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Introduction: developmental 
psychology in action 
Clare Wood, Karen Littleton and Kieron Sheehy 

Developmental Psychology in Action looks at how psychologists contribute to the 
development and well-being of children in practical ways. The role of 
psychologists and psychological theory is considered with respect to specific 
topics which focus on child development in the context of social, educational and 
clinical issues. A recurring theme in the chapters concerns the role of 
psychologists as ‘agents’ of society who intervene to improve children’s lives. 
Through their research and practice psychologists are also implicated in the 
construction of particular accounts and representations of the child and notions of 
competence. The chapters thus demonstrate that developmental psychologists do 
not exist in isolation from the social contexts that they study and that it is in these 
contexts that they actively create their subject. 

Chapter 1 considers two specific learning difficulties (SpLD), dyslexia and 
dyspraxia, and begins with an exploration of what may cause them. Recognizing 
that ‘cultural expectations regarding what are “fundamental” abilities play a role 
in determining a specific learning difficulty’ (Chapter 1, Section 2.2), the focus of 
the chapter then shifts to the often contentious practices and processes of 
assessment. This concerns how some children come to be identified as 
experiencing either dyslexia or dyspraxia and the ways in which psychologists are 
involved in these processes. As the chapter makes clear, assessment is not just 
about identifying whether or not a child has a condition; it is about ‘discovering 
the exact nature of the problems experienced by the child, thereby indicating 
ways in which he or she can be supported at home, school and elsewhere’ 
(Chapter 1, Section 4). The consequences of living with an SpLD are thus 
highlighted, as are examples of intervention programmes designed to improve 
the attainment of people with SpLDs. While considering how research into the 
consequences of SpLD informs approaches to intervention, the chapter also 
stresses the importance of ‘the need not to lose sight of the children as individuals 
with different experiences of what it is like to have an SpLD, which demand 
individualized as well as generic forms of support’ (Chapter 1, Section 7). 

The second chapter in the book presents an overview of children’s 
involvement in the legal system and focuses on their competency as witnesses 
and culpability as offenders. The issue of children as witnesses is examined in 
some detail and it is in this context that research surrounding questioning 
techniques and children’s understanding of truth and lies is considered. The 
discussion then moves on to consider children’s culpability and whether they can 
be assumed to have criminal intent. Psychological theories of moral development 
and children’s use of deception are also considered as part of this debate. Two 
underlying themes pervade the chapter: ‘are children accurate and are children 
honest when they give evidence, either as witnesses or as defendants?’ (Chapter 2, 



Section 5.1). The research presented makes it clear that there are no simple 
answers to this question. Rather, the chapter highlights the inextricable 
interrelationships between children, adults and society, recognizing that 
‘children’s performance in the legal system is a reflection of these complex 
relationships’ (Chapter 2, Section 5.3). The chapter emphasizes the importance of 
not taking children ‘out of context’ and asserts that ‘it is the responsibility of 
psychologists not to “theorize incompetent children” .... by contributing to legal 
or research environments which undermine their competence or compound their 
culpability’ (Chapter 2, Section 5.3). 

In Chapter 3, ways in which psychological research and theories have been 
used to promote healthy behaviours in children and support children with illness 
are discussed. The chapter also considers how health psychology relates to 
‘children at the level of the communities and cultures that they live in’ and 
‘children as individuals and their experiences of illness and treatment’ (Chapter 3, 
Section 1). The chapter suggests that while still a relatively new field of enquiry, 
health psychology ‘offers the potential for a multilevel analysis of childhood 
health and illness, based on a conceptualization of child development that 
encompasses cultural, social and biological aspects’ (Chapter 3, Section 8). The 
need for interdisciplinary research is also emphasized. 

Chapter 4 addresses the topic of autism and developmental psychology. The 
opening sections present ‘a view of autism constructed out of the first-hand 
accounts of people with autism (an account of autism “from the inside out”)’ and 
a ‘description of autism from the point of view of non-autistic researchers and 
clinicians - a third-party perspective which has been constructed by “looking in” 
on autism, from the outside’ (Chapter 4, Section 3). The chapter does not privilege 
one set of perspectives over another. Rather, it highlights the necessity of both 
insider and outsider accounts, if a ‘grounded account of autism is to be achieved 
(Chapter 4, Section 3.6). The chapter goes on to compare and contrast different 
psychological approaches to understanding autism and highlights how the 
theories and discourses developed by psychologists create particular views of 
autism. These views influence how research into autism is pursued and the image 
of autism projected in society as a whole. 

