®) which was replaced every 5 days
was observed to be tolerated better than oral clonidine,
with less initial sedadon. The results of this study indicated
the efficacy of clonidine in reducing symptoms of
aggressiort, hyperarousal and sleep difficulties in children
with severe PTSD. However, it was pointed out that the
compliance of parents or guardians is important when
clonidine is given to children, because abrupt discontinua-
tion of clonidine can be dangerous, and it should be used
only in children who have no cardiac or other major
medical illness, target symptoms should be closely followed
and regular follow-up ECG and blood pressure tests
performed.

Guanfacine, another o05-agonist, was observed to be
beneficial in PTSD symptoms as an addition to an
antidepressant such as sertraline.'*” Due to the fact that
its hall-life in adults (18 =22 h) is much longer than that of
clonidine, the beneficial effects in PTSD were particularly
on the suppression of nightmares throughout the night.

Buspirone
Buspirone may be effective in treating some PTSD
symptoms when used alone'*'* (Table 4). Buspirone

began to have an effect from 5 to 29 days after
administration at 15-35 mg daily.’** Symptoms that
responded to treatment included insomnia, nightmares,
flashbacks, anxiety and depressed mood. Recently, buspir-
one was added to the regimen of patients judged to be
unresponsive, or only pariially responsive, to antidepres-

Drugs Design & time Sample
(mg/day) of study Subjects size  Conclisions References
Buspirone Case series 3 men, 45-68 3 Symptoms that responded to treatment Wells et al (1991)***
{(35-60) yrs, DSM-IIIR included insomnia, nightmares,
diagnosis of flashbacks, anxiety and depressed mood.
PTSD Onset of clinical efficacy: 529 days

Buspirone Case series 2 women, 37 & 2 Reduction in insemnia, recollections, LaPorta & Ware (1992)'!
(30) 21 yrs, DSM-HIR nightmares and anxiety; improved

criteria for PTSD concentration in daily functioning
Buspirone* Open trial Male Vietnam 15 Positive response to buspirorie Haraner et al (1997)*"
(3060} combat veterans, augmentation in 11 of 14 patients (73%).

DSM-1V criteria
for PTSD
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Buspirone was discontinued in 4 patients,
2 due to adverse effects and 2 due to lack
of efficacy (symptoms unchanged)

R



sant treatment.’* Response to buspirone was evaluated at
baseline and after potentiation, using the Clinical Global
Impression scale. A positive response to buspirone addition
was observed in 11/14 patients (73%). Buspirone was
discontinued in four patients, two due to adverse effects
and two due to lack of efficacy. No patients experienced a
worsening of symptoms. The average daily dose was 40 mg
in responders (30-60 mg/day). Given the positive pre-
liminary results of this study, future research should devise
a controlled trial in a larger sample of PTSD patients, to
establish the efficacy of buspirone combination therapy.
The mechanism of action of buspirone in alleviating
symptors of PTSD also awaits clarification.

NEW RESEARCH STRATEGY IN
PHARMACOTHERAPY OF PTSD

The tendency for yohimbine to elicit traumatic memory
recall and flashbacks in PTSD patients may relate to the
stimulation of f-adrenergic receptors in the amygdala and
cortical structures.’** If PTSD patients memories of
disturbing images can really be blunted by drugs that
block a type of receptor (noradrenaline, for example), then
these drugs may produce a new generation of medications
for treating PTSD. The idea of avoiding PTSD by
interrupting the memory consclidation process belore
those traumatic memories become pathological looks
attractive. The observation that nalmefene, an opiate
antagonist, may induce a significant favourable response
with a marked decrease of emotional numbing and other
symptoms (including startle response, nightmares, flash-
backs, intrusive thoughts, rage and vulnerability ) in PTSD
patients is interesting and warrants further confirmation, as
it may also lead to mew drug development strategies for
PTSD.'*

DISCUSSION AND CONCLUSION

Exposure to trauma in itsell is not sufficient for the
subsequent development of PTSD, and only a low to
moderate proportion of individuals exposed to trauma do
develop PTSD (15.2% of Vietnam veterans, 23.6% of urban
adults and 39% of traffic accident victims).*'*'*® The
relative lack of knowledge about the relationship between
PTSD and the traumatic stressor, and about the course of
PTSD, suggests that further research in these areas is
needed. Longitudinal studies, starting immediately after
exposure to the traumna and using repeated assessments at
several points in time, are critically important for under-
standing how PTSD develops. It is possible that low socio-
economic and educational status, previous neuropsychia-
tric morbidity and personality traits such as neuroticism
may be implicated as pretraumatic risk factors, but these
assumptions need to be confirmed.*”~*?* Although recent

research has focused on combat, rape, and other types of
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unexpected death of a loved one is also a significant cause,
accounting for nearly one-third of PTSD cases.”* Such
findings highlight the need for further research on this
heterogeneous category of trauma and the vulnerability
factors involved in the development of PTSD.

Since PISD commonly occurs with other psychiatric
disorders, and because of the relative frequency of
traumatic events as well as the heterogeneity ol presenta-
tion of PTSD, screening for traumatic events and PTSD
should be standard in both psychiatric and primary care
practice. In order to prevent long-term psychological effects
after traumatic events, it has been recommended that
disaster services should be provided for at least 2 vyears,
particularly to survivors who are injured, who experience
risk of death, or who wimess death.'” High levels of
distress during and immediately after the accident were
highly associated with severe PTSD symptoms."* The
individual's perception of the trauma is particularly
important. The services for survivors should take these
factors into account, identifying these risk groups, and
recognizing their needs as early as possible.

Newropsychological testing (particularly the evaluation
of memory deficits) may represent an objective assessment
of patients with PTSD symptoms and should be considered
as a useful approach to assist clinicians in the diagnosis and
treatment of PTSD. On the other hand, it appears that more
sophisticated tests of attention and memory are also
required, as some interpretations of results may be
constrained by the potential ceiling effects of certain tests,
limiting their ability to detect subtle performance altera-
tions. These tests may also be used to predict PTSD in
patients susceptible of developing the symptoms after
traumatic events, so that appropriate preventive treatment
may be started. With these tests, screening for PTSD can
take place as early as one week after the event.”™ It also
appears that questionnaires {e.g., Horowitz’s Impact of
Events Scale and the Mississippi Scale for Combat-Related
PTSD) are good tests, in that they are better than chance at
predicting PTSD and that they measure the level of
psychological distress in general, rather than a particular
syndrome.'** It was also suggested that it is possible to use
these questionnair es to screen for those who will not go on
to develop PTSD; and for those who might develop it,
where prediction is less certain, to use a clinician-
administered instrument such as the CAPS. The inclusion
of these newropsychological evaluations may improve the
prediction of PTSD and hence the efleciveness of
preventive programmes.

Issues relating to dissociative amnesia need more
research. To demonstrate dissociative amnesia, investiga-
tors should interview and follow up patients who
experience a well-documented trauma; these patients
should be free of neurological problems such as head
injury or drug intoxication. The traumatic event must be
too important to the individual to be plausibly lost by
ordinary forgetfulness. Failure to respond adequately

Avrrire thha Fivct intascriacr saarr b fallassrad ber 4 calaeam s amt
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clarification interview, during which the patients should be
asked whether they remember the specific event that they
are known to have experienced. Such approaches, with
these criteria, are required to clarify issues relating to
dissociative amnesia; until then dissociative ammnesia
Temains Unprovern.

Several questions about pharmacelogical treatment
remain unanswered. These include the importance of
PTSD subtypes in relation to differential drug effect. A
recent study emphasized the importance of screening
substance abusers for PTSD, because this can identify a
small but substantial number of patients who might require
additional treatment.** The optimum length of treatment
needs to be studied, as well as relapse rates over time.
Whether earlier treatment intervention leads to a more
favourable prognosis needs to be established. The analysis
of the results of the effects of various treatments of PTSD
patients suggests that the effectiveness of treatment is often
limited, and complete remission is rarely achieved. With
respect to duration of treatment, drug effects have only
been demonstrated in controlled trials of at least 8 weeks’
duration.™' Probably pharmacotherapy should continue for
several months in order to produce maximum effects.
Decisions on when to discontinue treatment may be based
on the degree of symptom remission, progress made in
psychotherapy, stability of life situations, the extent to
which the patient is coping successfully with ongoing
stresses and the presence or absence of adverse effects from
the drug. In pharmacotherapeutic treatment, it may be
questioned whether the drug effects are specific to PTSD
symptoms or non-specifically directed at such symptoms as
depression and general tension. Several studies have noted
drug effects on intrusive and avoidant symptoms of PTSD,
with effects mostly occurring on the intrusive cluster.'>
Serotonin uptake inhibitors may differ from other drugs,
however, in having greater effects on avoidant PTSD
symptoms.

Pharmacological studies of PTSD have several limita-
tions (such as a limited number of controlled studies) and
often the results are inconsistent. Most of the information
on pharmacotherapy comes from open trials and case
reports. Double-blind randomized placebo-controlled stu-
dies are necessary to confirm observations of the beneficial
effects of these various psychoactive medications in PTSD.
It should also be emphasized that although drug treatments
may alleviate intrusive recollections and arousal symptoms,
drug treatment alone cannot completely alleviate the
suffering. Pharmacotherapy is primarily useful as an
adjunct to the psychological treatment of PTSD. Several
of these studies have been carried out with male combat
veterans with chronic PTSD, and the length of potential
remissions, as well as the rates of relapse, have not been
assessed. It also appears that pharmacotherapy alone is
rarely sufficient to cure PTSD. Given the shortcoming of
unidimensional treatment approaches in PTSD, it may be
better to combine pharmacological and psychological

trantranmt fa Abrais latiar lasa favem saces e

As psychological and neurological reactions to mauma
are complex and variable, effective procedures need to be
developed in order to understand which individuals, or
group of patients, will develop chronic PTSD. More
research is required about who will benefit from psycho-
logical and pharmacological treatments and what is the
optimal time for treatment delivery. Conceptualization of
the disorder will continue to evolve, both with new
scientific discoveries and with changes in the professional
environment within which patients suffering from PTSD
are treated. Hopefully, a rational pharmacotherapy for this
disorder will emerge from a better understanding of the
cognitive disturbances and biological correlates of PTSD.

The increasing use of PET will probably help towards a
better understandin g of the sympioms of PTSD, which may
lead to the development of more precise meuropsycholo-
gical tests and pharmacological treatments. PET studies -
suggest that the ventral anterior cingulate gyrus and right
amygdala may play a role in the response of patients with
PTSD to mental images of trauma-related scenes.” Re-
experiencing phenomena which often involve emotional
visnal mental imagery may likewise be associated with
increased rCBF in these regions. Given the role of Broca’s
area in language function, decreased rCBF in this region
may be consistent with the finding of diminished linguistic
processing, when patients with PTSD view and evaluate
trauma pictures. Further research is required to confirm
such hypotheses.

KEY POINTS

& Neuropsychological assessments of patients with
PTSD have indicated global and specific
impairments of petformance on various
‘standardized tests of cognitive processes

® The Emotional Stroop test has shown that trauma-
related words are a sensitive measure of clinical
state in PTSD patients and that they may be
characterized by implicit, explicit and
autobiographical memory impairment

® Available treatments for chronic PTSD include
cognitive - behaviour therapy, psychodynamic and
pharmacotherapy; drug treatment alone can rarely
alleviate the suffering in PTSD, it may be very
useful as an adjunct to psychotherapy

® As most of the pharmacological studies suggest
lack of rigour in experimental control and
assessment of efficacy data, double-blind, placebo-
controlled designs need to be performed for
confirmation of these efficacy results

® A better undersianding of the neurophysiology of
PTSD will probably lead to more effective and
selective neuropharma cological treatment
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Millon’s Normal Personality
Styles and Dimensions

Stephen Strack

Los Angeles Ambulatory Care Center
U.S. Department of Veterans Affairs

Millon’s normal personality styles and dimensions emanate from the same evolution-
ary model he developed to explain personality pathology. For him, normal and abnor-
mal petsonality lic along a continuum with no sharp demarcation to distinguish the
two. The major difference is that normal individuals demonsirate adaptive flexibiiity
in responding to their environment, whereas disordered persons exhibit rigid and
maladaptive behavior. In this article, I present a historical introduction to Millon’s
ideas on normality, descriptions of his normal personality styles and dimensions,
up-to-date empirical findings, and avenues for future research. I conclude that, with
additional validity data, Millon’s model of normal persenality may be suitable for an
expanded Diagnostic and Statistical Mamual of Mental Disorders (dthed.; American
Psychiatric Association, 1994) Axis I1 that aflows for diagnosis of normal personality
iypes when a complete personality disorder syndrome is absent.

Millen’s {1969/1983b, 1994; Millon, Green, & Meagher, 1982a, 1982b; Sirack,
1987, 1991b) normal personality styles and dimensions emanate from his broadly
based evolutionary model of personality that differentiates and links healthy and
pathological character on a contimmum. This model is closely aligned with that
adopted by the American Psychiatric Association (APA) for Axis II of the Diag-
nastic and Statistical Manual of Mental Disorders (4thed. [DSM-TVE, APA, 1994).
Because of this, researchers and clinicians have at their disposal a framework for
understanding a cornplete array of personality types ranging from the healthy to the
pathological. The continuous relation between the domains of normality and pa-
thelogy in Millon’s model allows personologists to study the ways that healthy and
disordered personalities are similar and different, the developmental processes that
lead to various outcomes, and perhaps most important, how disordered individuals
may be restored to healthy functioning. In this article, 1 give a historical introduc-
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tion to Millon’s ideas on normality, present his normal personality styles and di-
mensions, summarize empirical findings, and discuss avenues for research.

HISTORICAL DEVELOPMENTS

Millon (196%/1983b} presented his original biosocial-learning theory of personality
in Modern Psychopathology. There he proposed three axes (active—passive, plea-
sure—pain, and self-other) as the basic building blocks of normal and abnormal per-
sonality. Conceived in terms of instrumental coping patterns designed to maximize
positive reinforcements and avoid punishment, the model crossed the active—pas-
sive axis with four reinforcement strategies (detached, dependent, independent, and
ambivalent) to derive eight basic personality patterns (asocial, avoidant, submis-
sive, gregarious, narcissistic, aggressive, conforming, negativistic) and three severe
variants (schizoid, cycloid, paranoid). The basic patterns were thought to be present
in both normal and disordered persons, whereas the severe styles were evident only
in abnormal form.

Millon’s (1969/1983b} assumptions about normal personality were outlined as
follows: {(a) Normal and abnormal personality are shaped according to the same
basic processes and learning principles; (b) normal personality is on a continunm
with pathological personality; (c) no sharp dividing line exists between normal and
abnormal personality types; and (d) normal personality patterns may be distin-
guished from pathological patterns by their adaptive flexibility and balance on the
active—passive, pleasure—pain, and self—other polarities:

When an individual displays an ability to cope with his environment in a flexible and
adaptive manner and when his characteristic perceptions and behavioss foster incre-
ments in personal gratification, then he may be said to possess a normal and healthy
personality pattern. (p. 222)

Although Millon (1969/1983b) clearly addressed both normal and abnormal
character types, the focus of that text on personality disorders overshadowed
healthy persenality development. Normal personality styles were not described
there or in Millon’s (1981) subsequent text, Disorders of Personality. Inthe early
1970s, Millon (1974) and his colleagues developed a research instrument, the
Millon Perscnality Inventory, that assessed normal and abnormal personality
traits. It was used primarily by students and was not widely distributed, but it did
signal Millon’s early interest in normal traits and served as a springboard for de-
velopment of later measures.

Nondisordered personality styles were not disseminated to a large audience until
the publication of the Millon Adolescent Personality Inventory (MAPI; Millon et
al., 1982a) and Millon Behavioral Health Inventory (MBEI; Millen et al., 1982b).
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These instruments were developed and normed for use in health care settings and
presented personalities that were different from personality disorders. Curiously,
Millon did not alert tést users to the essential differences between these styles and
personality disorders. Nevertheless, careful readers could grasp the differences by
comparing them with the personalities described in earlier texts and the Millon Clin-
ical Multiaxial Inventory (MCMI) manual (Millon, 1977, 1983a). Significantly,
Millon gave different names to the normal styles (see Table 1) and used terminology
that was much less severe than that used for the personality disorders. For example,
normal introversive personalities were described in the MBHI manual as “color-
less,” “quiet,” and “unconcerned about their problems” (Millon et al., 1982b, p. 2),
and Millon (1983 a) reported in the MCMI manual that disordered schizoid (asocial}
persons demonstrated “an inability to display enthusiasm or experience pleasure,”
“obscure thought processes,” and a “lack of vitality” (p. 4).

The first published work devoted exclusively to Millon’s healthy personality
styles was an article describing the development and validation of the Personality
Adjective Check List (PACL; Strack, 1987). The instrument provided self-report
and rating measures of Millon’s basic eight personality patterns and was normed
solely on normal adults. In that initial report and several subsequent articles
(Strack, 1991a, 1992, 1993, 1994; Strack & Lorr, 1990a, 1990h; Strack, Lorr, &
Campbell, 1990), my colleagues and I provided considerable empirical evidence
in support of Millon’s proposition that his normal styles are quite similar to their
personality disorder counterparts.

In the mid-1980s Millon (1986, 1987, 1996, 1997; Millon & Davis, 1994) be-
gan altering his model and clinical measures to accommodate changes in DSM
Axis IT (APA, 1987, 1994). He also widened his focus by placing his model in an
evolutionary framework (Millon, 1990a, 1990b). From a structural perspective
these changes resulted in the addition of a discordant reinforcement strategy
{where pleasure and pain have reversed value) and three abnormal personality
styles, depressive, aggressive—sadistic, and self-defeating.

The dimensional approach to normal personality presented by Millon (19904,
1990b} was his first effort to delineate healthy character styles outside the domain
of psychopathology. It was followed with the publication of the Mitlon Index of
Personality Styles (MIPS; Millon, 1994), a measure for use with normal adults that
assesses trait dimensions and character styles.

Millon’s new perspective was developed without reference to disorder but bor-
rowed many concepts from his original model of personality. In this approach
Millon considered the universe of traits and interpersonal styles that exist in the
normal population and came up with three sets of personality variables to define
and measure them. The first set, called motivating aims, represent his three basic
axes in evolutionary form. The original pleasure—pain polarity was called enhanc-
ing—preserving, active—passive was modifying—accommodating, and self—other
was individuating—murturing. The second set of variables, which were borrowed
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TABLE 1
Names for Normal Personality Styles From 1869 to the Present
Modern Psychopathology, 1969 MAPI, 1682 MBHI, 1982 PACL, 1987 MIFS, 1994
Asocial {passive—detached) Introversive Introversive Introversive Ratiring
Avoidant (active-detached) ~ Inhibited Inhibited Inhibited Hesitating
Submissive (passive— Cooperative Cooperative  Cooperative Agresing
dependent)
Gregarious (active—dependent) Sacizhle Seciable Sociable Qutgoing
Narcissistic (passive— Confident  Confident Confident Asserting
independent)
Agpressive (active— Foreefut Forceful Forceful Dissenting Controlling
independent) {active-discordant)
Conforming (passive— Respectful  Respectful  Respectful Cozforming
ambivalent)
Negativistic (active— Sensitive Sensitive Sensitive Complaining Yieldng
ambivalent) {passive—discordant)
Note. MAPI = Millon Adolescent Personality Inveatory; MBHI = MiHon Behavioral Health Inventory,

PACL = Personality Adjective Check List; MIPS = Millon Index of Personality Styles.

from Jung (1936/1971), were termed cognitive modes. For Millon, cognition
means an individual’s primary source of obtaining information and the means by
which that information is processed or transformed. Preferred sources of informa-
tion can be the self (internat} or others (external), and either tangible or intangible.
Preferred means of transforming information can be intellectual or affective and
assimilative versus imaginative. The last set of variables describe 10 common in-
terpersonal behaviors or styles. Eight of the 10 personalities are essentially the
same as those measured by the MAPT, MBHI, and PACL, and are empirically re-
lated to personality disorders (see Table 1). Two additional styles, doleful and
self~demeaning, are hypothesized to be related to the depressive and self-defeating
- personality disorders, but empirical evidence is needed to verify this.

NORMAL STYLES AND DIMENSIONS

Millon’s normal personalities and dimensions are briefly described in this section.
As noted in Table 1, 8 of 10 styles are measured by the MAPY, MBHI, and PACL.
The MIPS assesses 10 interpersonal types as well as the newer motivational and
cognitive dimensions.

Styles

Infroversive/retiring (asocial, passive—detached). Aloof and solitary by
nature, these individuals prefer limited social involvement. They are easygoing,
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slow-paced, and reserved. They rarely show strong emotion and may appear to oth-
ers as dull and lacking in spontaneity.

Inhibited/hesitating (avoidant, active—detached). Shy and sensitive to
criticism, these individuals keep others at an arm’s distance and remain on the pe-
riphery of social gatherings. They are typically kind and considerate and do not like
to draw attention to themselves. They are wary of novelty and seek stable rather
than changeable environments.

Cooperative/agreeing (submissive, passive—dependent}. These indi-
viduals value communality and seek others’ approval. They are docile, obliging,
and agreeable. They tend to think poorly of their own skills and seek stronger indi-
viduals to lean on.

Saciable/outgoing (gregarious, active—dependent). Active and extro-
verted, these individuals seek high levels of stimulation and attention. They are of-
ten spontaneous, colorful, and dramatic. Their interests and emotions change
frequently and others may experience them as shallow and fickle.

Confident/asserting (narcissistic, passive—independent).  Typically bold
and self-assured, these individuals think highly of themselves and expect others to
caier to their wishes and demands. They can be charming and manipulative and oth-
ers may see them as lacking empathy.

Forceful/dissenting (aggressive, active—independent).  Assertive and so-
cially dominant, these individuals are adventurous, competitive, and nonconform-
ing. They persevere in difficult circumstances but can be inconsiderate of others
needs. They are often brusque and insensitive in their tactics and downplay the
value of tender emotions.

Confrolling (aggressive, active—discordant). Domineering and aggres-
sive, these individuals see themselves as being tough-minded and fearless in a
world that is harsh and threatening. They are often exploitive and manipulative and
do not mind stepping on others’ toes if deing so will get them what they want.
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Respectfulfconforming (conforming, passive—ambivalent).  Rule-bound
and conscientious, these individuals are hard-working and respectful of those in au-
thority. They tend to be perfectionistic and emotionally constricted. They are me-
thodical and persistent but can be too rigid and moratistic in their efforts to liveup to
conventional standards.

Sensitive/complaining (negativistic, active—ambivalent). Unconventional
and moody, these individuals march to the beat of a different drummer and are not
happy with the status quo. They are often loyal and forthright with their opinions
but are also awkward, changeable, and fanlt finding,

Yielding {(negativistic, passive—discordant).  Submissive and self-demean-
ing, these individuals expect the worst and often contribute to their own unhappi-
ness. They are frequently moody, irritable, and pessimistic.

Motivational Dimensions

Enhancing versus preserving (pleasure—pain).  This dimension measures
an individual’s orientation toward life-enhancement activities versus those aimed
at life preservation. From a behavioral standpoint, this is translated into pleasure
seeking versus avoidance of painful experiences. Those scoring high on the en-
hancing scale are cutgoing and optimistic, while those scoring high on the preserv-
ing scale are worrisome and pessimistic.

Modifying versus accommodating (active—passive). This continmum as-
sesses how individuals adapt themselves to their environment. For Millon, modifying
persons are those who actively seek to manipulate and change their surroundings,
whereas accommodating persons mold themselves to fit in with existing circum-
stances. Individuals who score high on the modifying scale take charge of their lives
and play an active role in shaping the events that impact them. Those who score high on
the accommodating scale tend to be dependent and acquiescent.

Individuating versus nurturing (self-other). This dimension assesses the
behavioral manifestations of one’s reproductive strategy. According to Millon, in-
dividuals tend toward propagation of the self or nurturance of others. There is an
obvious parallel with masculinity— femininity, but this axis is more broadly based.
Persons who score high on the individuating scale are independent, egocentric, and
eager to further their own aims. Those who obtain high scores on the nurturing scale
value communality and tend to be gentle and protective of others.
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Cognitive Dimensions

Extroversing versus infroversing.  Extroversing individuals look to others
for information, attention, and stimulation. They are outgoing and feel most com-
fortable in social surroundings. Those with strong introversing traits tend to be pri-
vate and closed off from external stimulation, They value their own thoughts and
feelings as informational resources.

Sensing versus intuiting.  High sensing individuals seek information from
tangible, literal, well-defined sources. For them, “seeing is believing.” Those who
are primarily intuiting place structure and fact in the background and focus most in-
tently on intangible sources of information such as personal insight.

Thinking versus feefing. Thinking individuals prefer to process informa-
tion using cool logic and analytic reasoning. They downplay the value of emotions
in evaluating problems and circumstances. By contrast, those who process infor-
mation with feelings rely on subjective experience to assist them. They use empa-
thy and affective responding in analyzing problem situations.

Systematizing versus innovating.  Systematizing individuals tend to eval-
uate new experiences on the basis of past experiences. They seek reliability and
consistency. They are conservative and tend to incorporate information into
well-established modes of thought. Innovating persons are open to new experi-
ences and seek novelty. They tend to be spontaneous, creative, and flexible.

RESEARCH FINDINGS

To date, studies of Millon’s normal personality styles and dimensions have as-
sessed their internal consistenicy, temporal stability, convergent and discriminant
validity, factor structure, and comparability to personality disorders. Many popula-
tions have been sampled, including adolescents; college students; noncollege
adults and the elderly; and employees in a variety of occupations including law en-
forcement, military personnel, and veterans.

MAPI (Millon et al., 1982a), MBHI (Millon et al., 1982b), MIPS (Millon,
1994}, and PACL (Strack, 1987, 1991b) scales have demonstrated satisfactory in-
ternal consistency (rs = .65--.89 by Kuder—Richardson—20 and coefficient alpha)
and test-retest reliability (rs = .55-.90) over periods ranging from 1 month to 1
year. They have been linked in theoretically consistent patterns with scales from
many self-report and rating instruments including the California Psychological In-
ventory (Millon et al., 1982a, 1982b; Straclk, [987), Myers—Briggs Type Indicator
(Millon, 1994), Minnesota Multiphasic Personality Inventory (Millon, 1994;
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Millon et al,, 1982b; Strack & Guevara, in press), NEOQ Personality Inventory
{Millon, 1994; Pincus & Wiggins, 1990; Wiggins & Pincus, 1989), Self-Directed
Search (Strack, 1994), and Sixteen Personality Factors questionnaire (Millon,
1994; Millon et al., 1982a; Strack, 1987). Findings are too numerous to present
here, but summaries can be found in the appropriate test manuals as well as in
Strack (1993, 1997) for the PACL, and Weiss (1997) for the MIPS. They convine-
ingly demonstrate that the normal personalities exhibit trait patterns that are pre-
dicted by theory and are milder versions of the personality disorders.

Each of the four assessment devices have yielded similar factor structures for
the personality styles. In a large normal adult sample, PACL scales showed three
bipolar dimensions labeled neurotic versus controlled, assertive versus compliant,
and introversion versus extroversion (Strack, 1987, 1991b). Factor analyses of the
MAPI (Hynan, Pantle, & Foster, 1998; Millon et al., 1982a} and MBHI (Millon et
al., 1982b) have been performed on clinical samples with symptom measures in-
cluded. Nevertheless, their dimensional structure is comparable to that of the
PACL. Recently PACL and MIPS scales were correlated and factor analyzed to-
gether in a sample of 148 college students (Guevara & Strack, 1998). Scales mea-
suring the same personality styles were moderately associated (rs = .35-.71).
Three of four varimax-rotated factors included basic personality styles. Factor 1,
which was bipolar, linked three PACL introverted, neurotic personalities (intro-
versive, inhibited, sensitive) with pain aveidance, passivity, a solitary thinking
style, and MIPS Hesitating, Retiring, Yielding, and Dissenting interpersonal styles
on one end of the contimmum, Loaded in the opposite direction were three PACL
extroverted, socially bold personalities {sociable, confident, forceful), and the
MIPS Extroversing, Qutgoing, and Asserting scales. Factor 2, which was also bi-
polar, linked PACL confident and forceful personalities with MIPS Controlling,
Individuating, Dissenting, Asserting, Innovating, and Thinking scales on the posi-
tive pole, and the PACL cooperative style with MIPS Nurturing and Feeling on the
negative end. Factor 3 associated the PACL respectful style and MIPS Con-
forming, Systematizing, Thinking, Modifving, Sensing, Asserting, Outgoing, and
Enhancing scales on one end of the continuum and PACL sensitive on the other.
This dimension taps conscientiousness, emotional control versus lack of emmo-
tional control, and elements of extroversion.

Factor analyses of PACL, MCMIH, and MCMI-1 personality scales have re-
vealed comparable results, PACL’s three higher order dimensions (Strack, 1987,
1991b) correspond to the three factors found by Retzlaff and Gibertini (1987) for
MCMI-1 basic eight scales among psychiatric patients and normal adults, and by
Strack, Lozr, Campbell, and Lamnin (1992) for the 13 MCMI-II personality scales
with patients. A joint factor analysis 0f PACL and MCMI-1I basic personality scales
among college students yvielded three factors (using residual scores), with corre-
sponding PACL and MCMI-II scales loading on the same dimensions (Strack,
1991a).

Copyright © 2000 All Rights Reserved



434  STRACK

APATHTO THE FUTURE

There is still much to be leamed about the structure and behavior of Millon’s nor-
mal personality styles and their relation to personality disorders. An important
housekeeping issue is further validation of the new controlling and yielding person-
alities and the motivational and cognitive dimensions found on the MIPS. Studies
that employ ratings and focus on real-life behavior are especially important for all
of the Millen measures. In the realm of personality disorders, we need longitudinal
investigations and side-by-side comparisons of matched groups of normals and pa-
tients to get at the essential similarities and differences between these populations
(Strack & Lorr, 1994, 1997). Evidence from correlational self-report studies sug-
gests that Millon’s normal personalities are healthier, more flexible, and more
adaptive than their personality disorder counterparts, but we need direct proof.

As additional validation evidence becomes available it should prod the APA to
consider expanding DSM-TV Axis I to include Millon’s normal styles for diagno-
sis when a complete personality disorder syndrome is absent, This males sense be-
cause personality is ostensibly dimensional in nature and all psychiatric patients
have a personality that affects the Axis I conditions they are susceptible to, as well
as their response to treatment. Expanding Axis II in this manner will permit clini-
cians to see how personality impacts all of their patients. Millon’s model offfers a
practical approach that can be incorporated into the current taxonomy without ma-
jor changes.
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CHAPTER

3

Personality in Terms of

Trazt and Type

In our day-to-day attempts to denote stable human qualities we have
available an extensive trait vocabulary, For example, we describe a per-
son as lazy, ambitious, melancholy, happy, aggressive, or dependent. In
a study of trait names in the English language, Allport and Odbert
{1936 found nearly 18,000 terms used to describe human characteristics.
The systematic use of such descriptive terms is one of the commonest
ways of talking about personality and identifies the trait approach,

Persons can also be classified into types by their pattern of traits. For
example, a person who has the traits of being impressed by the objective
facts of the world, behaving according to expediency, accommodating
readily to new situations, and being relatively indifferent to his physical
welfare can be called an extrovert. In contrast a person who is oriented
subjectively rather than objectively, whose conduct is governed by ab-
solute standards and principles instead of expediency, who is relatively
inflexible and lacks adaptability, and who is overattentive with respect
to his physical well-being can be classified as an introvert. This dichoto-
mous division of persons into extroverts and introverts is based on
Jung's theory of types and is one of many such classification schemes
found in the psychology of personality.

The trait and type approaches to personality are logically related. The
first part of this chapter is concerned with the concept of trait; person-
ality typology will be developed later.

THE TRAIT APPROACH

As pointed out in Chapter 2, the essence of a science of personality is
the consistency or stability of the person. To say that a person has a
particular trait implies such consistency. If the trait applies in one par-
ticular situation but not in any other, it has no generality and is not a
useful way to describe the person. If we say that Jack is belligerent, we
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mean not that Jack is belligerent at one particular moment or situation
but rather that Jack behaves belligerently under a wide variety of
circumstances. Thus, a trait involves consistent patterns of reaction that
are typical of the person.

In Chapter 2 it was noted also that consistency could be considered at
several levels of analysis: consistency of acts, consistency of expression
or style, and consistency of the underlying structure of personality
identified by inferences from behavior. In the same way, traits can refer
to consistent patterns of action, expression, or underlying, depth charac-
teristics of the personality. For example, we say that a man has the
trait of honesty, meaning that he is consistently honest from situation to
situation. Similarly, from the point of view of expressive qualities, we
can describe a person’s tempo of action as rapid or slow. This too can
be regarded as a trait. Lastly, when we say that a man is ambitious for
power, we are making an inference about an underlying motivational
construct, a trait that directs his actions from circumstance to circum-
stance, even though the acts themselves appear inconsistent. Thus, in
one situation he might behave obsequiously to someone in authority, and
in another he might mercilessly and publicly attack authority figures.
These superficially diverse reactions can reflect an underlying ambition
to be powerful, which the individual tries to accomplish in different
ways depending upon the circumstances. Although the behavior itself
seems inconsistent, the enduring motive trait of ambition for power is
stable and postulating it helps us relate these diverse action patterns. A
variety of situations and a variety of responses on the part of the in-
dividual bave been made equivalent by the inference that some under-
lying trait has determined them.

There is a very practical reason for speaking of personality in terms
of traits apart from the reason of understanding behavior. 1t has to do
with the problem of anticipating or predicting what an individual may
do in the future on the basis of what we know about him in the past.
Such predictions are a rather important part of our everyday social
behavior, although this is not always apparent to us. For example, we
depend upon the stability of the social world in which we live—so
when we return home after a day’s work we will find our family acting
in 2 predictable manner toward us. We expect our mother and father to
behave in certain accustomed ways. We expect our teachers to continue
their lectures in the direction in which they started and on the ap-
propriate topic. Imagine what a world it would be if we could not in
some rough degree anticipate the behavior of the persons closest to us
and that of our associates with whom we work or play. The fact that
they have stable personality traits makes this predictability possible.
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How Traits Are Discovered

The discovery of traits is a relatively simple matter when we are con-
sidering the superficial level of acts or expression and much more dif-
ficult when we are dealing with the underlying structures (theoretical)
that are the sources of action. Let us consider, for example, the surface
trait of shyness. The behavior of the shy person is characterized by
reticence with strangers, and the term “shyness” simply identifies this
kind of behavior. If we are observing the person’s behavior in one par-
ticular social situation, we may note that he acts shyly. At this point,
however, it would be dangerous to generalize that shyness in social situa-
tions characterizes his behavior. Perhaps some particular factor in this
social situation (such as the presence of a parent or some specifically
embarrassing relationship with one of the persons involved) is constrain-
ing the person to behave reticently. It is therefore necessary to observe
the same person in other social situations. If it turns out that under
numerous stimulus conditions he displays shy behavior, we have good
reason to atiribute to him the trait of shyness. We have, in a sense,
eliminated or reduced in importance the external-stimulus variable as the
determinant of his behavior because we see the same reactions occur
under a variety of circumstances.

The identification of the underlying sources of behavior can be ac-
complished in a similar fashion with one added step, the logical process
of inference about what factors might be responsible for the observable
patterns of behavior under different circumstances. Suppose that we find
that several surface characteristics seem to go together (be positively
correlated) in persons under a variety of circumstances. These charac-
teristics might be a large vocabulary, ability in arithmetic, and tactful-
ness in social situations, to illustrate from Cattell (1950), a prominent
trait theorist. This is a broad surface trait including three patterns of
behavior that go together under varying conditions. The question now
arises: What are the underlying sources that determine the presence of
this surface trait? One possibility is that general intellectual capacity is
involved in all three of these action patterns. That is, vocabulary size,
arithmetical ability, and tactfulness all depend upon intelligence. All
three characteristics spring from a single root. Thus, by inference, we
say that the underlying source of these surface characteristics {which
together form a broad trait) might be general intelligence. This theo-
retical reasoning can be checked by seeing whether independent tests
of intelligence predict the three characteristics. The inference cannot be
tested directly, because it is based upon theoretical speculation about an
unseen construct: intellectual capacity. The step of going from surface-
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level traits (behavioral) to underlying or depth traits {hypothetical con-
struets) is a theoretical one.

Trait Dimensions

There are a number of dimensions along which traits can be classified.
These dimensions have to do with different kinds of traits that writers
have postulated for the adequate description of personality. They include
such distinctions as common versus unique traits, surface versus under-
lying traits, broad versus narrow traits, and whether the content of the
trait involves abilities, motivational and control processes, or expressive
or temperamental qualities. These distinctions will be discussed more
fully,

Common versus unique traits: Some traits are found widely distributed
through the population or among certain groups. Therefore, we can
speak of traits that an individual shares with others. Trait terms like
honesty and aggressiveness are used by society to evaluate the behavior
of persons in general and are sometimes called common traits. A par-
ticular person may be the most aggressive or most honest individual in
his group, and this relative position may be consistent in a wide variety
of sitnations. The trait terms aggressiveness or honesty can be applied
along a scale of degrees to all individuals or groups.

In contrast, we can talk about individual or unique traits, referring to
patterns of behavior or characteristics of personality that have no
interpersonal reference but apply only to a single person. Frequently, the
common trait terms are not useful for describing certain consistent
attributes of a particular individual that are not shared in any degree
by others. The consistencies from which the unique trait is inferred are
intraindividual rather than interindividual. That is, the person behaves
in a particular manner or has some characteristic that is unique to him
and characterizes him much of the time. Allport (1937), in his important
book on personality, has argned for a sharp distinction between com-
mon and unique traits, focusing on the uniqueness of the individual.

An interesting problem arises with unique traits because we cannot
think of terms that are recognizable to others to describe such traits. If
they are unique to a single person, they represent a way in which he is
different from all others. Thus, such a term would not be applicable to
anyone else. In other words, terms like honesty, aggressiveness, sub-
missiveness, dependency, and pessimism all have interpersonal reference
and are common traits, If we speak of an individual as aggressive, this
aggressiveness is compared with the degree of aggressiveness of other
persons as well. It is easy to describe persons in terms that bave inter-
individual implications, even though such terms tend to force everyone
into a common mold. Although we can recognize abstractly that each
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individual has combinations of characteristics unique to him and unlike
any other, it is difficult to apply this distinction in practice because a
different set of terms would be required for each individual and we
could not relate the terms used for one person to the terms used for an-
other. For this reason trait descriptions in practice generally depend upon
some common social reference; that is, the traits apply more or less to
everyone.

Surface versus depth traits: Most writers about traits have recognized
a further distinction with respect to trait dimensions, one that should
be readily understandable in the context of the previous discussion of
theory construction and consistency of underlying personality structure.
Traits considered at the behavioral or action level are called surface traits
as opposed to underlying or depth traits (constructs). In the illustration
used previously in this chapter, size of vocabulary, arithmetical ability,
and tactfulness in social situations might be considered as surface traits
because they describe behaviors that are directly observable. Tactfulness
is a disposition to perform certain acts in social situations that are in-
terpreted as tactful; similarly, size of vocabulary and score on an
arithmetic test are directly derived from behavioral responses. On the
other hand, the underlying sources or structures that determine these
behavior characteristics must be inferred rather than directly measured.
General intellectual capacity in the earlier illustration is a substance trait
accounting for the observed surface manifestations.

Writers have used a variety of terms to make the same distinction
between surface and depth traits. Cattell (1950), for example, referred
to “surface” and “source” traits. Allport borrowed the terms “genotypical”
and “phenotypical” from Lewin, who took them from the field of genetics
and applied them by analogy to the surface-depth dimension. Allport
presented the distinction with great clarity, as follows (1937, pp. 324-
325):

It is obvious that what seems to be the seme trait may, in different peo-
ple, have quite diverse origins. Shyness in one person, for example, may be
due to hereditary influences that no amount of contrary pressure from the en-
vironment has been able to offset; in another person, shyness may stemn from an
inferiority feeling built by an abnormally exacting environment. In spite of
dissimilar histories, in appearance and in effect, the shyness of these two persons
may be very much alike. Conversely, two youths suffering some shocking
experience of grief or bitter disappointment, objectively alike, may be affected
very differently. One of them becomes morose and ineffectual, lost in his
trouble; the other stiffens his back and becomes more realistic and aggressive.
The same fire that melts the butter, hardens the egg.

Lewin has shown this general problem of appearance versus underlying
cause to be of considerable importance in the investigation of personality.
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Deseription in terms of here-and-now attributes are phenotypical; explanatory
accounts, seeking underlying motives and stresses are genotypical.

Broad versus narrow traits: Another dimension along which traits can
be considered has to do with the number of types of behavior that can
be considered under a particular trait term. For example, in Cattell’s
system of classifying traits the smallest bebavior fragments or narrow
traits are called irait elements. Cattell wrote: “The dictionary gives the
trait of ‘manual dexterity’; but this could be split into ‘dexterity in
shuffling cards,” ‘dexterity with a screwdriver,” and so on.” In other words,
many trait elements make up broad or general traits like manual dex-
terity, which can include a wide variety of specific acts {namely,
dexterity in shuffling cards, etc.}. Each of these specific acts could be
considered a minor trait. However, these individual behaviors tend to
cluster together to form a relatively large constellation of acts, which
is classified as a broad trait.

It would be an endless and impractical task to try to describe per-
sonality in terms of the thousands of narrow traits that can be identified.
It is more economical to look for groups or clusters of traits that
ordinarily go together. There is clinical and statistical evidence to show
that persons who are dominant in their relationships with others tend also
to be assertive, egotistic, tough, vindictive, and hardhearted. Thus, trait
elements or narrow traits are grouped together in such a way that
specific behavior patterns can be organized under a single, more general
heading of a broad trait.

Dynamic, stylistic, and ability traits: This consideration of trait dimen-
sions emphasized formal characteristics of traits, that is, their scope or
breadth, their surface or substance characteristics, and the extent to
which a trait is common or unique. Traits can also be classified by con-
tent, that is, the kind of behavioral characteristic to which they apply.
For example, Catte]l (1950) identified three rough modes for source
traits. He spoke of ability fraits such as general intelligence, which con-
cern “how well the person makes his way to the accepted goals.”
Dynamic traits primarily concern enduring or stable motivational pat-
terns and regulative or controlling characteristics of the personality.
Temperament traits have to do with the style or manner in which an
individual functions within the context of his capacities and motivations.
Temperament traits in Cattell's system are largely constitutional in nature
and include speed or tempo, energy, and emotional reactivity.

Many writers have objected to this inclusion of dynamic as well as
stylistic characteristics under the concept of trait. For example, Mc-
Clelland (1951) reserved the term “trait” to apply to characteristics that
are essentially stylistic, and he used the separate term “motive” to apply
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to the forces that power behavior. Thus, whereas Allport and Cittell are
willing to speak of motive traits, McClelland speaks of traits and motives
separately. For present purposes, this is a terminological distinction rather
than one of any important functional significance.