The final chapter is concerned with ‘the contributions that psychology and 
psychologists have made to the field of children’s education; specifically, what 
psychological theory and research have to say about the nature of teaching and 
learning’ (Chapter 5, Section 1). The chapter introduces three key theoretical 
traditions in the psychology of education that have influenced approaches to 
teaching and learning, both within the classroom and outside it: behaviourism, 
constructivism and socio-cultural approaches. Through discussing the details of 
theoretically informed educational interventions, the chapter illustrates how 
developmental theories and research shape the environments in which children 
develop and learn. It thereby echoes a recurrent theme in the book, highlighting the 
ways in which psychologists participate in the construction of contemporary reality. 
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1 UNDERSTANDING SPECIFIC LEARNING DIFFICULTIES 11 

After you have studied this chapter you should be able to: 
1 describe the nature of specific learning difficulties; 
2 discuss the notion of comorbidity in relation to specific learning difficulties; 
3 discuss issues relating to the assessment of specific learning difficulties; 
4 discuss the consequences of experiencing a specific learning difficulty; 
5 evaluate approaches to intervention. 

Introduction 
As a child I was slow to learn left from right and was easily confused by 
verbal instructions. I was, and still am, easily disorientated when I am out 
and about: I might walk one way up a street, but when I turn around to 
walk back, I see a completely different street and it is often years before I 
can instinctively recognize a street from any direction. 

At school I was capable but slow. I hated reading and I despised reading 
aloud, usually totally misreading the text to the point where I seemed to 
be reading a different book. My initial attempts at writing were 
problematic - I wrote my letters and even complete words back to front. 
My handwriting was poor and it took me forever to write something 
down. Something I started on a Monday might not get finished until 
Tuesday. Rather than teachers picking up on my problems, I was 
punished for my shortcomings. One teacher put blackboard after 
blackboard of text up for us to copy down. I couldn’t keep up. I was 
forever glancing at the board, not being able to remember more than a 
couple of words before forgetting what came next. Because of my 
inability to keep up, I was denied playtime, my lunch and made to stay 
late after school. I was separated from my classmates and made to sit at a 
table by myself in the hope I would work faster. Eventually, I was made to 
stand at the teacher’s desk. During the time that person was my teacher I 
went home on time once. 

(Simon, aged 34) 

Most people can think of something that they cannot do well. In most cases the 
skill is unlikely to be something essential. For example, it may be some recreational 
activity, or something that computers, tools, or other people can do instead. 
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Intelligence 
quotient (IQ) 
This originally 
referred to the 
ratio of mental 
age to 
chronological age 
(multiplied by 
100). It now 
represents a 
person’s 
performance on a 
range of 
standardized tasks 
(intended to 
assess the full 
extent of 
cognitive skills 
and ability) 
relative to that of 
other people of 
the same age and 
background. A 
score of 100 is the 
mean score for 
any given age 
group, with a 
standard deviation 
of 15. 

However, some people are unable to learn a basic skill that they need in order 
to gain employment or to function successfully at school, at work or in society. 
While they are competent in all other respects, they show a specific inability to 
acquire a fundamental skill, such as reading, writing, understanding basic 
mathematical concepts, co-ordinating their physical movements, controlling their 
attention or understanding subtle social and linguistic cues. These people 
experience a specific learning difficulty (SpLD). Simon experiences a specific 
learning difficulty in learning to read and write, known more commonly as 
dyslexia. 

In this chapter you will read about two specific learning difficulties, dyslexia 
and dyspraxia, and consider what may cause them. The chapter discusses how 
such difficulties are identified, how psychologists are involved in this process, and 
some of the consequences of living with SpLDs. Finally, you will examine some 
intervention programmes designed to improve the attainment of people with 
SpLDs. 

Specific learning difficulties 
2.1 Why ‘specific learning difficulties’? 
There is an important distinction to be made between people who experience 
SpLDs and ‘learning ddficulties’ more generally. In the UK, learning difficulties 
(LDs) is a term used by psychologists to refer to general difficulties in acquiring 
new skills and knowledge, indicated by an intelligence quotient (IQ) of less than 
70. That is, some professionals interpret IQ as indicative of not just a person’s 
general cognitive ability, but also of a person’s potential to learn. Therefore, a 
person with a low IQ will be seen as having a low learning potential and will be 
assessed as having learning difficulties, which might be ‘mild, ‘moderate’ or 
‘severe’. Moreover, low scores will be apparent across the majority of the tasks in 
the IQ assessment battery. This contrasts with the term ‘specific learning 
difficulties’ where an IQ assessment will indicate a variableprofile of ability, with 
good to high scores on many skills, but marked deficits in others. These deficits 
are treated as indicative of a specific difficulty, although the nature of the 
difficulties that accompany the main area of deficit can and does vary among 
individuals who have the same form of SpLD. 

2.2 Two specific Learning difficulties 
This section will introduce two different forms of SpLD: dyslexia and dyspraxia. 
However, a range of other conditions are sometimes referred to as SpLDs because 
of the impact that their symptoms can have on educational attainment (see 
Figure 1). 
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1 (Reading, writing, 1 
automatic information 

processing) 

1 Dyspraxia 1 1 Dyscalculia 1 I Asperger syndrome 1 
(Motor skills) (Mathematical skills) (Social skills) 

(Attention /in hi bition) (Language) 

Figure I 
difficulties’. 

The range of conditions that has been associated with the term ‘specific learning 

Some people question whether ‘recognized’ specific learning difficulties are really 
any different from a specific difficulty in, say, singing in tune. Cultural 
expectations regarding what are ‘fundamental’ abilities play a role in determining 
a specific learning difficulty. For example, it is debatable whether the syndrome 
referred to as dyslexia (because of its impact on reading and writing) would have 
been identified if we lived in a non-literate society. Similarly, there has been 
resistance to seeing dyspraxia as problematic because clumsiness is more 
‘acceptable’ than being unable to read or write, for example. However, the one 
thing that all the recognized spechc deficits have in common is that they 
underpin a range of other skills, and so their impact is multiplied many times. This 
characteristic is not apparent in a specific deficit, say, in singing in tune. 

Dyslexia 
Dyslexia refers to a specific difficulty in learning to read and write. However, this 
is not the only difficulty that children with dyslexia experience (see Box 1) and 
there is variation in their symptoms. 

The problems with written language appear to stem from more fundamental 
difficulties in rapid processing and sequencing of phonological information 
(speech sounds) in short-term memory (Mody et al., 1997; Wolf and Bowers, 
1999). Linked to this are difficulties in ‘automatizing’ behaviours, that is, learning a 
behaviour sufficiently well that it does not require conscious attention to perform 
it (Nicholson and Fawcett, 2001). Children with dyslexia also typically have 
particular difficulties with learning associations between verbal and visual 
information, such as the sounds associated with the letters of the alphabet. 
Because of the problems in rapid processing, sequencing and processing verbal 
information, mental arithmetic is also often difficult. Directional confusions are 
also common; children with dyslexia often haTe difficulty remembering left from 
right, and in co-ordinating their movements (Selikowitz, 1998). Some visual 
perception difficulties are also linked to the condition, such as unstable eye 
control during reading (Stein et al., 2001). 
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Key b e h a v i o u r a l  character is t ics  of dyslex ia  

Difficulty generating written language 
Poor spelling 
Poor short-term memory 

Poor mental arithmetic 

A delay in learning to read 

A delay or deficit in understanding letter-sound correspondences 
Some initial difficulty in recognizing rhyme 

Difficulty in learning labels (for example, names for new objects) 
Difficulty in naming objects and word finding 
Difficulty in learning sequences (such as the months of the year, the order of a 
sequence of tasks) 
Slowness in learning text or verbal information 

Dyslexia is relatively common, with an estimated prevalence of between 5 and 
10 per cent (Miles and Miles, 1999). Although the condition was first identified in 
1896 and theories about its causes were proposed early in the twentieth century, 
it was not until the 1960s and 1970s that the first systematic attempts to investigate 
the condition began to emerge. Although historically more boys than girls have 
been identified as having dyslexia, to the ratio of around one girl to every four 
boys (Rutter and Yule, 19761, recent evidence suggests that dyslexia affects boys 
and girls equally (Everatt and Zabell, 2000). 