Organization of Traits

As pointed out earlier, it is eccnomical to group trait characteristics
on the basis of those qualities that tend to go together in the same
individual. It is possible by such grouping to reduce them to a practicable
number, which can be managed readily and used for the description of
personality. The nearly 18,000 trait names found in the English language
include many duplications and many characteristics that, although related
to separate behavior patterns, tend to be found together. Thus, being an
outgoing person in social situations tends to be associated with being
good-natured and adaptable; these three separately described traits can
be organized into a single trait, which can then be given a pame that
refers to the characteristics included.

One of the recently developed statistical methods used to identify
patterns of traits that go together is factor analysis. Factor analysis has
a mathematical basis that need not concern us here. However, it is a
statistical variant of a logical method for studying the organization of
traits and can be readily understood as such.

Factor analysis depends upon the concept of correlation. Twao traits
can vary together so that a person who has a high degree of one is
likely to have a high degree of the other as well. This going-togetherness
of two characteristics represents a positive relationship or correlation.
In a previous illustration arithmetical ability and size of vocabulary were
positively correlated, meaning that, if a person has a large vocabulary,
he is also likely to be good in arithmetic. The extent to which these two
traits are related or correlated can be expressed quantitatively by the
mathematical term “coefficient of correlation.”

If the relationships between a number of traits were studied, it might
be found that five traits are all positively correlated with each other, and
four other traits are not correlated with any of the first five but are,
in turn, correlated with each other. The five correlated traits have some-
thing in common, as do the four traits. Some more basic factor underlies
the five correlated traits, but this factor is not found in the four cor-
related traits, which are themselves unified by some different underlying
factor. Through studying such patterns of correlation, by factor analysis
one can determine how many factors are needed to explain the pattern
of relationships found between a large number of traits. Thus, in any
factor analysis a large and unwieldy number of traits can be reduced to
a relatively small and manageable number of basic factors, which are
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Table 5

CatTELL'S FORMULATION OF PRIMarY Trarrs oF PERSONALITY?

L

II.

I

Iv.

VI

VIL

VIIL

IX.

XL

Cyclothymia
Outgoing
Good-natured
Adaptable

Intelligence
Intelligent
Painstaking
Deliberate

Emotionaily mature
Realistic
Stable
Calm

Dominance
Assertive
Headstrong
Tough

. Surgency

Cheerful

Placid

Saciable
Sensitive

Idealistic

Imaginative

Grateful
Trained, socialized

Thoughtful

Sophisticated

Conscientious
Positive integration

Mature

Persevering

Layal
Charitable, adventurous

Cooperative

Genidal

Frank

. Neurasthenia

Incoherent
Meck
Unrealistic
Hypersensitive
Demanding
Restless

V§.

Vs,

VS,

VS,

VS,

V8.

VS.

VS,

VS,

Vs,

V5.

Schizothymia
Withdrawn
Embittered
Inflexible

Mental defect
Stupid
Slipshod
Impulsive

Demoralized
Evasive
Changeable
Excitable

Submissiveness
Modest
Gentle
Introspective

Melancholy
Unhappy
Worrying
Aloof

Tough poise
Cynical
Habit-bound
Thankless

Boorish
Unreflective
Simple
Indolent

Immature, dependent
Irresponsible
Quitting
Fickle

Obstructive, withdrawn
Obstructive
Cold-hearted
Secretive

Vigorous character
Strong-willed
Assertive
Practical

Frustration tolerance
Adjusting
Calm
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Table 5 (Continued)

Self-pitying Self-effacing
XII. Surgent cyclothymia vs. Paranoia
Enthusiastic Frustrated
Friendly Hostile
Trustful Suspicious

® Each trait is defined by a pair of opposed qualities, with descriptive words to
clarify the meaning.
sovrce: Cattell, 1946, pp. 313-316.

independent of each other and which underlie the relationships found
among the large number of traits.

The factor-analysis method in the study of personality traits can be illustrated
with a study by Cattell (1946), who is one of the scientists respansible for the
development of factor analysis of personality. Originally, Cattell began with a
list of 4,000 trait names. He was able to reduce this list to 171 by eliminating
qualities that overlapped (duplicated terms) or were extremely rare. By means
of preliminary correlation, he further reduced the list to 35 clusters of traits,
which accounted for most of the variation found in the 171 and which rep-
resented pairs of opposed qualities such as sociable-seclusive. A sample of 208
adult men were rated on each of the traits included. Correlations were obtained
among the traits and the underlying factors were isolated. Included in the
study also were data from personality questionnaires, from objective tests, and
from clinical case studies. Twelve basic factors were jdentified by Cattell, which
are presented in Table 5. These factors represent primary traits, which can be
described along a dimension that includes the extremes of a scale of measure-
ment from one end of the factor to the other. For example, factor 2 is intelli-
gence—mental defect. A person can be rated on a scale of high intelligence to
low intelligence or mental defect, as in the case of any other of the twelve
dimensions or primary traits of personality. Under each end of the continnum of
each factor are a number of adjectives that illustrate the meaning of the factor
suggested by Cattell.

There are a number of limitations to the factor-analysis approach to
the study of personality. For one thing, the nature of the factors derived
from such studies depends upon the types of tests or behavioral data
that are sampled in the population being studied. Questionnaires, for
example, or the observations derived from short samples of the behavior
offer rather restricted views of the personality being studied. There are
likely to be many characteristics of great importance in personality
organization that do not appear in such samples. Therefore, important
traits can be overlooked.

Another defect is that a factor analysis, which produces a number of
independent factors or primary traits of personality, does not answer the
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important question of how these traits are organized within the per-
sonality. For example, a person who is hypersensitive and intelligent will
be a very different kind of person from one who is hypersensitive and
intellectually dull. There is a tendency, in this type of approach to per-
sonality, to treat persomality as a collection of independent traits that
have no relationship to each other, thus fragmenting the human being
into a number of isolated attributes and ignoring the integrity and
organization of the whole.

However, the use of factor analysis does represent an objective sys-
tematic approach to the assessment of traits and their relationship and
has great usefulness in reducing the tremendous overlapping among the
many trait pames we use commonly in the description of personality.

Trait Generality

The psychologist who attempts to describe personality in terms of
traits confronts an especially interesting problem—the generality of
traits. If behavior were determined entirely by internal dispositions or
structures (the extreme of generality), then a knowledge of them would
enable us to predict behavior regardless of what type of situation a per-
son was in. If behavior was highly specific to the situation, then a trait
approach would have little value in predicting behavior. Let us consider
more fully and concretely what this really means.

For many years psychologists have been interested in how persons
protect themselves against threatening experiences. One of the funda-
mental constructs that has been developed is the defense mechanism. An
individual acquires certain methods (defenses) of dealing with threats
to his self-esteem or integrity. They deceive him (and perhaps others)
about the true nature of motives that, if expressed or gratified, would
produce disturbing emotional states. One defense mechanism, first
postulated by Freud, is called repression. Repression is the process of
keeping out of consciousness the dangerous or unacceptable impulses.
An individual with hostile impulses can repress them. He is then unaware
of their existence and is to some degree protected from the anticipated
threatening consequences of having them.

Now the question arises: To what extent is the tendency to repress
threatening impulses a consistent trait characteristic of particular per-
sons? Can we say, for example, that some persons tend usually or
habitually to use the mechanism of repression whenever threatening im-
pulses arise? Or does the use of the mechanism depend heavily upon par-
ticular circumstances, such as the nature and degree of the threat?

If we took the extreme trait-generality position, we might argue that
any threatening impulses will be repressed by an individual. In contrast,
we could maintain that the mechanism of repression will only be evoked
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when certain particular impulses are aroused or when the conditions
involved are favorable to the defense mechanism of repression.

If the former position were sound, the identification of the trait or
disposition to repress would be tremendously useful, because one could
expect that, with any kind of threat, an individual would repress. We
would be in a very favorable position to predict behavior that is a
consequence of repression. If the latter position were adopted, we could
only predict relevant behavior if we could specify precisely a number
of specific stimulus conditions. For example, repression might be evoked
only when the stimulus conditions aroused sexual impulses but not when
the external conditions stimulated hostile feelings. The greater the
generality of any trait, the more readily can we infer it from a limited
sample of behavior and the more readily can we use it to predict be-
havior in a wide variety of circumstances.

Let us consider one additional example of this problem of degree of
generality of a trait. Some persons have very strong motivation to achieve,
and others have relatively weak tendencies to strive for achievement. The
former are characterized by the ever-present desire to excel in their per-
formance against some standard of excellence. In college, for example,
they study more than persons with low achievement motivation, and
their aspirations with respect to college grades and future careers are
consistently high. Now the question might be asked at this point: How
general is such achievement motivation? Does the desire fo excel against
some standard apply to any type of task that we give such persons to
perform, or is it limited to only certain types of performances and certain
types of situations? Does the person whose efforts are greatly mobilized
by comparison with others in the area of mathematics or chemistry
become equally involved when we compare him with others in, say,
musical or artistic appreciation, or is the achievement motive restricted
to achievement in certain fields?

The answers to these questions require more systematic research than
is available. However, a number of observations from research literature
as well as from common sense suggest that, for most persons, an in-
between position is most reasonable. There may be some rare persons
who are challenged by any comparison or competition with others. There
may also be those who will not strive for achievement in any situation,
Most of us, however, have achievement motives that are applicable over
certain broad classes of situations—situations that have something in
common—and we do not blindly strive to achieve in every context.

Neither extreme position, arguing for generality or specificity of traits,
is totally sound. It is necessary to study what classes of situations are
appropriate to the particular trait characteristics. A trait approach to
the description of personality that emphasizes only enduring character-
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istics within the person and ignores the limiting external conditions
can only go part of the way in permitting us to predict behavior. Its
success must then depend upon the generality of the traits abstracted,
and, except for the rare individual, it must be in error a large part of the
time.

Sometimes, in individual cases, we can identify a trait so broad, so
central in importance, and so general in scope that we speak of a con-
sistent style of life that characterizes the person. For example, we may
find a person whose interpersonal relations are characterized by a
passive-dependent attitude. In most social contexts he tends to place
himself in such a position that the initiative for action comes from others.
He usually takes the role of the dependent person who requires support
from others. Having inferred the existence of such a trait by observing
some of his interpersonal relations (say, with respect to his employer or
immediate supervisor), we will have expectations about other relation-
ships into which he enters, for example, marriage. We expect him to
choose a wife who is dominant and aggressive and to establish a rela-
tionship with her that might be characterized as passive-dependent.

Although such characterizations of life style are often useful, they are
gross oversimplifications in most cases. They overlook the variations in
pattern of behavior that are dependent upon particular external stimulus
conditions. For example, no matter how passive-dependent an indi-
vidual might be, he will meet other persons who cannot be forced
into a role compatible with his passive-dependent characteristics. The
trait approaches have their advantage in a certain amount of simplicity.
However, this is their great disadvantage, because behavior is rarely de-
termined by trait characteristics alone.

THE TYPE APPROACH

Traits or combinations of traits can be so broad in scope that they are
often referred to as fypes. Because persons have certain very broad
traits in common with many others, they are identified as belonging to
the same type. For example, we can say that a particular person is
seclusive, socially uncomfortable, and shy, thus describing him in terms
of a number of traits. We can observe, however, that persons who are
seclusive are usually quiet, socially uncomfortable, and shy. These
characteristics seem to go together. Persons who have all these charac-
teristics might be called “introverts” They are members of the same
class of persons, because they share the same pattern of traits. They
belong to the introvert type.

When we shift from a trait-oriented description of personality to a
type-oriented one, there is a subtle qualitative change in our form of
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Figure 6. Profile of the evaluative attitudes of Jonathan Swift. (From Ferguson,
1952.)

thinking, In the case of trait descriptions, the mode of thought is
analogous to a psychogram. A psychogram involves positioning an
individual in relation to others on the basis of a series of trait dimensions.
That is, he has a great amount of some traits and very little of others.
This patterning of traits for an individual is a representation of his
personality.

An example of such a psychogram is found in Ferguson (1952) and
shows a hypothetical profile of values for the satirist Jonathan Swift.
Using the values found in Vernon and Allport’s A Study of Values (1931},
the trait pattern of the famous writer, based upon his writings and avail-
able biographical data, was estimated. This pattern or psychogram pro-
vides a picture of Swift’s values (traits) and is presented in Figure 6.

When we are dealing with typologies, on the other hand, the psycho-
gram model is abandoned in favor of a broad classification or pigeon-
holing scheme in which, on the basis of the patterning of traits, a per-
son is placed in one of several categories. He is considered to share the
pattern of traits with a large class of others. The description is simplified
by the use of a few categories, e.g,, extrovert or introvert. Persons who
have a pattern of traits in common are described as belonging to 2
particular type classification. The logic of trait descriptions and type
classifications is closely related, but the form of representation of the
information is somewhat different.

Examples of Psychological Typologies

Because typologies are simple means of classifying persons, they have a
long history and a tradition that flourishes even at the present time. It
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will be useful at this point to illustrate psychological typing with some
of the classical and current typologies. ‘

Typologies of some sort have existed since ancient times and are found
in the writings of the Greeks. Theophrastus, who lived at the same time
ag Aristotle, did a remarkably effective job of describing thirty per-
sonality types. But the best known of the ancient personality typologies
was set forth by Hippocrates in the fifth century B.C. and dealt primarily
with the emotional aspects of personality. In that era the body was
thought to contain four fluids or humors: yellow bile, black bile, phlegm,
and blood. Hippocrates theorized that these humors determined the
fundamental personality characteristics of the person, depending upon
which of them predominated. If yellow bile (or choler) predominated,
an individual would show a choleric temperament, characterized by
irascibility. If black bile predominated (melas and choler), an individual
would be melancholy. Such a person was characterized by a depressed,
slow, and pessimistic outlook on life. If phlegm (referring to mucus)
predominated, an individual was called phlegmatic and was tempera-
mentally sluggish and apathetic. Finally, the predominance of blood
(sanguis) would make an individual sanguine, or cheerful, hopeful, ac-
tive, and quick. Hippocrates believed that the normal personality resulted
from a balance of all these humors.

Hippocrates's concept of personality types has had a considerable in-
fluence over many centuries, although the specific typology he espoused
is no longer maintained. Typologies, even if implicit, are readily noted
in literature. Perhaps one of the most frequently cited is from Shake-
speare’s Julius Caesar. Caesar expresses suspiciousness of Cassius by
pointing out that Cassius has a lean and hungry look and stating that
such men think too much and are dangerous. In his remarks, Caesar
indicates his preference for men in his command who are fat. They are
presumably more affable and open. Also in Shakespeare’s Henry IV, the
character Falstaff is presented as fat and jovial, reflecting the popular
notion, which still exists, that stout persons are generally good-natured
and thin persons are introverted, serious, and of poor disposition.

A huge variety of psychological types have been proposed by writers
throughout the ages and even by current psychologists. We cannot pos-
sibly elaborate all these typologies here. Most of those mentioned subse-
quently can be found in Table 6 presented later. To mention some, Wil-
liam James (1890), the great philosopher-psychologist, spoke of the
rationalist and empiricist types: the rationalist is tender-minded, guided
by general principles and abstract ideas and tending to be idealistic and
religious; the empiricist is tough-minded, a practical person who is influ-
enced primarily by realistic considerations and expediency. Kraepelin
(1907) distinguished between the manic-depressive and dementia-praecox
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{ or schizophrenic) types and developed a classification system or typology
for mental illness. Rosanoff (1938) described three types of personalities:
the antisocial, characterized by criminal tendencies and pathological
lying; the eyclothymic, showing fluctuations of mood and emotional in-
stability (similar to the manic-depressive described by Kraepelin); and
the schizoid (like Kraepelin's dementia-praccox), manifesting a separa-
tHion of intellect from emotional activity, withdrawal from social con-
tacts, and a chaotic and disturbed sexual adjustment. The German
philosopher Spranger (1928) propounded a typology in which persons
were divided into six fundamental attitudes or dominant value orienta-
tions: theoretical, economic, aesthetic, social, political, and religious. In
more recent years, Allport, Vernon, and Lindzey (1951) have adapted
Spranger’s six value types in developing a useful test of personality called
the “Study of Values.”

Some psychological typologies have had greater influence on current
thought than others. Among these are the typological systems of Jung and
Freud, which are presented in some detail helow,

Jung's Typology

In the early part of his career, Jung was a close follower of Freud,
with whom he later disagreed, developing his own conceptual system for
viewing personality. The theory of psychological types proposed by
Jung (1922) is one of the best known and most influential psychological
typologies among both lay persons and professional workers.

Jung identified two broad organizations of psychological traits: the
extrovert, whose primary orientation is toward the external world, and
the introvert, whose orientation centers on himself and his subjective
world. Jung further argued that these external and internal orientations
could also be divided into rational processes, which emphasize the
examination or verification of experiences by logical analysis, and irra-
tional processes, which are determined largely by chance, accidental
perceptions, or illogical associations. The rational processes are further
divided into two subfunctions, thinking and feeling, The irrational
processes can be divided into the functions of sensation and intuition. The
rational processes, thinking and feeling, are characterized by reasoning
and judgment, whereas the irrational processes, sensation and intuition,
are characterized by intensity of perceptions. Thus, each of the two
broad types, extrovert and introvert, is organized around the four sub-
features of thinking, feeling, sensation, and intuition.

From Jung’s point of view, one of the four subprocesses can be par-
ticularly differentiated or well developed in a person and play a dominant
role in his adjustment or orientation to life. Eight special classes of
personality can be derived from this analysis: the extroverted thinker, the
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extroverted feeling type, the extroverted sensation type, and the extro-
verted intuition type, and the same subcategories applied to the introvert
class. Thus, although Jung is most remembered for what might be called
a “dichotomous typology,” that is, a twofold classification of extrovert-
introvert, his system of classification is really an eightfold one and some-
what more complicated than is typically realized.

The extroverted thinker is largely oriented to facts and logical classifica-
tion, with the emphasis upon the actual construction of reality and the
tendency to check logical analysis against the external objective facts. He
is somewhat like James's empiricist. The introverted thinker, on the other
hand, who is also rationally oriented, is characterized by a more the-
oretical bent and is more concerned with his own subjective organization
of the world of ideas. Because he is introverted and subjectively oriented,
he is likely to be impractical and rather indifferent to such external
things as his appearance and the attitudes of persons around him. This
type appears like James's rationalist. The extroverted feeling type is
oriented toward establishing harmony with the outside world and de-
veloping close sympathetic relationships with others, and the introverted
feeling type is chiefly concerned with his internal harmony, frequently
preoccupied with his own dreams and feelings. The sensation types, both
extroverted and introverted, are principally influenced by pleasure and
pain, either externally or interpersonally oriented, as in the case of the
extrovert, or internally and subjectively, as in the case of the introvert.
The intuitive types are affected predominantly by hunches, speculation,
and judgments for which no rational or observable basis can be indicated.
The intuitive types can also be extroverted or introverted.

Further complicating Jung's eightfold classification is his notion that
an individual can be extroverted for ome function, say, thinking, but
introverted for another, say, sensation. Moreover, an individual can be
consciously oriented in the extroverted direction but unconsciously
introverted, or vice versa. In other words, a person can believe that he is
oriented to interpersonal relations but have a fundamentally introversive
personality. Such a discrepancy can plunge an individual into conflict.

Jung seemed to take the view that all persons clearly belonged to one
or another of the eight personality subtypes and that the influences deter-
mining such membership in a type were largely biological in nature, al-
though these biological tendencies could be somewhat modified by
experience. That is, he would expect persons to be distributed predomi-
nantly in one of the two poles of the typology, extrovert or introvert.
Most modern writers, however, maintain that trajts are better viewed as
continnously distributed and that most persons probably lie between
the two extremes, showing features of both. The term ambivert has
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often been used to refer to persons who could be classified as neither
extroverts nor introverts. '

Freud’s Psychoanalytic Typology

Freud is not usually identified as a personality typologist. Actually,
however, in developing his theory of psychosexual development (the
elements of which are described in Chapter 6), Frend (1932, 1949)
identified three fundamental types of personalities. The type depends on
the stage of psychosexual development an individual has reached or
upon which a great deal of sexual energy has been fixated. These types are
called the “oral-erotic type,” the “anal-erotic type,” and the “phallic
type.” If an individual functions primarily at the oral, anal, or phallic
levels, respectively, then certain appropriate characteristics can be ob-
served in his behavior.

The oral stage of development was considered by Freud to be the
infant’s first organized form of sexual gratification and involved activity
related to the mouth, Oral-erotic persons show an exaggerated degree of
erotic pleasures associated with oral activity. During the first part of the
oral stage a more passive type of activity is found, characterized be-
haviorally by sucking. Later, oral activity can shift toward an emphasis
on biting. The oral-passive type (linked to the sucking period of the
oral stage) is identified as a dependent, optimistic, immature person,
expecting nourishment from the world and wishing to continue (like an
infant) being cared for by his parents or by parent substitutes. His ad-
justment to the world as an adult is still characterized by the passive,
sucking type of orientation, in which he receives his nourishment from
some protective figure. The oral-sadistic type has reached the level of
biting and chewing, and his basic outlook, though like the oral-passive
type in seeking sustenance and support from others, is pessimistic about
receiving it and suspicious that he will be thwarted in this need. His
manner is often sarcastic or bitter, an attitude that is illustrated in the
common English metaphor “biting speech,” with which this type of
person tends to attack others.

The anal type is a personality pattern at the stage of development
in which a person obtains primary gratification through anal activities.
These activities have to do with the expulsion of fecal material through
the anus or the retention of these materials in response to the social
‘demands of toilet training. Freud observed that a variety of traits of anal
origin seemed to go together and fit into a type, which he called the “anal
or obsessional character.” These traits included orderliness, parsimony and
even miserliness, and obstinacy. The adult of the anal-erotic type is one
who is still seeking (often symbolically) the kind of gratification that he
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Table 6

ExaMmrrEs oF Famous PsycHoLocICAL TyrorLoGiEs

Author
Hippocrates

James

Kraepelin

Rosanoff

Spranger

Types
Choleric (yellow bile)
Melanchely (black bile)
Phlegmatic (mucus)
Sanguine (blood)
Empiricist
Rationalist

Manic-depressive
Dementia praecox

Anfisocial
Cyclothymic

Schizoid

Theoretical
Economic
Aesthetic
Social
Political
Religious

Extrovert

Thinking
Rational
Feeling

Sensation
Lrational

Intuition

Central psychological characteristics

Irascibility

Depressed, slow, pessimistic

Sluggish, apathetic

Cheerful, hopeful, active, quick

Practical, realistic, tough-minded

Abstract and theoretical, tender-
minded

Swings of mood, outgoing

Withdrawn, intellectually oriented,

introspective

Criminal tendencies, pathological
lying

Mood fluctuations, emotional insta-
bility

Separation of intellect from emo-
tions, withdrawal, chaotic and dis-
turbed sexwal adjustment

Concerned with abstract principles,

concepts

Oriented toward material things,
money

Oriented toward beauty, aesthetic
experience

Concerned with interpersonal rela-
tions

Oriented toward power, laws, gov-
ernment, control

Concerned with god, prayer, reli-
gious experience

Cenerally oriented toward external
world

Concerned with facts, logical classi-
fication, practical reality

Desire for harmony with world,
warm relations with others
Oriented toward social and physical
sources of pleasure and pain, de-
mands of others

Responsive to superstition, given to
jndging others on hunch, investing,
gambling
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Table 6 (Continued)

Author Types Central psychological characteristics

Introvert Generally oriented toward self and
subjective matters

[Thinkjng Theoretical, introspective about
ideas, impractical

IF eeling Desire for internal harmony, pre-
occupied with own dreams and
feelings

Rational

JSensation Oriented toward satisfying semsory

1 experience :

LIntuition Given to introspection of a specu-
lative nature, ritualistic and respon-
sive to own feelings and moods

Irrational

Freud Oral erotic
Passive {sucking) Seeking sustenance, dependent, opti-
mistic, immature, trusting
Sadistic {biting) Seeking sustenance, pessimistic, sus-
picious, sarcastic
Anal eratic
Expulsive Outbursts of aggression, sloppiness,
controls others by petulance {defe-
cating on the world)

Retentive Obstinate, orderly, miserly, parsi-
monious
Phallic Exhibitionistic, bragging, overambi-
tious, narcissistic
Genital Altruistic, harmonious, mature

required as a young child from the bowel function, including, for exam-
ple, the special attention that came from the parent at toilet time, the
prajse or punishment that followed cleanliness, and the expressions of
hostility toward the parents that sometimes occurred in the form of
soiling his clothing. Because he has not fully progressed beyond this
childhood level of development, there remains a residue of sexual energy
that is still being discharged in adult life in an anal fashion.

The third period of psychosexual development is the phallic period, and
it is possible to speak, in psychoanalytic terms, of the phallic type. At
this stage of psychosexual development a person is struggling with the
oedipal problem prior to the transition to a normal, adult sexual adjust-
ment. To achieve this transition, the parent must be given up as the
object of sexual love and a peer of the opposite sex must become the
primary love object. Transition through this early phallic stage leads
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finally to the highest psychosexual level—the genital level—which
characterizes normal or ideal development. The phallic type has been
less fully described by psychoanalytic writers than either the oral- or
the anal-erotic types, but it is generally characterized as exhibitionistic,
full of braggadocio, overambitious, and narcissistic or filled with self-
love and adulation. These are typically the characteristics of the early
adolescent. He seeks the center of attention and shows little tolerance
for frustration. Should he advance beyond the phallic to the genital
stage, much of the selfishness will be replaced by altruism and there will
be a satisfactory balance of dependency-independence and ambition-
restraint.

Freud did not argue that these types represented pure categories in
which most persons could be necessarily placed but rather that there
are usually present in the same individual features of the oral, anal, and
phallic stages of development. The psychoanalytic types tend to reflect
extremes in a normally distributed continuum, so an individual cannot be
identified as an anal-erotic type unless there is a great exaggeration of
the anal characteristics,

Evaluation of the Type Approach

Psychologists have often expressed criticism of the type approach to
personality. The main criticism is that, as a classification system, a typ-
ology results in a great oversimplification of personality by forcing great
varieties of behavior into a few limited categories. Most typologies use
a relatively limited number of categories. There are dichotomous typ-
ologies, trichotomous typologies, and typologies that, like Jung’s eight-
fold system, utilize a Iarger number of categories, If the number of
categories used is small, much variation between persons is overlooked.
1f the number of categories is enlarged, the system can become unwieldy
and one finds it necessary to refer to hundreds of characteristics in
describing and classifying individuals. If one wished to have a classifica-
tory scheme that included every possible variation, then the absurd level
could be reached at which a type was postulated for every person in the
universe because every person is unique in certain respects even though
he shares much in common with others.

Any classification system is likely to be too coarse to do justice to all
the variation in personality. The point was made in Chapter 2 that
science requires classification, even though it overlooks minor variations
in the individual specimen in the interests of having general descriptive
principles. It is therefore not proper to criticize the type approach to
personality on the basis of its being a simplifying classification system
alone. Rather, the question should be: How useful is any particular classi-
fication scheme, and how may it be refined and made more effective in
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description? When we talk about typologies in personality, we are intro-
ducing a scientific abstraction, a classification of persons to which any
particular individnal need not precisely conform. If our problem is the
description of a particular individual, then 2 broad typology will be
woefully inadequate. The factor analysts, such as Cattell (1950) and
Eysenck (1947), are seriously trying to identify a limited number of basic
factors or dimensions that are adequate to describe the basic variations
found among different personalities.

Many of the typologies described are particularly useful when we are
dealing with an exceptional individual who shows certain extremes in his
behavior. For example, if the predominant mode of adjustment of a
person involves social withdrawal, preoccupation with his own objective
experience, and a disinterest in the social events about him, then we
do well to describe him as an introvert because this label says a great
deal about him. On the other hand, to the extent that most of us are
mixtures of extroversion-introversion, such labels will not work because
they require forcing an individual completely into one or another cate-
gory when he belongs wholly in neither. This particular dimension of
personality or typology is clearly insuflicient for adequately characterizing
large numbers of persons as individuals.

Typologies do serve one very important function that is often over-
looked. They are reference points or guides for the examination of
dimensions of personality. If we are asked to describe another persomn,
we are all apt to have a wide variety of frames of reference of the kind of
characteristics we will look for. Therefore, different persons will give
different descriptions, all of which may have a certain validity but which
focus on different personality dimensions. However, by reference to a
particular kind of classificatory system, we can orient ourselves to any
given person in terms of the relevant characteristics to comsider. Ty-
pologies best serve as anchoring points from which we can examine any
individual.

FURTHER CONSIDERATIONS OF TRAIT AND TYPE

It should be recognized also that when we speak of trait and type
approaches to personality we are not referring to a specific theory of per-
sonality but to ways of looking at it. The notions of trait and type are
formal in nature; that is, they do not specify what the traits are that char-
acterize individuals, but merely suggest describing personality by traits
or classifying it by types. Thus, two theorists can both employ a trait-
and-type frame of reference but have essentially different theories as to
what traits exist and how these traits are organized within the individual.

There is one other critical problem with the concepts of trait and type
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that should be reemphasized here. The description of a human being
in terms of certain traits and, in the broader sense, certain types leads .
us to examine stable attributes within the person and deemphasizes
the role of external circumstances in the determination of behavior.
So far as there exist patterns of behavior that are not stable or con-
sistent or that fluctuate with the changing circumstances, a trait or
type description is of limited help in predicting behavior. Examination of
personal attributes enables us to make probability statements about what
individuals may do, because such traits can be looked upon as tendencies
or dispositions to act in certain ways. There are other frames of refer-
ence, in contrast with the trait-and-type approaches, that emphasize
more heavily the external stimulus, or the interactions between personal
attributes and the circumstances in which persons behave. The next
chapter deals with a more stimulus-oriented frame of reference: asso-
ciation-learning theory.
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how we decide to interact with another
person rests on our deep-seated under-
standing of the nature of peopie, whether
they are essentially animalistic as Freud
would have it, motivated by learned be-
havior as Skinner would propose, or essen-
tially motivated towaid socially constructive
behavior as Rogers would suggest. Thus, it is
not possible to take the grand theories out of
psychology, becanse at the most fundamental
level, the practice of psychology is an inevi-
table expression of a philosophy of human
nature, that is, whether one views people’s
problems in living from an iflness ideclogy or
some other conception (Joseph & Linley,
2006; Maddux, Snyder, & Lopez, 2004) and
thus whether people seeking help are, for
example, to be controlled, empowered, or
educated. It is not possible to engage thera-
peutically with another person withont that
engagement being an expression of funda-
mental assumptions.

Thus, although models such as that of
McAdams and Pals (2006) can provide use-
ful ways in which to highlight the differences
between the grand theorists, we believe that
textbooks will always have to consider the
grand theorists separately, simply because
they are fundamentally incompatible, and ul-
timately, insofar as theories of personality are
also theores of helping, one does have to
choose one’s favorite.
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Personality Theories Facilitate

Integrating the Five Principles

and Deducing Hypotheses for
Testing

Salvatore R. Maddi
University of California, Irvine

In presenting their view of personality sci-
ence, McAdams and Pals (April 2006)
elaborated the importance of five principles
for building an integrated science of per-
sonality. These principles are stances on
evolution and human nature, dispositional
signatures, characteristic adaptations, life
narratives, and the differential role of cul-
ture. Their main emphasis involved differ-
entiating these principles and indicating
that they are all relevant to understanding
personality. The discussion by McAdams
and Pals certainly illuminates the various
aspects of personality, but it also cries out
for some greater, more systematic integra-
tion of the five principles into particular
kinds of personality. It is not yet possible,
in their approach, to identify different types
of personality orientation and to evalunate
the relative effectiveness of these orienta-
tions. As presented, their approach may be
considered a start but hardly a finish,

Let me suggest that the metatheory of
personality theories that I have proposed
(Maddi, 1969/1996) could accelerate the
needed integration of the five proposed
principles. The metatheory indicates that,
regardless of their specific content, theories
of personality include core, developmental,
peripheral, and data statements, Af the
core level, assumptions are made about
specific, unlearned characteristics all peo-
ple bring into life that express the overall
purpose of human living, Whether or not
particular personality theories explicitly
express it, the core level is considered rel-
evant to meeting evolutionary pressures.
Like core statements in other areas {in so-
cial, biological, and physical sciences),
those in personality are never, and proba-
bly never can be, tested in any direct, em-
pirical fashion. The main utility of core
statements is that they help tie together the
other, more concrete statements that are
also part of the theory.

The developmental statement is where
personality thecries conceptualize the early
interactions between a person and signifi-
cant others that have a formative influence
on learned aspects of personality. The
young person acts initially out of the core
tendency, and those around him or her react
suppoitively or punitively. Supportive re-

actions facilitate full expression of the core
in the person’s functioning, whereas puni-
tive reactions stifle and twist expression of
the core. In their relevant discussion of
“characteristic adaptations” {pp. 208-209),
McAdams and Pals (2006) did not go this
far, though personality theories do.

The end result of this learning process
is depicied in the peripheral statement of a
personality theory. This concerns the habit-
ual, learned modes of functioning, such as
motives, traits, or defenses, that are readily
apparent in the person as he or she becomes
an adult. Perhaps this is what McAdams
and Pals (2006) called the “dispositional
signature” (p. 207), but it would be helpful
to be more precise. In this regard, person-
ality theories typically specify personality
types, which are telltale combinations of
motives, traits, and defenses. One person-
ality type is identified as the fullest expres-
sion of the core tendency, whereas the oth-
ers are more limited, more twisted, or less
fulfilling expressions.

The data statement of personality the-
ories involves the concrete, everyday ex-
pressions in living {(e.g., actions, reactions,
descriptions of self and of living) of the
peripheral characteristics contained in the
personality types. This is something like
what McAdams and Pals (2006) called
“life narratives” (p. 209), but they made the
useful addition of the role of culture. Al-
though personality theories have not tended
to do this explicitly, it is reasonable io
regard one’s sense of who one is and what
life is all about as one of the options pre-
sented by one’s culture. Once again, per-
sonality theories would regard the life ex-
pressions of the ideal personality type as
far more {ulfilling and evolutionarily valu-
able than those characteristic of nonideal
personality types.

Hopefully, working with the meta-
theory of personality theories [ have iden-
tified (Maddi, 1969/1996) will tie together
the categories of functioning identified by
McAdams and Pals (2006). Rather than
just identifying the existence of “character-
istic adaptations,” it is more precise to con-
ceptualize how the particular interaction—
between the youngster acting out of
unlearned (core) characteristics and the sig-
nificant others reacting out of cultural exi-
gencies and their own developed personal-
ities—can lead to a specific personality
type that fulfills or stifies the core ten-
dency.

This conceptual precision also facili-
tates empirical evaluation of personality
theories by permitting hypotheses to be de-
duced from the integrated assumptions of
each theory and tested. For example,
Freud's (1925a, 1925b) theory specifies
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that the core tendency is to maximize ex-
pression of our inherently selfish and anti-
social sexual instinct while simultaneously
minimizing the frustrating punishment and
guilt that will result if we and others know
about our selfish natures. Ideal develop-
ment is when parents balance their support
and love of the child with control of his or
her selfishness. This leads to the ideal, or
genital, character type, in which there is
much expression of selfish needs but in a
manner (through socially acceptable forms
of selfishness, and personal defenses) that
appears admirable to self and others. But in
development, if parents are either too pu-
nitive or tco indulgent, one or another of
the nonideal personality types (oral, anal,
phallic) occurs, and this stifies expression
of selfish, sexual urges, or leads to massive
guilt, or both. Needless to say, the “char-
acteristic adaptations™ and “life narratives”
attendant on the ideal and nonideal person-
ality types will differ sharply.

As another example, Rogers (1961)
specified the actualizing of inherent po-
tentialities as the core tendency. Devel-
opmentally, as long as significant others
support and accept the person’s expres-
stons of his or her core, there is continual
openness, defenselessness, and fulfifl-
ment, What is learned from this is the
ideal personality, called the fully func-
tioning persen. In contrast, if others react
punitively, conditions of worth and de-
fenses ensue, and the nonideal, learned
personality type of maladjustment en-
sues. Once again, the “characteristic ad-
aptations” and “life narratives” of these
two types will differ greatly.

The value of taking the metatheory
of personality theories seriously is that it
results not only in conceptual clarity but
facilitation of empirical testing as well.
Within any theory of personality, one can
test whether the measurable traits, mo-
tives, and defenses fit together as would
be expected in the conceptualized per-
sonality types, and whether the proposed
ideal type leads to a better life than do the
nonideal types. This is probably as close
to actually testing the evolutionary impli-
cations of the theory as one will ever get,
as the ideal type best expresses the core
tendency, and one can see what kind of
life this leads to in comparison with that
produced by the nonideal types. This
level of theoretical specificity also facil-
itates empirical comparison of the vari-
ous personality theories in terms of the
relative effectiveness and ineffectiveness
of living that ensue from their ideal and
nonideal personality types, respectively.
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Problems With McAdams and
Pals’s (2006) Proposal of a
Framework for an Integrative
Theory of Personality

Seymour Epstein
University of Massachusetts at Amherst

I begin with a critique of McAdams and
Pals’s {(April 2006) five principles for a
framework for an integrative theory of per-
sonality. I next comment on their state-
ments about the person-situation debate
and the failure of personality psychologists
to produce an integrative theory.

A Critique of McAdams and Pals’s
{2006) Five Principles

The importance of evolution. McAd-
ams & Pals’s (2006, p. 205) statement that
“Most of the grand theories are faith-based
systems whose first principles are untested
and unfestable” is inaccurate. The most
fundamental first principle of all, the hedo-
nic principle, was incorporated in one form
or another (e.g., the “pleasure principle” of
Freud) in almost all personality theories
and is supported by extensive research with
both humans and nonbuman animals. Its
evolutionary significance is self-evident.
Three other fundamental principles pro-
posed by grand theories are the need to
maintain a stable and coherent conceptual
system (e.g., Lecky; Pavlov; Rogers;
Snygg & Combs), the need for relatedness
(e.c., Bowlby; Kohut; Sullivan), and the

need to maintain and enhance self-esteem
(e.g., Allport; Rogers; Kohut). All are sup-
ported by research, and the first two of
these have clear evolutionary significance.
Another important omission with important
evolutionary significance is the develop-
ment of human speech, which has obvious
implications for consciousness and there-
fore for the unconscious.

The Big Five traits as the fundamental
large-unit constructs in an integrative the-
ory of personality. As no more than de-
scriptive atiributes, the Big Five are unable
to account for the dynamic operation and
interactions of personality systerns. Rather
than explaining behavior, they themselves
require explaining. Second, as stable dis-
positions, traits are unsuitable for examin-
ing intra-individual vaation over situa-
tions and occasions, which is essential for
capturing the organization and operation of
individual persomnalities. As I previously
discussed and * demonstrated (Epstein,
1979a, 19796, 1983), a full analysis of per-
sonality data requires an integrated idio-
graphic-nomothetic design. Motivational,
emotional, and cognitive, but not trait, vari-
ables are well suited for such a design.
Third, the Big Five medel fails to take into
account unconscicus cognitions and mo-
tves despite widespread agreement that
most information processing oceurs outside
of awareness,

Characteristic adaptations as the
smaller-unit constructs. In the absence of
any specification of the metives, cogni-
tions, and situational variables that the
smaller units comprise, this recommenda-
tion is obviously not very informative. Sur-
prsingly, McAdams and Pals (2006) did
not mention Henry Murray, although he
provided a Hst of just such variables. A lack
of coherence in McAdams and Pals’s
framework is indicated by the fact that their
large units, unlike their smaller units, are
unnecessarily restricted to descriptive at-
tributes because they do not include, for
example, the basic needs of the grand the-
ories.

Narrative constructions as among the
inost fundamental constructs in an integra-
tive personality theory. The importance of
narrative constructions does not necessatily
qualify them to be one of the most funda-
mental principles. No justification is pro-
vided for why narrative constructions are
more fundamental than alternative possibil-
ities such as automatic learning from expe-
rience; associative, imagistic, and creative
thinking; and nonanalytical intuitive, reli-
gious, and superstitions beliefs. An overall
system that encompasses all of these in
addition to narrative constructions would
obviously be more fundamental than any
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Smith, G.J'W. (1999). Trait and process in personality theory: defined within two contemporary research traditions. Scandinauvian Journal
of Psvchology, 40, 269-276.

The concepts of trait and process are examined within the contexts of two types of personality theory: mechanistic (for trait) and holistic
(for process}. Although the typical instruments employed to map out traits (self-report questionnaires) are easy to handle and produce fairly
robust results, trait models often lack an explicit theoretical background and can not, therefore, serve but a limited descriptive purpose.
Process research utilizes qualitative methods, often projective tests, but lately also laboratory instruments the results of which can be easily
quantified. The advantage of a process approach is its obvicus reference to a broad front-line of theorizing, including fields of
developmental and dynamic psychology, making process more than a merely descriptive concept. In order to take care of the relative
stability ever time of certain personality characteristics the concept of structure is introduced as an intrinsic aspect of process, i.e., process

with a slow rate of change.
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INTRODUCTION

In a previous paper Westerlundh and Smith (1992} assigned
current personality theories to two main classes, mechanis-
tic and holistic. As will be evident from the following
descriptions of these classes, trait and process represent
antagonistic key concepts, each in its own type of theory.*

Mechanistic theories

These are basically atomistic, treating personality as an
aggregate of traits, skills or dispositions, more or less
reified, with little regard for their mutual interrelations.
Interest is mainly focused on durable characteristics,
change preferably described in terms of quantities making
questionnaires the favored diagnostic instruments.

Holistic theories

These are basically field oriented, treating personality as a
systemn of interrelated functions or structures, the latter not
understood as reified entities but rather comprehended in a
historical {process) perspective. Since change is often de-
scribed in qualitative terms, at least in the initial stages of
an investigation, the preferred diagnostic tools are inter-
views and projective tests.

The mechanistic theories reach back to classical associa-
tion psychology and its inheritor, the Watsonian behav-
iorism, but are in evidence also in presentday cognitive
psychology and among psychometricians intent on measur-
ing variables rather than persons (cf. Magnusson &
Torestad, 1993). The holistic theories are rooted in William
Stern’s personalism, Kurt Goldstein’s and Andras Angyal’s

* The arguments developed in the present paper reflect, in a very
general way, a long tradition in personality psychology, repre-
sented by such names as Lewin (1935}, Stern (1938), and Danziger
(1990).

holism, in developmental psychology as expounded by Erik
H. Erikson, and in the psychodynamic tradition generally,
but not without glaring exceptions, e.g., in the use of
concepts like defense mechanisms, a remnant of 19th cen-
tury mechanistic biology.