Throughout the 1970s and 1980s there was a view that dyslexia was a label 
used by middle-class parents to excuse poor educational attainment or laziness in 
their children. This was largely due to the way that dyslexia was defined during this 
period. Early definitions were ‘by exclusion’, meaning that dyslexia was applied to 
any child who had reading difficulties that could not be attributed to any other 
‘reasonable cause’ such as low intelligence, hearing difficulties, poor school 
attendance or behavioural difficulties. Such definitions said little about what 
dyslexia actually was and were problematic because they made assumptions about 
dyslexia being independent of other types of difficulty. For example, there is no 
logical reason why it might not co-occur with behavioural difficulties. Similarly, 
low intelligence is not a barrier to learning to read (Regan and Woods, 2000) and 
would therefore not explain why such a child might experience reading difficulties. 

Contemporary definitions combine a discrepancy approach with evidence of 
positive indicators (reference to actual symptoms) of dyslexia. So-called 
‘discrepancy definitions’ refer to a discrepancy between what a child might be 
expectedto be able to read and write (given his or her age and performance on an 
IQ assessment) and what he or she actually can read and write. This discrepancy 
approach forms a key part of how dyslexia is identified by educational 
psychologists, but it is controversial and open to criticism, as you will see in 
Section 3. The British Dyslexia Association definition is widely recognized 
because, while still flagging the unexpected nature of dyslexia, it focuses on 
positive indicators which indicate the full range of dyslexic difficulties: 
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Dyslexia is best described as a combination of abilities and difficulties that 
affect the learning process in one or more of reading, spelling, writing. 
Accompanying weaknesses may be identified in speed of processing, 
short term memory, sequencing and organisation, auditory and/or visual 
perception, spoken language and motor skills. It is particularly related to 
mastering and using written language, which may include alphabetic, 
numeric and musical notation. ... Dyslexia can occur despite normal 
intellectual ability and teaching. It is independent of socio-economic or 
language background. 
(Peer, 2002, p. 67) 

This definition still suggests that any difficulties are unexpected (in the sense that 
they cannot be attributed to other factors which might offer a reasonable 
explanation). 

Dyspraxia 

Dyspraxia is used to describe the symptoms of people who experience problems 
in organizing their movements, and who also have problems with thought, 
perception and language (see Box 2). Formal definitions emphasize that 
attainment in fine and gross motor skills should be substantially below what 
might be expected given the chronological age and cognitive abilities of the 
person, and that those difficulties should interfere with daily activities. Dyspraxia 
is also known as developmental co-ordination disorder (DCD), the term that is 
increasingly used by researchers in the area both in the United Kingdom and 
especially abroad. As with dyslexia, people with dyspraxia experience a great 
variation in symptoms. Dyspraxia is estimated to affect 8 to 10 per cent of the 
population and males are more likely to be identified with the condition than 
females, to the ratio 4:l (Kirby, 1999). 

Key b e h a v i o u r a l  c h a r a c t e r i s t i c s  of d y s p r a x i a  

Poor sense of balance 
Difficulty in producing co-ordinated, fluent action 

Difficulty in knowing what to do and judging what kind of response is acceptable 
Difficulty in retaining more than one piece of information, or  sequences of 
information 
Weak muscle tone, impacting on the execution of movement patterns 
Poor body awareness (knowing where the body parts are in relation to one 
another) 
Poor kinaesthetic awareness (knowing where the body is in space), which affects 
spatial judgements - how far and in what direction 
Tendency to  use the hand on its own side of the body only 
No clear preference for using one side of the body over the other 
Directional confusion (for example, reversal of letters and difficulty in asymme- 
trical movements such as tying laces). 

Source based on Monntyre, 200 I ,  pp 13- I4. 



16 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

At first, it can be hard to imagine how dyspraxia might impact on a child’s 
academic attainment, given that it is primarily a condition that affects movement. 
Box 3 illustrates the way that it can affect a child in school. 

j a c k  

Picture Jack, aged 9, coming into school on a wet day. The normal routine of waiting 
outside has been disrupted by bad weather and the cloakroom is noisy with children 
bustling around divesting themselves of a multitude of anoraks and wellies. Jack must 
find his own peg, but today it has disappeared beneath a pile of coats. He doesn’t want 
to  ask for help or he might be teased and the noise is confusing him even further. 

Then, he mustget out of his wellies and put on his trainers. While he tries to do this, his 
boots get kicked out of the way. Really agitated now, he chases after them in his socks 
which get soaked and so won’t slip into his trainers. The struggle to  get them on means 
that he has t o  balance on one foot and cross his hands over the midline of his body. This 
is impossibly difficult and he has to  give up. 

After that, lunch boxes have t o  be placed in the correct place -where’s that again? - 
and notes from Mum have t o  be retrieved from his schoolbag and taken to  the 
classroom. This means he must undo his schoolbag and because he clutches the bag 
tightly t o  his chest all his books spill out onto the wet floor. Jack knows this will be 
discovered and he cries and so desperately wants to  go home. The other children laugh 
and his books join the kicking game. 

When Jack does get to the classroom, he discovers he hasn’t left his coat in the 
cloakroom and he is sent back. By this time he is so unhappy that he is not sure whether 
the cloakroom is round that corner or  the next one. He sits down for a rest and watches 
the infant children coming in, loses track of time and when the teacher sends someone 
to  find him, he knows he will be scolded again - even though he’s not sure why. 

Source Monntyre, 200 I ,  pp. 9- 10. 

A more obvious source of academic difficulty for children with dyspraxia is the 
requirement to hand-write almost every piece of schoolwork; difficulties in co- 
ordination and planning mean that written work can be problematic. 

v 
A c t i v i t y  I 
Allow about 
5 minutes 

V i s u a l  f e e d b a c k  in h a n d w r i t i n g  

This activity will help you understand the importance ofvisual feedback during writing. 

Write your name on a piece of paper using the hand you do not normally write with. Next, 
close your eyes and write your name, once again using the hand you do not normally use, 
keeping your eyes shut all the time. Compare the two attempts - what do you notice? What 
does this tell you about the role of constant visual feedback while writing? 
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Comment  

When you wrote the letters with your eyes closed it is likely that your writing was severely 
affected. It might have drifted up or down the page; you may have written your letters too far 
apart or too close together, The spaces between the words may be irregular or the letters 
poorly formed. Writing with your opposite hand is something that you rarely do and it is 
therefore less 'automatic' - like the writing of a child who is still at primary school. It requires 
more conscious attention than normal writing, and you need visual feedback to monitor your 
performance during the task 

However, for children with dyspraxia, keeping their eyes open or closed seems to make no 
difference to the quality of their writing. It seems that part of their problem is that they do not 
use visual feedback to control the movement ofthei; hand during writing. Figure 2 shows what 
happens when you ask a child with dyspraxia to write with their eyes open and closed. 

Figure 2 The handwriting of a child with dysprajtia (a) with eyes open and (b) with eyes closed 
(Portwood 1999, p. 156). A 
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Research into dyspraxia really only began to develop during the 1990s. While the 
difficulties associated with dyspraxia are increasingly recognized, there is a lack of 
research into the best way of supporting children who show early signs of co- 
ordination difficulties, and intervention is often not attempted until the children 
reach school age. 

of  Section 2 

0 ‘Specific learning difficulties’ refers to a range of conditions which are 
seen when a person experiences a specific difficulty in learning a 
fundamental skill. 
Dyslexia is an unexpected difficulty in learning to read and write, 
although difficulties in automatization of behaviour and information 
processing are apparent in other areas. 
Dyspraxia is an unexpected difficulty in balance, spatial and kinaesthetic 
awareness, and in planning and perceiving movement. Difficulties with 
language and social skills are also apparent. 

0 

The biological bases of SpLDs 
In this section you will consider what is known about the biological bases of 
SpLDs. Before you engage in this discussion, however, you should first consider 
the idea of comorbidity, the presence of two different conditions simultaneously 
in the same person. 

r-- 
A c t i v i t y  2 Overlapping s y m p t o m s  
Allow about 
I0 minutes difficulties. 

This aa’viw highlights the high degree ofoverlap that can be found between any two specific learning 

Review the material in Section I ,  and make notes on any similarities that you notice in the 
accounts of dyslexia and dyspraxia. 

C o m m e n t  

You should notice that in both conditions boys tend to  be over-represented (although, as has 
been hinted at already, this is a contentious point, for further discussion later in this chapter). 
Memory deficits are also apparent in both conditions, as are diffkutties in organization and 
sequencing, albeit in different ways. Both groups are affected by difficutties in motor co- 
ordination, although to different degrees. 