As personality models, these two groups of theories have
their obvious advantages and disadvantages, the mechanis-
tic models being more safe psychometrically but at the
same time more artificial, the holistic ones more apt to give
a life-like representation of its object but also more vulner-
able to subjective distortions. These differences will here be
scrutinized through the lenses of their key concepts: trait
and process.

TRAIT

A still applicable definition of trait can be taken from the
classical textbook by Krech and Crutchfield (1958): “A
trait is an enduring characteristic of the individual which is
manifested in a consistent way of behaving in a wide
variety of situations” (p. 610). As a matter of fact trait is
built on the attributes used by all of us when characterizing
our fellow-beings as kind, emergetic, orderly, aggressive,
spiteful, etc. This explains why trait seems appealing to
many personality psychologists and why it has a long
history, as once elucidated by Gordon Allport (1937).
The popularity of trait models manifested itself long ago
in a series of typologies and dimensional systems. One of
the first dimensional systems was created by the Swedish
psychiatrist Henrik Sjébring (1973), although the syntethiz-
ing account of his scattered publications was delayed untii
long after his death, More well-known typologists were
Kretschmer (1921) and Sheldon (Sheldon & Stevens, 1942).
Sjobring based his 4-dimensional model {capacity, validity,
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stability, solidity) on a theory where experience of striving
and its distance to the goal were crucial ingredients. Unfor-
tunately, the model was also closely tied to hypothetical,
neurophysiological assumptions which few researchers took
seriously at that time but which are now the focus of
renewed interest (see Cloninger et al., 1993). Kretschmer
and Sheldon associated their typologies with body build.
But that association was not statistically convincing.

With standardized questionnaires and factor-analytic
programs new models replaced the typologies. But the
rapid development of advanced mathematical methods was
not matched by an analogous development of the psycho-
logical instruments. Most personality questionnaires were
still of the self-report variety. This presupposes a fairly
honest and systematic reporting. To be true, the best instru-
ments have built-in check points to reveal, e.g., systematic
idealization of the self. But even a supposedly honest
self-reporting must function poorly in people with a
severely disturbed self-image.

An important pioneer in this kind of research was R. B.
Catell {e.g., 1946). He started his endeavours with a system-
atic elimination of superflous descriptive adjectives; all syn-
onyms were, for instance, removed. The ensuing results
were 12 primary factors. On top of that further statistical
work resulted in additional secondary factors. The final
model was a complicated hierarchical web of denominated
dimensions. It seems as if the system became too elaborated
to be practically useful.

The story of factor models and associated questionnaires
is a long and tedious one and will not be told now. The
concluding vignette ought to be the Big Five model. Even
here the publications are plentiful. A paper by Ostendorf
and Angleitner (1992) seems, however, to give an overview
of this trait taxonomy which can be regarded as occupying
an intermediate position between Eysenck’s three-factor
PEN model (Eysenck & Eysenck, 1969) and the complex
multifactorial systems of Catell (1946) and Guilford (Guil-
ford et al, 1976). An alternative could be the 7-factor
model proposed by Cloninger et al., (1993) which has the
advantage of differentiating between temperament and
character. For the limited purpose of the present paper,
however, the reference to the big-five model will suffice.

The five big factors have the following designations: (1)
Surgency or extraversion, (2) Agreeableness, {3) Conscien-
tiousness, (4) Emotional stability or, at the other end,
neuroticism, (5) Culture, intellect, or openness to experi-
ence. The factoring was based on peer ratings (n = 383) and
self-ratings (z = 401). It has been replicated across different
languages, adjective samples, groups of raters, rating for-
mats, and statistical procedures. Comparisons with other
questionnaires did not unequivocally support the Big Five
as a basic dimensional skeleton. Factors 1 and 4 proved to
be more robust than the others.

The purpose of the cited study (Ostendorf & Angleitner,
1992) was to compare the Big Five with a comprehensive
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selection of questionnaire items, in this case 576. Even if the
comparisons gave tolerably acceptable results, there still
remains a doubt whether any personality questionnaire in
use really reflects the personality variation we encounter in
everyday life. In addition, the neuroticism dimension be-
trays an inclination to mix pathological items with normal
ones, apparently for practical-clinical purposes. 5jobring
(1973), who wanted to create a dimensional system applica-
ble to normal people, would have objected vigorously to
such a mix, in the same way as he criticized Kretschmer for
merging his normal cyclothymic/schizothymic types, on the
one hand, and the manic-depressive/schizophrenic diseases,
on the other,

FURTHER CRITICAL SCRUTINY OF THE TRAIT
CONCEPT

Ostendorf and Angleitner (1992) do not seem wholly con-
vinced that the Big Five model represents the apex of
personality theorizing. The present author is tempted to
share their doubts. There are at least reasons to be dubious.
The Big Five model has been criticized by Block (1995),
among others, After reviewing the field, he arrives at the
conclusion that there are serious uncertainties in regard to
the claimed 3-factor structure and the basic meaning of the
factors.

Traits are supposed to be stable, at least in adult age,
change due to psychiatric or senile pathology being ex-
cepted. Apparently, childhood and adolescence did not
really concern most constructors of personality factor mod-
els, at least not up to the present time. Thus, they felt no
urge to examine the robustness of their test instruments in
these age groups, ignoring the developmental perspective. A
change seems, however, to be under way, as reflected in the
work by Magnusson (1988) and Caspi and Bem (1990)
among others, and later in the critical appraisal by Mag-
nusson and Tdrestad (1993). It also ought to be added that
the stability of traits has paved the way for their use in,
e.g., studies in heritability.

While the older typologies in spite of all were drawn up
against a theoretical background, however dim, construc-
tors of factor models appear too often to have rencunced
explicit claims to theoretical cognizance. Users are often
invited to accept a factorial construction like the Big Five
as a fact: personality is simply a five-dimensional space.
Without the support of a clear theoretical model trait is
easily reduced to a purely descriptive concept. As a result,
explanatory attempts become circular: trait a is used to
define factor A, factor A is invoked to explain a. The
alternative use of hypothetical trait constructs has been
criticized by Higgins (1997) who says of these construcis
that they “often suffer from an intrinsic theoretical fuzzi-
ness that blurs the distinction between reasons and causes
in the explanation of social behavior” (p. 111}, a fuzziness,
to be true, not reserved for trait constructs but looming
over many psychological constructs.
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The advantages of factorial models is that traits can be
included in a more comprehensive context and, in that way,
become more understandable. The information carried by a
specific trait is necessarily limited. But if viewed against the
more complete information contained in its higher-level
factor, it should be possible to broaden and diversify the
hypotheses and interpretations associated with that trait.
But the primary factors still remain in twilight.

It may be rejoined that personality needs concepts like
trait to account for the well known stability of individual
characteristics. True enough, we cannot and should not
avoid concepts representing long-range perspectives on per-
sonality, Later in this text we will, however, substitute
structure for trait. One advantage would be that, unlike
trait, structure is not regarded as a fait accomplit incompat-
ible with the concept of process.

It would also be proper to say that, by associating trait
psychology with factor-analytic models like the Big Five we
have not been quite fair. There are alternatives with more
fuzzy edges. Current research is thoroughly reviewed in
Hogan et al. (1997). Researchers are no longer entirely out
of sympathy with a combination of trait and process per-
spectives. The theoretical fragility of the trait model can be
openly admitied, as we have seen already. At the same
time, this development toward growing self-criticism also
implies less distinctness. A promising alternative to the
classical trait model in contemporary trait research could
be the focusing on persons instead of variables advocated
by Magnusson and Térestad (1993) in an attempt to favor

a holistic approach to personality, the vartable-oriented

approach representing a static view.

PROCESS

Rosenbaum and Dyckman (1995) recently declared that the
self is not an object but a process. The present author and
his colleagues for many years would agree whole-heartedly,
though not without further elaboration (e.g., Kragh &
Smith, 1970; Brown, 1991; Hanlon, 1991; Smith, 1999, etc).
But process is still an unusual word in personality
psychology.

In the following, so called perceptgenstic or microgenetic
processes will command most of our attention. Still, we
would like to give process a broader definition. Evolution
excepted, process may be defined on a least three levels: {a)
ontogenesis, {b) adaptation, (c) percept- or microgenesis.

Ontogenesis

This is the uppermost level to which the subordinate pro-
cess levels have to refer, in one way or ancther. The
steering principles discernible on this level have been de-
scribed by many students of development, but in a funda-
mental way aiready long ago by Heinz Werner (1948,
1957). According to him an obvious parallelism can be
made out between the gradually increasing mastery of
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reality, in the ontogenetic perspective as well as in the
micro-perspective described later. Early stages in both cases
were considered to be more primitive than later ones,
characterized in particular by a fusion between fecling and
perception, so-called physiognomic perception. Later stages
would thus be distinguished by increasing differentiation,
articulation, and integration. Outgoing from this division
between early and late in development the important con-
cept of regression, to give just one example, could be
operationally defined, i.e., as a relapse into earlier, or more
primitive, modes of functioning.

When we invoke a historical perspective on the individ-
ual it seems like a matter of course. Without considering
ontogenesis it is impossible to nnderstand why the individ-
ual reacts in a certain way to a situation, oftem very
different from the way other individuals react. To express it
in very general terms, her reaction is not solely determined
by situational factors but also by personal ones. This does
not mean that we take a definite position in the heredity/en-
vironment controversy. It only means that the individual
carries along her past experiences and reactions and is
unable to conjure away that history, however much in-
clined she is to forgetfulness, Not even the small child
within us is totally devoured by our adult person.

Adaptation

The term may convey the notion of a passively docile
reaction to whatever happens in the world around the
subject. Coping could perhaps be a more active alternative.
But because of its obvious behavioristic connotations
{Lazarus & Folkman, 1984) we still prefer adaptation. As
will become evident from examples presented below the
term as used here refers to processes defined by behavioral
as well as experiential serials, i.e., chains of observed behav-
ioral reactions to a situation or of reported, serialized
impressions of it. What distinguishes adaptation from the
micro-processes described in the next section is their exten-
sion in macro-time. To be true, the study of adaptation
requires a systematic dividing up of the process in observ-
able parcels. But the whole course of events is, so to say,
above-board, apprehensible to the acting subject.

Adaptive serials are delimited by the very first reactions
to a new situation until, after repeated attempts, the subject
has attained relative mastery of the problem confronting
him. Relative mastery does not imply complete mastery but
is defined by the cessasion of systematic developmental
change. The classical approach to a sequence of measure-
ments emanating from an adaptive serial would be to
calculate their mean value and standard deviation and thus
obscure the very process characteristics that the experiment
was designed to analyze. Alternative process statistics are
required to do the study of adaptive serials full justice.

A behavioral serial can be produced by forcing a subject
to perform a simple task via a mitror instead of in direct
vision. Let him, for instance, draw diagonals in squares.
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When he has leamed how to do so his line of vision is
blocked by a-screen. In order to proceed he must look at
his hand in a mirror. Time taken to draw a certain number
of diagonals is scored from the very beginning until, over a
series of measurements frequent enough to make the adap-
tive course discernible, the time decrease has leveled out,
often terminating in unsystematic variation. The time in-
crease from working in direct vision to working via the
mirror, varies considerably between subjects but is not the
primary focus of interest in the study of process. Instead,
the researcher should ask how, given the initial impedi-
ments, the subject successively improves his drawing, per-
haps quickly or more gradually, perhaps smoothly or with
many relapses, noted as sudden time increments, etc.

This way of utilizing a task originally constructed to
measure particular skills was tried with the so-called Stroop
test where the subject is confronted with color-words
printed in incongruent colors (the word red in blue print,
etc.,) and asked to name the color, not read the word
(Smith & Klein, 1953). The adaptive style manifested over
5 x 100 word/color combinations was originally interpreted
as reflecting cognitive control mechanisms and allowed
successful predictions of behavior in a variety of problem
situations. Subsequently, the serial color-word test (S-
CWT) was used as a potent personality test (Smith ef al.,
1999), consistently focusing the serial style, not the perfor-
mance level. The type of adaptive curve can be described
statistically and has proved to correlate with a great num-
ber of personality criteria, particularly in the area of psy-
chopathology. Thus, the adaptive style cannot be regarded
as a transient attribute but as a reflection of a more or less
permanent structural quality (see about structure below).

An example of a process defined by subjective reports
could be taken from experiments with visual afterimages
(Al), in the present example Als produced by the fixation
of a red, schematic face and subsequently projected at a
distance longer than the fixation distance (see Smith, 1999).
Studies of children demonstrated very clearly that Als
change with cognitive maturation. In cognitively egocentric
children the Al is likely to be regarded as an object, on a
par with the projection screen. Consequently, it does not
change in size relative to the projection screen but remains
approximately size-constant when the screen is moved away
from the viewer. It is also likely to keep the reddish hue of

the stimulus. A cognitively mature individual, in contrast, .

regards the Al as a subjective product, different from the
world of objects.

Most subjects, even adult ones, have an unclear concep-
tion of the nature of Als when first confronted with them.
A series of repeated Al productions are thus likely to
represent an adaptive process. And in this process experien-
tial states may be represented in various ways. Anxiety thus
manifests itself in unduly large and dark images. If they
appear early but disappear later in the process the anxiety
is probably latent. Manifest states of anxiety correspond to
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dark and/or large Als persisting umtil the end of the
process, Moreover, knowing the character of childish im-
ages we can easily spot regressions in the process, ¢€.g., in
patients with florid symptoms of schizophrenia (Smith et
al., 1972).

Of particular interest is that the specific quality of an
Al-process is not evanescent but can be reproduced. If an
acoustic signal is sounded after the process has run about
half its course (7 Al productions) the process starts from
the beginning again, slightly abbreviated but with a similar
course as regards its distinctive features (Smith et al., 1971).
If, for instance, the original process was characterized by
initially large Als which abruptly changed into considerably
smaller ones, the repeat process reiterates this development.

Microprocesses (microgeneseses [perceptgeneses)

To express it summarily, a microprocess implies actualiza-
tion of reality within the present moment. Most of this
course of events unfolds beyond awareness. Since mi-
croprocesses cannot be directly observed they have to be
reconstructed for scientific purposes by means of artificial
prolongation. Generally, this entails piececmeal presentation
of the stimulus, at first briefly or with faint illamination,
thereafter with systematic increase of exposure times or
illumination. A series of reports, starting just below the
threshold value and continuing up to correct recognition
(the C-phase) is supposed to represent a perceptgenesis
(microgenesis). The number of steps defining this genesis
depends on the upper and lower threshold levels and on the
distance (quotient) between the steps.

The following excerpts from a perceptgemesis are part of a
research project dealing with cating disturbances. The stimulus
picture, a collage of Picasso figures, included a man and & woman
plus a child balancing on one leg in front of them. The tachisto-
scopic presentations started with a 14 ms exposure value and
continued with double presentations at each exposure step, the
time increment from one step to the next being constant (the
square root of 2). In the example given the Jetter a denotes the first
presentation at an exposure step, the letter b the second presenta-
tion, 4b, for example, representing the second presentation at the
28 ms level.

The subject’s reports

4h. The centours of a cruel hand.
5a. A picture of people, very vague, three of them.

8a. Don't know if I'm right. But doesn’t the man sit in a
wheel-chair. A lady behind him. The (third) person in bathing-
trunks still there.

8h. The man in the wheel-chair seems to be jealous of him in
bathing-trunks who can walk. Looks sad.

9b. Difficult to see, all the time. I don’t know what the lady
really feels or what she locks like. The person caught in a wheel-
chair looks dejected and sad.

11a. The same. {Age?) The man in the wheel-chair and the lady
a little, older, around 40. The person jumping around seems young,
has just started his life. An obvious contrast between him and the
wheel-chair man.



Scand J Psychel 40 (1959)

Trait and process 273

1%a. Same picture. The young man showing off to make the
others happy. Gloomy picture.

13a. Looks different, but T don’t know what I saw. The lady
was different, scemed serious, The man also changed, but I don’t
know how. _

13b. Now the lady is blurred again, but the man and the boy
distinct.

16a. No contact between them. The boy tries desperately to get
into contact with the father. But be looks away, the mother teo,
they just don’t care. {(Does he try to contact the mother?) Yes, but
1 think she’s farther away, as if she only cared about the wheel-
chair. (What about the relation between the man and the woman?}
A little frosty, she seizes the chair, not him. They don’t lock at
each other.

18a. The lady was a little lower down. Keeps a firm hold of the
chair. Don’t know if she is happy or sad. (What do you feel about
the picture?). It reminds me of home, I recognize myself in the boy
who always wants to make everybody happy.

The example is meant to illustrate, among other things, how a
particular pathology marks a perceptgenesis, more generally in the
beginning, more specificaliy in the end. Other perceptgeneses may
be either more dramatic or more smoothed out. Some additional
features in the present perceptgenesis should perhaps be pointed
out. The beginning (4b) is relatively vague in outline but emotion-
ally charged (“cruel”). The initial interpretation is quickly elimi-
nated, to be replaced by three human beings (5a). This basic
clarification is successively gualified throughout the rest of the
series {cumulation of the motif). But the steady progress toward a
definite opinion of the stimulus picture (the C-phase) is broken
several times, making the perceptgenesis discontinuous. At 9b the
subject appears to have perceptual difficulties. In numerous previ-
ous investigations such reports have indicated mounting anxiety.
At 13a a new meaning emerges, again followed by something like
emotional confusion. After a few more steps the series approaches
the actual situation of the subject, as reflected in the stimulus
picture. Since she is anorectic it may also be interesting to note that
on at least three occasions (%b, 13a, 18a) she delivers answers
indicating alexithymia, i.e., inability to know what “the lady really
feels™.

As poinied out by Draguns (1984) and Cegalis (1991)
appearances of perceptgeneses are favored by impover-
ished, novel, or ambiguous stimuli. Repeated confronta-
tions with the same stimulus lead to automatization or
habituation, i.e., abbreviation of the sequence until near-
immediate emergence of a (correct) C-phase.

Since perceptgeneses are not singular events but are
cyclical, ie., repeated in rapid succession, the perceptge-
neses following the first confrontation with a new situation
are likely to be automatized, if the original situation does
not change appreciably. Still, automatization does not im-
ply that a perceptgenesis disappears completely. We assume
that it can still be recomstructed, but in an abortive form
uscless for diagnostic purposes.

The technique of reconstructing ruicrogeneses by means
of protraction has, in spite of successful applications in
various fields of personality and clinical psychology, certain
shortcomings. These have been discussed in detail elsewhere
(Kragh & Smith, 1970; Smith, 1999; an interesting discus-
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sion on the applied side of percepigenesis recently appeared
in the present journal: Zuber & Ekehammar, 1997; Kragh,
1998). Here 1 would like particularly to focus the con-
straints imherent in the very technique of reconstruction
where the cognitive/emotional frame of reference defining
the present actuality decides what will be allowed to be
brought into conscious focus. Among the most important
constraints are defences, a topic dealt with in detail in a
receni publication (Hentschel et al, 1993) bug also in a
summing-up of perceptgenetic research in Lund (Smith,
1999). Another constraint is the inability to housc and
comprehend material reflecting primitive attitudes and ways
of thinking associated above all with garly stages in the
genesis.

We have previously mentioned Heinz Werner's (1957)
assumption that microprocesses mirror ontogenesis, but in
a very general way implying that what is early and primi-
tive in ontogenesis is similarly primitive in early microgene-
sis. For Kragh (e.g., 1986), but not for Werner, the
parallelism between perceptgenesis and ontogenesis also
applies to individual cases, €., early frustration in life
leaving marks in early perceptgenetic stages. This daring
hypothesis is difficult to prove beyond doubt. Instead
Brown (1991) pins his faith on a parallelism between micro-
genesis and evolution. This agrees with his neurological
model where microprocesses originate in the evolutionarily
old parts of the CNS and proceed to the visual cortex as
their endstation. All in all, microprocesses, like ontogenesis
and adaptive processes, continue from less to more ariicula-
tion, from the global to the particular, from the more
subjective/person-dependent  to the more objective/
autonomaous.

Brown’s (1999) view of microprocesses may complete the
above formulations. According to him, the process goes
from many to one if we regard it as a transition from the
potential for many meanings {in early process stages) to the
actuality of one definite meaning (in the last stage). But
carly stages are not seen as mere aggregates but as wholes
with many embedded possibilities. In both perspectives the
roots of the end-product, the object, are subjective. And
subjectivity or emotional coloring throughout the microge-
nesis is necessary for the end-product to become virtual.

The reader may have gained the impression, through our
interest in perceptgenesis, that we have lost sight of person-
ality in favor of perception. True, the early students of
Aktualgenese (microgenesis in the German version} did
indeed focus perception, not personality (see Draguns,
1984). But our interest in adaptation as well as perceptgen-
esis rests on the conviction that these processes reflect what
is individually typical of the subject, of how he creates his
reality by way of personal experiences. If persomality is
defined as the organizing center of the individual’s adaptive
endeavours, and not as a partial perspective besides other
ones, e.g., cognitive, the developmenial approach as exem-
plified above is highly relevant for personality theory and
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rescarch. By employing suitable stimulus pictures—a family
scene being suitable for an anorectic person—it is possible

to construct potent diagnostic tools as revealed in a long .

series of experiments by a host of authors (for examples, see
Smith, 1999).:

STRUCTURE

By thus mapping out adaptive style, ways of managing
anxiety, preference for various defensive strategies, inclina-
tion to getting stuck in stereotypies, etc., do we not, via a
circuitous route, return to the trait concept! We have indeed
pointed out that processes are individually recognizable, i.e.,
constricted by more or less permanent molds. We prefer to
call them structures. It could be argued with seemingly good
reason that structure and process are incommensurable
concepts, like measuring the “position” and “momentum”
of a particle according to Heisenberg's uncertainty principle
(see Machenzie, 1997). This way of reasoning seems more
applicable to the trait concept, however. If you define trait,
process would be irrelevant, if you observe process, trait
seems no longer necessary.

One important differente between trait and structure is
that the latter, not the former, can easily be, and often is,
defined as slow rate of change (Rapaport, 1967). Structures
are even “classifiable according to their rate of change and
these rates of change will form a transition between pro-
cesses and structures” (ibid., p. 787). Structure defines itself
in that way as the product of process, of adaptation, of
ontogeny —often reaching far back in life. While trait
psychologists make an effort to find periods in life where
traits change as minimally as possible, structure psycholo-
gists accept structures with different degrees of permanence,
e.g., less stable in childbood and youth than in adult life.

Structures thus serve as constraints for processes: the
stronger the structure the more inflexible the process. While
processes form structure they are, at the same time, sub-
jected to them. By experimentally analyzing structures, of
mote or less permanence, the psychologist will be able, not
only to diagnose an individual but to predict his future
behavior.

CRITICAL SCRUTINY OF THE PROCESS
CONCEPT

One disadvantage inherent in the concept of process is that
it distances us from the ordinary way of describing our
fellow human beings, and also from the easily comprehensi-
ble typologies and dimensional systems. In important nov-
els, however, people are not described merely by
enumeration of labels but by attempts to follow how they
master (or fail to master) problematic encounters, often
with analogous encounters in early life as a sounding-board.

At the same time, we distance ourselves from the notion
that personality can be understood as a bundle of traits and
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regard, instead, personality as the center of a system of
interrelated processes. This makes it possible to link the
characteristics of the present individual with its past. Refer-
ence to the past implies reference to previous experiences,
not to be confounded with previous environmental factors.
If the explanations are rooted in life history, or in the
adaptive or microprocesses reflecting that history, periph-
eral constraints, on their part, clarify why certain potential-
ities are actualized but not others.

This creates a meaningful frame for personality theories
where process, with strugture as its natural derivative, is
exploited as an explanatory and predictive concept, not just
a descriptive one. Process, then, represents the dynamics of
the personality model (the ongoing renewal of the individ-
ual), structure its relative stability. Such a model also
inciudes the ongoing habituation (automatization) responsi-
ble for binding processes in more and more fixed trajecto-
ries. A recognizable personality profile is thus created. But
even such relatively fixed process patterns have a history
and may be open to change.

COMPARISON OF METHODS

Questionnaires seem to be the instruments par preference
for trait models. It was argued in the beginning of this
paper, as a reflection of the geperal opinion among psycho-
metricians, that such methods are more reliable than the
ones associated with process methods. But there is a snag
hidden in this reasoning. To be true, questionnaires produce
data in semi-quantified form while those who employ pro-
jective/experimental methods may have to do their own
quantification. But why is it considered safer to leave the
quantification to the test person—while a trained user of
the Rorschach or microprocess methods can produce highly
reliable estimates of test reports.

Application of self-report questionnaires is usually re-
stricted to adult people, preferably rather normal ones who
are less inclined to distort their answers. As far as children
are concerned, projective methods are the natural choice.
According to our experience (e.g., Smith & Carlsson, 1990)
even adolescents are unreliable self informants because of
their heavy dependence on group preferences and limited
ability to view themselves as autonemous subjects. Process
methods, on the other hand, are much less vulnerable to
such infiuences and can be applied down to a very early age
(about four yeats). But they are generally more expensive
and necessitate the use of a laboratory.

How do, then, results from trait and process methods
compare. Very few data are available. One aftempt was
made by Smith and Faldt (1999) who wanted to compare
creativity measured by 2 self-report questionnaire, on one
hand, and the perceptgenetic Creative Functioning Test
(CFT), on the other {Smith & Carlssomn, 1990). As expected,
intercorrelations were not impressive. But it could be
shown, among other things, that high-creatives, according

|
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to the CFT, preferred the creative questionnaire items both
when describing their ideal self and its opposite, leaving
many of the low-creative items unused, as if they were
generally less appetizing than the high-creative items. It was
obviously not impossible to construct a creativity question-
naire which correlated significantly with its percepigenetic
counterpart, although not in a straight-forward way. There
were also indications that such a questionnaire would be
vulnerable to subjective preferences. .

Given such a questionnaire, why not use it, in spite of its
limited applicability. It is simple and inexpensive and can
be administered anywhere. The basic difference between the
two should not be ignored, however. The questionnaire was
based on generally adopted knowledge about how creative
people think and behave. But this knowledge formed a
mosaic of characteristics, not a coherent model. The results
merely imply a differential classification of subjects. The
Creative Functioning Test was constructed outgoing from
an explicit theory of creative functioning. Consequently, its
results have implications for a wider context than mere trait
labeling: they deal, for instance, with the degree of
availability of representations as seen in the perceptgenesis.

CONCLUSION

Of the two concepts, trait and process, discussed in the
present text, the former seems more down-to-earth, more
intelligible, at Jeast from an everyday point of view. Traits
are nothing but reified adjectives used as building stones in
many mechanistic personality models. This construction
was never meant to illuminate inner dynamics ot historical
antecedents, often even regarded as irrelevant for the study
of personality. The advantage of the trait approach is its
association with questionnaire methods which are generally
easy to handle. The results prove to be stable, at least in
normal adults.

Process turns out to be a more elusive concept, more
difficult to translate into commonplace terms. It aims at
illuminating inner (mental) connections, both within the
present space of time and with an eye to preceding life
experiences. A holistic view of personality serves as its
general background. While process is meant to explain
change, the twin concept of structure accounts for relative
stability.

Historically, process as used by clinicians, last but not
least psychoanalysts, was associated with qualitative meth-
ods like interviewing and projective testing. In the present
context process bas, above all, been elucidated by means of
laboratory methods. Experimental process reconstruction
relates to two process levels, one occurring in macro-time
(adaptation) and the other in micro-time {perceptgenesis),
the latter mostly beyond awareness. But the principles
ruling these processes are presumed to reflect analogous
principles defining ontogenesis.
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Trait dimensions have been related to external data like
EEG reactions, often with some success. But since trait
theory is often simplistic such connections seldom lead
beyond an assertion of a correlational fact. Process, on the
other hand, seems like a matural ingredient, not only in
psychodynamic theory but in a general biological theory as
well, concerned with short-term adaptation (coping) and
long-term growth. Trait purportedly belongs to an early
tradition still dominating many fields of psychology, pro-
cess to efforts to make psychology more ripe to take care of
live human beings.

The present author’s obvious preference for the process
perspective could be summarized as follows: (1) When
focusing personality as process intrapsychic events are par-
ticularly illuminated, events which are both individually

-typical and recurrent; (2) The distinctive nature of a process

is represented by its temporal characteristics as well as its
content and intrinsic meaning; (3) These cvents can be
studied in different time perspectives: macro- or ontoge-
netic, meso- or serial (adaptive), and microgenetic; (4) In
case these events are recurrent they are termed structures;
(5) Structures, in their turn, can be described as processes
with a slow rate of change.

Thanks are due to colleagues in my own psychology department
and in sister departments at Leiden University, Tor Vergata Uni-
versity in Rome, New York University, New York University
School of Medicine, The Pennsylvania State University, Yale Uni-
versity and many other places who have cared to discuss the
current topic with the present author.
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!
Classifying the Personality Theories
and Personalities of Adler, Freud, and
Jung with Introversion/Extraversion

Robert H. Dolliver

Catl Jung developed his concepts of introversion
and extraversion from his need to define the ways
in which Alfred Adler's theory differed from that of
Sigmund Freud (Evans, 1964; lung, 1963). Jung
believed that both theories had something to offer
to the understanding of behavior and that neither
could be disproved.

Two dimensions repeatedly appear in jung's
definitions of extraversion and introversion. Extra-
version is the turning of attention outward (‘‘cen-
trifugal,” like water flying off a spinning bicycle tire)
and focusing on the object (other peapie, the
environment}. Introversion is the turning of atten-
tion inward (‘‘centripetal,” like water draining from
a bathtub) and focusing on the subject (the person
doing the perceiving), on her or his thoughts and
feelings. Jung (cited in Shapiro & Alexander, 1975)
identified ‘. . . two different types of human men-
tality, one of which [the introvert] finds the deter-
mining agency pre-eminently in the subject, the
other [the extravert] in the object’” (pp. 22-23}.

Shapiro and Alexander (1975, p. 23) connect
Jung’s view of introversion and extraversion to the
old philosophical question whether perception is
more influenced by the knower (the subject) or that
which would be known (the object), i.e., whether
the perceiver creates or simply registers that which
is perceived. The first is the philosophical position
of idealism (connected to the introvert), while the
second is realism (connected to the extravert).
Wilson (1984/1988) noted that an American writer
(Thompson Jay Hudson} in the 1890s had published
a description that everyone had two minds, which
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he had called the “‘subjective”” and the ‘‘objective’’ mind. Wilson further
claimed (p. 93) it was Furneaux jordan who (also in the 1890s) invented
the notion of introverts and extraverts, which he had called ‘‘reflective”
and ‘active,” respectively.

Jung’s Classification of Adler’s and Freud’s Theories

Jung classified Adler as having an introvert theory of personality, and
Freud as having an extravert theory. Jung further indicated (G. Adler &
Jaffe, 1973a, pp. 301-302) that making those classifications was difficult
for these reasons: (a) the fact that within Jungian theory, both introversion
and extraversion are present in every person (with one usually being
developed in consciousness and the other relatively undeveloped in the
unconscious); (b) theories represent creative work for which a theorist
reaches into his or her undeveloped (inferior) side; and (c) it was difficult
to distinguish between considering the theorists as people versus classifying
their theories {(which was Jung's intent),

Adler's theory was characterized:

Here psychological phenomena . . . are conceived [of] as “‘arrangements,”
as the outcome of intentions and aims of a complex nature. . . . [Adler places
importance on the patient’s] dominating principles, his “’guiding fictions.”
. . . [For Adler, the determining factors in behavior are] the securing of the
individual’s power in the face of the hostile environmental influences. (Jung,
1913/1971b, pp. 508-509)

Jung {1913/1971b) characterized Freud's theory as:

strictly limited to empirical facts, and traces back complexes to their ante-
cedents and to more simple elements, It [psychoanalysis] regards psychological
life as consisting in large measure of reactions, and accords the greatest role
to sensation. . . . The previous history of the patient and the concrete in-
fluences of the environment . . . [are of the greatest importancel, (p. 508)

jung’s classification of Adler's and Freud's theories seemed to have
been particularly influenced by William James’s types of “tender-*’ and
*tough-minded’’ (Jung, 1913/1971b). Jung associated tender-minded with
Adler and introversion, and tough-minded with Freud and extraversion.
'I:'hose classifications appear in jung {1913/1971b) and will not be reviewed

ere.

In another overall comparison, Jung (1916/1956) commented that
Freud's theory espoused Eros and Adler's espoused the will to power. Jung
went on to note that, psychologically, Eros is the opposite of the will to
power: “Where love reigns, there is not will to power; and where the will
to power is paramount, love is lacking. The one is the shadow of the
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other” (p. 63). In a later comment, Jung (Black, 1977) contrasted the
meaning and applications of Adler's concept of the “inferiority complex’”
as opposed to Freud's conception of the “sex complex’: “You see, the
sex complex belongs to the hedonistic type of man who thinks in terms of
his pleasure and displeasure, while there is another class of man, chiefly
the man who has not arrived, who thinks in terms of power and defeat. . . .
(p. 257)

Jung (1921/19713) described a central contrast between Freud's and
Adler's theories: ‘“‘Freud’s is a psychology of instinct, Adlers an ego-
psychology. Instinct is an impersonal biological phenomenon. A psy-
chology founded on instinct must by its very nature neglect the ego since
the ego owes its existence to . . . individual differentiation . . . {p. 60).

Jung (1921/1971a) further described the theories of Freud and Adler
by focusing on unconscious contents and processes (with no corresponding
description being made of Freud’s and Adler's theories in terms of the
conscious contents and processes). First Jung described Freud’s theory in
relation to the “attitude of the unconscious” of the extravert: “. . . the
unconscious . . . concentrates the libido on the subjective factor, that is,
on all those needs and demands that are stifled or repressed by the con-
scious attitude” (pp.337-338). Next Jung described Adler in terms of “‘the
attitude of the unconscious” of the introvert:

it is now the unconscious that takes care of the relation to the object, and it
does so in a way that is calculated to bring the illusion of power and the
fantasy of superiority to utter ruin. The object assumes terrifying proportions
in spite of the conscious attempt to degrade it. (pp. 378-379)

Jung's cited comments regarding Adler and Freud came at various
times and had various bases. The reader will have to contend with the
question that occupied me at various times: Is Jung's view understandable
from some larger perspective, which this writer is apparently unable to
grasp? The next question is whether Jung offers that larger perspective.
Having been critical of the complex and varied perspectives Jung used in
classifying Freud’s and Adler’s theories, the next step is to propose simpler,
more straightforward perspectives for classifying those personality theories.

Reclassification of Adler’s, Freud’s and Jung's Theories

When we apply Jung's original general definitions of extraversion and
introversion to the people being depicted in the personality theories, two
major theory dimensions emerge: an extravert theory would place an
emphasis on social, interpersonal dimensions; an introvert theory would
empbhasize internal, fantasy processes.
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Soclal (Extravert) Aspects of the Three Theories. Within Freud’s
psychoanalysis, the concepts of “'superego,” “‘transference,” “identifica-
tion,” “‘sublimation,’” and the *'reality principle”” might appear to represent
social influences; however, the focus of those five concepts is on the
associated intemal rather than on the external processes. Glover (1956)
commented: . . . from a [Freudian] dynamic point of view, the so-called
real world is a collection of objects of instincts, a target for the impulses of
the individual . . .”* (p. 81). Maddi (1989) noted: “‘Thus, although Freud
talked a great deal about interpersonal relations, his theory rendered per-
sons other than oneself as surprisingly uninfluential except as stereotypic
objects of one’s instincts” (p. 66).

In contrast, Adler's term ‘social interest’’ represents an ideal of under-
standing, appreciating, and cooperating with other people, which indicates
a “"centripetal movement’”’ as Jung used the term. Salvatore (1991, p. 30),
in integrating Jungian and Adlerian dimensions, associated social interest
with extraversion. One of Adler’'s definitions of “‘social interest” sounds
remarkably close to empathy: ‘‘To see with the eyes of another, to hear
with the ears of another, to feel with the heart of another” (Adler, cited in
Monte, 1991, p. 378). Adler’s concept of ’birth order’ adds a reality-based
dimension of social influence from siblings. Ellenberger (1970) commented,
“, .. Adler's psychology is essentially a dynamics of interpersonal rela-
tionships’’ (p. 610). Adler emphasized that health meant being involved
with others so that the enhancement of an individual also benefits others.
Even Adler's theory of neurosis reveals extravert emphases: (a) ““Adler’s
safeguards protect the seif-esteem from threats by outside demands and
problems of life,”” (Ansbacher & Ansbacher, 1956, p. 265); (b) Adler
pioneered the view that neurotic symptoms are meant to have an effect on
other people; and (c) Adler observed how various factors such as emotion
function to give one person an interpersonal advantage.

In Jung's personality theory, there is a relative absence of socially
oriented concepts. Only in his conception of the persona (the mask,
presenting a pleasing appearance} and the shadow (aspects of the per-
sonality which are hidden from public view) contain a view of the influence
of other, contemporary people within Jung's theory. However, these
aspects of Jung’s theory are clearly of lesser importance than the collective
unconscious, archetypes, anima/animus and the principles of equivalence
::cd of entropy which have a clearly intrapsychic rather than interpersonal

us.

Thus, Freud’s apparently socially oriented dimensions are shown to
place greater empasis on the internal (e.g., fantasy) rather than on the
external orientation. Conversely, when Adler's self-protectiveness con-
ceptions are viewed closely, there is clearly a social emphasis (i.e., it is
other people that are being protected against). In addition, Adler’s concept
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of birth order and social interest are the only clearly social concepts from
the three theorists. Progoff {1956) recognized the extraverted implications
of Adler's ‘social feeling” but insisted on the introverted implications of
Adler's “‘feeling of inferiority’” conception. The presence of introversion
early in life (inferiority) moving to extraversion later in life (social feefing)
Progoff presented as paralleling Adler’s personality theory in which people
are able to move from a felt minus to a plus. '

Internal (Introvert) Aspects of the Three Theories. Carl jung ackrowl-
edged that when the introvert looks inward, she or he sees *’. . . a world of
images generally known as fantasies”” (Evans, 1964, p. 68). We will begin
with a consideration of the fantasy elements in Adler’s theory (in keeping
with Jung’s classification of Adler's theory as introverted). One example
is Adler's concept of ““fictional finalism” (or fictional final goals), which is
a theoretical statement about the use of fictions to form our goals for living.
Adler's concept of “‘early recollections” also involves fantasy, especially
in Adler's belief that even if the recollections are not objectively true, they
nevertheless represent the person’s life-style in an accurate way. Adler's
view of dreams is that they serve a practical purpose for the dreamer,
which might be to bring the mood or emotion which the dreamer needs
in her or his real life. {In Jung’'s terms, this would be *‘centrifugal,” in being
oriented to the external world.) White (1957) made an overall comment
about Adler's psychology: “Insufficient account is taken, for example, of
the fantasies that go on...and of their demonstrable influence upon
behavior and symptom formation” (p. 3).

In contrast, of course, Freud was much more involved with the fantasy
of primary process, and of dreams, as represented in The Interpretation
of Dreams. Such fantasy was centripetal, oriented to clarify the internal
world of the person. Freud's view of the wish-fulfillment properties of
dreams also indicates that they serve internal purposes. Freud’s *’pleasure
principle’” and “nirvana principle,” similarly, which are oriented toward
the inner regulation of tensions and excess stimulation, certainly describe
internal processes of the introvert. After Freud discarded the seduction
hypothesis (regarding childhood sexual experience), he considered that
the fantasy experience had an impact similar to that of an actual experience.
Freud’s view of the Oedipal and Electra complexes is another prominent
‘example in Freud's theory of the central place of fantasy.

There are some representations of the external, social world in Freud's
theory, but the major emphasis is on the internal world and on internal
processes, Similarly, there are some elements of fantasy in Adler’s theory,
but the major emphasis is on the external, social world. As in Jung’s theory
of intro- and extraversion, both kinds of orientations are present in Adler's
and Freud's theoties, but the predominant emphasis will be the dominant
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function. So it is that in Adler's theory, exterior and social elements pre-
dominate, making Adler's an extravert theory. The opposite is true in
Freud's theory: there are some social elements, but clearly the fantasy and
interior elements predominate, making Freud's an introvert theory. Im-
plicitly, Jung wanted to build his theory so that it incorporated both an
introvert and extravert orientation, which would make his theory broader
than the theories of either Adler or Freud. Similar to Freud's theory, Jung's
theory had some social elements, but the predominant elements are
internal {e.g., collective unconscious, shadow, anima/animus), thus
making Jung’s theory aiso introversive.

Given Jung's view that intro- and extraversion are comprehensive
worldviews, there is a tendency to use one or the other in describing the
world. As a theorist, Jung seemed to think and conceptualize as an introvert.
Shapiro and Alexander (1975, p. 25), following Van Kaam, comment that
the introversion and extraversion are both “psychological realities’ which
are not dependent on external reality; thus, at least that dimension of
Jung’s theory is introversive. jung's concept of the “persona’’ (meaning
the mask through which we make contact with the world), his conceptions
of “archetypes” {the inherited images of ancient meaning)}, and of anima/
animus (internal, idealized images of the other sex) all suggest that Jung
was using an introversive point of view in describing the personality of
both introverts and extraverts. (There is no known source where Jung
indicated that there would be a difference in the person’s relationship to
her or his “persona,” his or her "“archetypes,’”’ her animus or his anima
depending on his or her psychological type. Thus, it appears that Jung
had an implicitly introvert personality theory.)

A Hypothesis about Jung’s Classification

Surprisingly, in the foregoing review, | came to a different conclusion
than did Jung in his application of his own conceptualization, the one
which he developed precisely to clarify his understanding of the dif-
ferences in Freud's and Adler's theories. This divergence of opinion pro-
motes the consideration of a hypothesis which may have led to jung
making the classification which he made of those theories.

The timing (in 1913) of Jung's original classification of Adler's and
Freud’s theories was probably a major influence on how Jung made that
classification. Stepansky (1983) placed in 1913-1914 Adler’s introduction
of concept of gemeinschaftsgefuhl (social interest or community feeling)
which represents Adler’s social emphasis (and gives his theory an extravert
emphasis). Jung had classified Adler’s theory as introverted in part because
of Adler's concept of “safeguarding tendencies,” a concept quite similar
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to Freud's concept of defense mechanisms. However, the Ansbachers
(1956, p. 265) pointed out that Freud’s general use of defense was intro-
duced in the 1920s, well after Jung made the classification of Adler's and
Freud's theories. Even in their respective conceptions of self-protectiveness,
Adler saw the person as defending from the negative judgments of other
people, i.e., that the person is inferior in some important respect. For
Freud, the person defends primarily against internal id pressures which
would lead to self-censuring. Thus, there are different conceptions of what
is being defended (or self-safeguarded) against, which associates Adler's
theory with extraversion and Freud's with introversion.