A 
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3.1 Comorbidity 
Where two different conditions are present in one person, psychologists talk 
about the conditions being comorbid. As indicated by the results of Activity 2, 
there is considerable overlap in the symptoms associated with dyslexia and 
dyspraxia. In fact, there is significant co-occurrence of several different types of 
specific learning difficulty. For example, Kaplan et al. (2001) found that children 
with reading difficulties had a 51.6 per cent chance of having at least one other 
developmental difficulty. 

common cause. If this is the case, then it is misleading to talk about ‘comorbidity’, 
because this term assumes that the co-occurring disorders have different causes. 
Kaplan et al. (2001) argue that most developmental disorders may be 
manifestations of atypical brain development (ABD). It is suggested that as the 
brain develops anomalies occur that result in different specific cognitive and 
behavioural difficulties. However, it is also possible that two people with a 
disorder of the same area of the brain may experience very different symptoms 
because of the environmental factors that can impact on development. As a 
consequence, it is difficult to identlfy a single biological cause that can ‘explain’ 
specific learning difficulties, either as a group or as individual conditions. What 
psychologists have been able to do is to explore a range of factors that appear to 
contribute in relatively small ways to our understanding of what causes an SpLD. 

One interpretation of this overlap is that all these conditions may have a 

3.2 Heritability 
There is evidence that there may be a genetic component to SpLDs. Dyslexia and 
dyspraxia appear to have a ‘familial’ form where the parents, siblings and children 
of people with these conditions also experience the same difficulties, or another 
form of SpLD. The extent of genetic inheritance can be estimated using twin 
studies. In such studies, identical (mon.ozygotic) and non-identical (dizygotic) 
twins are assessed to see how often both siblings experience the same condition. 
Identical twins share 100 per cent of their genes and dizygotic twins share 50 per 
cent; consequently it is possible to infer the degree of genetic ‘risk’ by such 
comparisons. It is informative to look at the degree of heritability for specific 
aspects of a disability, rather than for the condition as a whole, since it appears 
that some aspects of a syndrome are more ‘heritable’ than others. For example, 
twin studies of reading difficulties suggest that the phonological difficulties 
associated with dyslexia are strongly genetically influenced, with the degree of 
heritability being between 46 and 74 per cent (Stevenson, 1999). 

In terms of which gene or genes contribute, the picture is complex and 
associations between conditions and specific genes are difficult to replicate. 
However, some research into reading ability suggests that genes on one 
chromosome appear to be associated with phonological processing, and genes on 
another chromosome are associated with a general difficulty in word reading 
(Grigorenko et al., 1997). Few genetic studies have been conducted into dyspraxia 
to date. 
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Other evidence in support of a genetic component to SpLDs such as dyspraxia 
‘comes from recurring evidence that more boys than girls are identified as having 
them. This suggests that there may be an association between SpLDs and the 
chromosomes that distinguish girls and boys. For example, in colour-blindness 
(another condition where more males are affected than females), the explanation 
has been found to lie in genes on the X chromosome. Most females have two X 
chromosomes (one inherited from each parent) while most males have an X Y  
combination. If someone inherits an X-linked gene predisposing them to a 
particular condition, compensation for this will be more possible for a female 
than for a male, because her other X chromosome may have a ‘normal’ copy of 
the gene. However, as yet no X-linked genes have been identified in connection 
with SpLDs. What’ the evidence does suggest is that females may need a higher 
‘genetic loading’ (in other words, a stronger ‘family history’) than males for these 
conditions to be expressed. Some protective factors therefore may be operating in 
females but we do not yet know what these are. It has also been suggested that 
boys are more likely to exhibit bad behaviour as a consequence of their SpLDs 
than girls, and, as a result, girls with SpLDs may go unnoticed. While it is unlikely 
that such an account can fully explain the apparent sex bias in SpLDs, it is likely 
that it may contribute to some extent. 

The genetic explanation is not a complete account of what ‘causes’ SpLDs. If it 
were, then identical twins would expect to experience the same SpLD as each 
other 100 per cent of the time. Twin studies show that they do not, meaning that 
other factors must play a role in ‘causing’ the conditions, or in preventing them 
from developing. Moreover, Stevenson (1999) argues that SpLDs ‘are produced 
not by the effects of single major genes but rather by the joint action of a number 
of genes and environmental influences’ (p. 163). Research is therefore concerned 
with identifying the range of genes involved in each SpLD, how they interact with 
each other and with environmental influences, and how they impact on aspects of 
neurological development. 