Freud's theorizing about the origins of hysteria also took a decisive
turn during that period. Freud first thought that his patients’ descriptions
of their childhood sexual seduction {what today would be called incest,
sexual abuse, or rape) reflected actual events in their lives. During the
years of 1897-1916 (Masson, 1984), Freud revised his view so that such
events were imaginary (i.e., internal, not external events) reflecting fan-
tasies and perhaps wishes on the part of the child twhich seems like a shift
from an extravert to an introvert orientation). Lukacher (1982, pp. x-xi)
indicated: “’Freud’s rejection of . . . his ‘theory of seduction’ . . . marked
the beginning of ‘the idealist turning point’; for from this moment . . . Freud
began to turn away from an interpsychic to an intrapsychic theory of
mental disorder” (italics in the original). Similarly, Wallace (1985) com-
mented: . . . after 1897 [following Studies in Hysteria] Freud shifted his
focus increasingly to the inner, as opposed to the outer world”’ {p. 43).

Classifying the Personalities of Adler, Freud, and Jung

Adler's orientation to the outside world of environmental effects
seems apparent; his involvement with Socialist causes points to his con-
cern with extemal circumstances of living. His first book in 1898, The
Health Book for the Tailoring Trade, was aimed at identifying the social
circumstances which caused specific diseases {(Eltlenberger, 1970; Kaufmann,
1980; Stepansky, 1983). In addition, Adler's pioneering work in schools,
mental hygiene clinics, and public education forums indicates his aware-
ness of environmental influences on personality formation and functioning
(an extraverted orientation).

Bottome {1939) wrote that she tried to describe both Adler and Freud
as people from an unbiased view. Adler . . . was a magnificent speaker—
never at a loss, not even when questioned in a foreign tongue and without
time for preparation. . . . but writing bored him . . .” {(p. 58). In contrast,
she wrote of Freud: “"He did not let himself appear where he could be
publicly questioned and only spoke in small intimate circles, always
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preferring writing to speaking’ (p. 58)- Bottome also noted Adier's and
Freud's contrasting stytes of interacting in psychotherapy:

Adler treated his patients on @ footing of absolute equality. - - . There they
sat, Adler and his patient, hobnoblbing knee 10 knee and often smoking like
chimneys white they talked, each trying to outwit the other, and both agreeing
to outwit anything oF anyone who came up against them'” (pp- 58-59)-

In contrast, sFreud never unbent with his patients. He was their master,
and his patient had to be @ docile pupil- No doubt he was a wise and
patient master anda penevolent tyrant when unprovoked: but the dictator
influence was always apparent in the Freudian school” (P 59). Freud's
declaration that he didn’t like his patients staring at him (and thus having
them lieon a couch) also may imply being introverted.

Ernest jones (cited in Fromm 1959) gave further indications of Freud
as an introvert. Freud's typical working day was mostly spent with patients,
in consultation, and on his corresponence and writing. He would take 2
\ate evening walk with either his wife, his sister-inaw, of his daughter.
During meals. he had a habit v of bringing his latest purchase of an
antiquity - - - 1@ the dinner table, and placing it in front of him as @ com-

nion during the meal” (p. 24). Freud's wife would have afternoon visitors
and if there was « .. anyone in whom Freud was interested he would
drop into the drawing room for a few minutes’’ (P 25).

Although it appears in a theoretical text, Freud's famous reaction 10
«ove thy neighbor s thyself’ has 2 personal tone. Freud (1930/1962)
responded:

Let us adopt 3 naive attitude towards it, a8 though we were hearing it for the
first time; we shall be unable then to suppress 3 feeling of surprise and be-
wilderment. ‘Why should we do itt What good will it do us? But above all,
how shall we achieve itt How can it be possible? My love is something
valuable to me which | ought not t throw away without reflection. lt imposes
duties on me for whose fulfillment § must be ready to make sacrifices. 1fllove
someone, he must deserve it in some Way. - - - He deserves it [mY love] if he
is so like me I important ways that | can love mysetf in him; and he deserves
i if he is so much more perfect than myself that L can love my ideal of my own
self in him. {p. 56)

1n these statements, movements of the person roward others are first
evaluated internally to Bause their value and meaning to the person, &
thus seem introveress

Donn (1988) cited Freud and Jung describing themselves in ways that
suggest they were both introverts. Freud: /It has always taken me 3 long
timetowina friend, and every time | meet someone ) notice that to begin
\lnith some impulse . - - [which] {eads him to underestimate me’”’ {p. 44

ung:

T
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My vgnusualness’’ Was gradually beginning to give me the disagreeable,
rather uncanny feeling that | must possess repulsive traits, of which | was
not aware, that caused my teachers and schoolmates 10 shun me. . - -}
sensed in others an estrangement, @ distrust, an apprehension which robbed
me of speech (Dont. 1988, p. 25)- Freud and Jung's famous uninterrupted
13-hour first meeting and the intensity of their relationship (as evidenced in
the Freud/jung Letters) suggest that they shared some personal charac-
teristics (which probably included being introverted personalities).

It seems relatively straightfo:ward to classify Jung the person, as an

would define his own personality type by the way others would classify
him.) The following two excerpts from jung's (1963) autobiography also
clearly point t0 his being an introvert: My life is a story of the self-realiza-

Outward circumstances aré o substitute for inner experience. Therefore
my life has been singularly poor in outward happenings- } cannot tell much
about them, for it would strike me as hotiow and insubstantial. | can under-
stand myself only inthe light of inner happenings- It is these that make upthe

singularity of my life . . . qung. 1963, p. 5

Overall, the biographicai indications are¢ that, in their personal and
professional lives, Adler wasan gxtravert, while both freud and Jung were
introvents. Jung in a 1941 letter (G. Adler & Jaffe, 19732, pp- 301-302)
indicated that, as peopie in their later lives Adler was an extravert while
Freud was an introvert. In 1955, Jung commented {Black, 1977): " ., asto
his [Freud's} personal tyPe, 1 would not speculate” (p. 257)- However, in
2 1957 tetter (G adler & lafte, 1973b) Jung indicated his pelief that Freud's
rsonal type classification had shifted over time: ) consider him 10 have
been originaily an introverted feeling type. - - - freud, then {in 1907, when
jung met Ereud] as later, presEnted the picture of an extraverted thinker
and empiricist’” (P- 347). Thisisa reversal of Jung 5 view expressed in 1941.
way (1950 categorized Adler and freud in the following manner:
Adler as an extravert, Freud as an introvert in their personai fives. How-
ever, Progoff (1956) identified Adler as having been ntroverted early in
his life, later becoming extraverted. The jatter classification agreed with
jung's view in 1941 of Adler's personality in later life. Progoff noted:
+Jung does not consider himsetf ever to have been an extravert’’ (P- 129).

Condlusion

jung’s classification of Adler's and Freud's personality theories may

S —



have accurately reflected their early theorizing. In their early years:
and Freud's personality types may have been the opposite the personality
rsonalit

W
Adler's

however, remained consistent in his personal'rty theory and in his personallty
petween his earlier and 1ater \ife. During his later life, Adler had an extra-
vert-onented personality theory and was an extravert. During his latef life,
freud had 2 personality theory which reflected introverted functioning
and was an introverted personality. Jung's personallty theory was consis-
tent in describing the functioning of introverts. and jung was an introvent
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TOWARD A MULTI?ARIATE THEORY OF PERSONALITY STYLES:
MEASUREMENT AND RELIABILITY?

IVAN W. MILLER, III AND PETER A. VMABARO
Universily of Masne

This study reports the development of & theory of multivariate personality
styles. Theoretical deacriptions of each personality style were operationalised
by predicting specific combinations of personality variables, s# measured by
Kreviously validated personality measures. A teat battery composed of scales

thesized to operationalize the characteristica of the four personality sti;l;;
thought to be most prevalent was administered to two samples of col
students. A cluster analysis methodology reliably isclated four clusters of
individuals whose results on the test battery corresponded closely to the pre-
dicted profiles of the hygotheaized personality atyles. Implications for the use
of typologies in psychological research are discussed.

Although early typological theories of personality (Jung, 1921; Spranger, 1928)
long since have been abandoned by personality researchers, recent awareness of
the low level of prediction generated by single-variable personality research {Mischel,
1968) and the increasing support for an interactionist model of personality that
combines taxonomies of persons and situations (Bowers, 1973; Ekebammar, 1974)
suggest that the time may be ripe for new, more sophisticated typological theories
Pha.t co,l,nbine several personality dimensions into multidimensional personality
‘types.

This paper is the first of a series of studies that investigate a new multivariate
theory of personality types or “styles.” This theory suggests that any personslity
type or style consists of a specific combination of psychological defenses, cognitive
and affective styles, belief and value systems, moral development, etc. Members
within a specific style may vary in the degree to which these common factors or
style are manifested, but all members of one style share the same major charac-
teristics. These hypothesized types are not conceptusalized as discrete categories;
rather they are viewed as hypothetical representations of ideal or theoretical types
(Vernon, 1873).

Each style also includes the entire range of adjustment, from well adjusted,
“normal” people to poorly adjusted hospitalized patients. That is, no one group
is viewed as pathological; rather, each style contains some members typically
judged as “abnormal.” The names of the poorly adjusted or pathological subgroup
of each style are used to identify the entire style that contains them. Although
somewhat confusing, these names have been retained to illustrate that the pro-
cesses involved with each style originally were formulated in literature that per-
tains to these diagnostic groups. Thus, eight styles are postulated that correspond
to the eight traditional diagnostic groups and are called: the Hysteric, Compulsive,
Chf.racter Disorder, Manic, Depressive, Paranoid, Catatonic, and Schizaphrenic
styles.

Descriptions of each style have been developed based on the writings of many
authors in the areas of personality and sbnormal psychology. Although space
limitations prevent a complete discussion of these styles, short descriptions of each
of the four styles utilized in the study are summarized below. The Hysteric Style
(Miller & Magaro, Note 1) is characterized by use of the defense mechanism of
repression, combined with global, impressionistic cognitive and affective processes.
These characteristics lead to suggestibility, romantic hopefulness, and a tendency
to establish dependency relationships. Members of the Hysteric Style were pre-
dicted to be repressors on the Repression-Sensitization Scale (Byrne, 1861),
altruistic on the Altruism subscale of the Philosophies of Human Nature Scale
(Wrightsman, 1974); external on the Locus of Control Scale (Rotter, 1966), and

Portions of this study were presented to the Eastern Psychological Association, New York,
April 1975. uests for reprints 5ould be sent to Ivan W. Miller, II], Department of Paychology,
Little Hall, University of Maine, Orono, Maine 04473.

460

iy Theveies



~

t

A Multivariate Theory of Personality Styles 461

field dependent on the Hidden Figures Test (Briggs & Myers, 1962). Secondary
predictions for the Hysteric Scale were high sensation-seeking, extraverted, low
dogmatie, low cynicism, and low neurotic.

The Compulsive Style (Miller & Magaro, Note 2) is characterized by a strong
need for control that is met by the development of an intellectual system that
fits all situations into predetermined categories. These characteristics of need for
control and compartmentalized cognitive structure lead to other characteristics
of self-doubting, introversion, and a desire for independence and self-sufficiency.
Members of the Compulsive Style were hypothesized to be sensitizers on the Re-
pression-Sensitization Scale, introverts on the Social Introversion (Hathaway &
McKinley, 1967) and the Eysenck Personality Inventory (Eysenck & Eysenck,
1968), internal on the Locus of Control scale and field independent on the Hidden
Figures Test. Becondary predictions were low sensation-seeking and low self-
esteem (Hovland & Jams, 1959).

The central characteristic of the Character Disorder Style (Miller & Magaro,
Note 3) is manipulation. The Character Disorder is concerned principally with
self-gratification, which he attempts to achieve through interpersonal manipula-
tion. This egocentric manipulation leads to further qualities of inconsistency of
bebavior, lack of affect, and highly developed social skills. The major predictions
for members of the Character Disorder Style were high machiavellian on the Mach-
iavellianism Scale (Christie & Geis, 1970), high c¢yncisim on the Cynicism subscale
of the Philosophies of Human Nature Scale, and high sensation-seeking on the
Sensation-Seeking Scale (Zuckerman, Kolin, Price, & Zoob, 1964). Secondary
predictions include low altruism and extraversion.

The Depressive Style (Miller & Magaro, Note 4) is characterized by a lack
of personal self-worth and feelings of dependency that in turn leads to cognitive
rigidity, obedience to authority, reduction of personal satisfactions, and prejudice
toward outgroups. Members of the Depressive Style were predicted to score highly
dogmatic on the Dogmatism Scale (Rokeach, 1960), external on the Locus of Con-
trol Beale, field dependent on the Hidden Figures Test, highly neurotic on the
Eysenck Personality Inventory, and low on the self-esteem subscale of Ziller's
Social Symbols Scale (Ziller, Hagey, Smith, & Long, 1969). Secondary predictions
of sensitizer, low sensation-seeker, and introvert also were made.

Attempts to validate previous typological theories, such as that of Jung (1921),
have confounded the problem of scale validation with the validation of the typol-
ogy itself (Stricker & Roes, 1964). This study attempts to overcome this problem
by utilizing previously researched and validated scales in combination with a cluster
analysis methodology. Studies that use a cluster analysis method also have been
criticized for lack of an underlying theory and predictions (Fleiss & Zubin, 1969).
Again, this study attempts to overcome this previous limitation by making definite
predictions of the characteristics of the obtained clusters.

EXPERIMENT 1

MEgeTHOD
The Ss were 107 introductory psychology students at the University of Maine,
Orono, who were fulfilling a class requirement. Each § was given a test booklet
comprised of the 10 personality measures in Table 1.

REsuLTs

The specific clustering procedure used was Lorr and Radhakrishnan’s (1967)
Type B. When the congruency coefficient (Cohen, 1969) with a limit for inelusion
of r. = .50 was used, four clusters that comprised 469, of the sample were isolated
by the clustering procedure. The means of the clusters obtained when the con-
gruency coefficient was used are presented in Table 2. Each cluster then was charac-
terized by those scales in which the obtained mean in the cluster was at least .5
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TABLE 1
SamrLe MEANS AND STANDARD DEVIATIONS OF THE BcALES USED IN EXPERIMENTS 1 AND 2
Seale J‘t’i‘acperiuuamjg 1D xExperiments %

Sensation-Seeking Scale 17.7 4.9 18.5 5.5
Dogmatiam Scale —-11.1 20.2 -19.7 29.8
Repression-Sensitization Scale 63.6 14.6 63.2 16.3
Machiavellian Scale V 82.7 13.3 85.5 8.7
Philosophies of Human Nature Scale

Cynicism Subscale 2.3 5.0 - 1.7 6.5

Altruism Subscale 4 5.6 3.8 6.8
Internal-External Locus of Control Scale 11.8 4.5
Janijs Field Self-Esteem Inventory 63.1 11.5
Social Introversion Scale 27.5 g.6
Ziller Social SBymbols Bcale

Self Esteem Subscale 23.4 8.0 _
Hidden Figures Test 10.7 6.5
Eysenck Personality Inventory

Extroversion Subscale _ _ 11.0 3.9

Neuroticiam Subscale _ _— 10.1 4.6

SDs from the sample mean. As can be seen, the obtained characteristics of the
clusters supported 12 of the 23 predictions sbout particular combinations of per-
sonality dimensions. Seven of the non-confirmed predictions were in the predicted
direction, but did not reach the required level of difference from the sample mean.
Four of 7 predictions about the Hysteric Style were supported. A similar result
was found for the Character Disorder Style; 3 of 5 predictions were confirmed.
The results that concern the Compulsive and Depressive Styles were not as clear-
cut. The characteristics of the first cluster supported 4 of 5 predictions of the Com-
pulsive Style, but also supported 4 of the 6 Depressive Style predictions. The fourth
cluster, however, confirmed neither style with 1 of 5 and 1 of 6 predictions sup-
ported, respectively. However, the results that concern the major dimension
theoretically predicted to distinguish between these two styles, the Locus of Con-
trol Scale, suggest tentatively that the first cluster is a Depressive cluster, while
the fourth cluster is a Compulsive cluster.

This failure to differentiate between the Depressive and the Compulsive Styles
appeared to be attributable, in part, to the similarity of prediction between the
Compulsive and Depressive Styles. Because the cluster analysis methodelogy
averages the correlation for each acale to obtain one overall correlation coefficient
between each S and every other 8, the one scale theoretically designated to dif-
ferentiate between the two styles, the Locus of Control Scale, did not carry enough
overall weight to overcome the similarities between the two styles on other scales.

In an attempt to overcome thia problem of differential weighting of variables,
we factor analyzed the test battery in order to use the factor scores in the cluster
analysis. As pointed out by Fleiss and Zubin (1969) and Everitt (1974), this pro-
cedure corrects for unequal weighting of raw scores by giving each factor an egual
weight in the cluster analysis. Unfortunately, the nature of the three obtained
factors was such that differential predictions that concern the four styles could
not be made on these factors. That is, had the three obtained factors been used
as variables, the theoretical predictions of the Compulsive and Depressive Styles
would have been identical.
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TARLE 2
OpraiNep CLusTeER AND GROUP MEaNs IN EXPurIMENT 1
Cluster 1 Cluster 2 Cluster 3 Cluater 4
Sensation-Seeking Scale 15, 1%»* 21.0%* 19.2%¢ 15.9%
Dogmatism Scale 4 -23.8%* 6.5 18.7
Repression-Sensitization Scale 80.4** 4B 5w 62.7 54.4*
Machiavellian Scale 85.2 83.5 90.1*** 67.4%
Cynicism Scale 2.4 5.1 5.6%%* —4.7
Altruism Scale -.7 .54 —7.3% 1.7
Internal-External Locus of Control
Scale 15.0*** 11.4 11.5 8 3
Janis-Field Self-Esteem Inventory 77.2* 54.3* 59.1 58 4%
Social Introversion Scale 36.3%** 20.4%* 26.6** 26.9%
Belf-Eateem Scale (Ziller) 23.1 30.1* 16.5* 19.0*
N=19 N=11 N=9 N=10
Character
Depressive Hysteric Disorder Compulsive

*+ .5 8Ds from sample means,
**in predicted direction but not at .5 8D level.
***meets prediction at .5 SD level.

To correct for the deficiencies in our first battery and to replicate the results
of the first cluster analysis, a second battery was organized that consisted of several
of the scales used in the first battery and several new scales.

EXPERIMENT 2

MgrHOD

The Ss were 130 students at the University of Maine, Orono. In an effort to
increase the heterogeneity of the sample, Ss were juniors and seniors from a large
number of different majors within the University. The Ss were asked to participate,
and if agreeable were given a test booklet comprised of the measures listed in Table
1. The first test, the Hidden Figures Test, was timed and collected, then the Ss
finished the rest of the personality measures.

REsvLTs

In order to avoid the weighting problem found in the first experiment, the
data were factor analyzed by use of a principal components solution and a varimax
rotation. The four factors that emerged tentatively were labeled: Anxiety, Positive
Values Toward People, Extraversion, and Field Independent Cognitive Style.?
Predictions for each style were made on these four factors. The Hysteric Style was
predicted to score low on the Anxiety factor, high on the Extraversion factor, high
on the Positive Values factor, and low on the Cognitive Style factor. The Compul-
sive Style was bypothesized to be highly anxious, low extraverted, and highly field
independent. No predictions were made for the Compulsive Style on the Values
Toward People factor. The Character Disorder Style was predicted to score low
on the Anxiety factor, low on the Positive Values Toward People factor, high on
the Extraversion factor, No specific predictions with regard to the Cognitive
Style factor were made for this style. The Depressive Style was predicted to score
high on the Anxiety factor, low on the Extraversion factor, and low on the Field
Independence factor.

fThe obtained factor loadings are available upon request from the first author.
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. TABLE 3
OBTainep CLusTER MEans IN ExpemiMrnr 2
Cluater
1 2 3 4 5
Sensation-Seeking Scale 15,9 *** 21.6 * 21.1 *** 22.0 *** 18.4 *
Dogmatism Scale -23.7 -11.7 -34* —43.3** -6
Regremion-ﬂensitizat.ion
cale 81,2 s+ 67.9 56.1 48.9 *** 59.6
Machiavellian Scale 84.3 81.2* 87.6 83.6 83.2
Cynicism Scale -3.5 -1.7 ~-2.1 2.4 4
Altruism Scale 2.2 -2 —3.4 o 9.3 9 54°*
Hidden Figures Test B.B *** 4.7 * 15.6 * 6.5 16.8 ***
Extraversion Scale 8.0 13.9 * 14.3 *** 14,4 *** B.4
Neuroticism Scale 14.6 ** 12.5 * 8.1 6.3 7.2*
Factor 1 (Anxiety) Rl b .66 —.23% .~ T 42
Factor 2 (Postitive Values
Toward People) - .08 - .40 — .B0*** .66 .18
Factor 3 (Extraversion) —  [Tgve* .59 LT 5T 2o
Factar 4 (Field .
Independent Cognitive
Style - .26 - .77 B0° = B 7gee
N=21 N=14 N=8 N=11 N=5
Character
Depressive Disorder Hynsterie Compulsive
tyle Style tyle Btyle

*+ .5 8Ds from sample means.
**in predicted direction but not at .5 SD level.
***meets prediction st .5 SD level.

A factor score for each of these four factors then was computed for each S,
and those four scores were utilized in the Lorr and Radhakrishnan (1967) Type B
cluster analysis used in Experiment 1. With limits for inclusion of r, = .50, five
clusters that comprised 469, of the sample were isolated. As in Experiment 1, any
scale or factor score that deviated .5 SDs from the sample mean was considered to
be characteristic of that cluster. The means of each scale and factor for each cluster
are presented in Table 3. .

As can be seen, 18 of 23 predictions that concern combinations of individual
scales and 9 of 13 predictions of combinations of factor scores were supported by
the cluster analysis. Three of the factor acores were also in the predicted direction,
but did not reach the .5 SD criterion.

The profile of the first cluster corresponded to five of the six individual scale
predictions for the Depressive Style. The factor scores for this cluster also sup-
ported two of the three factor score predictions of the Depressive Style. The second
cluster did not appear to correspond to any of the predicted styles. The third
cluster was characterized by scale and factor acores that sup(p:orted four of five
scale and two of three factor predictions that concerned the Character Disorder
Style. The results of the fourth cluster corresponded to seven of eight scale and
four of four factor predictions for the Hysteric Style. The fifth cluster was charac-
terized by scale and factor scorea that supported two of the four scale and one of
three factor predictions for the Compulaive Style.
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Discussion

The results of these two experiments demonstrate that it is possible to isolate
reliably four groups of individuals that closely correspond to the descriptions and
predictions of the hypothesized personality styles.

The Hysteric Style was supported strongly by both analyses, as four of seven
and seven of eight predicted scale and four of four factor score characteristics
were obtained. These results strongly support the existence of a group of indi-
viduals highly stmilar to those predicted to be of the Hysteric Style, which is charac-
terized by the defense mechanism repression, global cognitive and affective proces-
ses, high suggestibility, naiveté, and dependency. :

The Character Disorder Style also was supported in both studies, as three of
four and four of five predicted scale and two of three factor score characteristics
were obtained. Again, these results strongly suggest that there does exist a group of
people highly similar to the theoretical predictions for the Character Disorder
Style, which is described as a person who is an egocentric manipulator with highly
developed aocial skills and a relative lack of affect.

Although Depressive and Compulsive eclusters could not be distinguished
definitively in the results of Experiment 1, the results of Experiment 2 clarify the
situation. The first cluster in Experiment 2 clearly conforms to the scale and factor
predictions of the Depressive Style with five of six and two of three predictions
confirmed, respectively. This cluster also appears to be highly similar to the first
cluster in Experiment 1, which conformed to four of six Depressive Style pre-
dictions. These combined results support the existence of a group that we have
called the Depressive Style, which is characterized by cognitive rigidity, lack of
personal self-worth, obedience to authority, reduction of personal satisfactions,
and prejudice toward outgroups.

The Compulsive Style received less support from the results than did any
other style examined. In the first experiment, the fourth cluster supported only -
one of five predictions, although three others were in the predicted direction. The
fifth cluster of Experiment 2 supported two of four scale and one of three factor
score predictions. Most of the unconfirmed predictions can be traced to the Re-
pression-Sensitization Scale. In both obtained clusters, the results of the R-S
scale were not in the predicted direction. Similarly, the R-S scale loaded heavily
on one factor that did not conform to the predictions of this style. Thus it appears
that either the theoretical prediction of the Compulsive as a sensitizer is mistaken
or, alternatively, that we have isolated a group that we have not predicted theo-
retically. Further research is necessary to answer this question.

The one obtained cluster that did not conform to the theoretical predictions
was the second cluster in Experiment 2. As can be seen in Table 3, the characteris-
ties of this cluster can be interpreted as a combination of the characteristics of the
Hysteric and Depressive Styles. The characteristics of field dependency, low sen-
sation-seeking, and extraversion are characteristics of the Hysteric Style, while
the high neuroticism and field dependency scores are characteristic of the Depres-
sive Style. It seems possible, therefore, that this cluster consists of individuals
who combine the characteristics of the Depressive and Hysteric Styles. As men-
tioned earlier, combinations of styles are expected within the theoretical frame-
work. However, we would not expect this group to occur with the frequency or
reliability of the other styles. Although the obtained cluster was fairly large (N =
14), it was not found in the first analysis and thus possibly may be an artifact of
the particular scales used in the second battery. It is also possible that this group
represents a distinct personality style not predicted by the theory. Further study
will be needed to decide among these alternative explanations.

. In conclusion, there appesars to be strong support for the Hysteric, Character
Disorder, and Depressive Styles and moderate support for the Compulsive Style.
In large degree, then, the predictions of this theory of multivariate personality
styles were confirmed by this study. It is possible to isolate reliably clusters of
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individuals that closely correspond to the predictions of the theory. While these
results on the measurement and reliability of the personality styles are highly en-
couraging, several further steps will be needed to establish the validity of this
typology. The predictive validity of the theory should be investigated by making
specific predictions with regard to the behavior of each style in an experimental
situation. The construct validity also could be investigated by examining the
relationship between the normal members of a particular personality style and
their maladjusted, psychiatric subgroup.
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ASSESSMENT AND TREATMENT OF
BINGE EATING DISORDER

WILLIAM G. JOHNSON and LAINE J. TORGRUD

ol

Perhaps the most salient topic in the eating disorders literature over
the past few years has been binge eating, and several factors have contrib-
uted to this burgeoning incerest. First, binge eating is ubiquitous, being
widely distributed in both eating-disturbed and normal populations. It has
long been recognized as a serious clinical problem in obesity (Loro & Or-
leans, 1981; Stunkard, 1959) and anorexia nervosa {Garfinkel, Moldofsky,
& Garner, 1980), and binge eating is central to the diagnosis of bulimia
nervosa and the newly proposed binge eating disorder (American Psychi-
atric Association, 1994). Furthermore, binge eating is observed with trou-
blesome frequency in college populations (Halmi, Falk, & Schwartz, 1981:
Hawkins & Clement, 1980).

A second factor promoting interest in binge eating concerns its re-
lationship to several important clinical features. Bingeing increases with
adiposity (Telch, Agras, & Rossiter, 1988), and it is associated with psy-
chopathology in individuals with obesity (Kolotkin, Revis, Kirkley, & Jan-
ick, 1987; Marcus et al., 1990a), anorexia nervosa (DaCosta & Halmi,
1992}, and nonpurging bulimic individuals {Prather & Williamson, 1988).
Binge eating is also related to poor treatment outcome for obesity (Keefe,
Wyshogrod, Weinberger, & Agras, 1984; Marcus, Wing, & Hopkins, 1988).

A third factor encouraging attention to binge eating is the develop-
ment of diagnostic categories in which binge eating is the most prominent
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characteristic. Binging was a major component of bulimia nervosa in DSM-
III (American Psychiatric Association, 1980), vet research following the
publication of DSM-III criteria for bulimia nervosa soon identified two
groups of bulimic patients: those who purged and those who did not. In
DSM-III-R (American Psychiatric Association, 1987), bingeing and purg-
ing became criteria for bulimia nervosa, and a diagnostic impasse emerged
for obese binge eaters {e.g., Marcus et al., 1988; Marcus, Smith, Santelli,
& Kaye, 1992) and nonpurging bulimic patients (e.g., McCann, Rossiter,
King, & Agras, 1991). Spitzer et al. (1991) proposed that such individuals
be diagnosed with binge eating disorder (BED), with binge eating as its
central feature. ' :

While some have argued that the proposed BED category is premature
(Fairburn, Welch, & Hay, 1993), two multisite studies support the exis-
tence of a distinct BED syndrome, with approximately 30% of the obese
population and 2% to 5% of the general popularion satisfying diagnostic
criteria (Spitzer'et al., 1992, 1993). In addition, BED has been associated
with severe obesity, marked weight fluctuations, impaired social and work
functioning, overconcern with body shape and weight, psychopathology,
amount of adult lifetime spent on diets,-and a history of treatment for
emotional problems. Presently, BED has been included in the appendix of
DSM-1V as a category warranting further study (American Psychiatric As-
sociation, 1994).

CHARACTERISTICS OF BINGE EATING DISORDER

The proposed diagnostic criteria for BED are listed in Exhibit 1. In
brief, the diagnosis requires that binge episodes occur at least twice weekly
for 6 months and be experienced as distressing. Also, for an eating episode
to be identified as a binge, it must satisfy at least three of the five associated
features in section B of Exhibit 1. Because the diagnosis of BED is a recent
development, only a handful of studies have targeted subjects satisfying the
formal criteria for the disorder {e.g., Fichter, Quadflieg, & Brandl, 1993;
Nangle, Johnson, Carr-Nangle, & Engler, 1994; Yanovski et al., 1992).
Fortunately, information prior to the development of formal BED criteria
can be gleaned from the literature on obese binge eaters and nonpurging
bulimic patients—many of whom would satisfy current criteria for BED
(Antony, Johnson, Carr-Nangle, & Abel, 1994). Together these groups will
be referred to as pre-BED subjects.

Binge Eating Behavior
Central to the diagnosis of BED is binge eating, and research has
addressed its frequency, size, composition, duration, and relation to ante-

cedents and consequences in both pre-BED and BED populations.
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EXHIBIT 1
Proposed DSM-IV Diagnostic Criteria for Binge Eating Disorder

A. Recurrent episcdes of binge eating, an episode being characterized by both of
the following:

1. Eating, in a discrete period of time {e.g., within any 2-hour period), an amount
of food that is definitely larger than most people would eat during a similar
period of time in similar circumstances.

2. A sense of lack of control during the episodes, for example, a feeling that one
cannoct stop eating or control what or how much one is eating.

B. During some of the episodes, at least three of the foliowing:

. Eating much more rapidly than usual.

. Eating until feeling uncomfortably full.

. Eating large amounts of focd when not feeling physically hungry.

. Eating alone because of being embarrassed by how much one is eating.

. Feeling disgusted with oneself, depressed, or feeling very guilty after over-
eating. :

C. Marked distress regarding binge eating.

D. The binge eating occurs, on average, at [east twice a week for a 6-month pericd.

E. Does not occur only during the course of bulimia nervosa or anorexia nervosa.

N h Wi =

From Spitzer et al. (1993)

Frequency

Binge frequencies in excess of those required by DSM-IV diagnostic
criteria have been reported in studies of both pre-BED and BED individ-
uals. For example, Marcus et al. (1992), employing a semistructured inter-
view, obtained an average reported binge frequency of approximately 16.0
episodes in 28 days for obese binge eaters. Average frequencies over 10
weeks have been found for nonpurging bulimic subjects (Rossiter, Agras,
Telch, & Bruce, 1992). In a comparison of BED, nonclinical binge eaters,
and normal subjects, Johnson, Schlundt, Barclay, Carr-Nangle, and Engler
(1995) found that BED subjects were more likely to identify eating episodes
as binges (36.2% of episodes vs. 23.2% for nonclinical binge eaters and
12.1% for normal subjects). These data translate to a weekly binge fre-
quency of approximately 10 for BED subjects, 7 for nonclinical binge eaters,
and 3 for normal subjects. Clearly, binge eating is a frequent phenomenon
in ¢clinical populations and in many normal individuals who may not satisfy
other diagnostic criteria. It has been suggested that number of binge days,
as opposed to the frequency of binge episodes, may be the preferred index
of binge severity in nonpurging subjects because of the difficulty of de-
marcating binge episodes that do not end with purging (Rossiter et al.,
1992). This difficulty in specifying the termination of a binge contributes
to the problem of defining binge episodes, an issue that pervades research
on the various aspects of binge behavior.
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Amount and Composition

Studies investigating the amount of food consumed during binge ep-
isodes reveal considerable variability. Using self-monitoring records, Ros-
siter et al. (1992) reported an average consumption of approximately 600
keal {range: 25-6000) in nonpurging bulimic patients. This finding con-
trasts with the laboratory study of Yanovski et al. (1992) on a BED sample
in which an average of nearly 3000 keal (range: 2300-3600) was observed.
This difference in self-monitored versus laboratory estimates of caloric con-
sumption is no doubt a result of methodological variables such as demand
characteristics among others and is also evident in similar studies on sub-
jects with bulimia nervosa (e.g., Rossiter & Agras, 1990; Walsh, Kissileff,
Cassidy, & Dantzic, 1989). Regardless of actual size, however, it is clear
that binge episodes vary greatly among individuals with BED. Variability
in the size of binges and the number that are relatively small in size has
led to the recommendation that size be deemphasized as an operational
criterion for binge (Rossiter & Agras, 1990).

Data on food composition confirms that binges typically involve high
calorie, fattening foods {(Loro & Orleans, 1981; Marcus et al., 1988) with
the likelihood of macronutrient differences between binge and normal
meals. Rossiter et al. (1992) found that the binge episodes of pre-BED
subjects typically involved consumption of less protein and fiber than was
consumed on nonbinge days, with a difference in fat content approaching
significance. The results of laboratory studies are consistent with the self-
report data in showing that obese women meeting BED criteria consumed
a greater percentage of energy as fat than did non-BED obese subjects
(38.9% vs. 33.5%) and a lesser percentage as protein (11.4% vs. 15.4%)
when both groups were instructed to binge (Yanovski et al., 1992).

Dwration

Similar to the data on amount, data on the duration of binges also
displays considerable variation. To illustrate, Rossiter et al.’s (1992) non-
purging bulimic subjects reported binge lengths ranging from 1 to neatly
900 minutes {averaging around 40). Binges in the upper end of this range
appear to violate the DSM-IV specification of occuring “in a discrete period
of time” (American Psychiatric Association, 1994, p. 545). Excluding binge
episodes of lengthy duration may constitute a significant problem because
nearly 24% of binge episodes identified by Marcus et al’s (1992) subjects
lasted the entire day. Measuring binge days has been offered as an alter-
native (Rossiter et al.,, 1992).

Loss of Control

The variability in amount and duration of binge episodes may be
accounted for by subjective variables such as loss of control. Consistent
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with this notion, Johnson, Carr, Zayfert, Nangle, & Antony (1993) pro-
vided both non-eating-disordered peers and dieticians with 3 weeks of self-
monitoring records of BED and nonclinical bingeing subjects. There was
little agreement between the judgments of the subjects themselves regard-
ing the status of their own eating episodes (binge vs. nonbinge) and the
judgments of peers and dieticians based solely on amount and duration
criteria. This disagreement suggests that subjective information available
only to the subjects, such as the degree of perceived control during an
eating episode, may significantly influence perceptions of the nature of
eating episodes. This finding also raises the possibility of defining binge
episodes exclusively from the patient’s perspective {Johnson et al., 1993},
Although clinician—patient collaborative judgments likely will continue to
be the standard (Cooper & Fairburn, 1987), the literature provides com-
pelling support for emphasizing this subjective dimension (Beglin & Fair-
burn, 1992). )

Antecedents and Consequences

Negative emotional states, social situations, time of day, and the type
of meal have been associated with bingeing in BED. Amow, Kenardy, and
Agras (1992) interviewed pre-BED individuals about their thoughts and
feelings that occurred before, during, and after a binge episode. Negative
moods were common preceeding binges, with the most predominant being
anger and frustration, anxiety and agitation, and sadness and depression.
Emotions occurring during binge episodes were evenly split berween neg-
ative and positive, and those following a binge were overwhelmingly neg-
ative, with guilt, regret, and self-directed anger evident.

Johnson et al. (1995) examined emotions and other situational var-
iables associated with eating behavior for BED, nonclinical binge eaters,
and normal subjects. BED subjects were equally likely to binge whether
alone or with others and whether at home or in a restaurant. BED subiects
were also unique by virtue of a strong association between bingeing and
snacking, particularly after midnight. Also, in contrast to the comparison
groups, the BED subjects showed no relationship between feeling very hun-
gry and bingeing. Rather, these individuals typically fele full when they
were bingeing. BED subjects reported greater overall emotional distress as-
sociated with earing and a tendency to binge in response to less negative
moods than did nonclinical binge eaters and normal subjects.

The eating behavior of individuals with BED and pre-BED is char-
acterized by frequent binge episodes during which they consume snack and
dessert foods. Furthermore, binge eating in BED subjects is more likely to
occur in the evening while snacking and is relatively unaffected by social
variables. Negative emotional states typically precede and follow binges.
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Distinctiveness From Bulimia Nervosa

In addition to the lack of compensatory behavior, the research evi- -
dence suggests that individuals with BED also differ in other clinically
meaningful ways from those diagnosed with bulimia nervosa. Pre-BED sub-
jects consume approximately half the calories of those with bulimia nervosa
during binges {Rossiter et al., 1992; Rossiter & Agras, 1990; Walsh et al.,
1989; Yanovski et al., 1992) and they also binge less frequently (Fairburn
et al,, 1991; Marcus et al.,, 1992; McCann et al., 1991). Since the binge
episodes of bulimia nervosa are easily discriminared by purges (Rossiter et
al., 1992), the differences in amount and frequency may be attenuated.

Further distinctions between BED and bulimia nervosa are evident in
the multisite study in which Spitzer et al. (1993) found that BED subjects
reported a history of severe obesity (defined as a body mass index of 35 or
greatet) and greater weight fluctuations than did bulimia nervosa subjects.
Higher levels of impairment in work performance, weight and shape con-
cerns, depression, alcohol and drug abuse, and sexual abuse, however, were
endorsed more often by subjects with bulimia nervosa. Interesting gender
differences emerged between BED and bulimia nervosa in that BED is
slightly more common in females than males in weight-control patients
and occurs equally in college and community nonpatient samples. In con-
trast, females make up the majority of patients with bulimia nervosa
(American Psychiatric Association, 1987).

There is also evidence that individuals with BED may differ from
those with bulimia nervosa in dietary restraint (Brody, Walsh, & Devlin,
1994). Marcus et al. (1992) found that bulimic patients scored significantly
higher than obese binge eaters on the restraint subscale of the Eating Dis-
orders Examination, whereas scores for the two groups were similar on the
other subscales. McCann et al. (1991) obtained similar data by comparing
the responses of purging and nonpurging bulimic patients. Purging bulimic
individuals scored higher on the restraint measure, as well as disinhibition,
relative to nonpurging subjects.

Psychopathology

The distinctiveness of the BED syndrome is also evident in compar-
isons of BED and pre-BED patients with bulimic, obese nonbinge eaters,
and normal subjects on measures of psychopathology. Individuals satisfying
various pre-BED criteria have lower levels of depression (Brody et al., 1994;
Katzman & Wolchik, 1984; McCann et al., 1991; Schmidt & Telch, 1990),
lower rates of panic and personality disorders (McCann et al, 1991,
Schmidt & Telch, 1990}, higher self-esteem (Katzman & Wolchik, 1984),
and less tendency toward impulsive and self-defeating behavior {Schmidt
& Telch, 1990} than those with bulimia nervosa. By contrast, pre-BED
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individuals score higher on many measures of psychopathology relative to
obese subjects (Fitzgibbon & Kirschenbaum, 1990; Kirkley, Kolotkin, Her-
nandez, & Gallagher, 1992; Marcus et al.,, 1988, 1990a} and normal con-
trols (Prather & Williamson, 1988; Schmidt & Telch, 1990; Williamson,
Prather, McKenzie, & Blouin, 1990). To summarize, while the data are not
entirely definitive {e.g., see Crowther & Chernyk, 1986; Prather & Wil-
liamson, 1988}, the general finding is that bulimic patients exhibit the
highest level of psychopathology, followed by pre-BED patients, obese sub-
jects, and normal controls, in descending order.

Studies employing explicit BED diagnostic criteria confirm these
group differences (e.g., Fichter et al., 1993; Telch & Agras, 1994). In a
prospective study, Antony et al. {1994) used the Questionnaire of Eating
and Weight Patterns (QEWP) to compare BED, nonclinical binge eaters,
and normal groups. The BED group reported higher levels of psychopa-
thology than normal subjects on measures of depression, anxiety, farigue,
and confusion. In general, conclinical binge eating subjects scored between
the BED and normal groups, falling closer to the subjects without eating
problems. Overall, the available evidence appears to justify the conclusion
that individuals with BED and pre-BED fall somewhere between bulimic
patients and normal subjects on general and specific measures of psycho-
pathology (Antony et al., 1994; Schmidt & Telch, 1990). This distinct
pattern of psychopathology lends support to the integrity of the BED di-
agnosis and, in addition, suggests clinical levels of psychopathology that
deserve therapeutic intervention.

Body Image

Body image disturbance with both size overestimation and dissatis-
taction is a significant clinical feature among individuals with anorexia
nervosa and bulimia nervosa (see Part I, this volume). With BED patients,
however, body size overestimation appears to be less of a clinical problem,
perhaps because their conspicuous obesity precludes significant perceptual
distortion. In contrast, body image dissatisfaction has been a more fruitful
line of investigation with the general inding that individuals meeting BED
criteria are dissatisfied with their appearance, perhaps because of their ob-
jective obesity. Using the Body Image Assessment (see chapter 3, this vol-
ume) that requires individuals to select their current and ideal body sizes
from a set of nine size-graded silhouettes, Williamson, Gleaves, and Savin
(1992} found a mean current body size estimate of 8.83 (9 being the
largest), and a mean ideal body size preference of 5.00 for subjects with
BED. The difference between current and ideal body size (3.83) is consid-
ered a measure of body size dissatisfaction, and large differences consistently
have been found in studies comparing BED (Antony et al., 1994) and pre-
BED populations {Williamson et al., 1990) to normal controls. Indeed,
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greater body size dissatisfaction among those with BED occurs even when.
the degree of obesity is covaried (Antony et al., 1994). These data concur
with alternative measures such as the body dissatisfaction subscale of the
Eating Disorder Inventory (de Zwaan et al., 1994) and the shape concern
subscale of the Eating Disorders Examination (Smith, Marcus, & Kavye,
1992} in which pre-BED groups score higher than normal subjects (Cooper,
Coaper, & Fairbumn, 1989; Garner, Olmstead, & Polivy, 1983).

The degree of body dissatisfaction exhibited by individuals with BED
versus bulimia nervosa and obese groups is less clear. For example, while
several studies suggest greater dissatisfaction among pre-BED and BED sam-
ples relative to bulimia (Fichter et al., 1993; Williamson et al., 1990),
others show little difference (Williamson et al., 1992). Conflicting data
also emerge from the literature comparing the body dissatisfaction of BED
and pre-BED subjects to obese subjects. On the one hand, research supports
a positive relationship between binge severity and body dissatisfaction in
obese subjects (de Zwaan, Nutzinger, & Schoenbeck, 1992; Marcus et al,,
1990b; but see Lowe & Caputo, 1991) and an association between BED
diagnosis and weight and shape concern {Spitzer et al., 1993). On the other
hand, comparisons of pre-BED and obese subjects have found similar body
size dissatisfaction (Williamson et al., 1990), and comparisons of BED and
obese subjects have failed to find differences in Eating Disorder Inventory
body dissatisfaction scores {de Zwaan et al., 1994; Fichter et al., 1993). At
present, it seems that individuals with BED are dissatisfied with their bodies
and that there is some empirical justification (e.g., de Zwaan et al., 1992;
Spitzer et al., 1993) to expect this dissatisfaction to be greater than that
exhibited by non-binge-eating obese persons. These data suggest that any
comprehensive treatment program for BED must include techniques de-
signed to modify self-evaluative assumptions and body disparagement, as is
the case in the treatment of obesity (Garner & Wooley, 1991).

ASSESSING BINGE EATING DISORDER

Assessing BED has employed a wide range of methods including ques-
tionnaires, self-monitoring, diagnostic interviews, and laboratory observa-
tion. Because the diagnosis of BED shares with bulimia nervosa a focus on
binge eating, instruments measuring eating behavior have clinical ucility
for assessing both disorders.

{Questionnaire Measures
The Questionnaire of Eating and Weight Patterns (Spitzer et al,,
1992, 1993) is the sole diagnostic procedure used exclusively for identifying

BED. Thirteen items serve to classify respondents with BED, purging bu-
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limia nervosa, or nonpurging bulimia nervosa (Spitzer et al., 1993), and
psychometric data on the questionnaire are encouraging. The BED diag-
nosis based on the Questionnaire of Eating and Weight Patterns is mod-
erately stable over a 3-week interval (kappa = .58; Nangle, Johnson, Carr-
Nangle, & Engler, 1994), correlates well with the diagnosis based on
structured interview (kappa = .57; de Zwann, et al., 1993), and differen-
tiates high- versus low-frequency binge eaters with sufficient predictive ef-
ficiency (71% to 73%; Nangle et al., 1994).

The Binge Eating Scale is a 16-item questionnaire originally designed
to describe binge behavior and associated thoughts and feelings in the
obese (Gormally, Black, Daston, & Rardin, 1982). This scale addresses
several diagnostic characteristics of BED, including all five aspects of Cri-
terion B (see Exhibit 1). The Binge Eating Scale has been shown to iden-
tity individuals with no, moderate, or severe binge eating as assessed by
structured interview {Gormally et al., 1982). The Binge Scale is a 9-item
measure of binge severity (Hawkins & Clement, 1980). This scale provides
information on several aspects of Criterion B (Exhibit 1) and, unlike the
Binge Eating Scale, probes for binge frequency. The Bulimia Test is a 32-
item, self-report scale originally designed to measure the symptoms of DSM-
Il bulimia and to distinguish bulimic from anorexic patients {Smith &
Thelen, 1984). The test was revised to accommodate DSM-III-R criteria
for bulimia nervosa (Thelen, Farmer, Wonderlich, & Smith, 1991). Al-
though Bulimia Test scores can distinguish obese binge eaters from obese
subjects (Prather & Williamson, 1988) and BED subjects from both sub-
clinical binge eaters and normal subjects (Antony et al., 1994), its capacity
to distinguish obese binge eaters from individuals with bulimia nervosa is
questionable (Williamson et al., 1990). The Bulimia Test—Revised options
for binge frequency are equal to the diagnostic demands of BED, although
the 6-month history of binge eating necessary for a diagnosis of BED can-
not be determined. The Eating Disorder Inventory is a 64-item scale (Gar-
ner et al., 1983), recently revised to 91-items (Garner, 1991), that measures
clinical features of bulimia nervosa and anorexia nervosa (see chapter 9,
this volume). The validity of this instrument for BED and related popu-
lations has yet to be established, and the few questions pertaining to binge-
ing are confined to the bulimia subscale. The potential utility of this in-
strument in the assessment of BED, however, can be adduced from its
increasing use in identifying the characteristics of obese binge eaters (e.g.,
de Zwaan et al,, 1994).

The Drive for Thinness and Ineffectiveness subscales, for example,
have been shown to predict binge eating severity among the obese (Lowe
& Caputo, 1991) and may discriminate subjects satisfying full BED criteria
from obese binge eaters not meeting criteria {de Zwaan et al., 1994). In-
teroceptive awareness may also relate to binge eating status {Kuehnel &

Wadden, 1994; Lowe & Caputo, 1991; Marcus er al., 1990b), as may body
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dissatisfaction (Marcus et al., 1990b), although the latter refationship re-
mains equivocal (de Zwaan et al., 1994; Lowe & Caputo, 1991). Body
dissatisfaction and ineffectiveness scores may differ between BED and bu-
limia nervosa patients (with bulimic patients scoring lower on body dis-
satisfaction and higher on ineffectiveness), although these relationships
disappear when the body mass index is controlled (Fichter et al., 1993).
Among the subscales introduced in the Eating Disorder Inventory—2, im-
pulse regulation may be associated with BED diagnosis in the obese (Kueh-
nel & Wadden, 1994).

Questionnaires have been developed to assess dietary restraint, a con-
cept that occupies a prominent position in current theoretical (Heatherton,
Polivy, King, & McGree, 1988; Lowe, 1993; Ruderman, 1986) and empir-
ical (Heatherton, Polivy, & Herman, 1989; Johnson, Corrigan, Crusco, &
Schiundt, 1986; Lowe, 1992) work on eating behavior and its disorders.
The initial measure of dietary restraint, the Restraint Scale (Herman &
Mack, 1975), has found favor among researchers because it predicts many
of the behavioral phenomena that gave impetus to the concept of restraint
(see Lowe, 1993). Other recently developed measures, such as the Three-
Factor Eating Questionnaire (Stunkard & Messick, 1985) and the Dutch
Eating Behavior Questionnaire (Van Strien, Frijters, Bergers, & Defares,
1986) are popular among researchers because, in addition to cognitive re-
straint, they measure functionally related variables such as disinhibition
and hunger.

Several lines of evidence suggest that dietary restraint, disinhibition,
and hunger are important in assessing individuals with BED. First, individ-
uals diagnosed with DSM-III bulimia nervosa have elevated restraint scale
scores {Ruderman, 1985). Second, some evidence suggests a relationship
between dieting and binge eating in the obese. Telch and Agras (1993),
for example, showed that administration of a very low calorie diet produced
a subsequent increase in binge behavior in subjects identified as nonbinging
obese. Finally, a number of studies have shown a positive association be-
tween indices of restraint and measures of binge behavior or BED diag-
nostic status (Antony et al., 1994; Goldfein, Walsh, LaChaussee, Kissileft,
& Devlin, 1993; Gormally et al., 1982).

It must be acknowledged, however, that the degree of association
between restraint and binge eating in individuals with BED remains de-
batable (Yanovski, 1993). In contrast to Telch and Agras (1993), weight-
loss dieting actually has been shown to reduce the frequency and severity
of binge eating among those diagnosed with BED (Yanovski & Sebring,
1994). Furthermore, of the individuals with BED surveyed by Spitzer et al.
(1993), 48.6% reported that they began binge eating before dieting, com-
pared with 37.0% who reported the reverse.
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The utility of measures of dietary restraint in the understanding of
BED will depend ultimately on their capacity to predict clinical features
of the disorder that influence therapeutic interventions. At present, the
disinhibition subscale of the Three-Factor Eating (Juestionnaire appears to
have particular relevance. It measures emotional eating (Ganley, 1988),
which is consistently elevated in individuals with BED and pre-BED
(Fichter et al., 1993; Goldfein et al., 1993; Marcus et al., 1988). Further-
more, scores on this subscale appear to decrease in the course of both
psychotherapeutic (Wilfley et al., 1993) and pharmacological (McCann &
Agras, 1990) interventions that reduce binge eating. It is interesting to
note that binge reduction in the obese has also been associated with ele-
vations on the cognitive restraint subscale that brings their total scores
more closely in line with the higher scores of bulimic patients {Brody et
al.,, 1994; McCann et al., 1991).

Each of the questionnaires listed previously has potential utililty in
assessing and treating BED, but no single measure provides a picture of
this disorder that is both comprehensive and detailed. The Questionnaire
of Eating and Weight Patterns, for example, is preferable for diagnostic
purposes because it derives directly from BED criteria. However, informa-
tion on psychological correlates of the disorder must be obtained from
instruments such as the Eating Disorder Inventory—2, Three-Factor Eating
Questionnaire, and Restraint Scale. In a similar way, the Binge Scale and
the Binge Eating Scale provide multifaceted measures of binge severity, yet
lack the Questionnaire of Eating and Weight Pattern’s capacity to measure
binge frequency. In the interest of obtaining comprehensive information,
several measures are justified, particularly given the nascent state of BED
assessment.

Selt-Monitoring

Self-monitoring has long been a mainstay in assessing eating behavior
in obesity (Bellack, 1976) and bulimia nervosa (Schlundt, Johnson, &
Jarrell, 1986). The procedure typically involves recording eating episodes
and their situational contexts. A primary advantage of self-monitoring is
the direct measurement of eating episodes, which theoretically reduces the
potential for distortion relative to recall-based methods such as question-
naires and interviews. Self-monitoring can also elicit the comprehensive
information required for abstracting functional relationships between sit-
uational events and eating behavior (Schlundt et al., 1986). Given these
advantages, it is not surprising that self-monitoring has been applied
to such diverse topics as treatment outcome (e.g., Agras, Schneider, Ar-
now, Raeburn, & Telch, 1989; Leitenberg, Rosen, Gross, Nudelman, &
Vara, 1988), binge characteristics (Rossiter et al., 1992), mood correlates
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(Lingswiler, Crowther, & Stephens, 1987), and energy intake ( Yanovski &
Sebring, 1994} in populations spanning the range of eating disorders.

Although the potential reactivity of self-monitorinig procedures is rec-
ognized {e.g., Wilson, 1987), several studies comparing subjects and other
observers support the validity of self-monitoring as an assessment method.
Crowther, Lingswiler, and Stephens (1984), for example, found excellent
agreement between subjects and their partners for both the type (86.4%)
and quantity (90.3%) of food consumed during eating episodes. No differ-
ences were found between partner-present and partner-absent meals, sug-
gesting that significant reactivity did not occur. Self-monitored binging also
has been shown to vary with diagnostic classification based on the Ques-
tionnaire of Eating and Weight Patterns (Nangle et al., 1994). In this latter
study, a comparison of self-monitoring over a 3-week period with the ques-
tionnaire revealed a significant relationship between diagnostic categories
and the recorded frequency of binge eating.

One factor ensuring the continued use of self-monitoring in eating
disorders research is its amenability to functional analysis {Johnson et al.,
1995; Schlundt, 1989; Schlundt, Johnson, & Jarrell, 1985, 1986). Recent
findings suggest important similarities and differences between subjects di-
agnosed with BED and both nonclinical binge eaters and normal controls
(Johnson et al., 1995). Future research using self-monitoring may elucidate
similar differences between BED and other eating-disordered populations.
A second factor ensuring the continued utility of self-monitoring concerns
the diagnostic criteria for BED. Unlike anorexia nervosa, in which the
diagnostic criteria are largely attitudinal and nonepisodic in nature, the
criteria for BED (particularly Criteria A, B, and D—see Exhibir 1) require
detailed information on binge frequency, size, physical and social antece-
dents, and associated emotions—the very characteristics self-monitoring
data are suited to illuminare.

Several caveats can be offered with respect to self-monitoring. First,
in constructing self-monitoring forms, the advantages of detail must be
weighed against the potential aversiveness of recording demands. Ideally,
self-monitoring provides information on time, physical location, type and
quantity of food or drink, social and emotional context, and perception of
amount consumed for any eating or drinking episode. Excessively demand-
ing forms may compromise the validity of self-monitoring by encouraging
subjects to respond carelessly rather than accurately in an effort to com-
plete the recording process. Second, providing subjects with explicit in-
structions not to alter their eating habits (e.g., Johnson et al., 1995) may
reduce the potential for reactivity. Third, subjects should receive precise
training in self-monitoring to ensure that subject and experimenter share
an understanding of the information the self-monitoring system is designed
to elicit.
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Interview

Of the interview formats that address binge eating (see Wilson, 1993,
p. 234), the Eating Disorder Examination {Cooper & Fairburn, 1987; see
chapter 9, this volume) is used most widely. Unfortunately, while this ex-
amination has been employed extensively in the study of bulimia nervosa
(e.g., Wilson, Eldredge, Smith, & Niles, 1991; Wilson & Smith, 1989),
data are scarce on individuals with BED and pre-BED diagnoses. Existing
data suggest differences between pre-BED and normal weight bulimic pa-
tients. on the restraint subscale (Marcus et al., 1992; Wilson & Smith,
1989). In addition, Wilson, Nonas, and Rosenblum (1993) demonstrated
that 16 items from a questionnaire version of the Eating Disorder Exami-
nation discriminated obese binge eaters from nonbinge eaters. The largest
t values were for items targeting preoccupation with weight and concern
about being seen eating.

An interesting aspect of the Eating Disorder Examination is its
use of DSM-IV definitions for “large amount of food” and “loss of con-
trol” to categorize overeating episodes. As shown in Figure 1, two

Amount eaten

"Large" Not "large", but
(EDE definition} : viewed by subject
as excessive
"Loss Objective Subjective
of bulimic bulimic
control” episodes episodes
No Objective Subjective
"loss of overeating overeating
control”

Figure 1. The Eating Disorder Examination scherme for classifying episodes of
overeating. From Fairburn and Wilson {1993).
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dimensions—namely, perceived loss of control and amount eaten-—are
used to define a four-fold classification of eating episodes. Unfortunately,
use of the DSM-IV definition of binge imports into the examination con-
ceptual scheme the problems of classification mentioned earlier: How much

food is definitely larger than most people would eat in similar circum-.

stances? A number of subjective elements pervade this supposedly objective
critetion (e.g., defmitely larger, most people, and similar circumstances) allow-
ing so-called objective bulimic episodes and objective overeating to become
personal judgments of the interviewer. An additional concern is raised by
the variable size of earing episodes identified by subjects as binges (Rossiter
& Agras, 1990; Rossiter et al., 1992) and by the poor agreement between
bingers and judges about the status (i.e., binge vs. nonbinge) of the bingers’
own eating episodes (Johnson et al., 1993). These data suggest that the
experience of bingeing may be so tied to subjective variables such as loss
of control and the violation of internal dietary standards (Schlundt &
Johnson, 1990, pp. 77-91) that any objective definition may be of ques-
tionable utility. This having been said, the depth and breadth of infor-
mation generated by the Earing Disorder Examination makes it particularly
suitable for the study of BED. Detailed information will become increas-
ingly important as new and subtle diagnostic distinctions continue to
emerge.

Assessment: Summary and Recommendations

Data obtained from questionnaires, self-monitoring, and interviews all
may contribute to the assessment of patients with BED. Questionnaires
and interviews provide diagnostic and clinically relevant information,
whereas self-monitoring measures the severity, change, and associated var-
iables. Future research should determine which measures best reflect the
core symptoms of the BED diagnosis and are sensitive to changes produced
by interventions.

TREATMENT OF BINGE EATING DISORDER

The treatment of BED has focused on two separate yet complimentary
objectives—namely, weight management and a reduction in binge eating.
Since the majority of patients meeting BED criteria are obese, treatment
efforts directed at weight control are indicated, and they typically involve
comprehensive cognitive—behavioral programs that attempt to modify dis-
ordered eating behaviors, among others. Also, with the recognition of binge
eating per se as a clinical problem, other treatment interventions have been
directed almost exclusively toward controlling eating behavior. Although
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these two treatment objectives and their interventions are interrelated, for
the most part, the literature has addressed them separately.

Weight Management

In contrast to early evidence {Keefe et al., 1984), more recent findings
show that BED and pre-BED individuals appear to lose as much weight as
nonbingers over the course of behavioral weight control programs (LaPorte,
1992; Marcus et al., 1988). In some cases, these losses are quite significant
(Wadden, Foster, & Letizia, 1992). Drop-out and maintenance may be
more problematic. For example, both drop-out and relapse rates are higher
for obese individuals with BED than those without BED (Keefe et al., 1984;
Marcus et al., 1988; Yanovski, 1993). Marcus et al. (1988} employed Binge
Eating Scale scores and DSM-II] criteria to divide obese subjects into binge
eating and nonbinge eating groups. Subsequently, subjects participated in
either a standard weight control program or one modified for binge eating.
While the treatments were not differentially effective, the binge eaters were
more likely to drop our of treatment and regained significantly more weight
at 6-month follow-up than nonbinge eaters.

Managing Eating Behavior

Both pharmacological and psychotherapeutic interventions have been
evaluated for the management of eating behavior, and the results are largely
consistent with those of weight control studies in demonstrating difficulty
in adherring to interventions, as well as higher drop-out and relapse rates.
Pharmacological treatments have relied primarily on antidepressants, and
desipramine and imipramine have been shown to reduce the frequency and
the duration of binge eating, respectively, in pre-BED obese subjects.
McCann and Agras (1990), for example, randomly assigned women diag-
nosed with DSM-III-R bulimia nervosa who did not regularly purge to
either a desipramine treatment or a placebo control group. By week 12 of
the trial, subjects treated with desipramine reduced their binge frequency
by 63%, compared to a 16% increase for control subjects. Binge frequency
approached baseline rates following medication withdrawal, suggesting that
either the act of taking medication or some aspect of the drug was respon-
sible for the reduction in binge frequency.

As with weight control, psychotherapy for the management of eating
behavior involves a number of cognitive—behavior therapy interventions
thar are designed to establish regular eating patterns. These interventions
include self-monitoring, exposure to forbidden foods, chalienging dysfunc-
tional beliefs about eating, and training in relapse prevention. The response
to these interventions shows a similar pattern, with ¢linical improvement
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followed by relapse—although the extent of relapse is relatively small com-
pared to that observed following pharmacotherapy rermination (McCann
& Agras, 1990). Telch, Agras, Rossiter, Wilfley, and Kenardy (1990) eval-
uated cognitive—behavioral therapy for binge eating and found reductions
in binge frequency of 94% for nonpurging bulimics compared to 9% in a
control group, with many of the treated subjects eliminating binge eating
entirely. Although relapse was significant—only 46% of subjects remained
binge-abstinent at 10-week follow-up—binge frequency remained signifi-
cantly improved over baseline levels. Similar binge frequency changes were
obtained by Wilfley et al. (1993), who found comparable treatment efhcacy
for cognitive—behavioral therapy and interpersonal psychotherapy.

Treatment for Binge Eating Disorder: Summary and Recommendations

In light of the existing data on the characteristics of individuals
with BED, it is obvious that treatment should be directed at the dis-
ordered eating and associated psychopathology. Most prominent in this
regard are binge eating and its antecedents—nutrition, body image dissat-
isfaction, and depression. The interrelated nature of these symptoms in-
dicates that improvement on one target such as weight reduction may yield
positive changes in another. For example, depressed mood is usually ele-
vated with weight loss. However, in a practical, programmatic sense, the
idiosyncratic nature of these relationships for specific subjects appears to
require a comprehensive program, and the available literature supports
these inclusive efforts.

Current cognitive—behavioral therapy programs reduce binge eating
during implementation (Smith et al., 1992; Wilfley et al., 1993), however,
the poor maintenance of these reductions (e.g., Telch et al., 1990) suggests
that further efforts at relapse prevention are needed. A fruitful avenue for
preventing relapse may be the treatment of clinical problems associared
with BED, including psychopathology (Schmidt & Telch, 1990; William-
son et al., 1990) and body size dissatisfaction (de Zwaan et al., 1994).
Interventions directed at the psychopathology associated with BED could
reduce the influence of emotional cues on binge eating (Johnson et al.,
1995), and antidepressant medicarions may be helpful in combination with
cognitive—behavioral therapy (Alger, Schwalberg, Bigaouette, Michalek, &
Howard, 1991; McCann & Agras, 1990). Treatment of body size dissatis-
faction, either through modification of self-evaluative assumptions (Smith
et al., 1992) or weight reduction (Wadden et al., 1992), may attenuate the
tendency for individuals treated only for bingeing to engage in self-imposed
dieting, a practice that could contribute to future binge eating (Telch &
Agras, 1993; Telch et al., 1990). Consistent with this notion, there is
evidence that weight loss may reduce binge eating severity in subjects with
BED (Yanovski & Sebring, 1994). In summary, the available data strongly
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suggest that the effective treatment of BED requires the management of
clinical features beyond those defined solely by its formal criteria.
Although comprehensive interventions may increase the efficacy of
current treatments for BED, these developments in treatment shouid be
complemented with efforts at prevention to reduce the prevalence of this
disorder. In their recent multisite study, Spitzer et al. (1993) found that,
among individuals enrolled in weight control programs, those diagnosed
with BED reported an earlier onset of both overweight and dieting than
did those without the diagnosis. These data underscore the necessity of
early intervention and suggest that child and adolescent weight manage-
ment programs that deemphasize dieting and weight per se, and at the same
time promote nutritional, activity, and lifestyle changes, may play an im-
portant prophylactic role with respect to BED (chapter 12, this volume).
Several guestions regarding future developments in BED are indicated
from the foregoing review. In spite of its apparent simplicity, the nature
and origin of binge eating is still fraught with more than a modicum of
uncertainty. As we have discussed, the definition of a binge is ambiguous
because it relies on quantity and temporal criteria that are suspect and
inconsistent with empirical data. Equally important is research on the de-
velopment of binge eating in children, as there is compelling evidence that

BED is associated with early onset of both overweight and dieting (Brody
et al., 1994; de Zwaan et al., 1992; Spitzer et al., 1993).
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ABSTRACT

Objective; To investigate obese people
with/without hinge-eating Disorder (BED)
in terms of shared psychopathological
features pertaining to spectrum of eating
disorders.

Method: One-hundred obese adult
patients with a BMI > 30 ke/m? referred
to an Eating Disorder Unit and/or hospi-
tal weight-loss programs were adminis-
tered the BED Clinical interview, the Eat-
ing Disorder tnventory, and the Struc-
tured Clinical Interview for Anorexic-
Bulimic Spectrurn, Self-Repart,

Results: Twenty-seven subjects satisfied
DSM-1V research criteria for current BED;
compared to nonbingeing obese sub-
jects, BED ones were characterized by
greater weight-shape concerns influenc-
ing self-esteem {(p = .05), overall im-
pairment due to the overweight condi-
tion (p < .005), psychological distress
leading to professional help (p < .001),
dichotomous reasoning (g = .07) and
secondary soctal phobia due to the over-

weight condition (p < .005). Compared
to the other group, BED obese subjects
scored higher at the following EDF sub-
scales: bulimia (p < .0001), ineffective-
ness (p < ,01), interoceptive awareness
and social insecurity (p < .05).

Conclusion: The resulis of this study
hightight the role of cognitive mecha-
nisms such as dichotomous reasoning
and weight-shape concerns unduly influ-
encing self-esteem as a hallmark of BED
in obese patients, and the importance of
investigating eating disorder psychopa-
thology by adopting a dimensional per-
spective, rather than strictly focusing on
categories when dealing with obese
patients. © 2008 by Wiley Periodicals,
Inc,

Keywords: obesity; self-esteem; binge-
eating disorder; weight-shape concerns;
dichotomous thinking; interpersonal
distress

(Int | Eat Disord 2008; 41:643—649)

Introduction

Though recently conceptualized in a specific eating
disorder subtype, i.e., binge-eating disorder (BED),
the phenomenon of binge-eating episodes in over-
weight people has long been described. As depicted
by DSM-IV provisional criteria," BED is character-
ized by recurrent episodes of binge-eating (at least
two times per week over the past 3 months), in
addition to other evidence of eating discontrol (i.e.,
eating more rapidly than normal, eating until feel-
ing uncomfortably full; eating large amounts of
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food when not feeling physically hungry; eating
alone; feeling disgusted with oneself after overeat-
ing). The absence of any compensatory behavior to
counteract food assumption, including fasting and
excessive physical exercise, differentiates BED from
bulimia nervosa {(BN), particularly the non-purging
subtype. The manual does not mention, amaong
proposed criteria, the issue of weight and shape
concerns that unduly govern self-esteem, which is
typical of both anorexia and BN, though increasing
evidence from the literature indicates that this con-
struct is core to BED individuals too.*™

Obesity itself is not included among DSM-IV eat-
ing disorders (ED), and is considered a general
medical condition, but its relationship with psychi-
atric disorders is under research. It has long been
questioned whether overweight itself is a risk factor
for psychiatric disorders,>® even with the exclusion
of BED cases, which seem responsible for the high
comorbidity rates.” In any case, clinical experience
with obese people suggests the presence of a sub-
stantial psychological burden. In fact, hyperphagia
is indeed emotionally satisfying, and eating is often
used as a coping mechanism for anxiety, depres-
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sion, and interpersonal problems; furthermore,
obese people are subject to social stigmatization
and its psychological sequelae, thus starting a
vicious cycle that may help in the maintenance the
overweight condition.®® Finally, the increasing
number of patients undergoing bariatric surgery,
because of the development of laparoscopic techni-
ques, highlights the importance of screening obese
patients for the presence of ED syinptomatology in
order to enhance treatment effectiveness.'®!!

Given these premises, we tried to charactenze a
sample of patients presenting for obesity treatment
from a qualitative viewpoint, focusing attention not
only on the presence of an ED, such as BED, but
also on the cognitive and interpersonal aspects of
eating behavior and weight status. Preliminary data
at the end of the first phase of recruitment sug-
gested the salience of self-esteem depending upon
weight and shape as a distinctive trait of eating-dis-
ordered obese subjects® We now present final
results from that research conducted con a greater
sample of patients in order to further investigate
obese people with and without BED, in terms of
eating disorders spectrurn, i.e., the presence of cog-
nitive and behavioral patterns shared by patients
with anorexia and BN,

Method

Subjects

The whole study population consisted of 100 obese
subjects [body mass index (BMI), higher or equal to
30 kg/m?] either directly referred to the Fating Disorder
Unit Section of Psychiatry, DPPhNB, University of Pisa,
or recruited from an hospital weight-loss program (per-
taining to the Departinent of Internal Medicine) involv-
ing the Fating Disorder Unit as consultants, from May
1998 to May 2003. Written informed consent was given
before the assessment began.

Patients underwent standard clinical psychiatric
assessinent comprehensive of the administration of the
BED Clinical Interview, (BEDCI'? and were also asked to
complete the Eating Disorder Inventory-2,"% and the
Structured Clinical Interview for Anorexic-Bulimic Spec-
trum Anorectic-Bulimic Spectrum, Self-Report'¥; nate
that for subjects recruited prior to year 2000, a pilot ver-
“sion of the instrument was used (see later).

Instruments

Binge-Eating Disorder Clinical Interview. The BEDCI is
a structured interview designed to assess the presence of
- BED according to DSM-IV research criteria. The interview
contains 47 items; besides diagnostic items (presence
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and frequency of binge-eating, eating discontrol, absence
of regular purging behaviors for an exclusionary diagno-
sis of BN}, the other items provide additional information
about demographics; educational level; weight hisiory;
description of latest binge-eating episode (when it
occurred; time of day; duration; amount; and type of
food eaten); current maladjustment due to the over-
weight condition and eating behavior in either social or
work-related functioning; degree to which seif-esteem
depends on weight and shape; time spent on a diet since
adulthood; previous attermpts to lose weight and their
effectiveness; temporal relationship between onset of
binge-eating and dieting; brief psychiatric history
(depressive episodes, alcohol and/or substance abuse;
sexual harassment, Le., victim of incest, sexual abuse, or
rape; previous mental health advice); suspicion of binge-
eating in parents.

Note that some of the variables invesiigated by either
the BEDCI were dichotomized for statistical purposes
(see Appendix) ie., weight cycling, current social or
work-related maladjustment; degree to which seli-
esteem depends on weight and shape (binary cutoff set
at score >3 considered as present).

Eating Disorder Inventory-2 (EDI-2). The Eating Disor-
der Inventory-2 (EDI-2) is a self-report questionnaire. It
consists of 91 items presented in a six-point format {from
“always” to “never”). The inventory comprises measures
on 11 cognitive and behavioral ditmensions characteristic
of eating disorders: drive for thinness {relentless pursuit
of thinness), bulimia (tendency to engage in bouts of
uncontrollable overeating), body dissatisfaction {(dissatis-
faction with the overall shape and size of regions of the
body of concem), ineffectiveness (feelings of inad-
equacy), perfectionism (extent to which one believes that
personal achievements should be superior), interperso-
nal distrust (feelings of alienation and reluctance to form
close relationships), interoceptive awareness (confusion
and apprehension in recognizing and responding to
emotional states), maturity fears (desire to retreat the se-
curity of childhood), asceticism (tendency to seek virtue
through the pursuit of spiritual ideals), impulse regula-
tion (impulsivity and self-destructiveness), social inse-
curity (tendency to experience social self-doubts and
unhappiness}.

Structured Clinical interview for Anorexic-Bulimic Spec-
trum, Seif-Report {SCI ABS-SR). The ABS-SR is a self-

report questionnaire designed to investigate the presence
of signs, symptoms, cognitive schemes, and behavioral
patterns typical of patients with AN or BN, and other fea-
tures frequently associated to both disorders. The inter-
view is focused on the whole life span to identify whether
the subject has had these symptoms at any time,
especially if having them bothered him/her. It provides
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TABLE 1. Demographic characteristics, weight
history, and comorbidity in our sample assessed
by the administration of the BEDCI

BED Non-BED
{n=27) {n = 63) p

Age {years) 373 42.3 —
Body mass index 373+ 143 365+ 13 —
Female (%) 87.5 91.6 —
Age at onset of

a Qverweight 25+97 2210 —

o Dieting 245+ 143 23512 ——

i Binge-eating 29+ 105
Most of the time spent en 55.3 61.5 —

z diet since 18 years (%)
Weight cycling (%, present) 385 222 —
Sexual harassment 15.4 129 —

No significant differences were found between the two groups as
regards any of the items explored.

100 items, with a yes/no answer, producing a total score
(number of items endorsed) pertaining to attitudes and
beliefs; weight history; self-esteem and satisfaction; pho-
bias (dysmorphic phobias, secondary secial phobia, vis-
ceral perceptions); avoidant and compulsive behaviors;
weight control (eating habits, physical exercise; purging,
binge-eating; associated features (impulse discentrol;
personality (raits, medical conditions); leve! of impair-
ment and insight (see Appendix}.

For the present study, only some of the items were
used for statistical analyses, as patients interviewed prior
to 2,000 were administered a pilot version of the ques-
tionnaire, These selected items were clustered in three
dimensions: secondary social phobia {i.e.,, interpersonal
distress and/or avoidance related to the overweight con-
dition, Nos. 38-45; present when >5 out of eight items
were endorsed}; avoidant and compulsive behaviors (i.e.,
compulsive monitoring of weight and shape, Nos. 49-53,
present when >3 out of five items were endorsed); avoid-
ance of mirrors and scales (Nos., 54-55, present when at
least one item was endorsed); dichotomous all-or-noth-
ing thinking was explored by a single item (No. 119).

Statistics

Continuous variables were analyzed using Student’s -
test (two-tailed for unpaired data), whereas categarical
variables were analyzed with the y* test. Statistical signifi-
cance was set at the 5% level {p < .05),

Results

Twenty-seven subjects satisfied the DSM-IV
research criteria for a diagnosis of BED (6 month-
prevalence 27%). Age and BMI did not differ signifi-
cantly among the two groups (see Table 1), which
also displayed a similar weight cycling rate, as
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defined by “losing and gaining back 10 kg at least
three times"” (BED 38%, non-BED 22%, ns.).

Using the BEDCI, weight and shape concerns
were assessed in terms of their impact on self-
esteem: to score positively on this itern the individ-
ual had to select one of two extreme points on the
four-point scale (weight and shape were among the
main things/the most important things that
affected how you felt about or evaluate yoursell as
a person, compared with other aspects of your life).
Thus the tendency to evaluate self-worth in terms
of weight and shape was reported by 48% of BED
obese subjects vs. 23% of non-BED ones (p = .05).
BED subjects were more severely impaired than
non-BED ones in their overall functioning by the
overweight condition {68% vs. 31%, respectively,
p < .005) and more likely to report psychological
distress leading to professional help (61.5% of BED
patients vs. 23.2% of non-BED ones, p < .001). Sex-
ual harassment preceding the onset of the over-
weight condition was equally reported in both
groups (BED 15.4%, non-BED 12.9%).

BED patients scored higher than non-BED ones
when considering the ABS-SR section exploring the
presence of secondary social phobia—i.e., interper-
sonal distress due to the overweight condition- (posi-
tive in 88% vs. 34.3%, p < .005) and the item investi-
gating dichotomous, all-or-nothing reasoning
(endorsed by 37.5% vs. 17.7%, p = .01}, whereas no
significant difference was found as regards frequent
monitoring of weight and shape and avoidant behav-
iors related to weight and body image (see Fig. 1).

Considerable overlap in the EDI profiles of the
two groups was found (Tabie 2), except for the fol-
lowing subscales, where BED patients obtained
higher scores than non BED ones: bulimia (p <
0001), ineffectiveness (p < .01}, interoceptive
awareness and social insecurity (p < .05).

Because of the presence of different recruitment
sources, we also performed statistical analyses
comparing the findings in BED patients from the
Psychiatry Eating Disorder Unit vs. those from the
internal medicine weight-loss program. Results
show that the two groups are similar as regards
BME EDI profiles differed significantly as regards
the bulimia, perfectionism and avoidance EDI sub-
scale, with the former scoring higher than the latter
(p < .05).

Conclusion

BED was proposed in 1994 as a new diagnostic
category related to, but guite distinct from, both
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FIGURE 1.

Cognitive schemes and behavioral patterns pertaining to eating disorders’ spectrum in ohese with vs. with-

out BED. [Color figure can be viewed in the online issue, which is available at www.interscience.wiley.com.]
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TABLE 2. Comparison between EDI scores in obhese
subjects with and without binge-eating disorder

Mean + SD
BED Non-BED
{n=27) {n=63) p

Drive for thinness 1M *87 9.6 * 6.2
Bulimia 6.7 %15 27x27 <.001
Body dissatisfaction 228=x42 16.8 =56
Ineffectiveness 123 £ 5.7 5+ 46 <.01
Perfectionism 2+31 24+ 28
interpersonal distrust 46 £ 3.7 45+ 26
Interoceptive awareness B2x7 4,1+ 49 <.05
Maturity fears 6.1 *37 48+ 4
Asceticism 4 % 1.52.1 51x33
Impuise reguiation 42 *+38 27 %31
Social insecurity 6525 52 %35 <.05

obesity and BN; actually, even if not required by
diagnostic criteria, most of BED patients display an
overweight condition, and the prevalence of the
disorder increases with the degree of obesity and
the specificity of the treatment program (0.7-2% in
the general population, to 10-20% in clinical ones,
up to 70% among overeaters anonymous.’>? In
the preliminary results of this study,” we showed a
12.1% 6-month prevalence of BED in Italy among
patients seeking obesity treatment at a general hos-
pital-affiliated program for weight management.
Current data indicate a higher prevalence (27%) of
the disorder, probably because of the fact that the
second recruitment involved more patients refer-
ring to a specialist Eating Disorder Unit.

The issue of the relationship with BN, especially
the nonpurging subtype, characterized by the ab-
sence of any counter-regulatory behavior, is still
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controversial and many researchers have focused
their attention on the psychological constructs sus-
taining disturbed eating. In the present study, when
investigating obese patients in terms of descriptive
psychopathology, we found that neither body dis-
satisfaction, nor drive for thinness, indeed, turned
out to be a specific feature of obese binge-eaters,
being rather shared values for all EDs. This finding
partially agrees with that of Barry et al.”® who com-
paring patients with BN and patients with BED
with/without obesity, found that the nonobese
BED group and the obese one did not differ from
each other in any area (including body dissatisfac-
tion) with the exception of drive for thinness. On
the other hand, the discrepancy from our previous
finding of greater body dissatisfaction in BED
patients suggests the questionable validity of this
construct, which is affected by different variables,
such as presence of a true overweight condition or
body image disturbances. In the effort to eliminate
the effects of body weight on levels of body dissat-
isfaction, an adjustment of the EDI score, i.e., the
“body illusion index”, was proposed but with no
great success.”! Though drive for thinness may
reflect the construct of weight and shape overcon-
cern more closely than body dissatisfaction, recent
studies have shown that fat phobia is only one of
the pathways to eating disorders, and probably a
culture bound phenomenon.?® Indeed, obese binge
eaters and nonobese binge eaters, though charac-
terized by similar levels of body dissatisfaction, sig-
nificantly differ as regards the central role of these
concerns in governing self-esteem. BED subjects in
fact, like anorexic and bulimic ones, show a tend-
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ency to judge their self-worth largely, or even exclu-
sively, in terms of their shape and weight, although
this issue has been totally ignored in provisional
criteria set by DSM-IV. Thus, self-evaluation unduly
influenced by body shape, seems to be a more use-
ful disease indicator than body dissatisfaction, par-
ticularly for BED patients, suggesting the opportu-
nity to shift from body image disturbances to self-
concept deficits and overvaluation of the personal
significance of body weight and shape as the trans-
nosographic dimension in ED,%?3-%%

A growing baody of evidence adds to the issue of a
greater psychiatric burden in obese patients com-
pared to normal-weight subjects,® with the
exceeding prevalence mainly due to the comorbid-
ity with BED.!®*" Few studies have shown a con-
sistent psychosocial impairment even including
patients with subthreshold BED syndromes.?®3% In
our study, obese binge-eaters were more likely than
obese nonbinge-eaters to have requested professio-
nal psychological help: actually the greater sense of
social insecurity, and specifically the impairment in
interpersonal relationships associated with over-
weight condition leading to a severe maladjust-
ment in overall functioning may contribute to this
issue. Furthermore, this “secondary social phobia”
may stem from an intrinsic feeling of ineffective-
ness and self-deprecation maintained by social
stigmatization that promotes the vicious circle
leading to binge-eating through negative feedback
on self-esteem.*'** Extreme overconcern with
weight and shape, in combination with low self-
esteemn, may lead some people to adopt, or think
they should adopt, strict and rigid dietary rules and
to restrict eating in unrealistic ways. Propensity for
setting unrealistic aims as regards body appearance
and food intake, unsuccessfully striving to meet
them and equating lack of complete achievement
with abject failure, can be the seed for the disrup-
tiont of eating behavior. Because of the inflexibility
of these eating schemes, any minor transgression
can lead to an all-or nothing reaction, such that all
attempts to control eating are abandoned, resulting
in a binge. Dichotomous reasoning is indeed a
common cognitive distortion among patients with
AN and several studies have concluded that among
patients with AN, dieting is not a necessary precon-
dition for binge-eating in the absence of an all-or-
nothing reaction to the perceived violation of die-
tary restraini.’® Interestingly, in our sample, this
attitude seems to be distinctive, among obese
patients, of those with BED, even if this finding
needs to be replicated with a more thorough cogni-
tive investigation. Note that the tendency to evalu-
ate self-worth in terms of weight and shape and a
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dichotomeous (black-and-white) thinking style, to-
gether with having unrealistic weight goals, low
self-efficacy, poor coping, or problem-solving skills,
has been identified as significant psychoclogical
predictors of weight regain in obesity.>*>® These
studies lack a thorough ED symptomatology
assessment, but we can speculate that these psy-
chologically impaired patients lie on an earting dis-
orders dimension and a specifically oriented treat-
menft—i.e., one based on a cognitive rather than a
strictly behavioral approach—could result in a
minimization of relapse risk.

The present study shows some limitations, such
as the cross-sectional nature of the assessment,
which does not permit inferences about the causal
relationships between psychological features and
BED, and the sampling. First of all, results from
clinical studies may not be totally transferred to the
general population; then different recruitment
sources may have helped highlightening differen-
ces between BED subjects and non-BED ones.
However, these results add further evidence to the
debate on disordered eating as a continuum, from
pure obesity (ie., that of metabolic disturbances)
to BED, where weight-related self-evaluation
acts as the fundamental maladaptive cognitive
feature. Future research should aim to investigate
these shared psychopathological markers not
only for a better definition of provisional DSM-IV
BED criteria, currently under debate, but mainly
for the recognition of an “eating disorder attitude”
(i.e., spectrum) and its relationship with the out-
come of the overweight condition, in terms of ad-
herence to weight-loss treatrnent, amount of
weight loss, and maintenance of correct eating
habits,
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Appendix A: Noticeable Items from the BEDCI and the SCI ABS-SR

TABLE A1. BEDCI

No. of ltem Score Binary Cutoff
No. 15. Weight cycling 1-Neverfne Present if scare >3
Have you ever lost 20 Ibs or more-when you 2-0nce or twice

weren t sick-and then gained it back? If 3-Three of four times

Yes: How many times did that happen o 4-Five times or more

you?
No. 25. Current social maladjustment 1-Not at all Present if score >3
During the past 6 months, how much have 2-Afittle

your relationships with peopie been 3-A falr amount

affected by any of the following: 4-Quite a lot

overeating or thinking about eating, being 5-To an exireme degree

upset about your eating, or being upset
about your weight?
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TABLE A1. (Continued)

SHARED PSYCHOPATHOLQGY IN OBESE SUBJECTS

Mo. of ltem

Score Binary Cutoff

No. 26. Current work-related maladjustment

1-Mot at all Present if score >3

During the past 6 months, how much have 2-A little
your work, schoolwork, or housework 3-A fair amount
been affected by any of the following: 4-Quite a lot

overeating or thinking about eating, being
upset about your eating, or being upset
ahout your weight?

No, 35, Degree to which self-esteem is

dependent on weight and shape

During the past 6 months, how impartant

has your weight or shape been in how you
feel about or evatuate yourself asa
person-as compared with other aspects of
your life, such as how you do at work, as a
parent, or how you get along with other
pecple? Would you say. . .

5-To an extreme degree

1- Weight and shape were not very Present if score >3
important
2-Weight and shape played a part in how
you felt about yourself
3-Weight and shape were among the main
things that affected how you feli about
yourself
4-Weight and shape were the most
imporiant things that affected how you

felt about yourself

TABLE A2. 5CI-ABS-SR

Secondary Social Phobia

Have you ever had extended periods of time when you felt very badly or you aveided. ..