3.3 A neuropsychological explanation 
Children with SpLDs show different neurological patterns from those of typically 
developing children (Grigorenko, 2001). There is evidence that the cerebellum 
may be implicated in many forms of SpLD (see Figure 3). The cerebellum is 
involved in a range of cognitive functions, including language, memory, 
attention, visuo-spatial awareness, sensorimotor tasks and emotional functioning 
(Fabbro, 2000). These areas map onto the various forms of SpLD outlined in 
Section 2 and underpin many of the characteristic deficits associated with them. 
The cerebellum includes 50 per cent of the brain’s neurons and takes a long time 
to develop fully (much of its development being postnatal). This prolonged 
period of maturation means that it is more vulnerable to developing abnormalities 
than other areas of the brain that mature more quickly. 

Current research into the causes of SpLDs suggests that children with dyslexia 
and dyspraxia show signs of atypical cerebellar structure and/or functioning 
compared to that of control groups. In typical readers, the amount of grey matter 
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on the right side is greater than on the left. In the case of dyslexia, Rae et al. 
(2002) found that adults with dyslexia showed cerebellar symmetry, and that the 
degree of symmetry was correlated with phonological decoding ability - that is, 
participants with more symmetrical cerebella were worse on a non-word reading 
task. Lundy-Ekman et aE. (1991) suggest that many children with dyspraxia also 
experience difficulties that are associated with cerebellar disorder. Tests of 
cerebellar functioning, such as balance and motor co-ordination (see Figure 4) 
have also been found to discriminate between children with dyslexia and children 
whose reading ability is consistent with their IQ (Fawcett et ul., 2001). 

Figure 3 

It is worth reflecting on whether the differences in neurological profiles of children 
with SpLD are the cause of their difficulties, or a consequence of them. Different 
brain areas can adapt to take on the functions of damaged areas if that damage is 
acquired in early childhood - this is known as neuroplasticity. It is possible that 
some of the differences observed, to do with the lack of asymmetry in various brain 
regions, may be evidence of these areas adapting to take on new functions that 
cannot be carried out by other ‘damaged’ areas of the brain. 
As this discussion suggests, the causes of SpLDs are not clear, and there remains 

debate about whether they constitute a single condition or several distinctive 
conditions that reflect subtle differences in biological cause. The reason for briefly 
reviewing this evidence, and for highlighting the breadth of potential factors that 
may cause SpLDs, is that this lack of a simple cause means that the assessment 
and identification of the different forms of SpLD are varied and problematic. The 
next section deals specifically with the issue of how to identdy children 
experiencing SpLDs. 

Side view of the left hemisphere of the brain. Note the location of the cerebellum. 
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Figure 4 (a) Test of balance (postural 
stability) (b) test of motor co-ordination 
(bead threading). 
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There is a high degree of co-occurrence among the various forms of 
SpLD. 
This co-occurredce may be due to a common biological cause, or the 
conditions may simply be ‘comorbid. 
There is evidence of a genetic contribution to SpLDs, and this is likely to 
involve a number of genes. 
The brain development of children with dyslexia and dyspraxia differs 
from that of controls especially with respect to the functioning of the 
cerebellum. 

Assessment 
This section describes how children are identified as experiencing either dyslexia 
or dyspraxia, and the role of psychologists in this process. Assessment is not just 
concerned with identifying whether or not a child has a condition; it is about 
discovering the exact nature of the problems experienced by the child, thereby 
indicating ways in which he or she can be supported at home, school and 
elsewhere. There are important differences between the approaches taken to 
assess dyslexia and dyspraxia: one adopts an almost exclusively psychological 
approach and the other is more multidisciplinary. In this section you will read 
about the reasoning behind these approaches, as well the limitations of 
assessment practices. 

used in relation to SpLDs, rather than ‘diagnosis’. Diagnosis implies the 
identification of a medical syndrome or  disease. Many children andsadults with 
SpLDs feel that such a term is inappropriate, because although some aspects are 
problematic, other ‘symptoms’ are actually advantageous, and many of the skills 
they develop as a consequence of their difficulties are highly valued. Some 
people with dyslexia, for example, see their condition as a ‘learning style’, which 
has both advantages (such as strong visual skills) and disadvantages (weak 
auditory memory). 