No. 38. .. .going out for dinner because of your figure or the amount you eat?

No.39. .. .eating as much when you were out for a meal as you would eat at hame alone?

No. 40. . . .going shopping for clothes because you felt too fat or you did not want to admit your size?
No. 41, .. .using dressing reoms, public showers, etc. because you felt too fat?

No. 42. .. .wearing close-fitting clothes hecause you were not satisfied with your body?

Mo, 43, .. .going to the beach or to the swimming pool because you felt too fat wearing a swimsuit?
No. 44. . . .having sex because you felt too fat?

Na, 45, .. .having a physical examination because you feit toc fat?

Avoidant ant Compulsive Behaviors

Have you ever had extended periods of time when you. ..

No. 49. .. .checked your weight more than once a day, or felt anxicus if a scale was not available?
Na. 50. . . .checked your weight almost every time you ate?

No. 51. .. .checked your mirror everyday looking for fat?

No. 52, .. .regularly checked your body dimensions with a tape measure?

No. 53. .. .checked your body dimensions and weight by how tight your clothes fit?

No. 54, .. .avoided weighing yourself?

No. 55. .. .avoided looking at your image in the mirror and shop windows?

Persenality
Do you see yourself or do others see you as. ..
No. 119. .. .seeing things as either “Black or white” or having an “all or nothing” way of thinking?

International fournal of Fating Disorders 41:7 643-649 2008
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Emotional Overeating and its Associations with Eating
Disorder Psychopathology among Overweight Patients
with Binge Eating Disorder

Robin M. Masheb, PhD*
Carlos M. Grile, PhD

ABSTRACT

Objective: The current study examined
emotional overeating In overweight
patients with binge eating disorder
{BED}). A new measure—the Emotional
Overeating Questionnaire (EQOQ}—was
developed to measure the frequency of
overeating in response to emotions. The
internal consistency, test-retest reliabil-
ity, and factor structure of this measure
were examined, and its associations
with eating disorder psychopathology,
depression, and gender were explored.

Method: Two hundred twenty consecu-
tive overweight {body mass index [BMI] =
25} treatmentseeking BED patients {48
men and 172 women} were administered
the EOQ, which assesses overeating fre-
guency in response to six emotions (anxi-
ety, sadness, loneliness, tiredness, anger,
and happiness). A subset of patients (n =
83) completed the measure again approxi-
matety 1 week later, BMI was measured,
and participants completed measures of
eating disorder psychopathology.

Results: The EOQ was internally consis-
tent (oo =.85), its items were significantly

and moderately correlated {range 32 to
.70) with each other, and principal com-
ponients analysis revealed one factor
accounting for 58% of the variance, The
EQQ items and total score were charac-
terized by good test-retest reliability
{intraclass correlation coefficients [1CCs)
ranged from .62 to .73). Significant cor-
relations were found between the emo-
tional overeating iterms and total score,
and binge frequency, eating disorder
features, and depressive symptomatol-
ogy. Emotional overeating was unrelated
to BM1, and men and women reported
similar rates of emoticnal overeating.

Conclusion; Emotional overeating was
significantly associated with binge fre-
guency, eating disorder features, and
depression, but was not related to BMI
or gender. ® 2005 by Wiley Periodicals,
inc,

Keywords: binge eating disorder; emo-
tional eating; assessment; nmeasurement;
ohesity

{int | Eat Disord 2006; 39:147-146)

Introduction

Despite the clinical interest overeating in response
to emotions, and the investigation of emotions as
triggers for other behaviors (e.g., substance use),
there has been a surprising lack of attention to
this construct in the binge eating disorder (BED)
and eating disorder literature. The BED diagnosis,
as defined in the 4th ed. of the Diagnostic and
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Statistical Manual of Mental Disorders (DSM-IV),
includes recurrent episodes of binge eating during
which there is a subjective sense of a lack of con-
trol. As noted in the DSM-IV,! some individuals
report that binge eating is triggered by dysphoric
moods, such as depression and anxiety. Yet, there
are few data to support the frequency with which
this occurs, which moods may serve as triggers,
and what factors may be associated with emotional
overeating?

Arnow et al.? has ariiculated a number of reasons
for the lack of knowledge regarding the relation
between emotions and eating in obese individuals.
First, the notion that obese individuals are more
likely to eat in response to external cues rather
than internal stimuli had been a major theoretical
paradigm for many years.*® This paradigm stands
in contradiction to a prominent role for emotions
in relation to eating behavior. Second, the current
dominant eating disorder theory, restraint theory,
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has been widely applied to the maintenance of BED
and posits that negative moods play a secondary
role to dieting.® Finally, it has been speculated that
the psychoanalytic writings of emotional eating
may have also dampened scientific interest in this

area.3

Existing measures of emotional eating include
the Three-Factor Eating Questionnaire (TFEQ7),
the Dutch Eating Behavior Questionnaire
(DEBQY), and the Emotional Eating Scale (FES?).
The TFEQ has a Disinhibition subscale that has
been described as a two-factor scale,? one being
Emotional Eating. However, the six items are lim-
ited by the true-false response set for items such as,
“When 1 feel anxious, I find myself eating.” Arnow
et al.® developed the EES and reported adequate
psychometrics in a sample of obese binge eating
females. Subjects were asked to rate their desire or
urge to eat on a 5-point scale (from no desire to eat
to an overwhelming urge to eat) for 25 emotions.

The DEBQ and the EES items are based on the
desire to eat, rather than on the frequency of eating
in response to emotions. The use of a frequency
response set has become standard practice in the
eating disorder literature.’® In addition, all three
existing instruments—the TFEQ, the DEBQ, and
the EES—measure eafing rather than overeating.
To date, there are no known measures that assess
the frequency of emotional overeating.

The purpose of the current study was to examine
the frequency of emotional overeating in a sample
of overweight patients with BED. A new measure,
called the Emotional Overeating Questionnaire
(EOQ), was developed that measures the frequency
of overeating in response to emotions during the
past 28 days. The internal consistency and test-
retest reliability of the EOQ were examined in
patients with BED. In addition, the factor structure
of the measure and associations with eating disor-
der symptomatology, depression, and gender were
explored.

Method

Participants

Participants were a consecutively evaluated series of
220 treatmeni-seeking overweight (body mass index
[BMI; kg/m2] > 25) adults (48 men and 172 women)
who met DSM-IV' tesearch criteria for BED. DSM-TV
diagnoses were based on the Structured Clinical Inter-
view for DSM-IV Axis I Disorders (SCID-I/P'"). Exclu-
sionary criteria were any concurrent treatment for
weight or eating, medical conditions {diabetes, thyroid
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problems, or hypoglycemia) that influence weight or eat-
ing, and severe current psychiatric conditions requiring
different treatments (psvchosis, bipolar disorder, sub-
stance dependence, or suicidality). Written informed
consent was obtained from all participants.

The participant group had a mean age of 45.2 years
(SD = 8.8), and 79.6% (r = 175) were Caucasian, 10.9%
{(n = 24) were African American, 8.2% (n = 18) were
Hispanic American, and 1.4% (n = 3) were other. Overall,
total of 84.5% (n = 186) attended or finished college. The
mean BMI was 36.4 (5D = 6.8).

Measures

The ECQ is a six-item self-report questionnaire devel-
oped for the current study to measure of overeating in
response to emotions. Items, and the responses for the
items, were developed with langunage similar to that used
inx the Eating Disorder Examination-Questionnaire (EDE-
(). Each item begins with, “On how many days out of the
past 28 days have you eaten an unusually large amount
of food, given the circumstances, in response to feelings
of...” Bach of six emotions is presented in all capital
letters, followed by three more synonyms in parentheses
and lower case as follows: (a) ANXIETY (worry, jittery,
nervous), {(b) SADNESS (blue, down, depressed), (c)
LONELINESS (bored, discouraged, worthless), (d)
TIREDNESS {worn-out, fatigued), (e} ANGER (upset, frus-
trated, furious), and (f) HAPPINESS ({(good, joyous,
excited). The response set for the six items is a 7-point
scate reflecting the frequency of days in which the behav-
ior occurred in the past 28 days {i.e., 0 =no days, 1 =1-5
days, 2 = 6-12 days, 3 = 13-15 days, 4 = 16-22 days, 5 =
23-27 days, and 6 = every day). The total score is
obtained by adding the responses of the six items and
dividin by six. Higher scores reflect more frequent over-
eating. The use of a 28-day time framne and frequency
response set was deemed important in the development
of this measure as it has become standard practice in the
eating disorder literature to anchor eating behaviors in this
way.!? All 220 participants completed this measure at Time
1, and a subset of 83 consecutive participants completed
this measure again at Time 2, approximately 1 week later.

The EDE-Q'? is a 32-item self-report measure of eating
disaorder psychopathology based on the Hating Disorder
Examination interview (EDE"). The EDE-Q assesses the
frequency of different forms of overeating behaviors,
including objective bulimic episodes (i.e., binge eating
defined as consuming an unusually large amount of
food, given the circumstances, with a subjective feeling
of loss of control). The EDE-Q also comprises four sub-
scales, including Dietary Restraint, Weight Concertn,
Shape Concern, and Eating Concern. Higher scores
reflect greater binge frequency or eating disorder sever-
ity. In this patient study group, coefficient alphas for the
EDE-Q subscales are as follows: .75 for Dietary Restraint,
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.56 for Weight Concern, .87 for Shape Concern, and .72
for Eating Concern. The EDE-Q has received empirical
support for use with BED. 415

The TFEQ' is a 51-item self-report questionnaire that
is a widely used and established measure of eating
problems.'® The measure has three subscales reftecting
the following disordered eating domains: Cognitive
Restraint, Disinhibition, and Hunger. Higher scores
reflect worse eating problems. In this patient study
group, coefficlent alphas for the scales are as follows:
.67 for Cognitive Restraint, .50 for Disinhibition, and .69
for Hunger. The TFEQ has demonstrated clinical udlity
for treatment studies of overeating and obesity.!”

The Beck Depression Inventory (BDI'®) is a 21-item
self-report measure used to evaluate the cognitive,
affective, motivational, and sematic symptoms of de-
pression. Higher scores reflect greater depressive symp-
tomatology and negative affect. Psychometric eval-
uations have reported adequate internal consistency,
retest reliability, and convergent validity.'® In this
patient study group, the coefficient alpha is .88. For
each item, participants are asked to pick one statement
out of a group of statemenis e.g., I do not feel sad; I feel
sad; I am sad all the time and I can’t snap out of it; or 1
am so sad or unhappy that T can't stand it) that best
describes how they have been feeling during the past
weel,

This study was reviewed and approved by an institu-
tional review board.

Results

Psychometric Findings

Table 1 shows a correlation analysis of the EOGQ
items and total score. The six items were moder-
ately and significantly correlated with one another
(Pearson product-moment correlation coefficients
(rs) ranging from .32 t0 .70, p < .0001) and with the
total score (rs ranging from .60 to .84, p < .0001).
The internal consistency of the measure was high
with o = .85.

EMOTIONAL O\J;EREATING IN BED

Table 2 summarizes the test-retest study of the
EOQ in a subset of 83 patients. Means and standard
deviations for each of the six items and the total
score at Time 1 and Time 2 are shown along with
intraclass correlation coefficients (ICCs). ICCs,
which ranged from .62 to .73 (p < .0001), demon-
strate adequate test-retest reliability for these items
and for the total score.

Exploratory principal components factor analysis
revealed a one-factor solution (eigenvalue = 3.484)
accounting for 58.07% of the variance. Factor load-
ings for the individual itemns were as follows: .77 for
anxiety, .86 for sadness, .79 for loneliness, .74 for tired-
ness, .81 for anger, and .58 for happiness. This sup-
ports the unidimensional structure of the instrument.

Frequency of Emotional Overeating and
Gender Differences

For the overall sample, overeating in response to
anxiety was the most frequently cited emotion
(M = 2.75, SD = 1.94) occurring on approximately
one-half the days, and overeating in response to
happiness (M = 1.40, SD = 1.61) was the least
frequently cited emotion occurring on approxi-
mately one-fourth the days in the past 28 days
(Table 3). Table 3 also shows that men and
women did not differ significantly on the EOQ
with the exception of loneliness. Women (M =
2.77, SD = 1.97) reported overeating more fre-
quently in response to loneliness than men (M =
2.06, SD = 1.88), F(1, 219 = 4.89, p = .028.

Associations with Emotional Overeating

A correlation analysis was performed with the
EOQ, and BM], binge episodes, eating disorder fea-
tures, and depressive symptomatology (Table 4).
The six emotional overeating items were unrelated
to BMI. All six items and the total score were sig-
nificantly related to the frequency of binge epi-
sodes (rs ranging from .17 to .31, p < .05) and to
most eating disorder symptomatology (i.e., Eating
Concern, Shape Concern, Weight Concern, Disin-
hibition, and Hunger; rs ranging from .14 to .39,

TABLE 1. Correlation coefficients among the emotional overeating variables (N = 220)

Anxiety Sadness Loneliness Tiredness Anger Happiness Total Score

Emotional eating variables

Anxiety _

Sadness 67% —

toneliness A5% 0% o

Tiredness 50% 48*% 4e* —

Anger 53% .65% .58% .53% e

Happiness 33% 32% .38* 43* 37* —

Total score 7 B4 J79* 75% .B0* 60" —

*p < 0001
int | Eat Disord 39:2 141146 2006 143
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TABLE 2. Means, standard deviations, and intraclass
correlation coefficients {1CCs) for tesi-retest reliability
(n = 83)

Time 1 Time 2

M (S0} M {50) icC
Anxiety 3.06 {1.95) 3.01 {1.75) 4%
Sadness 2.88 (1.98) 2.64 {1.95) 72*
Loneliness 2.72 {2.08) 2.34 (1.98) B3
Tiredness 2.28 217 239 (2.01) 62*
Anger 252 {1.95) 2.58 {1.94) 6%
Happiness .75 (1.72) 1.82 1.77) B3*
Total scare 2,53 (1.56) 245 {1.47) 73*

*p < 0007

TABLE 3. Means, standard deviations, and analyses of

variance {ANOVAs) comparing males and females

Overall Sampie Male Female

v = 220) (n=48 (p=172  ANOVA

M (s0) MoSDhoMO D) F p
Anxiety 275 (1.94) 248 (1.70) 283 (2.00) 124 267
Sadness 266 (1.91) 231 (1.76) 276 (1.94) 204 155
Loneliness 261 (1.97) 2,06 (1.88) 277 (1.97) 4.89 (028
Tiredness 2,06 (202, 187 (2.00y 211 {2.03) 051 476

1.92) 1.02 313
0.03 873

Anger 2.27 1.92) 202 {190 234
(1 62) 0.
147) 2.03 155

( .
Happiness 140 (1.61) 144
Total score 229 444y 203

p < .05). Greater emotional overeating was related
to more {requent binge episodes and more fre-
quent and severe eating disorder symptomatology.
The six emotional overeating items were unrelated
to restraint, measured with both the EDE-Q and the
TFEQ. In addition, the six emotional overeating
items and the total score were significantly corre-
lated with the BDI {rs ranging from .31 to .49, p <
.001}, such that greater emotional overeating was
related to greater depressive symptomatology.

Conclusion

The current study represents a preliminary investi-
gation of emotional overeating in overweight men
and women with BED. The development and psy-
chometric investigation of a measure of emotions
for overeating behaviors seemed indicated given
that it has been presumed that some individuals
with BED report binge eating triggered by dyspho-
ric moods.! Clinically, we have found that some
participants in our BED trials self-identify as “emo-
tional eaters,”

We developed the EOQ, a measure specifically
designed to assess the frequency that patients with
BED report overeating in response to emotions.
Overeating in response to anxiety was the most fre-
quently cited emotion and occurred on approxi-
mately one-half the days, whereas overeating in
response to happiness was the least frequently
cited emotion and occurred on approximately one-
fourth the days during the previous month. Over-
eating in response to sadness, loneliness, tiredness,
and anger occurred between one-half and one-
fourth the days during the previous month.

With regard to its psychometric properties, the
EOQ was found to be internally consistent. The six
items were moderately and significantly correlated
with one another, suggesting that they are related
but not redundant. Factor analysis revealed a sin-
gle-factor solution that accounted for 58% of the
variance. Specific associations with binge fre-
quency, eating disorder features, and depressive
symptomatology were found to be consistent
across the six emotions and the total score. The
EOQ items and total score demonstrated good
test-retest reliability. These findings suggest that
examining the specific emotions may not be as
important as examining emotional overeating glo-
bally, thus supporting the use of a total score for this
instrument. Alternatively, the variation in correla-

Correlation coefficients for the emotional overeating variables with eating-related measures N = 2207

TABLE 4.
Anxiety Sadness Loneliness Tiredness Anger Happiness Total score
BMI -3 .04 0 0 .02 J1gE .08
EDE-Q binge episodes Uikt 3 25%%% A7 28%F* 7 N bl
Eating disorder symptomatology
EDE-Q Restraint 5% 11 .08 6 13 =03 M
EDE- Eating Concern 3t 3g%Hw 27w 22Fwk 28k 4% 3G
EDE-Q Shape Concern g 3qFEk 24%%% 5% 2gFE 21%% 32wk
EDE-Q Weight Concern 0% 3Gk 2g%e 22FEE JpErx 6% 36%**
TFEQ Cognitive Restraint iz -6 —08 -1 -0 —.20%* —-.11
TFEQ Disinhibition 25¥E¥ 25%Ex 2 215 28k 4% L7HH
TFEQ Hunger 2gEk i b 25%Rx 34k 2% g 3gEak
Beck Depression Inventory 33 e A5 3 AQxHE 25%#kk A4y

Note: BMI = body mass index; EDE-Q = Eating Disorder Examination-Questionnaire; TFEQ = Three-Factor Eating Questionnaire.
*N = 220 for a!l variahles except BMI (N = 212), EDE-Q objective binge episodes (¥ = 218), and TFEQ Cognitive Restraint (¥ = 219},

Fp <05 < 01, ¥ < 001,
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tions, coupled with the adequate test-retest stabil-
ity observed for the specific emotions, suggests that
they can potentially be considered separately in
future research.

Men and women with BED differed litile in their
reports of overeating in response to emotional trig-
gers. One exception was that women were more
likely to report eating in response to loneliness than
men. This finding differed from a previous study of
men and women with BED using the EES, which
reported that women were more likely to report
overeating in response to a range of negative emo-
tions, particularly anxiety, anger and frustration,
and depression.”® Our measure assessed the fre-
quency of eating in response to emotions whereas
the Amow et al.®> measure assessed the urge to eat
in response to emotions. In other words, it may be
that women reported a greater urge to eat in
response tc emotions, but engage in this hehavior
at a similar frequency as men. Another important
distinction is that our measure asked about eating
an unusually large amount of food (i.e., overeating),
whereas the Amow et al.® items asked about eating.
Thus, it may be that women and men may binge
eat or overeat with a similar frequency in response
to emotions, but women may generally eat more
than men in response to emotions.

As expected, emotional overeating was related to
the frequency of binge episodes and disinhibition,
but it was not related to restraint. This suggests that
emotional overeating is an important area of inves-
tigation as a trigger for binge eating and disinhibi-
tion among individuals with BED. Similarly, Arnow
et al.? found associations between binge eating and
disinhibition, but not restraint, for the three factors
(i.e., Anger/Frustration, Anxiety, and Depression)
of the EES. We also found associations between
emotional overeating and the more cognitive fea-
tures of eating disorders, such as eating concern,
and overevaluation of weight and shape. Of note
was the absence of an association between BMI
and emotional overeating,

There are several potential limitations to the cur-
rent study. First, only six emotions were chosen for
this measure based on clinical judgment. Rather
than trying to include more items reflecting diverse
emotions, we selected items representing a range of
positive and negative emotions that vary in energy/
arousal. We attempted to create more of a behavioral
measure of emotional overeating based on the fre-
quency of eating in response to emotions, rather
than a more cognitive measure based on the urge
to eat in response to emotions. However, this mea-
sure was also based on retrospective recall of the past
28 days, thus precluding any specific statements that

Int } Fat Disard 39:2 1471146 2006
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these emotions actually served as proximal antece-
dents or triggers for the overeating.® Such studies
would require application of methods such as ecolo-
gic momentary assessment.”° In addition, the mea-
sure developed for the cunrent study did not take
inte account that overeating episedes might be trig-
gered by a combination of emotions. Finally, the
generalizability of our findings is limited to treat-
ment-seeking overweight individuals with BED.

In summary, this report details the development
of the EOQ, a measure to assess the frequency of
overeating in response to six emotions (i.e., anxiety,
sadness, loneliness, tiredness, anger, and happi-
ness), and provides findings based on a study
group of treatment-seeking overweight men and
women with BED. The EOQ demonstrated high
internal consistency and adequate test-retest reli-
ability, and concurrent validity with measures of
binge frequency, eating disorder features, and
depressive symptomatology. The item level can be
maintained for its clinical utility, or a single total
score can be used since the measure yields a single
factor. Given the high frequency of emotional over-
eating reported in this sample (i.e., between one-
fourth and one-half the days of the previous month
for each of the six emotions), future research
should investigate whether treatment for BED is
associated with changes in the frequency of emo-
tional overeating, as measured by this scale.
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~ Adler’s Need to Belong as the Key for Mental Health

Rachel Shifron . V Pa#'o ,@ Y

Abstract

According to Adler's (1932) Individual Psychology the inability to belong or to
connect with others results in pathology. In this essay the author presents several
case studies that highlight the need to belong as a primary issue in therapy. The case
descriptions include therapy with an individual, a couple, a client with addiction
issues, a cross-cultural couple, and a mother and daughter-in-law. The case materi-
als presented in this article raveal that individuals with psychological disorders can
lessen their psychopathology by leaiing more effective methods to promote belang:
ing. Adlerian methods and interventions to promote belanging are discussed.

in Adler’s (1932, 1991) Individual Psychology every child is born with
the need to belong and with the ability to connect with others. Acquiring
the methods of connecting involves a learning process. This kind of learning
is the key for well-being. It is essential that one belongs and is connected
to three significant groups in one’s circle of life. | expand Adler’s descrip-
tion of the life tasks (Dreikurs, 1950) to refer to these significant groups as
being family, friends, and work associates. Feeling a sense of belonging to
these groups is the primary universal issue of mental health. Individuals with
psychological disorders can lessen their psychopathology by learning more
effective methods to belong.

This article reflects my many years of counseling and therapy from an
Individual Psychology perspective {Shifron, 2006, 2008). My clinical experi-
ences have shown me the universality of the need to belong, and | believe
this paper offers an exceptional opportunity for clinicians from different
theoretical approaches to learn more about Adler’s optimistic and brilliant
perspective, Adler’s Individual Psychology is based on the conceptualization
that psychopathology results from the lack of feeling belonging. This'is an
optimistic view, because the absence of feeling belonging is a curable situ-
ation. According to Adler’s theory (Ferguson, 2006), every individual makes
choices. In this paper | focus on the belief that every individual is capable
and creative and that by making different kinds of choices, each person can
learn how to feel belonging.

Throughout my work with clients over many years, each individual or
couple presented unique problems. However, there was a common theme
among a majority of them. The hidden goal for most of them included the
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desire to belong. This hidden goal was identified in many instances when
exploring clients’ early recollections and dreams. i found the need to belong
surfaced among couples, parents, children, and siblings. | found a similar
need to belong with friends and in the work setting. | discovered many cre-
ative and diversified ways that individuals use to meet this need to belong.
In therapy an important process was for clients to learn whether the creative
methods they chose were effective or not, and whether they could use their
creative abilities to choose more effective methods to feel belonging.

To understand Adler’s concept of belonging, | find it helpful to remem-
ber the concept of holism. In a holistic system, the whole is a dynamic,
moving, developing, growing, creative system. it operates through the inner
links within all parts of the system. Each part has a specific role or place
that enables the other parts to operate and to move. The movement is the
consequence of the interrelations and the contributions of each part. In a
holistic system the cooperative interactions of the parts constitute the whole.
“The organism is more than the sum of its parts and if these parts are taken
to pieces the organism is destroyed . . . these parts are in active relations to
each other” (Smuts, 1926, p. 101, as cited in Linden, 1995, p. 254).

In Individual Psychology the individual is a whole system, but the indi-
vidual is also a cooperating and interacting part of larger systems, like the
family, the community, and the universe. A sense of belonging is essential
in order for one to feel that he or she is an actively contributing part of the
larger whole. This feeling, that one belongs and that one has a place in
the larger systems, is achieved when one is encouraged and appreciated
for one’s special talents and creative abilities. An individual who feels be-
longing feels valued and significant, and the person will contribute his or
her best to society. That contribution represents social interest (Ansbacher,
1991), that is, a concern for and commitment to the welfare of the commu-
nity. Adler characterized '

the socially useful type as prepared for cooperation and contribution in whom
we can always find a certain amount of activity which . . . is in agreement with
the needs of others. .It is useful, normal, rightly embedded in the stream of
evolution of mankind. (Masak, 1991, p. 316)

Adler emphasized belonging as the primary factor for the individual’s and
the community’s mental health. Mosak (1991) wrote, “Closeness is a tran-
scendent variable. It encourages people to look outside of and beyond
themselves to the need of others in the community and of the community
itself. It encourages the feeling of intimacy, empathy, and identification”
{p. 315).

Recently, | conducted workshops on Adlerian psychotherapy in Cam-
bridge, England. My hostess, Anthea Millar, described a project by Foresight
Science Future with the following information that'was published in the
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1 ondon Times. The project was led by Felicia Huppert (2008), professor of
psychology at Cambridge University, and it was intended to improve men-
tal well-being. The project was included in a “well-being” report, compiled
by more than 400 scientists, sent to the British government. The research
proposed to encourage behavior that will make people feel better about
themsetves. The researchers concluded that they found five categories that
can make profound differences in people’s well-being, They named the pro-
gram “five a day”:

1. Connect with people.

2. Be active—do physical activities with others.

3. Take notice—be aware of sensations around you, be in the state of
mindfulness. '

4. Keep learning—as a way of rebooting the mind to experience joy in
the here and now.

5. Give—committing an act of kindness each day is associated with
an increase of well-being.

For those following the work of Adler, it is a welcome finding that his ho-
listic psychology that emphasized befonging is actualized in reports about
well-being to the British government, many decades after Adler first wrote
about the importance of social interest and the feeling of belonging.

In this essay, | focus on belonging as the primary variable in clients’
mental health. | discuss case studies with the focus on the clients improv-
ing the ways they cope with life through increasing their social interest and

through gaining feelings of being accepted and belonging. The issues | ad-

dress are as follows:

Belonging to the family of origin—identifying creative methods used
to secure the feeling of belonging.

Belonging in a couple relationship—examining the complexity of cul-
tural differences in basic norms and values as these relate to the
feeling of belonging.

Belonging to the world of work—considering the need to maintain a
balance between work and family.

Readers familiar with Adlerian psychotherapy know that early recol-
lections provide rich clinical material (Manaster & Mays, 2004; Shifron &
Bettner, 2003). | employed this technique extensively to explore the impor-
tance of belonging in many of the cases reported. For me, early recollections
are a type of metaphor. They reveal lifestyle (Ferguson, 2006) as well as the
individual’s current emotional situation. The use of early recollections is an
accurate and guick method to discover the person’s feelings of belonging and
the creative methods the person uses in order to feel belonging. All names
and other personal data were changed completely for confidentiality.




Adler’s Need to Belong: Mental Health 13

Case Studies: Individual Therapy

The Creative Contributor. The need to belong is so strong that some in-
dividuals excessively seek to please others. These individuals invest much of
their energy in pleasing, helping, and rescuing their family members, They
often feel that their “membership card” of being a valued and accepted per-
son is valid only through their being available to others at all times until they
become exhausted. This may lead to creative solutions for seeking rest. An
example is “Pamela,” who is in her 20s. She is a student who works in her
free time, and she is the youngest of four siblings.

The presented issue, as she stated, was that she suffered from anxiety
and “unrealistic fears.” Her relationships with men were complicated in that
she was aftracted to unreliable men who were not interested in her, and she
was not attracted to those who showed her care and affection. From an Ad-
lerian perspective this is an excellent method to avoid intimacy.

A thorough analysis of her lifestyle, which included early recollections
and dreams, disclosed that in order to feel that she belonged in her family,
she had chosen behaviors that made her feel that she was needed at all
times by her parents and siblings. In psychotherapy, she gradually under-
stood, through our work with her early recollections and dreams, that in
order to gain recognition she often neglected to take care of her own needs
in favor of the needs of others. She also became aware of the fact that it was
almost impossible for her to ask for help. She perceived her mother as a
helpless woman. Pamela was her mother’s caretaker, and she strove to excel
in being a caretaker.

pamela tearned to understand that her way of fulfilling her need to be-
long included a consistent set of behaviors revolving around caretaking,
pleasing others, and giving, which created in her feelings of anxiety, frustra-
tion, disappointment, and anger. This set of behaviors was consistently void
of self-care strategies. For example, when | asked her if she ever asked for
help when she needed it, she said she never did. She reported that her father
was too busy and her mother and siblings lacked the skills to be helpful to
her. An example of her private logic on this point was reflected in the fol-
lowing early recollection she reported:

At age 8 ! was in a boat and a young boy fel! off the boat. | jumped into the
water and saved him. Everyone reacted as if it was the most natural thing to
do. | felt that it was expected of me to jump and save the boy because | was
an excellent swimmer.

| viewed this early recollection to be a metaphor representing the way she
thinks about herself and her primary role in her life.

As we continued in therapy, | avoided dealing with her initially reported
concern with her anxiety and chose instead to focus directly on the creative
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ways in which she was seeking to fulfill her need to belong. We continued
to explore ways that her exaggerated need to “give and please others” were
directed toward her need to feel belonging. We were also able to come to a
consensus that the anxiety attacks, which were her presenting concern, had
a purpose. The purpose was that it was a creative way of giving her a rest
from being in the service of others. It was only then that we were able to
work together to assist her in finding less stressful and anxiety-driven be-
haviors 1o fill the need to belong. At present, Pamela is in the process of
establishing new behaviors to practice her “excellence in swimming,”
which includes courage, movement, and initiation. Pamela is developing a
new relationship with a man who adores her. She is more assertive with her
family members as well as at work and with friends, without her former fears
that by setting healthy boundaries she will no longer belong. She is free of
anxiety attacks. From my clinical perspective | view addiction, anxiety, and
depression as an example of goal-oriented behavior. They are creative, pur-
poseful, and chosen behaviors (Shifron 1999). Interpersonal relationships
and feelings of belonging are essential for the development of significant
intimacy, and they are as essential for adjusting to other life situations, in-
cluding the world of work.

Despair.  Robert, a man in his fifties, holds a very prestigious work po-
sition. His performance at work is considered to be excellent, but he lacks
skills in interpersonal relations. He became aware of the fact that he might
lose his job if he did not change his attitude toward his co-workers,

Robert is the oldest of three siblings. His parents divorced when he
was very young. He and his sisters never married. In his early recollections,
he described a detached mother who was busy fighting with her husband
(Robert’s father), two sisters whom he did not like, and a father who was
not around when he was needed. Robert was a very good student but was
always angry, sensitive, and sad. This picture of his childhood corresponded
very vividly to his emotional state at the time he began therapy. He felt
lonely and alone, did not trust friends or partners, and did not keep in touch
with his immediate family. At the same time, he was extremely invested in
his work. He said, “I don’t belong to anyone. Work isn’t a substitute for fam-
ily and couple relationships. There is no sense in living like that, 1 have to
change it.” Robert’s feelings of sadness and despair were exireme because
he had no support from anyone, neither his family nor a partner.

Developing trust in the therapeutic process was a challenge. Robert did
not trust that anyone had a genuine interest in him. It took a long time be-
fore he developed some confidence in the process. Accepting his strengths
was an important step for him. He realized how efficient, productive, and
intelligent he was in his job. He learned to appreciate the meaningful rela-
tionships that he had succeeded in establishing at work. Robert practiced at
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work how to express his feelings, and doing so helped to prevent him from
exploding. Work became an anchor for his need to belong, and thus he
increased his belief that he was capable of developing meaningful relation-
ships in his private life.

Dreikurs (1991} wrote,

The human community sets three tasks for every individual. They are: work,
which means doing useful work; friendship, which embraces social relation-
ships with comrades and relatives; and love, which is the most intimate union
with sorneone of the other sex and represents the strongest emotional felation-
ship which can exist between two human beings. These three tasks embrace
the whale of human life with all its desires and activities. All human suffering
originates from the difficulties which complicate the tasks. {p. 7)

Relationships are fearned in one’s own family. Those who completed this
learning process successfully will feel that they belong, and they are likely
to form meaningful refationships outside their family—at work, with friends,
and with an intimate partner.

Robert’s despair and suffering originated from the fact that he had no re-
lations with his family, which inhibited him from establishing his own family
unit and knowing how ta relate to others at work. In a therapeutic process,
when there is no opportunity to work with the entire family and when the
client refuses to make contact with famity members, the learning process
will take place in another life task. In Robert’s case he was motivated to
learn and to practice his interactions with others at the workplace, where he
finally felt that he belonged. The workplace became a laboratory for acquir-
ing a sense of belonging. He learned how to relate to others and to form
meaningful relationships.

One of the primary factors in work adjustment is the feeling of belong-
ing. Holland (1985) developed a vocational instrument that was based on
the idea that individuals adjust much better to work when they are around
people like them, when they feel that they belong with the group. Holland'’s
prediction was that individuals who belong would be motivated, satisfied,
and able to grow and to develop. The need to feet belonging in the work-
place is so strong that some people develop workaholic symptoms {Shifron,
in press).

Couples Therapy

Conceptual issues to consider with couples. The need to belong is cru-
cial in romantic relationships. Romantic relationships are complex and can
be very disturbing when the very basic need to belong is ignored.




16 Rachel Shifron

5

Certainly, love in all its thousand variations is a feeling of belongingness and
hence is characterized by its content as a sociat feeling. Therefore, that man
and that woman will be best prepared for love, marriage and parenthood,
which surpasses all others in being fellow men . . . the worse preparation for
marriage is when an individual is looking for his own interest. If he has been
trained in this way, he will be thinking all the while what pleasure or excite-
ment he can get out of life. He will always be demanding freedom and relief,
never considering how he can ease and enrich the life of his partner. (Adler as
cited in Ansbacher & Ansbacher, 1956, p. 435)

Each partner wants to feel safe, secure, and cared for in the relationship.
Each individual in a couple contributes creatively in order to maintain the
relationship. At times, problems arise when the “creative contribution” does
not fit the partner’s lifestyle, wishes, and expectations. The outcome is frus-
tration, anger, and distance. In such cases, the therapist's roles are:

1. to identify with the couple their genuine goal to maintain their re-
lationship and their desire to belong to each other (If one of them
is not invested in the relationship, couple therapy is not going to
work.);

2. to show using early recollections or dreams the “creative method”
each one employs in order to feel connected and to belong to the
other person;

3. to unfold the “blind spots” in the method, that is, the blind spots
that create distance instead of the closeness the couple intends;

4. to work with couples creatively to form behaviors that will en-
able both of them to feel the closeness that they desire {Shifron,
2008) (One can do couples therapy even when only one partner is
involved.).

Building the wall. This case is an example of creative methods used
by a couple to maintain their relationship. Molly and Charles are in their
30s with two children. Molly is the oldest sibling in her family. Charles is an
only child. Both of them work full time. Molly works in a very demanding
sophisticated organization. Charles does freelance work.

The presenting issue is a growing distance between them. There was no
communication about experiences and feelings, and they had no intimacy.
They claimed that they are very effective as parents. Both of them expressed
their need to feel closer and that the relationship is very meaningful for
them. They feared their own anger at each other and repressed it.

In the first stage of therapy, the work with their early recollections dis-
closed their strengths, special abilities, uniqueness, and special needs. It was
a stage of self-awareness for both of them. They gradually became aware of
the specific roles each one of them played in their families of origin and in
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their couple relationship. The second stage of therapy focused on the ways
each of them worked at finding their comfort in the relationship, that is, a
sense of belonging. The use of early recollections enabled them to discover
the creative methods both of them used to maintain their relationship and
sense of belonging. It became clear that “not rocking the boat” was their
creative strategy to maintain the relationship. Charles’s method was to with-
draw, not to share information about his business, doubts, questions, and
difficulties. He was sure that this “method” would save him from her criti-
cal reaction, would prevent a potential confrontation, and thus would save
the marriage. Molly's method was to spend more and more time at work in
order to limit their time together and to avoid potential conflicts. She was
confident that her method would maintain their togetherness. Both of them
wanted to prevent conflicts at all cost.

The more Charles withdrew, the more Molly was out of the house, and
vice versa. The third stage of therapy focused on their understanding this
process. When they were presented with the guestion regarding whether
there was a thought about separation, both of them reacted very anxiously
that they definitely wanted to maintain their relationship and they wished to
get closer.

in one of his early recollections (age 5), Charles described standing
behind the window, watching the children playing outside. He wanted to
join them but feared their rejection and thus kept staying inside. Almost all
of Molly’s early recollections were outdoors, enjoying the company of her
immediate and extended family. Their recollections/metaphors present very
accurately the difference in their lifestyles. In her adult life, Molly worked
in an organization in which she felt satisfied because she was respected and
appreciated for her contributions. She felt that she belonged to the organi-
zation. In his freelance occupation, Charles worked by himself. The early
recollections also showed the dynamics of their relationship. He perceived
her as having a wonderful time and craved to be included, but his fear of
rejection immobilized his initiative and actions. (She was the one who had
initiated the therapy, and he had joined her gladly.) Molly was enjoying the
outside world she created for herself, but eventually discovered that her
method actually widened the gap between them. She also, like Charles,
craved the warmth and the feelings of togetherness.

The fourth stage of therapy was devoted to-finding new and different
ways for them to use their creative abilities and strengths and for them to
apply these to their mutual goal to be together. At present they are still prac-
ticing how to “break the wall” and join each other: for her to join him at
home, for him to join her outside. They are also learning to talk about their
anger courageously and gradually to understand that communicating feel-
ings is one important way to “break the wall.”
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How can | belong with “the big guys”? The problems associated with
feeling belonging are a primary issue among most couples who come for
therapy. “Am I'really significant in her/his life? Does she/he really love me?
Why me? Do | fully belong to this couple relationship? Do | fully belong to
her/him?”

Carola came to therapy when she was separated for several weeks from
her husband. She wanted to know what she did wrong and whether she
planned to continue with the relationship. Her husband told her to try and
“fix” herself. She is in her 20s, the youngest in her family. She experienced
a very close family. She had excellent relationships with her siblings, who
paid a lot of attention to her. Carola describes her parents as very supportive
and respectful of her choices. She describes her husband as being distant
from his parents and siblings and that he is very punitive.

Her early recollections are beautiful metaphors that demonstrate her
need to feel that she belongs in that relationship and what the real obstacle
is in her relationship with her husband. During the initial stage of therapy,
she shared the following recoliection (age 5):

| was in the car with my sister (who is 12 years older). She taught me a few
words in a foreign language the others in my family knew, and | felt | was a big
girl. | felt included with the big guys in the family. It was a feeling of elation.

Later in the therapy process, she provided this early recollection (age 4):

| sprained my ankle and was in pain. In the evening, | was in my room. Every-
one else was in the living room. 1 got up. It was painful to walk but { overcame
the pain and found everybody in the living room. | felt happy [ was with ev-
erybody else.

In both memories, Carola described how important it was for her to be in-
cluded. In the first memory she was responding to her sister’s initiation. In
the second memory she initiated her action in order to be included.

In the therapy sessions Carola brought many detailed early recollec-
tions and metaphors. She realized that often she expected another to initiate
her inclusion with the “big guys,” but it is clear from her later recollection
that she could, even though with difficulty, initiate by her own efforts being
included with the “big guys.” She became aware of the choices she made
and the choices she could make in her current life in order to get what she
needed and deserved. At that stage, she was trying to initiate closeness with
her husband. She was more active in creating a safe place for herself in their
relationship. The awareness of one’s own strengths and abilities to make
choices helps the person to initiate and to act. Very often, it might help part-
ners to overcome anxiety and frustration in the relationship.




Adler’s Need to Belong: Mental Health 19

Cross-Cultural Couples and the Need to Belong

Conceptual issues.  In a global environment where traveling overseas,
studying abroad, and working and living in various countries are becom-
ing a more common way of life, cross-cultural romantic relationships are
increasing. When developing a relationship within one’s own culture, the
task is already complex because it requires an ability to merge two differ-
ent family cultures. In a cross-cultural relationship, merging is much more
difficult, for it requires not only understanding distinct family cultures but
also a thorough knowledge and understanding of the other’s total cuitural
background. Primary parts of the cultural differences are other norms and
creative ways to connect and to belong. Anather major issue in the cross-
cultural coupling process is that many times one of the partners feels a lack
of belonging to the new country and to its culture. Usually, one of the indi-
viduals must leave family, friends, language, and native culture, Adjustment
to the new environment leads to a continued sense that “I don't belong
here! Nobody notices me in a valued way!” It may create a growing tension
between couples, and at times it is likely to end in a divorce.

The following case is an example of a cross-cultural couple’s problems
with regard to feeling belonging. It also illustrates that cross-cultural couple
relationships entail a challenging task and that when individuals learn to
appreciate their own creative power, to actualize it, and to contribute to the
new community, their newfound strengths increase feelings of belonging
and decrease tensions in the family. The most significant lesson in the case is
that cultural differences need not present a real obstacle to developing feel-
ings of belonging. Rather, cultural differences require more understanding,
mutual respect, and much more work.

“l want to be noticed and valued!” This case describes my three years
of therapy with a woman in her late 40s who agreed to leave her native
land and move to her husband’s country with their four children. When she
came to therapy, her four children were still at home. She came to therapy
reporting that she was feeling a distance between herself and her husband,
and she reported feelings of loneliness and depression. The analysis of her
lifestyle presented a very talented person in specific areas of the arts. She
claimed that if she remained in her own country, she probably would be
a famous artist. The focus of therapy was on her ability to actualize her-
self as an artist in the country in which she has chosen to live and to raise
‘her children,

During the lifestyle assessment | asked her to describe the steps she
would have taken to reach or realize her goal in her native [and. It was not
surprising to me that she was able to describe rather specific steps to reach
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her goal. In therapy she was encouraged to proceed with her own strategy.
She made contacts with people around her, and she volunteered in several
activities in her community. As a result of her volunteer activities, she found
sponsors who encouraged her to show her work in exhibitions. Gradually,
the relationship with her husband improved. He encouraged her activities
and enjoyed her contribution. Although the relationship was not the focus of
the therapy, the fact that she had learned to appreciate herself and her work
and that she felt respected, accepted, and appreciated by others, including
her husband, drew her much closer to him and improved her feelings to-
ward him.

It was a very slow process. In almost every session she brought early
recollections, pictures from her childhood home, and art projects and paint-
ings of her recollections. This fascinating process was the onset of the shift of
her frustration and anger toward actualizing her real abilities. She started to
realize that she might become a real asset to her adopted community and to
her country of choice. In the early recollection she brought to our last ses-
sions, she revealed her new outlook:

She was three, walking in the woods with her nanny, whom she loved very
much. She could smell the flowers; listen to the birds, and she sensed her
nanny's hand holding hers. She described very vividly all the colors she saw
in the woods.

This memory was a metaphor for how she felt at her final session. She was
surrounded with people who respected and loved her, the relationship with .
her husband improved, and she felt valued for her contribution to young
children and adults. Today, years later, she is a known artist and feels that
she belongs.

Therapy with Family Problems

Hidden depressions.  Feelings of inferiority inhibit one’s ability to form
meaningful relationships as a couple, parent, or family member. The fol-
lowing is an example of an individual's quest to find her place or sense of
belonging.

Ada was a woman in her late 40s. She was an attractive, elegant, married
mother of four children. Her presenting issue was depression. She stated,
“My depression is because my husband is not an understanding man.” She
perceived her mother as a depressed woman who never took care of the
house or herself, “I was ashamed that my mother looked so neglected. |
never brought friends home. | didn’t want them to see my house. My friends
rejected me, they didn’t want my company, | felt left out and very sad.” Ada
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described her husband’s family as very close and warm. His parents’ home
was a very comfortable and attractive one, and he had a close relationship
with his mother.

In therapy, she gradually became aware that she never wanted to be
part of her family of origin, that she detached herself from her parents and
siblings. She described that her siblings “were like her parents.” She felt
rejected by friends in grade school and high school. She developed the “cre-
ative ability” to disassociate from others when she felt unsure of herself and
her position. She had no chance to experience fully the feeling of belonging
nor the pride and happiness that is part of that feeling. During her married
years her solution to her depression was to stay alone in her room and com-
pletely detach herself from her husband and children. She thought that she
was successfully hiding the depression and protecting her family.

I saw her on and off for several years, and gradually we evolved into a
process of family therapy, when | started to see two of her children at the
time they experienced severe anxiety attacks. Both children felt that their
mother was not really there. Most of the sessions with Ada focused on how
she can use her creative abilities to bond and to feel that she belongs to
her family.

She was learning how to deal with her depression differently. Instead
of choosing to distance herself in order to protect herself and the others in
her family, she communicated her feelings and connected with her hushand
and children. The fact that she could speak with her children about her anxi-
eties helped them to realize that they have something in common with her;
it drew them closer together. Dreikurs (1991) stated that “The community
feeling is expressed subjectively in the consciousness of having something
in common with other people, and being one of them . . . (p. 7). Ada had
always thought she was very different and that nobody felt like her. When
she realized that she is capable of developing an understanding relationship
with her husband and children, she felt that she belonged to her family and
was significant in the family she had chosen for herself.

“Does my mother care for me? Does my wife care for me?” Doubts
during early childhood about feelings of belonging are unfortunately a com-
mon part of modern life. Questions such as: “Does my mother really care
for me? Do my parents prefer my young brother and not care about me?”
become a major part of many people’s emotional existence. These questions
and doubts then become part of every relationship: in school, at work, in the
adult’s romantic relationships, and when one becomes a parent. The follow-
ing case illustrates these questions and doubts. _

Kurt is a very intelligent and insightful man in his late 40s. He is a mar-
ried father of four. The reason he came for therapy is that he felt that his
wife did not care for him and he was sure there was another man in her life.
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During our work together, he found out that he tried to be a super father and
a super husband. He did everything perfectly! He was always very industri-
ous, extremely productive, and effective. He became disappointed that his
wife did not appreciate his efforts. Additionally, she did not meet his stan-
dards, which were very high.

He realized that as a child he tried to earn love and attention by being
very good. at everything he did. He never realized that his exaggerated ef-
forts turned people close to him against him. Instead, he believed that he did
not try hard enough, and 5o he tried even harder. That vicious cycle finally
created the distance between himself and his wife. The more he wanted to
be accepted and appreciated, and to feel he belonged, the more profoundty
he felt that he did not belong, and the more lonely and rejected he felt.

He became gradually aware of the vicious cycle he had created. On
the one hand, he always tried to solve all problems in his life with no help.
“I can’t ask for help,” he said. On the other hand, he felt lonely and ne-
glected. Kurt learned to ask for help and to admit weaknesses at times, and
this change helped him to feel accepted. He learned that asking for help and
admitting weaknesses can, in fact, increase feelings of acceptance and the
sense of belonging.

Mother and daughter-in-law.  In recent years, | have observed a grow-
ing tension between young married women and their mothers-in-law. Many
serious and humorous books were written about the complex relations be-
tween the two most significant women in many a man’s life: his mother and
his wife. One of the common explanations of the problem has been that the
mother does not want to separate or let go of her son. However, in my work
| found many more mothers who were worried about their unmarried sons
than mothers who were worried about their son getting married.

Indeed, there are difficulties in the development of the relationship be-
tween married women and their mothers-in-law, and most of the difficuities
relate to the feeling of belonging. The new bride wonders, “Will | be accepted
in the new family? | am different. | come from a different background, from
another family cuiture. | have other norms and a different set of priorities.”
The young woman may experience anxiety surrounding whether or not she
will feel that she belongs to the new family. When she is not certain that she
is accepted, she might invest her energy in her family of origin. Mothers-in-
law often strive to ensure that they continue to belong to their son and his
immediate family. They want to belong to his children and wife. The mother-
in-law’s biggest fear is the idea that she might be exciuded. A short example
of a mild situation follows. It illustrates the daughter-in-law’s question, “To
whom do | really belong, to my family or to his family?” '

Esther was in her early 30s and had been married for a year. She worked
full time in a very demanding organization, She was the youngest in her
family, with two older brothers. Esther was in therapy for two years. The
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presenting issue was her concern about the relationship with her mother-
in-law. Esther knows how significant her mother-in-law is in her husband’s
life; therefore, she does not understand why her mother-in-law is so sensitive
about her relationship with the young couple. The mother-in-law is insulted
easily and expects them to visit her more often, complaining that they visit
Esther’s family too often. '

In therapy, after a thorough lifestyle analysis, the issue of belonging was
raised. Esther comes from a cultural background that focuses on extended
family gatherings. She refused to be excluded from these celebrations, and
because leisure time was very scarce, Esther’s spending time with her fam-

“ily became an issue with her mother-in-law. In her family of origin, she felt
safe, protected, and happy. Gradually her husband enjoyed the warmth of
her family and he joined those meetings happily. Esther realized that her
mother-in-law was very unhappy and angry. She withdrew and often refused
to meet with them.

As her therapist, | read and gave Esther a note as if it were a letter writ-
ten by her mother-in-law:

It is important for me to feel that | belong to the family. You are my only family:
my son, my daughter-in-law, and my grandson. When | realize that you pre-
fer to spend time with your family of origin, to which 1 feel | don'’t belong, it
makes me sad, anxious, and angry.

Esther became very emotional when | read this note to her. She said she
never believed that her mother-in-law was so threatened regarding her place
in the family. Esther decided to talk with her mother-in-law openly and to
express how much she cares for her and how significant she is in their lives.
She was also going to explain to her mother-in-law the importance for Esther
that she maintains a close connection with her own family.

Only when Esther understood how important it is for her, herself, to
maintain her bond with her family of origin, could she appreciate her
mother-in-law’s needs. Feelings of warmth and empathy replaced feelings
of anger and frustration. Esther had a chance to talk with her mother-in-law.
They opened new channels of communication, and this allowed Esther to
realize that belonging is not an “either/or” situation. She realized that the
beauty of marriage is learning to belong to more than one family.

Addictions and the Need to Belong

My previous writings (Shiffron, 1999) and lectures have explained that
most addictions are goal-oriented creative behaviors in which the goal is
to escape existential fears of rejection and the feeling of insignificance.
The goal is achieved by excessively doing something that might help one
to belong.
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The anorexic girl wants to be accepted in a group where weight loss
is considered “in.” The alcoholic becomes the center of fun and joy in a
group and is encouraged for it. The compulsive cleaner thinks that he or
she contributes to others by serving their needs excessively. The gambler
wants to bring much more money to his family. Countless addictions can
be described in this way. The common goal is the desperate need to belong.
However, it is done in an excessive and destructive way. The outcome is an
addiction. In the following summary of a case, the client believes, “I think
she likes me better when I'm happy and talkative—the solution is to drink!”

Ted is a very quiet, withdrawn man in his 50s who has been married for
four years. He has been constantly criticized by his friends and his spouse for
being too quiet and not communicating well. He discovered a very “creative
way” to solve his problem. Whenever he drank alcohol, he became friendly
and talkative, and he became an asset in every gathering. His metamorphosis
was highly rewarded by his spouse. He enjoyed the quick and effective solu-
tion to his shyness and introversion, and he consequently formed a drinking
habit. He was desperate to be accepted by his wife, friends, and colleagues;
however, the more he drank, the less they liked him. The method, which
was helpful at the beginning, became the “poison of life.” His wife divorced
him, and most of his friends rejected his presence.

He went to an alcohol rehabilitation center. In his therapy, he started
to deal with his shyness, and he became aware of his need to connect with
others and to excel in his profession. in his profession he felt that his contri-
bution was significant. He started to learn new methods to connect and to
feel that he was not alone, without the help of alcohol. This learning was a
very slow and long process of several years. As he learned to connect with
others and to increase his social interest, he felt a greater sense of belonging.
“Dynamically, the function of social interest is to direct the striving toward
the socially useful side” (Adler as quoted in Ansbacher, 1991, p. 30).

A Client’s Journal

The following is a description of a therapeutic process written by a client
who kept a journal during the seventeen sessions we had. She was happy to
share her journal with me, and she gave me permission to choose some parts
of it for this paper. Her personal details were changed for confidentiality.
Her theme was: “I have to be ‘more wonderful’ in order to belong.”

Sarah was a very bright, young, divorced woman. She came to therapy
to deal with some vocational issues. She worked as a freelancer many hours
every day, feeling tense and anxious most of the time. Her work became
the controller of her life, and she felt she needed help in finding a balance
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among motherhood, love life, and work. The following are parts of her jour-
nal as she wrote it;

After the first session with Rachel, | understand that | follow my father’s model
of working very hard in order to achieve what | want; what is it that | want?
| understand from an early memory | shared with Rachel that | am trying to
“mother” everyone, at work, at home, and with my romantic partners. In my
memory, my mother is chasing me with a full spoon of soup and I'm running
away. | can see how | take the responsibility for everyone at work and I'm
always sure that | have the “full spoon” and | need to continuously feed every-
body, as | have so much “good food” that | have prepared, so please eat it! |
understand that in order to feel significant and needed | combined my father's
work ethics with my mother's need to feed. How well I apply it to the world of
work as well as to my other relationships!

In the following sessions, she wrote further,

Rache! asked me whether | want a new relationship in my life. At first, | said
that | have no time and no “room” in my life to invest in a new relationship,
but then | gradually understood that in my first marriage | did what | do at
work. | worked very hard, didn’t trust my hushand’s ability to lead and care
for the family’s well-being, and therefore assumed responsibility for the fam-
ily and “fed” my husband with my “full spoon.” It destroyed the refationship.
Rachel said that | overdid things in order to feel needed all the time, until |
was bumt out completely! We gradually moved in the sessions to talk about
my wish to find the perfect man, the man who will allow me the freedom to be
independent and at the same time will not be dependent on me. When { think
about a relationship, | become anxious and fear that I'm losing my freedom. |
met many divorced men who were looking for a substitute mother rather than
a real friend and partner. | brought an early memory about the simple soup
and bread ! used to eat at my aunt’s house and it felt so wonderful. Rachel
asked me if | have the ability to enjoy simple things in life. | thought about it;
yes, | do. As a young child, | did enjoy dancing with my uncle. These simple
things added so much meaning and fun to my life.

Rachel said that | want to feel accepted as [ am, without trying too much. |
realize that I'm looking for a man who will accept me as | am, will respect my
need for freedom, one who will not expect me to take care of him but rather
become “a dancing partner.” | feel when | talk with Rachel as if 'm dancing.
This is the dance | would like others to join in with me.

in the last sessions, we discussed my relationship with my brother, who is
one-and-a-half years younger. | know from my mother’s stories that | was a
wonderful baby. My brother couldn't accept it. He nagged, hit, and tortured
me, but my mother didn’t pay attention to my suffering. The only way to attract
my mother's attention was through being “more wonderful.” It was important
to be the adorable child in a warm loving family. However, | have learned
that I'm responsible for myself, and | have to develop technigues to avoid my
brother’s torturing me. | have taught myself creative methods to survive!
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! understand from the last session that in order to be noticed and to feel that
I belong | have to be even *more wonderful.” | know that my work today is
highly appreciated and valued. | am aware of the fact that | need to put some
boundaries on the time | invest at work because | realized that “l am noticed”
even when | don't try too hard. | understand that if ! will succeed, to doso |
will feel that | am not controlled but rather gain control. | understand that the
metaphor about my mother chasing me with the spoon around the table is
actually what | have been doing to myself in my life.

| finally agree that | avoid dealing with the issue of a romantic relationship
in therapy and in life. | know that | perceive the risk of rejection as a real catas-
trophe in my life, and therefore | avoid the commitment to a relationship with
a man whom | respect,

| understand that I'm afraid of a relationship with a man wha will control
my life as my brother used to do, and | became aware of the fact that in my
first marriage | looked for a man that | was able to control. [ made a choice to
avoid living with a man who might control me. It was a bad solution. 1 didn't
feel that | emotionally belonged to the refationship.

| discussed with Rachel my totality. When | do something, there are no
boundaries. | invest so much energy in my being total. 1 shared a memory
about my mother and her total devotion to our dog. Yes, I'm the same. I'm
invested totally in everything that I assume as my responsibility. What is it
that I'm so afraid of? [ know totality is aimed to achieve something. What is it?
Rachel asked what is it that | am running away from? Is my totality aimed to
avoid something?

in session fourteen | spoke again about my fears of a relationship with a
man. | shared an earty memory. | was six when my parents argued. My father
threatened my mother, and she was very upset but stood up to him. { know
that it is a metaphor that describes my fear about a relationship. Even a nice,
loving, adorable man like my father could be mean and make me very upset.
I'm afraid of the fact that [ might feel disappointed once more. It became
easier to avoid a relationship and to fantasize about the idéal man.

Rachel told me that | have a very good intuition. 'm a quick observer of
other people, and I'm creative in dealing with extremely complex situations. it
is possible for me to use these creative abilities in order to feel confident in my
choices and to have the courage to reduce some of my extreme behaviors that
enabled me to run away from choosing, | shared a few more early memaries
about my first boyfriend when we were teenagers. | remember that | was too
controlling, which was the reason why | lost him. Am | today afraid that Il
be over controlling? | know that if I'll be less demanding of myself and more
accepting of me as | am, Vll be able to accept a man in my life. I'm on my
journey to find my ways and abilities to be moderate.

tn my last concluding session, | described that for a long time | felt as if |
were sitting on a torch and therefore needed to keep running untit | exhausted
myself. Now | fee! that | operate from a quiet, relaxed me. 1 fully understand
that in order to feel that | belong to my family | needed to feel at all times
highly appreciated, accepted, and wonderfull | know | did it in all of my life
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circles, with friends, in my marriage, and at work. I noticed that | could sense
my belonging only through extreme acting. | feel that in therapy | was like an
onion that is gradually peeled. | feel that I now reached the center, and | don't
need to continue with my search for being “more wonderful

| decided that this is a good place to end the therapy and to enjoy my new
inner peace and to make sure that my children are noticed by me without their
putting too much effort in attracting my attention . .

When |, as therapist, read Sarah's journal it was an exciting, eye-open-
ing experience for me. It helped me enter Sarah’s head and to appreciate the
tremendous effort one expends in order to belong. Sarah understood that
she used her childhood techniques to belong and to be loved in her adult
life. Her techniques were to work and to give. | hope the readers will join
me in thanking Sarah for her permission for us to “enter her head.”

Conclusion

The development of the child is increasingly permeated by the relationships
of society to him. In time, the first signs of the innate social interest appear,
the organically determined impulses of affection blossom ferth, and lead the
child to seek the proximity of adults. One can always observe that the child
directs impuises of affection toward others and not toward himself, as Freud
believes . . . the feeling of belongingness, the social interest, takes roots in the
psyche of the child and leaves the individual only under the severest patho-
logical changes in his mentai life. (Adler as quoted in Ansbacher & Anshacher,
1956, p. 138)

Each child, according to Adler, uses creative power to overcome feel-
ings of inferiority in the family. Each child is a creative individual who strives
to belong and to be significant through special contributions to the family.-
Lack of encouragement often leads to isolation, anxiety, depression, or ad-
diction (Lew & Bettner, 1995),

Adler’s (1935) optimistic psychology is encouraging to therapists be-
cause it focuses on the individual’s basic need to belong—a situation that
can be corrected and cured in the therapy process with the use of early
recollections. Using early recollections is a quick and accurate method to
disclose the creative abilities that enable a person to actualize the primary
goal of life, to belong. Encouragement of the individual’s creative abilities to
contribute serves to trigger one’s sense of social interest, and it creates feel-
ings of belonging and a sense of emotional health.

While the need to belong is basic for every human being, each indi-
vidual finds different and unique ways to satisfy this need. The therapist's
role is to unfold the individual’s creative special methods and to encourage
the person to use these constructively.
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The study examined to what extent emotional eating, restrained
eating, and bulimic tendencies are found together in naturally oc-
curring groups, and whether these groups differ in terms of the
psychological characteristics relevant to eating disordeys. One hun-
dred twenty-seven normal-weight women filled in The Dutch FEat-
ing Bebavior Questionnaire, The Eating Attitudes Test, The Eating
Disorder Inventory, and five measures of psychological well-being.
Cluster analysis revealed three dieter subgroups (Normal Dieters,
Emotional Dieters, and Bulimic Dieters) and one nondieter group.
The resulis showed that only some restrained eaters were emotional
eaters and that only some emotional eaters had bulimic tenden-
cles. In addition, emotional and bulimic dieters differed from
nondieters more Strikingly in terms of eating disorder psychopa-
thology and low psychological well-being than normal dieters did.
The resulls suggest that emotional eating is not responsible for over-
eating only but may, in concert with chrowic dieting, also relate (o
the general psychopatbhology found to underlie eating disorders.

Emotional eating refers to the tendency to eat in response to negative emo-
tions. While a normal reaction to emotions like anxiety, anger, or depression
" is loss of appetite, emotional eaters eat more when they are upset (e.g.,
Bruch, 1973; Polivy, Herman, & McFarlane, 1994; van Strien, 1996; van Strien,
Schippers, & Cox, 1995).

Traditionally, emotional eating has been linked to overeating, and the
majority of research has shown that emotional eating is indeed positively
associated with various forms of excessive eating, for example obesity and
bulimic tendencies (e.g., Eldredge & Agras, 1996; Grissett & Fitzgibbon, 1996;
Lowe & Fisher, 1985; van Strien, 1996; Waller & Osman, 1998). Nonetheless,
Herman and Polivy and their colleagues have suggested that emotional eat-
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ing is more closely related to dieting (often related to overeating) than to
overeating per se (e.g., Herman & Mack, 1975; Herman, Polivy, Pliner,
Threlkeld, & Munic, 1978; Polivy, Herman, & Warsh, 1978). In line with this
suggestion, their studies have shown, for example, that in contrast to
nondieters, experimentally induced anxiety causes restrained eaters to eat
more, even if the food is bad-tasting (e.g., cookies containing 4 lot of baking
powder but no sugar, Polivy et al., 1994).

However, correlational studies have not confirmed the relationship be-
tween emotional and restrained eating. Although a moderate association
between these two patterns of eating has been found in one study (van
Strien, Frijters, Bergers, & Defares, 1986), the correlations have usually been
quite low (van Strien, 1996; van Strien, Frijters, Roosen, Knuiman-Hijl, &
Defares, 1985; Waller & Osman, 1998). Accordingly, it has been suggested
(e.g., Waller & Osman) that emotional eating may not play any important
role in dietary restraint.

One possible explanation for these inconsistent findings, and the one
that is addressed in this study, is that emotional eating may characterize only
some dieter subtypes. The possibility that emotional eating is strongly re-
lated to restrained eating among some individuals and unrelated to it among
others is hard to detect in variable-centered designs, for example correla-
tional studies. Therefore, in the present study, we utilize a person-oriented
approach, namely cluster-analysis (e.g., Hair, Anderson, Tatham, & Black,
1995, Mischel & Shoda, 1995). With a cluster-analysis we can identify to what
extent emotional, restrained, and bulimic eating styles combine together in
naturally occurring groups, and we can determine the relative proportions of
these emerging groups in a sample. This analysis enables us to analyze whether
emotional eating is typical to all dieters or to some dieters only, and whether
emotional eating occurs only with individuals with overeating tendencies. In
this study, overeating tendencies are operationalized as bulimic attitudes
among normal-weight individuals.

The second aim was to clarify the relationship between emotional eat-
ing and the psychopathological features that underlie eating disorders (e.g.,
a pervasive interpersonal distrust, extreme perfectionism, and a paralyzing
sense of ineffectiveness, e.g., Bruch, 1973; Garner, Olmstead, & Polivy, 1983).
Although this topic has not received much research attention, some studies
have shown that emotional eating is, albeit moderately, positively associated
to eating disorder psychopathology (van Strien, 1996; Waller & Matoba, 1999;
Waller & Osman, 1998) and low psychological well-being, for example feel-
ings of inadequacy and low self-esteem (van Strien et al.,, 1995). Because
these studies have typically focused on some kind of excessive eating, these
associations have been attributed to the psychological etiology of obesity or
bulimia. However, if restrained eaters also eat in response to negative emo-
tions (e.g.,, Herman & Mack, 1975; Polivy et al,, 1994), the question arises
whether only those restrained-emotional eaters who synchronously engage
in excessive eating show signs of eating disorder psychopathology, or whether



Emaotional Eating 253

the combination of emotional and restrained eating per se, irrespective of
overeating inclinations, is associated with the pathology. Therefore, after
identifying how emotional eating combines with restrained eating and bulimic
features among clusters of participants, the difference between the psycho-
logical characteristics among these clusters will be analyzed.

METHOD

Participants

One hundred twenty-nine female students from the University of Helsinki
participated in the study. One participant was excluded due to missing infor-
mation, and one because of obesity (BMI > 30), leaving a total of 127 partici-
pants. The subjects’ ages varied between 20 and 58 (M = 27.4, SD = 7.45),
and they represented various fields of study from the faculties of humanities,
social sciences, and pedagogical sciences. The mean body mass index of the
subjects was 22.04 (5D = 2.85).

Procedure

The participants were recruited on three occasions of faculty examinations
with the permission of the Faculty of Humanities. The students in the exami-
nations were informed about the study on the blackboard, and volunteer
female students were asked to contact the researcher after the examination.
Participants filled in the questionnaires after they were finished with their
exams and returned them before leaving the premises. After returning the
questionnaires the participants were given feedback in the form of a short
paper explaining the rationale of the study and some facts about the current
increase in eating disorders among women.

Measures

Emotional and restrained eating were measured with The Dutch Eating Be-
havior Questionnaire (van Strien et al., 1986). The two subscales includes a
total of 23 five-point items (1 = seldom, 5 = very often), and scores for the
two eating styles were obtained by averaging the item endorsements on
each subscale.

Bulimic tendencies were measured by the Bulimia subscale of the Eat-
ing Attitudes Test (EAT-26; Garner & Garfinkel, 1979; Garner, Olmsted, Bohr,
& Garfinkel, 1982). The subjects were asked to indicate their agreement or
disagreement with the six items using a six-point scale (1 = never, 6 = al-
ways). The responses were scored according to the procedure described by
Garner and Garfinkel (1979).

The psychological features viewed as important in eating disorders were
measured using the Eating Disorder Inventory (EDI; Garner, Olmsted, &
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Polivy, 1983) which includes eight subscales (Drive for Thinness, Bulimia,
Body Dissatisfaction, Feelings of Ineffectiveness, Perfectionism, Interpersonal
Distrust, Interoceptive Awareness, and Maturity Fears). The subjects indi-
cated their responses on a six-point scale (1 = never, 6 = always). Although
EDI scores are often transformed into a four-point scale, untransformed scores
were used here because they have been shown to be more valid in nonclinical
populations (Schoemaker, van Strien, & van der Staak, 1994).

Psychological well-being was measured by the following variables. De-
pression was assessed by the shortened form of the Center of Epidemiclogi-
cal Studies Depression Scale (CESD-10; Andresen & Malmgren, 1994), a self-
report measure containing 10 items concerning the subjects’ moods and
depressive symptoms during the previous week (0 = none of the time, 3 =
most of the time). Self-esteem was measured by using the 10-item Rosenberg’s
Self-esteem questionnaire (Rosenberg, 1979) and by the Appearance Self-
Esteem Scale, a six-item self-report measure developed by Pliner, Chaiken,
and Flett (1990). Feelings of inadequacy were assessed by The Feelings of
Social Inadequacy Scale (Janis & Field, 1959) and body-image vulnerability
was measured by the Appearance Schema Inventory (Cash & Labarge, 1996).
Responses on the self-esteem, inadequacy, and body-image vulnerability
measures were indicated on a five-point scale.

RESULTS

To analyze what kind of eating pattern subtypes could be found in the
present data, a hierarchical cluster analysis on three variables, namely, re-
strained eating, emotional eating, and bulimic tendencies, was conducted
with squared Euclidian distance and the Ward minimum variance clustering
algorithm. Because differences in the rating scales and standard deviations
may distort the clusters, the three variables were transformed to z-scores as
suggested by Hair et al. (1993). The interpretability and simplicity of the
clusters, as well as the shape of the vertical icicle diagrams, suggested the
four-cluster solution as the best fitting solution.

The extent to which these four clusters of participants endorsed emo-
tional, bulimic and restrained eating can be seen in Table 1. Based on these
results, the members of these clusters were labeled as nondieters (V= 34),
normal dieters (N = 43), emotional dieters (&= 45}, and bulimic dieters (N =
5). Nondieters endorsed restrained eating significantly less than normal diet-
ers, #(123) = 10.23, p < 001, emotional dieters, #(123) = 8.98, p < .001, or
bulimic dieters, #123) = 7.62, p < .001.

To describe the psychological characteristics of the members of these
clusters, an Analysis of Variance (ANOVA) was conducted with the cluster as
a between-subjects variable and the variables related to eating disorder psy-
chopathology and well-being as dependent variables. The omnibus ANOVA
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showed that all differences were significant (p < .05 ). The means are set
forth in Table 1.

In all subsequent specific comparisons, the error rate was controlled by
Scheffe’s method. First, emotional dieters were contrasted to nondieters, and
then to normal dieters. The results indicated that emotional dieters scored
higher than nondieters on maturity fears (p < .05), body dissatisfaction (p <
001), perfectionism (p < .005), ineffectiveness (p < .02), drive for thinness (p
< .001), and interpersonal distrust (¢ < .05). Moreover, emotional dieters had
higher body-image vulnerability (p < .001), more feelings of inadequacy (p <
03), lower global self-esteem (p < 02), and lower appearance self-esteem (p
< 001) than the nondieters. Emotional dieters’ depression was marginally
higher than that of nondieters’ {(p < .09). In comparison to normal dieters,
emotional dieters scored higher on ineffectiveness (p < .01), depression (p <
.03), and feelings of inadequacy (p < .05).

Second, normal dieters were contrasted to nondieters. Normal dieters
had higher body-dissatisfaction (p < .001) and drive for thinness (p < .001)
and lower appearance self-esteem (p < .03) than non-dieters. Other differ-
ences in the means were not significant.

Finally, bulimic dieters were contrasted to nondieters, normal dieters,
and emotional dieters. The comparisons showed that bulimic dieters scored
higher than nondieters on interoceptive awareness (p < .001), body dissatis-
faction (p < .001), bulimia (p < .001), perfectionism (p < .02), feelings of

TABLE 1. Means and Deviations (in Parentheses) in Eating Patterns, Fating Disorder
Psychopathology, and Psychological Well-Being among the Four Groups

Normal Emotional Bulimic
Nondieters dieters dieters dieters
Eating pattern
Restrained eating 138  (40) 301 (64) 290  (73) 265 (92)
Emotional eating 165  (61) 166 (46) 319 (63) 401 (7%
Bulimic tendencies 0.00 (00) 002 (15 0.15  (53) 460 (1.94)
EDI
Drive for thinness 11.47 (3.88) 19.98 (5.18) 2039 {(5.79) 18.80 <(4.44)
Body dissartisfaction 2203 (943 3121 (9.33)  34.65 (10.18) 4820 (5.07)
Bulimia 1009 (@2.75) 11.98 (3.53) 13.87 (5.45) 38.40 (12.36)

[nteroceptive awareness  15.76 (459) 1674 (4.01) 1828 {(5.37) 2780 (.77
Feelings of ineffectiveness 18.41 (5.19) 18.58 (4.94) 2285 (6.57) 2600 (7.42)

Maturity fears 17.29 (3.82) 17.81 (487) 2039 (579) 1880 (4.44)

Perfectionism 1415 (4.41) 1602 (5.50) 18.96 {(6.74) 2340 (6.67)

Interpersonal distrust 13.68 (3.71) 1670 (5.44) 17.17 (6.19) 1600 (7.52)
Well-being

Depression 800 (364 800 (3.27) 1048 (5.06) 1420 {(3.96)

Feelings of inadequacy 218 (51 223 (51 257 (39 277 (40
Body-image vulnerability 201  (70) 228 (69) 2.67 (78) 408 (3%
Self-esteem 434 (4% 421 (52) 394 (56) 342 (61
Appearance self-esteem 379 (57) 336 (60) 317 (63) 230 (52)
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ineffectiveness (p < .05), drive for thinness (p < .001), depression (p < .03),
and body-image vulnerability {p < .001), and lower on global self-esteem
(p < .01) and appearance self-esteem (p < .001). In comparison to normal
dieters, bulimic dieters scored higher on interoceptive awareness (p < .001),
body dissatisfaction (p < .01), bulimia (p < .001), depression (p < .02), and
body-image vulnerability (p < .001), and lower on global self-esteem (p <
.02) and appearance self-esteem (p < .01). Finally, in comparison to emo-
tional dieters, bulimic dieters scored higher on interoceptive awareness (p <
001), body dissatisfaction (p < .04), bulimia (p < .001), and body-image
vulnerability (p < .001), and lower on appearance self-esteem (p < .03)

DISCUSSION

The results portrayed four groups of women who differed in the way re-
strained eating, emotional eating, and bulimic tendencies were associated in.
their eating patterns. First, there was a group of nondieters who scored low
on each of the three eating style measures. The remaining three groups
comprised various types of dieters. The smallest dieter group, bulimic diet-
ers, showed the strongest emotional eating and bulimic tendencies. Emo-
tional dieters, in turn, were women who were both restrained and emotional
eaters but had no bulimic symptoms. The third dieter group was labeled as
normal dieters because this group endorsed restrained eating but showed
neither emotional eating tendencies nor bulimic symptoms.

These results are in line with the findings that emotional eating is more
typical of restrained eaters than of nondieters (Herman et al., 1978; Polivy et
al., 1994, 1978), and that emotional eating cooccurs with bulimic behaviors
(Eldredge & Agras, 1996; Grissett & Fitzgibbon, 1996; Lowe & Fisher, 1985;
van Strien, 1996; Waller & Osman, 1998). However, our results qualify these
arguments by showing that only some restrained eaters are emotional eaters
and that only some emotional eaters have bulimic tendencies. As a whole,
the results highlight the diversity of chronic dieters. This heterogeneity may
partly explain why previous findings about the relationship between emo-
tional and restrained eating have been inconsistent (e.g., Polivy et al., 1994;
1978; van Strien, 1996; van Strien et al., 1986). In one sample, the proportion
of emotional eaters may be higher, resulting in higher variance in emotional
eating, whereas in other samples, their proportion may he smaller, which
may deflate the correlations.

Naturally occurring dieter subgroups easily remain unnoticed when corre-
lational analyses or experimental groups are used, but they can efficiently be .
identified with the cluster analysis method. However, compared with other
multivariate methods, cluster analysis is more sensitive to sample biases.
Therefore, the validity of the present cluster solution should be verified in
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future studies. Nevertheless, the fact that our results for the normal dieters
were fully comparable with the following findings reported by Garner and
his colleagues gives indirect support for the validity of the solution.

According to Garner et al. (1983; see also Garner, Olmsted, Polivy, &
Garfinkel, 1984; Olmsted & Garner, 1986), the three EDI subscales, Drive for
Thinness, Bulimia, and Body Dissatisfaction, assess eating attitudes that typi-
cally exist among normal dieters. The other EDI subscales, in turn, measure
the fundamental aspects of the psychopathology of eating disorders. Simi-
larly, in this study, normal dieters scored higher than nondieters only on two
EDI scales, Drive for Thinness and Body Dissatisfaction. _

In contrast, the other two dieter groups, bulimic dieters and emotional
dieters, suffered from low psychological well-being and displayed more psy-
chopathological features related to eating disorders. The results indicating
the cooccurrence of bulimic tendencies and eating-related psychopathology
are in line with previous work (see Szmukler, Dare, & Treasure, 1995 for a
review). However, the findings for the emotional dieters were new. Although
they showed no bulimic tendencies, emotional dieters displayed more signs
of eating disorder psychopathology, lower global and appearance self-es-
teem, and higher body-image vulnerability and feelings of inadequacy than
nondieters did. Moreover, emotional dieters suffered more from feelings of
ineffectiveness, depression, and feelings of inadequacy than normal dieters
did. As such, the findings do not support the suggestions that the role of
emotional eating in dietary restraint is insignificant (e.g., Waller & Osman,
1998), but rather indicate that emotional eating may differentiate those re-
strained eaters who have a higher risk for eating disordered behavior from
other restrained eaters. _

The question remains, however, why emotional eating differentiates low-
risk individuals from high-risk individuals. One explanation offered for emo-
tional eating is that it results from intense dieting: Dieting may act as a
stressor and generate emotional responsiveness and hyperemotionality
(Herman & Polivy, 1975; Herman et al., 1978). Because emotional eating was
not typical of all dieters but only of a subpopulation, it might be assumed
that this tendency precedes (rather than results) from dieting (for the same
argument for bingeing, see van Strien, 1996). Another reason offered for
emotional eating is that eating may serve as a distraction from one’s worries:
Emotional eaters eat more especially under psychological distress (as opposed
to physical stress, Polivy et al., 1994). Given that individuals who are at risk
to develop eating disorders suffer from depression and severe self-esteem
and body-image defects, it may be that they also are more susceptible to
various self-image threats, and hence, more inclined to emotional eating. If
this is the case, emotional eating might be a consequence of the general
psychological vulnerability related to the eating disorder psychopathology.
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Objective: This swdy examined gender differences in individuals with binge eating disordet
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the nenbinging obese, BED patients show higher rates of associated eating psvehopathol-
oy oas well as a greater incidence of comorbid psychiatric disturbance such as anxiety
disorders, depression, substance abuse, and personality disturbance (Marcus, 1993; Wil-
son, Nonas, & Rosenblum, 1993 Yanovski, Nelson, Dubbert, & Spitzer, 1993},

 One difference between BED and the other classic eating disorders (anorexia nerviosa
(AN and bulimia nervosa [BN] is that a greater percentage of the BED population is
composed of men, Ninety percent or more of the patients presenting for treatment for AN
and BN are women (e.g, Andersen, 1990}, but as many as three fomales to every two
males may have BED (e.g., Wilson et al., 19933, Little research has investigated the effects
of gender in BED.

While a few studies have compared males and females with AN and BN, they have
primarily found that males are move similar to than dilferent from females on variables
of demography, comorbid psvehopathology, family history, treatment response, physi-
ological complications, and history of childhood sexual abuse (Pope, Hudson, & Jonas,
1986; Crisp & Burns, 1990; Powers & Spratt, 1994),

Although there is a marked absence of men included in research on BED. twa studies
offer evidence that gender is a relevant variable. Coben, Friedman, Brownell, St. Jeor, and
Brunner (1994) investigated gender differences in a subclinical community sample of
binge eaters and found that men reported higher levels of psychological distress than
women as measured by the SCL-9% Symptom Checklist and the Center {or Epidemiologic
Studies Depression Scale, Their study was limited in that all measurenients of binge
eating and psychological disturbance were assessed using self-report instruments which
may not have captured an accurate picture of subjects’ eating problems or objectively
assessed clinically significant levels of psychological disturbance. Yanovski et al. {1u93)
used the BED Clinical interview and the Siructured Clinical Interview for the DSM-I1T-R
(SCID} Lo diagnose BED and psychiatric disturbance in 128 male and female obese binge
eaters and nonbinging obese individuals. However, a comparison of male and female
BED patients was not reported.

We investigated men and women with BED on variables that have been previously
found tu characterize central features of women with BED using interview assessments of
binge eating and psychopathology. The goal of this investigation was to determine if men
with BED are similar to or ditferent from women with BED on measures of eating-related
psychopathology and psychiatric symptomatology.

METHOD

Subjects

Subjects were men {1 = 21), 19 Caucasian, 1 African-American, and 1 Lating and
women (o= 21, 19 Caucasian, | African-American, and 1 Latina) who met DSMATY
criteria as outlined in the 4th ed. ol the Diegnostic ond statistival swannal of mental disorders
tAmerican Psychiatric Association, 1994) tor BED and were matched by age ranging from
o 59 vears (M = 4245, 5D = 8.06) and had body mass indices (BMIs) ranging from 27.81
to 4774 {M = 25 15, 50 = L39). Subjects who were suicidal or had thought disorders wore
excluded,

Procedure

Subjects completed questionnaires and were administered the Eating Disorders Fxami-
nation (EDEY Those who met BED criteria via the EDE assessment were then adminis-
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tered the SCID to assess for current and lifetime comorbid psychiatric disturbance and the
SCID [T to assess personality disturbance.

Measures

EDE is a valid and reliable investigator-based diagnosiic teal for assessing eating-
related psychopathology and diagnosing eating disorders (Fairburn & Cooper, 1993), For
the present study, we adapted the EDE to assess BED criteria for DSM-IV {(APA, 1994).
The EDE assesses eating behavior and psychopathology of eating disorders. It also mea-
sures the frequency 0! pathological eating behavior and the degree of cating-related
psychopathology, which includes prevccupation with and cognitive distortioits about
cating, shape, weight, and the degree of dietary restraint.

The SCID is a widely used instrument for diagnosing psychiatric disorders, past and
present. The SCID interview assesses current and lifetime history of Axis 1 psychiatric
disorders and the SCID [] interview assesses Axis 1T personality diagneses (Spitzer, Wil-
liams, Gibbon, & First, 1992; Williains, etal, 1992},

The Inveritory of [nterpersonal Problems (IIF) is an inventory consisting of 127 inter-
personal problems designed to assess problems in interpersonal functioning. The measure.
has been shown to discriminate psychiatric samples from normal controls and has high
test-retest reliability (Horowitz, Rc)senberg, Baer, Ureno, & Villasenor, 1988).

The Rosenberg Self-esteem Scale is a widely used 10 item selfreport measure assessing
global self-esteern (Rosenberg, 1979). ' '

The Emational Eating Scale (EES) is a 25-item self-report measure used to assess the
urge to cope with negative affect by eating. The EES overall has good internal consisteney
{Cronbach’s alpha = 81), as did each subscale: Anger/Frustration, Anxiety, and Depres-
sion {coefficient alphas, rc:spr:uu ely, .78, (.78, and ©.72). The scale also has good dis-
criminant validity; the EES is not significantly related to psychopathology, as measured
by the Beck Depression Inventory or the SCL-90-R, or self-esteem, as measured by the
Rosenberg Self-esteem Scale (Arnow, Kenardy, & Agras, 1965).

RESULTS

Independent sample ! tests compared males and females on BML years of education,
and total annual househeld income: No significant results were found (see Table 1).

Independent sample ! tests indicated that there were no significant differences between
the men and women on EDE scores (see Table 1). Additionally, no significant gender
differences were found for sell-esteem or number of interpersonal problems {see Table 1)

Independent sample ¢ tests revealed significant differences between males and females
on the EES global score, the EES Anxiety subscale score, the EES Anger/Frustration
subscale score, and the EES Depression subscale score (see Table T).

In analyzing results from the SCID, chi-square tests revealed that males had signifi-
cantly more lifetime Axis [ psychiatric disordlers than females (x* = 6.04, p < .03), When
grouping the Axis I disorders into mood disorders, substance abuse/dependence, and
anxiety disorders, chi-square tests revealed that the males had a significantly greater
number of diagnoses of lifetime substance-related disorders (x* = 4.84, p < .05) than the
females, but no differences were found on mood or anxiety disorders. When separated by
individual Axis L and Axis IT disorders, the men were significantty more likely to have a
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Table T Comparison of sample demographics, eating disorder psvchopathology, self-esteem.
interpersonal problems, and emotional eating for men and women

Mlatas (1 = 21 Females U = 21

A ST Ad s0D o !
Age 8.1 1A 8.2 0.0 14
Body mass indes 3 3740 5.5 319 A0
Years of education 25 150 23 £01.0 771
Income 2ok 4.3k 234K 250 -07
OBEs - episodes 135 ja.z ins 4.0 it
OBEs - davs U6 7 P58 07 4 400 - 14w
Restraint subscale L2 0z 1.n 4060 1,143
Shape cuncern subscale [ N 03 0.0 -1.127
Weight cuncern subscale 1.1 N34 S 400 -4523
Eating convarn subscale I a2 uLo 104 -0
Global score N9 2.8 07 404 - ARt
Rosenberg, 5.3 7.1 G 4040 L.3n
[nvertory of Interpersonal Problems Ay 1.2 56 4041 - 13
EES Global® e R i 24 ~d et~
LES Anxjety* 5 2.3 7 29 2.4
EES Anger/Frustration” 7 27 b hiy 23
EES Deprassion” 9 10 5 39 Lo

*For the Emotional Bating Scale (IEES), the sample size is smaller tmalas o= |3 fomalas, n = 18).

e A5
p YL

lifetime cocaine use diagnosis than the women {x* = 4.42, p < 05). Otherwise, there were
no significant findings among the individual diserders (Table 2).

DISCUSSION

The aim of this investigation was Lo examine the role of gender in patients who suffer
from BED. There were no significant differences between the men and women on demo-

Table 2. Comparison ol the irequency of psvchiatric
disorders in men and women with binge eating disorder

Males (1 = 211

Females (= 21}

Yus

Meets coteria % (F “ ) N
Axis |

Cuarrent 48 (1 28 D0y 162

Lifetime <0 (143 S (12} [AR) 2
Axis [l R 18) 20 (Lkd) L7
Moo

Current el [1A5Y) 20 4 o
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graphic variables, number of interpersonal problems, seli-esteem, or eating-disordered
behavior and eating-related psychopathology. This may be because gender differences
regarding weight and food issues are eliminated when severity of eating patholegy
reaches a clinically significant level.

Men in our sample with BED struggled with greater psychiatric symptomatology than
women. Therefore, while eating-related patiwlogy is similar in men and women at clini-
cally diagnosable levels, men present for treatment with a greater history of comorbid
Axis [ psychopathology. We speculate that men may shoulder the burden of presenting
for treatment with a problem that has traditionally been viewed as a “female disorder”
(Sirtegel-Moore, Silberstein, & Rodin, 1986). This additional stigma may ¢ause men wheo
suffer from BED to experience more psychological distress thani women. Aliernatively, a
greater level of distress in men may be netessary before a decision to séek treatment is
made. The finding that men reported a greater history of substance dependence was not
surprising given that many substance-related disorders are more e commenly diagnosed in
rales than females (APPA, 1994). Nonetheless, our data suggest the importance of assess-
ing substance use in men with BED.

Findings from the EES suggest that there are significant differences in-the degree to
which emotions lead to an urgé to eat in men and women with BED. Although women
were more likely than men to acknowledge emaotional eating, it is possible that men are
alse likely to eat as a result of negative emotions. However, men may be less likely to
either make the connection between eating and emotions, or ta report that they are eating
as a result of emotional experiences. Lending support to this hypothesis, research on
gender and erhotions in children has found that while girls are often encouraged to
express and identify their emotions through words and facial expressions, boys are fre-
quently socialized to suppress verbalization of their feelings and, instead, express them-
selves through physiolegical or behavioral means (Brody & Hall, 1993).

This investigation offers preliminary findings regarding men suffering with BED, but
only subjects from a clinical sample were stiidied. Research is needed to determine if the
restlts are applicable to individuals who suffér from BED in the community. Future
studies including nonclinical samples comparing men and wonen with BED would offer
a broader understanding of men who struggle with binge eating problems. Finally, re-
search is also needed to examine the effects of gender and response to treatment,

This study was suppotted by the Nationa]. Instibute of Mental Health grant R29MES1384 to Denise
E. Willley and by a grant from the Jenny Craig Foundation for the fellowship program of the Yale
Center for Eating and Weight Disofdaers.
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Variables associated with the use of health services were examined in a prospective, comniunity-based
study of women with bulimic-type eating disorders who did (r = 33) or did not (n = 58) recsive
treatment for an eating problem during a 12-month follow-up period. Participants who received freatment
for an eating problem differed from those who did not in several respects, including higher body weight,
higher levels of eating disorder psychopathology, general psychological distress, and impairment in role
functioning, deficits in specific aspects of coping style, greater awareness of an eating problem, and
greater likekihood of prior treatment for a problem with weight, However, the variables most strongly
associated with treatment seeking were greater perceived impairment in role functioning specifically
associated with an eating problem and greater perceived inability to suppress emotional difficulties.
These were the only variables that were significantly associated with treatment seeking in multivariable
analysis. The findings suggest that individuals’ recogrition of the adverse effects of eating-disoxdered
behavior on quality of life may need to be addressed in prevention and early intervention programs for
eating disorders.
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Evidence suggests that the majority of individuals with bulimic
eating disorders—namsly, bulimia nervosa (BN), binge eating
disorder (BED), and variants of these disorders not meeting formal
diagnostic criteria—do not receive treaiment for an eating problem
{Mond, Hay, Rodgers, & Owen, 2007a). In a community-baged
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study of outcome in BN, Fairburm, Cooper, Doll, Norman, and
O’Connor (2000} found that 26% of young adult women with a
diagnesis of BN had ever received treatment for an eating problem.
In the New England Women’s Health Project {Striegel-Moore et
al., 2001), 40.3% of women with BN had ever received treatment
for an eating problem, notwithstanding the fact that most of these
individuals had first met criteria for BN some 10 years earlier, In
the same study, 17.3% of participants with BED had ever received
treatment for an eating problem. In the National Comorbidity
Survey Replication Study (Hudson, Hiripi, Pope, & Kessler,
2007), 43.2% of individuals with a lifetime diagnosig of BN and
43.6% of individuals with a lifetime diagnosis of BED had ever
received treatment for an eating problem. Similar figures were
observed in research conducted by Mond, Hay, et al. (2007a) in a
general population sample of women in Auvstralia.

Individuals with BN and related disorders do, however, often
receive freatment for a comorbid menial health problem, such as
depression, for a problem or perceived problem with weight, or for
physical health complications associated with disordered eating,
such as gastrointestinal complaints and/or symptoms of dehydra-
tion (cf. Mond, Hay, et al., 2007a). Nonspecific treatmenis of this
kind are unlikely to be of sustained benefit in reducing individuais’
levels of eating disorder psychopathology but nevertheless place 2
considerable burden on health services, particularly in the primary
care sector (Hudson et al, 2007; Mond, Hay, et al, 2007a;
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Striegel-Moore et al., 2005). It is therefore Important to identify
the correlates of treatment seeking among individuals with bulimic
eating disorders and to use this information to develop initiatives
that fzcilitate early and appropriate help seeking. Whereas specific
psychotherapy for BN and related disorders is nat always effective,
there is no question that outcome is improved through early
intervention (Mitchell, Agras, & Wonderlich, 2007). Furiher,
among obese individuals who hinge eat, stabilization of eating
behavior may be associated with improved quality of life irrespec-
tive of weight loss, and specific psychotherapy is the most effec-
tive means by which to stabilize eating behavior (Deviin &
Fischer, 2005; Wilson, Grilo, & Vitousek, 2007).

Previously, we found that a brief intervention designed to im-
prove eating disotders mental health literacy among women with
balimic-type eating disorders had a numiber of positive effects on
participants’ attitudes and beliefs but did not have an impact on
treatment-seeking behavior (Hay, Mond, Darby, Rodgers, &
Owen, 2007). In particular, and notwithstanding a focus in the
information presented on the nature of eating disorder psychopa-
thology and the role of specific psychotherapy in treatment, few
individuals in either the intervention or control groups received
treatment for an eating problem during the 12-month follow-up
period. This finding, in turn, raised the (uestion of what other
factors (i.e., factors other than the intervention) might have distin-
guished between participants who received treatment and those
who did not,

Currently, little is known about the factors that predict treatment
secking and type of treatment sought among community cases of
individuals with eating disorders {Garvin & Striegel-Moore,
2001). Modules for the assessment of eating disorders were not
included in the two large-scale epidemiological studies in which
detailed information concerning health service uiilization was ob-
tained, namely, the United States National Comorbidity Study
(8. J. Katz et al,, 1997) and the Australian Nationa] Survey of
Mental Health and Well-Being (Andrews, Henderson, & Hall,
2001). In these and other studies, ifmpairment in psychosocial
functioning was found to be the best predictor of whether profes-
sional treatment was received among individuals with affective,
anxiety, and substance use disorders, although it was apparent that
many individuals who experienced even severe disablement did
not receive mental health care (Andrews, Slade, & Issakidis,
2002).

In theory, a number of different types of factors might affect
whether treatment is received for a mental disorder, as well as the
type of treatment received (Anderson & Newman, 1973). These
include variables related to the disorder itself, such as its severity
and chronicity and the extent of associated disability; sociodemo-
graphic variables, such as age and gender; socioeconomic/
environmental variables, such as access to and affordability of
‘reatment; and variables particular to the individual, such as the
ability to recognize symptoms of 2 disorder, beliefs concerning the
effectiveness of treatment, and perceived stigma associated with
disclosure of symptoms. Variabies involving individuals® beliefs
and knowledge about mental disorders and their treatment have
been referred to as mental health literacy variables, following the
work of Jorm and colleagues {(Jorm, 2000; Jorm, Anpermeyer, &
Katschnig, 2000; Jorm, Korten, Jacomb, et al,, 1997). Personality
traits that may be associated with both psychopathology and
treatment-secking behavior (e.g., Lilenfeld, Wonderlich, Riso,

Crosby, & Mitchell, 2006) would also be included among
individual-level variables.

It is reasonable to asswme that among individuals with eating
disorders, the likelihood of treatment being received is related to
the severity of the eating disorder and comorbid psychopathology,
the associated functional Impairment, and, in turn, the perceived
need for treatment. Consistent with this hypothesis, Keel et al.
(2002) found, in a clinical sample of individuals with eating
disorders receiving specialist treatment, that higher levels of eating
disorder psychopathology and functional impairment, as well ag
the presence of comorbid personality disorders, were the best
predictors of the type of treatment subsequently received. How-
ever, these were primarily cases of anorexia nervosa and the
purging subtype of BN with high rates of health service utilization,
It is therefore unclear whether these findings might generalize to
community samples, in which cases of BN-type eating disorder
that do not meet formal diagnostic criteria predominate and spe-
cialist treatment is uncommon (of. Mond, Rodgers, et al., 2004).

A community-based study of barriers to treatment among
women with eating disorders in the United States found that
financial difficulties and fack of adequate health insurance were
the most frequently cited reasons for not secking treatment (Cach-
elin, Rebeck, Veisel, & Striegel-Moore, 2001). However, the au-
thors were led to question the validity of their findings, because
there were no differences between individuals who had sought
treatment and those who had not with respect to sociveconomic
status or insurance coverage. Inlerpretation of the findings of this
study is further complicated by the recruitment of a sample of
ethnically diverse—that is, Hispanic and Mexican American—
women (Becker, Franko, Speck, & Herzog, 2003). In a qualitative
study of help seeking among women with current or past bulimic
eating disorders, also reciuited directly from the community, Hep-
worth and Paxton (2007) found that increased symptom severity,
general psychological distress, interference with life roles, and
health problems were the most salient prompis to help seeking,
whereas fear of stigma, poor mental health titeracy, fear of change,
and cost were most often cited as barriers to help seeking.

In research conducted by Mond, Hay, et al. (2007a), impairment
in psychosocial functioning was the best predictor of treatment
seeking among community cases of women with bulimic eating
disorders, although only half of those participants who reported
marked impairment associated with an cating problem had ever
received treatment for such a problem from a health professional,
and fewer than 1 in 5 had received such treatment from a mental
health professional, A strength: of this study was that the role of
variables potentially associated with treatment secking was exam-
ined directly, thereby aveiding 2 reliance on perticipants’ seif-
reported reasons for secking or not seeking treatment. A limitation
of the study, however, was the use of a cross-sectional design, in
which associations between the prior use of health services and
current levels of eating disorder psychopathology, functional im-
pairment, and other variables were examinsd.

The Current Study

The goal of the current study was to add to the understanding of
bealth service utilization for eating disorders by conducting a
prospective analysis of variables associated with treatment seeking
among women with bulimic eating disorders, who were recruited
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from the same community sample used in our previous research
(Mond, Hay, et al., 2007a). Specifically, we sought to identify the
determinants of receiving treatment for an eating problem. The
study design permitted inclusion of a range of predictor variables,
including sociodemographic characteristics, coping (defense)
style, generic and disease-specific measures of health-related qual-
ity of life {impairment in role functioning), and several mental
health literacy variables. In view of the paucity of existing evi-
dence, our only a priori hypothesis was that the degree of impair-
ment in psychosocial functioning at baseline would be a strong
predictor of whether treatment was received during the (12-month)
follow-up period.

Method
Study Design and Participanis

The research was conducted as part of the Health and Well-
Being of Female ACT Residents Study, a two-phase epidemiolog-
ical study of disability, health-service utilization, and mental
health literacy associated with community cases of the more com-
monly occurring {BN-type) eating disorders (Mond, Hay, et al.,
2007a; Mond, Hay, Rodgers, & Owen, 2008). The study was
carried out in the Australian Capital Temitory (ACT) region of
Australia (population 314,000 in 2002), a highly urbanized region
that includes the city of Canberra. All aspects of the study design
were approved by the ACT Human Research Ethics Committee.

Recruitment of participants at the first phase of the study has
been detailed previously (see Mond, Hay, Rodgers, & Owen,
2006a; Mond, Hay, Rodgers, Owen, Crosby, & Mitchell, 2006). In
brief, self-report questionnaires were completed by 5,255 female
residents of the ACT region, ages 18 to 42 vears. The question-
naire included measures of eating disorder psychopathology (Fair-
burn & Beglin, 1994), health-related quality of life (Ware, Kosin-
ski, & Keller, 1996), general psychological distress (Kessler et al.,
2002), height and weight, and sociodemographic information.
Body mass index (BMI; kg/m?) was calculated from self-reported
height and weight (Mond, Hay, Rodgers, Owen, & Beumont,
2004d). The sample comprised approximately 10% of the total
population of women ages 18 to 42 in the region and was repre-
sentative of this population on a range of sociodemographic vari-
ables (Mond, Hay, Rodgers, & Owen, 2008a; Mond, Hay, Rodg-
ers, Owen, & Beumont, 2004¢c; Mornd, Hay, Rodgers, Owen,
Crosby, & Mitchell, 2006).

Respondents whe met screening criteria for a clinically signif-
icant eating disorder (Mond, Hay, et al., 2004d) were approached
to participate in the second phase of the study, which involved a
face-to-face interview that included diagnostic items of the Eating
Disorder Examination (EDE; Fairbumn & Cooper, 1993), along
with questions that we developed to address health service utili-
zation, mental health literacy, and impairment in role functioning
specific to eating-disordered behavior (Mond, Hay, et al., 2007a;
Mond, Hay, Rodgers, & Owen, 2008). A self-report measure of
defense style (Andrews, Singh, & Bood, 1993) was also adminis-
tered at interview. Interviews were completed with 324 individu-
als, which represented a response rate of 76.6% at the second
phase. Individuals interviewed were more likely fo be mazried than
those not interviewed {38.2% vs. 29.8%; x* = 9.58, p < .05).
There were no other differences between these subgroups. The

interval between questionnaire and interview assessment ranged
from 4 days to 104 days, with a median of 28 days.

Interviewers received weekly training in the administration of
the interview from I. M. Mond over a period of several months,
During these sessions, tapes of interviews from previous research
{Hay, Marley, & Lemar, 1993; Mond, Hay, et al,, 2004d) were
reviewed, and practice interviews were conducted. Each inter-
viewer also cenducted pilot interviews and received detailed feed-
back on each. This process of individual and group feedback
continued during the assessment phase of the study. All inferviews
were audiotaped, except where the participant requested that tap-
ing not be conducted, and all tapes were reviewed by J. M. Mond.
Where necessary, tapes wetre forwarded to P. J. Hay, and a con-
sensus was reached on ratings of specific items. Interviewers, all
female, had completed a minimum of 4 years of tertiary education,
and all had relevant clinical experience.

Women identified as having a probable eating disorder on the
basis of a preliminary inspection of the interview data were ap-
proached to participate in a follow-up study, one part of which
involved a randomized controfled trial of a targeted intervention
package. Participants assigned to the intervention condition re-
ceived a package about mental health literacy for eating disorders,
which included information about the nature and freatment of
eating disorders, how to get help, and a list of local service
providers, whereas individuals assigned to the control condition
received only the list of service providers (Hay et al., 2007). Of the
185 individuals included in the randomized controiled trial, 144
were subsequently confirmed as having an eating disorder. Partic-
ipants in the present study were 95 individuals (86.0% of those
approached) who met the study criteria for a clinically significant
eating disorder, on the basis of the EDE assessment, and who
completed both baseline and follow-up (12-month) assessments.
There were no significant differences between individuals who
completed the follow-up (n = 95) and those who did not (n = 49)
on any of the study variables (all ps > .05).

The mean (SD) age of participants at baseline was 28.8 (6.6)
years. Their mean (SD) BMI was 27.1 {(7.0) kg/m?, Approximately
hall' (54.2%) of the participants were employed full time. An
additional 14.8% were employed part time, whereas 12.9% of
participants nominated caring for children as their main activity,
and 13.5% of participants nominated full-time study as their main
activity, Approximately half (53.5%) of participants were married
(38.2%) or living as mamied (15.3%), 43.3% were single, and
3.2% were separated or divorced; 40% had one or more children.
Reflecting the demographic profile of the ACT population (Mond,
Hay, Rodgers, & Owen, 2006a; Mond, Hay, Rodgers, Owen,
Crosby, & Mitchell, 2006), the vast majority of participants were
born in Australia (90.5%) and had Bnglish as a fizst language
{94.9%). Most (89.1%} had completed 12 or more years of formal
education, 29.1% had compieted an underpraduate degree or di-
ploma, and 8.2% had completed 2 postgraduate qualification.

Eating disorder diagnoses were assigned according to the oper-
ational criteria for the Diagnostic and Statistical Manual for Men-
tal Disorders (4th ed.; American Psychiatric Association, 1994)
outlined in the EDE marual (Fairburn & Cooper, 1993). Hence, for
the diagnoses of BN and BED, 12 or more episodes of binge eating
over the past 3 months were required. In addition, cessation of
menstruation was not required for the diagnosis of anorexia ner-
vosa (Mitchell, Cook-Myers, & Wonderlich, 2005), Patticipants
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who reported extreme weight or shape concems and any regular
eating-disorder behavior and who did not meet criteria for anorexis
nervosa, BN, or BED were assigned the diagnosis of eating dis-
order not otherwise specified (Hay, Fairbum, & Dell, 1996).
Bascline diagnoses were as follows: for BN, n = 18 {for the
nonpurging subtype, # = 13; for the purging subtype, #n = 5); for
BED, » = 15; and for eating disorder not otherwise specified, # =
62. The latter subgroup was comprised primarily of individuals of
normal or above average weight who reported extreme weight or
shape concerns, regular extreme weight-control behaviors and/or
subjective bulimic episades, but not objective bulimic (binge eat-
ing) episodes (Hay et al., 1996, 1998). Consistent with findings
from other epidemiological studies (Hudson et al,, 2007; Wells at
al., 2006; cf. Mond, Hay, et al., 2004c}), no participants met criteria
for anorexia nervosa at the time of the study.

Study (Baseling) Measures

Bating-disorder psychopathology. The occwrrence and fre-
quency of objective bulimic episodes, subjective bulimic episodes,
exireme dietary restriction, and excessive exercise were assessed
with the relevant items of the EDE interview (Fairburn & Cooper,
1993). The occurrence and frequency of purging behaviors,
namely, self-induced vomiting and/or misuse of laxatives or di-
ureiics, was assessed by relevant questions of the Eating Disorder
Examination Questionmaire (EDE-Q; Fairbwrn & Beglin, 1994), a
self-report measure derived from the EDE. This was because our
research and that of others has indicated that selfreport assessment
of purging behaviors may be more accurate than interview assess-
ment (Keel et al., 2005; Mond, Hay, Rodgers, & Owen, 2007h).
The EDE-Q global score, which is derived from the 22 items of the
EDE-Q assessing attindinal aspects of eating-disorder psychopa-
thology, was used to measure participants’ overall symptom levels.
Scores range from ¢ to 6, with higher scores indicating greater
symptom frequency and/or severity (cf. Mond, Hay, Rodgers,
Owen, Crosby, & Mitchell, 2006). High levels of agreement be-
tween EDE-Q and EDE assessment of the items comprising the
global score have been observed in both community and clinical
samples {cf. Mond, Hay, et al,, 2004d, Mond, Hay, Rodgers, &
Owen, 2007b). Cronbach alpha in the present study was .77.

Impairment in role functioning, Impairment in role function-
ing associated with any physical or mentai health problem was
assessed with the Medical Outcomes Study—Short Form disability
scale (SF-12; Ware et al., 1996). This scale is a 12-item self-report
generic measure of health-related quality of life derived from the
36-item form (Ware, Kosinki, & Keller, 1994). Items in the SF-12
are summarized into two weighted scales (the Physical Component
Summary scale and the Mental Component Summary scale) de-
signed to assess impairment in everyday functioning associated
with physical and mental health problems, Each scale is scored to
have a mean of 50 and standard deviation of 10 (in the U.S.
population), with lower scores indicating higher levels of impair-
ment. The SF-12 has robust psychometric properties {Ware et al.,
1996), and its validity in the Australian population has been
demonstrated (Sanderson & Andrews, 2002b). A score of 40 or
less on the Mental Component Summary scale is considered in-
dicative of moderate impairment, whereas a score of 30 or less
indicates severe impairment {Sanderson & Andrews, 2002a).
Cronbach’s alpha in the present smudy was .82. An additional

{generic) measure of functional impairment was obtained as the
number of days in the past 4 weeks on which participants’ wers
unable to complete work, study, or household responsibilities
becanse of any (physical or emotional) health problem (Mond
Hay, 2007). :

Impairment in role functioning associated with an eating prob-
lem. In the absence of any validated measurs of health-related
quality of life specific to eating disorders at the time of the study
(cf. Mond, Hay, Rodgers, Cwen, & Beumont, 2005), we developed
questions concerning impairment in role functioning associated
with an eating problem and added them to the bascline EDE
interview. Specifically, a series of questions assessed the extent to
which functioning in each of four domains—main activity, home
life, social lifs, and overall quality/enjoyment of life—was cur-
rently or had ever been adversely affected by any probiem relating
to eating attitudes or behaviors. Participants who reported that
functioning in at least one of the domains mentioned earlier was
currently affected very much or extremely by such a problem were
considered to have impairment related to an eating problem. This
measure was found to have good convergent and discriminant
validity in our previous research (Mond, Hay, et al., 2007a),

General psychological distress. General psychological dis-
tress was assessed with the Kessler Psychological Distress Scale
(K-10), a 10-item self-report measure initially designed to screen
for cases of anxiety and affective disorders in generaf population
samples (Kessler et al., 2002). In Ausiralia, it is also used as an
outcome measure among individuals treated within mental health
services (Andrews & Skade, 2001). The frequency of each of 10
symptoms is measured on a scale from 1 to 3, such that total scores
range from 10 to 50, with lower scores indicating higher symptom
levels. A total score of 30 or below indicates a high probability of
clinically significant symptoms of anxiety and/or depression
{Andrews & Slade, 2001). The K-10 has demonstrated reliability
and validity (Andrews & Slade, 2001; Kessler et al,, 2002), and it
has been used in several of our studies (Mond et al., 2005; Mond,
Hay, et al,, 2004c; Mond, Rodgers, et al., 2004). Cronbach’s alpha
in present study was 91,

Mental health literacy. The assessment of mental health liter-
acy has been described in a number of previous publications (cf.
Mond et al., 2008). In brief, a vignette describing a fictional persen
suffering from BN (purging type) is presented, followed by a series
of questions concerning the nature and treatment of the problem
described. For the present study, four variables that were consid-
ered most likely to be associated with treatment-secking behavior
were included, namely () recognition of BN as an eating problem,
as opposed to a problem of low self-esteem or negative affect more
generally (Mond, Hay, Rodgers, Owen, & Beumont, 2004a); (b)
self-recognition of a current eating problem (Mond, Hay, Rodgers,
& Owen, 2006Db); (c) perceived stigma associated with disclosure
of an eating problem (Cachelin et al., 2001; Hay, de Angelis,
Millar, & Mond, 2007; Hepworth & Paxton, 2007); and (d) per-
ceived desirability of eating-disorder features (Mond, Hay, Rodg-
ers, Owen, & Beumont, 2004b). Dichotomous outcomes were
oreated to indicate the presemce or absence of each of these
variables.

Although the questions in the various sections of the mental
health literacy survey (e.g., beliefs about treatment, beliefs about
causes, beliefs about prognosis, etc.) were not designed to consti-
tute scales in the psychometric sense of this term, some evidence
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supports the validity of these questions. Thus, findings reported by
Jorm, Korten, Rodgers, et al. (1997) demonstrating consistency of
belief systems across different mental disorders might be consid-
ered to suppost the construct validity of the mental health literacy
paradigm, whereas differences in responses to specific questions as
a function of age, education, recognition of the preblem, and actual
symptom levels might be considered to support the discriminant
validity of the paradigm {Jorm, Angermeyer, & Katschaig, 2000;
Mond, Hay, st al,, 2004a, 2004b; Mond, Marks, et al.,, 2007).
There is also some evidence that individuals’ responses to specific
questions are stable over a 6-month period (Jorm et al., 2003).

Defense style. 'The Defence Style Questionnaire (DSQ; Andrews
etal., 1993) is a 40-item self-report measure of individuals’ perceived
defense mechanisms or coping styles. In the Diagnostic and Statisti-
cal Manual for Mental Disorders (dth ed.; American Psychiatric
Association, 1994), defense mechanisms are defined as “automatic
psychological processes that protect the individual against anxiety and
from the awareness of internal or external dangers or stressors” (p.
751). Participants indicate their level of agreement, on a 9-point
Likert-type scale, with each of 40 statements (2 statements assessing
each of 20 different mechanisms). Scores on each mechanism are then
calculated as the average of scores om the two items concerned.
Alternatively, scores on each of three habitual defense styles—
mature, neurotic, and immature—may be obtained as the average of
scores on the mechanisms comprising each, as follows: A mature
defense style comprises sublimation, humor, anticipation, and sup-
pression; a neurotic defense style comprises undoing, pseudoaltruism,
idealization, reaction formation; and an immature defense style com-
prises projection, passive aggression, acting out, isolation, devalua-
tion, autistic fardasy, denial, displacement, dissociation, splitting, so-
matization, and rationalization (Andrews et al., 1993). The DSQ was
included in the Health and Well-Being Study because findings from
a number of earlier studies suggested that it might be of interest (cf.
Bond, 2004). In the present study, and in the absence of any a priori
hypotheses, mechanisms were considered m preference to styles be-
cayse of the more detailed information provided. The reliability and
validity of the DS(Q} have been demonstrated in a range of study
populations (Andrews st al,, 1993; Bond, 2004). Cronbach'’s alpha in
the present study was .78.

Assessment of health service wiilization. For the present study,
health service vtilization was defined as treatment from a health
professional for an eating problem during the follow-up period.
Health professionals included general practitioners, dieticians, so-
cial workers, counselors, psychologists, and psychiatrists but not
providers of complementary or alternative medicine. Similar ques-
tions addressed treatment prior to baseline {baseline assessment)
and treatment during the follow-up period (follow-up assessment;
Mond, Hay, et al,, 2007a). Participants were first asked about
treatment received specifically for a problem with eating, such as
“eating too much in one go,” “feeling out of control with your
eating,” or “being precccupied with what or when you should eat.”
Where such treatment was received, the person or persons from
whom treatment had been received were noted. Similar questions
foliowed in which participants were asked about advice or treat-
ment received for “other emotional problems, such as being anx-
ious or depressed,” and problems with weight, such as “wanting to
lose weight.” In this way, it was possible to take prior treatment
seeking for all three types of problem into account when evaluat-

ing predictors of treatment for an eating problem during the
follow-up period.

Statistical Analysis

We used ¢ or Mann—Whitney U tests to assess differences between
participants who received treatment for an eating probiem during the
foliow-up period and those who did not on continuzous predictor
variables, whereas we use chi-square tests for categorical variables.
Preliminary analysis confirmed that there was no association between
randomized controlled irial assignment and treatment for an eating
problem during foltow-up (* = 0.80, p = .37), reflecting the faci that
the intervention had not been successful in influencing treatment-
seeking behavior. Bivariate associations between predictor variables
were calculated with the Pearson cowrelation coefficient. For correla-
tions between dichotomous and continuous variables, the point-
biserial cosfficient is given. Multivariable logistic regression was used
to identify baseline characteristics associated with treatment during
the follow-up period, A forward variable selection procedure was
used because the number of predictor variables was large in relation
to sample size (M. H. Katz, 2006). In the regression model, we
mcluded all independent variables that differed between treatment-
receiving and non-treatment-receiving subgroups at a p value of less
than or equal to .05 in bivariate analysis, using the methods suggested
by Tabachnick and Fidell (2006) to test for multivariable multicol-
linearity. To minimize the influence of missing data on specific
variables, the analysis was rerun with only those variables that entered
the mode] included. Results are presented as odds ratios (ORs) and
95% confidence intervals {CIs). All analysis was conducted with
SPSS Version 14.0. Power analysis was not conducted because the
study was designed to generate, rather than to test, hypotheses.

Resulis

Data concerning use of health services during the follow-up period
were missing for 4 participants. Of the 91 participants for whom
complete data were available, 33 (36.3%) received treatment for an
eating problem during the follow-up period. Of these, 12 (13.2% of all
participants) received such treatment from a mental health profes-
sional, namely, a psychologist or psychiatrist.

In Table 1 it can be seen that participants who received treatment
for an eating problem during the follow-up pened differed from those
who did not in a number of ways, including higher BMI; higher levels
of eating-disorder pgychopathelogy, genecral psychological distress,
and out-of-role days; greater perceived impairment in role functioning
associated with an eating problem; lower scores on the Suppression
subscale of the DSQ (indicating greater perceived inability to suppress
emotional difficulties); higher scores on the Projection subscale of the
DSQ (indicating greater perceived mistreatment by others); greater
likelihood of recognizing an eating problem; and greater likelihood of
prior treatment for a problem with weight. It also is apparent that lower
scores on the Suppression subscale of the DSQ and greater perceived
impairment i role fimctioning associated with an eating problem were
the variables most strongly associated with treatment seeking, Cozrela-
tions between predictor variables are given in Table 2.

Results of the regression analysis are given in Table 3. It can be
seen that greater perceived Impairment in role functioning associated
witl an eating problem {OR. = 4.87; 95% CIL: 1.74, 13.61; p < .01)
and lower scores on the Suppression subscale of the DSQ (OR =
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Table 1

Characteristics of Women With Eating Disorders Receiving (N = 33) and Not Receiving (N = 58) Treatment for an Eating Problem

Over a 12-Month Period

No
Characteristic treatment Treatment Mo ESP
Demographic characteristics
Mean (SD} age 283 (6.1) 28.4 (7.5) 965 015
Mean {§0) body mass index 25.5(6.1) 28.9(7.8) 027 486
% martied 44.8 273 098 378
% with children (one or more) 44.8 273 098 378
% employed fuli-time 517 48.5 166 060
% with a bachelor’s degree or higher 397 25.0 61 32z
% country of birth/first language® 845 97.9 067 447
% with private health insurance 53.6 53.1 968 020
Prior treatment (treatment prior to the baseline assessment)
% prior treatment for an eating problem 37.9 455 493 163
% prior freatment for a weight problem 63.8 84.4 039 464
% prior treatment for a general mental health problem 67.2 78.8 .24] 272
Eating-disorder psychopathology
% binge eating (objective bulimic) episodes {at least weekly) 379 30.3 464 169
% subjective bulimic episodes (at least weekly) 39.7 48.5 i 413 182
% purging {self-induced vomiting or laxative misuse; afy occurrence) 207 364 .103 335
% extreme dietary restriction (=3 times per week) 13.8 18.2 577 109
¥ excessive exercise (=3 times per week) i3.8 15.2 859 .028
% diet pills (any occurrence) 8.6 12.1 391 098
Mean {50} EDE-(} global score 3.7(0.8) 4,1 {0.8) 034 500
Functional impairment
Mean (5D) SF-12 Physical Component Summary scale 49.7 (10.4) 47.7 (9.8) 377 198
Mean (SD) SF-12 Mental Component Summary scale 40.0 (12.0) 359(11.3) 120 352
Mediazn {IQR) days out of role 0 {0, 4.5) 3{(0,5) 050 062
% impairment associated with an eating problem 190 60.6 <.001 891
Median (IQR) K-10 41 (34, 45) 37(30,42) 024 002
Mental heelth literacy variables
% (self~) recognition of a current eating problem 43.1 66.7 031 488
% recognition of bulimia nervosa as an eating problesm 443 42,9 91 021
% perceived stigma associated with disclosure of an eating problem 544 48.5 .39 100
% eating-disordered behavior perceived as desirable 29.3 242 .60 113
Defense styled
Mean (SD) Defence Style Questionnaire Suppression subscale 5.2 (2.0) 392, 002 630
Mean (5D) Defence Style Questionnaire Projection subscale 3.4(1.8) 4.5 {2.3) 020 533

Note. EDE-Q = Eating Disorder Examination Questionnaire; SF-12 = Medical Outcomes Study—Short Form disability scale; IQR = interquartile range;

K-10 = Kessler Psychological Distress scale.

® Significance of the difference between groups according to a ¢ test, Mann—Whitmey U test, or chi-square test. Differences significant at the 05 level are shown in
bold. Y Effect size {ES): Cohen’s d (continuous variables) ot  (dichotornous variables; Cohen, 1988). - © Notborn in Austrakia and/or English not first language {0); botn
in Australia and English first language (1). ¢ None of the remaining {18) subscales of the Defence Style Questionnaire were significant at tie .05 level,

0.71;95% CI: 0.55, 0.93; p < .05) were the only significant predictors
of treatment seeking. The final model classified the treatment status of
78.0% of participants cormrectly.

As an additional check of the stability of the model, the
analysis was repeated with a manually driven backward vari-
able selection procedure, in which the analysis was rerun with
each deletion of a variable (M. H. Katz, 2006). The findings
were unchanged.

Discussion

We examined factors associated with treatment for an eating
probiem among women with bulimic eating disorders recruited
from a community sample and followed over a 12-month pe-
riod. In bivariate analysis, participants who received treatment
for an eating problem during the follow-up period differed from
those who did not in several respects, including higher BMI,

higher levels of eating-disorder psychopathology, higher levels
of general psychological distress, greater impairment in role
functioning, deficits in specific aspects of coping style, greater
Likclihood of (self-) recognition of an eating problem, and
greater likelihood of prior treatment for a problem or perceived
problem with weight. However, the variables most strongly
associated with treatment seeking during the foliow-up period
were percéived impairment in role functioning specifically as-
sociated with an eating problem and greater perceived inability
to suppress emotional difficulties, and these were the only
variables that were significantly associated with treatment seek-
ing in multivariable analysis.

Recruitment of participanis directly from the community, the
use of a prospective study design, and assessment of a wide range
of variables potentially associated with treatment-seeking behavior
are notable strengths of the present study. Although findings from
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Table 2 :
Bivarinte Correlations (Pearson or Point-Biserial Corvelation Coefficient) Between Predictor Varighles
EDE-Q Impairment General DSQ DSQ
Prioy treatment global Days out due to psychological (Selft) recognition Suppression Projection
Variable BMI for weight score of role sating distress of eating problema  subscale subscale
BMI e
Prior treatment for weight A8 —
EDE-Q global score 26 .16 —
Pays out of role 16 .08 19 —
Impairment due to eating 37 27 36 36 —
General psychological distress —.12 —-.05 -.38 —.48 —.39 —
{Self-) recogaition of problem .20 24 35 14 31 —-.18 —
D3Q Suppression subscale -.21 —.28 13 —.12 -.16 .00 —.05 —
DSQ Projection subscale 31 A7 20 10 28 -.25 24 04 —

Note. TFor a sample size of n = 93, a correlation of .20 is significant at the .05 level, and a correlation of .26 is significant at the .01 level for a two-tailed
test. BMI = body mass index; EDE-Q = Eating Disorder Examination Questionnaire; DSQ = Defence Style Questionnaire.

a nmumber of recent stdies have confirmed that the vast majority of
individuals with bulimic-type eating disorders do not receive treat-
ment for an eating problem, this is, to cur knowledge, the first
community-based study to examine factors associated with treat-
ment seeking with a prospective study design. This was possible
because the research was conducted as part of a two-phase epide-
miological study in a high-risk population.

The main limitation of the study is that sample size was small in
relation to the number of predictor variables. Hence, the findings
should be viewed as preliminary and subject to confirmation in
suitably planned future research. Findings from the multivariable
analysis in particular should be interpreted with caution. However,
the fact that the same results were achieved with different selection
methods and the fact that the same variables emerged as the best
predictors of treatment seeking in both bivariate and multivartable
analysis lend credence to the findings. A second limitation of the
present study is that we did not assess some potentially important
variables, such as access to and affordability of treatment and
aspects of personality other than defense style. It may be noted,
however, that access to and/or cost of treatment are unlikely to
have been factors in treatment uptake in the present study, because
a government-funded outpatient treatment facility operated in the
ACT region for the duration of the study (Mond, Hay, et al,
2007a}. In addition, there was no association between treatment
seeking and possession of private health insurance, which in Aus-
iralia is a proxy for income.

In interpreting the findings of the present study, one should also
consider that the ACT is a highly urbanized region and that

Table 3
Variables dssociated With Treatment for an Eating Problem
Relative
Variable risk 83% CI P
Impairment associzted with eating 487 1.74-13.61 003
DSQ Suppressioa subscale 0.71 0.55-0.93 011
DSQ Projection subscale 1.25 0.97-1.61 090

Note.  Categorical covariates and treatment received were both coded 0
(o) or 1 (yes). C1 = confidence interval; DSQ = Defence Style Ques-
tionnaire,

stronger effects of sociodemographic variables, such as country of
birth and first language, may have been observed in a more
heterogeneous and/or ethnically diverse population (Becker et al.,
2003). Finally, participants in the present study were adult women
with bulimic-type eating disorders. A different pattern of associ-
ations would likely be observed in a younger sample or in a sample
comprised primarily of individuals with disorders more closely
resembling anorexia nervosa.

As expected, the likelihood of treatment being received was
related to the severity of eating-disorder and comerbid psychopa-
thology, levels of general psychological distress, and impairment
m role functioning (Mond, Hay, et al, 2007a). It is notable,
however, that the best predictor of treatment seeking, in both
bivariate and multivariable analysis, was the ocowrence of func-
tional impairment associated with an eating problem. This latter
finding suggests that the nature of the problem to which impair-
ment is attributed may play an important role in the nature of the
treatment received. Given the high levels of comorbidity between
eating disorders and anxiety and affective disorders, the question
of the extent to which individuals with eating disorders attribute
impairment in psychosocial functioning to disordered eating, as
opposed to cormorbid mental health problems, is of interest (Mond
& Hay, 2007; Mond, Rodgers, et al., 2004). Where eating-
disordered behavior and overweight coexist, the attribution of poor
quality of lifé to overweight rather than to disordered eating may
raise similar issues (Brody, Masheb, & Grilo, 2005; Mond, Hay, et
al., 2007a). From a clinical perspective, the use of disease-specific
quality-of-life measures in conjunction with generic measures may
be a useful means by which to assess the extent to which individ-
vals with eating disorders attribute impairment in psychosocial
functioning to disordered eating, as opposed to comorbid mental
health problems and/or overweight (Mond et al., 2005; Mond &
Hay, 2007). From a public health perspective, the findings suggest
that individuals’ recognition of the adverse effects of eating-
disordered behaviar on quality of life may need to be addressed in
prevention and early intervention initiatives for cating disorders
{Mond, Rodgers, et al., 2004).

The only ofher variable that was associated with treatment
secking in both bivariate and multivariable analysis was a specific
aspect of coping style, namely, scores on the Suppression subscale
of the DSQ. Participants who received ireatment for an eating
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problem had lower scores on this scale than these who did not. In
the terminology of the DSQ, suppression is one of a number of
defense mechanisms comprising a mature defense style. It encom-
passes the ability to “keep problems out of ones mind until there is
time to deal with them™ and “keep a lid on feelings if letting them
out would interfere with what I am doing” (Andrews et al., 1993,
p. 249). Thus, participants whe received treatrnent for an eating
problem perceived themselves to be less able to prevent emotional
problems from interfering with their functioning. This finding
might be seen as further evidence that individuals with eating
disorders are most likely to seek treatment for an eating problem
when they perceive an adverse effect of their eating behaviors on
quality of life. Future research might consider, first, whether scores
on this measure similarly predict treatment-seeking behavior
among individuals with other mental health problems and, second,
whether the present findings might be placed in a theoretical
framework. For example, considerable attention has been given to
the role of affect regulation in the onset and maintenance of
bulimic behaviors {Chen & Le Grange, 2007, Heatherion &
Beumesiter, 1991; Stice & Agras, 1999) but not, to our knowledge,
1o its role in the use of health services,

Of the four mental health literacy variables that we hypothesized
might be associated with treatment seeking, only participants’
recognition of their own eating-disordered behavior differed by
treatment status. Previously, in a larger sample of women with
bulimic-type eating disorders, we found that close to half (48.1%)
of participants did not belicve that they currently had an eating
problem (Mond, Hay, Rodgers, & Owen, 2006b). Recognition
was, in turn, related to the severity of eating-disorder and comor-
bid psychopathology as well as the occurrence of specific eating-
disorder behaviors, most notably, self-induced vomiting. The find-
ing, in the present study. that recognition of an eating problem was
net independently associated with treatment seeking, in conirast to
perceived impairment in role functioning associated with an eating
problem, suggests that individuals’ recognition of the effsct of
their disordered eating on quality of life may be a better predictor
of treatment seeking than recognition of an eating problem per se.

It is possible that other aspects of menta} health literacy may be
associated with treatment seeking only in certain subgroups of
individuals. For example, the effects of some variables may be
most evident among individuals with eating disorders who expe-
rience marked impairment in role functioning but nevertheless do
not seck treatment. In any case, it needs to be remembered that
even when treatrment is received for an eating problem, it is likely
to be received from a primary care practitioner in most cases
(Mond, Hay, et al., 2007a). In the present study, only one third of
participants who received treatment for an eating problem during
the follow-up period—approximately 10% of all participants—
received this treatment from a mental health specialist. Poor men-
tal health literacy almost certainly contzibutes to the low uptake of
specialist treatment among individuals with mental disorders {An-
drews, Sanderson, Slade, & Issakidis, 2000; Jorm et al., 2000).

Finally, it is notable that participants who had previously re-
ceived treatment for a weight problem (and/or who had higher
BMI) were more likely to receive treatment for an eating problem
during the follow-up period than those who had not, given that
individuals with bulimic eating disorders often seek treatment for
a problem, or perceived problem, with weight rather than for a
problem with eating per se (Mond, Hay, et al., 20072), One

possible explanation for this finding is that individuals with eating
disorders who have previously received treatment in relation to a
weight problem, but not for an eating problem, may be more likely
to recognize that a greater focus on eating-disordered behavior is
warranted. Therefore, they may be more motivated to seek treat-
ment of this kind. Participants who had previously received treat-
ment for an eating problem, on the other hand, may have been
discouraged from seeking further treatment of this kind, given that
they remained highly symptomatic.

Conclusions

In summary, we found, in a prospective, community-based
study of women with bulimic-type eating disorders, that impair-
ment in role functioning associated with an eating problem and the
perceived inability to suppress emotional difficulties were the best
predictors of whether treatment was received for an eating prob-
lem. Given that most individuals with BN and reiated disorders do
not recelve appropriate treatment, it may be important to address
individuals’ recognition of the adverse effects of eating-disorder
psychopathology on quality of life in prevention and early inter-
vention initiatives for eating disorders.
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