You may have noticed that the terms ‘assessment’ and ‘identification’ have been 
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4.1 Assessing dyslexia 
How a condition is defined influences how the psychologist goes about looking 
for it. You read in Section 2 that the early exclusionary definitions of dyslexia 
were replaced by a ‘discrepancy’ model, which is supplemented by the 
identification of positive indicators. To illustrate some of the issues to do with 
assessing children for dyslexia, you will now consider, stage by stage, the 
assessment of a fictional boy, Luther. Although Luther is fictional, the manner of 
his assessment is indicative of current approaches to assessing dyslexia, and if you 
have been assessed for dyslexia, or have children who have been assessed, you 
may recognize the approach that is outlined in this example. 

Luther’s assessment 
Luther was 10 years 0 months when he was assessed because he did not appear to 
be reading and coping well with written language. It is still the case that many 
children experiencing dyslexia are not recognized as presenting a problem or put 
forward for assessment until relatively late in their school career (for example, at 
10 to 13 years of age, sometimes older). This is often because of the difficulty in 
knowing whether the difficulties are simply a ‘developmental lag’ that will be 
recovered with time, or because of the financial implications of having an 
assessment, which parents are often expected to finance initially and can be quite 
expensive. 

Luther’s assessment consisted of an interview and a range of tests. Most 
children are assessed by an educational psychologist, but specially qualified 
teachers can also conduct assessments. First, an interview with his parents was 
conducted to provide background information regarding whether his early 
development was ‘typical’, whether there was any family incidence of dyslexia or 
other learning difficulties, and whether he had any emotional or social problems 
at school. 

Luther was a good weight at birth, and achieved developmental milestones (for 
example, talking, crawling, walking) as expected. His health was generally good 
although he suffered from eczema. The early organization of Luther’s physical 
skills was typical, with good hand-eye co-ordination and right hand dominance 
being established before he began school. Luther’s parents are highly literate 
professionals who reported no difficulties with literacy themselves, and no 
incidence of dyslexia in their families. 

Next, the assessment addressed whether Luther showed any signs of emotional 
or behavioural ‘maladjustment’. Luther is a shy but polite child who does not 
appear to have any difficulties ‘fitting in’ at school and has good friendships. This 
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part of the assessment can be seen as looking for evidence that Luther’s 
difficulties are not caused by behavioural or emotional factors. The presence of 
emotional difficulties is an important ‘positive indicator’. While emotional 
problems do not cause dyslexia, they sometimes result from it. Note, however, 
that the evidence for this in Luther’s case came only from interviewing Luther and 
his parents. 

The Wechsler Intelligence Scale for Children (WSC-IIIm) was used to assess 
Luther’s cognitive abilities. It consists of a battery of tests designed to assess the 
intellectual ability of children between the ages of 6 and 16 years. The thirteen 
individual sub-tests within the battery are organized into two groups: verbal tasks 
and performance tasks (see Box 4 and Figure 5). 

The battery provides an estimate of the child’s IQ, standardized on a scale 
where a score of 100 is the mean, and scores between 90-109 indicate the normal 
range of ability. Luther obtained an overall IQ of 122, a verbal IQ of 107 and a 
performance IQ of 133. Luther’s scores for the individual sub-tests are illustrated 
in Figure 6 (10 indicates average performance). 

The first thing to note is that Luther has a high IQ, and a discrepancy between 
his verbal and performance IQ scores. His high IQ is interpreted as evidence of 
his learning potential. Of key importance is Luther’s profile of scores on the 
individual sub-tests. You will recall that SpLD is indicated by a profile with good 
to high scores on some measures, but very poor scores on others. Luther has 
difficulties with digit span (memory), coding and arithmetic. 

A test that examined speed, accuracy and control for each hand was given. 
Luther’s scores were ‘normal’, although his right hand seemed consistently faster. 
He is firmly right footed, eyed and eared with an accurate awareness of left and 
right. Tests which assess relative preference for and abilities with each side of the 
body are included because people with dyslexia sometimes have ‘mixed laterality’ 
- no clear dominance or preference for one side of their body. They are often 
observed to be ambidextrous. 

comprehension and spelling ability. Luther obtained a score of 9 years 4 months 
on the single word reading task. On the contextual reading task and the spelling 
test, he performed at a level consistent with that of a child of 7 years 6 months. His 
reading comprehension score was age appropriate. His phonological awareness 
was also assessed using a standardized battery that assessed his sensitivity to, and 
ability to manipulate, sounds in words. This included an assessment of his ability 
to detect words that rhymed or started with the same sound, to read nonsense 
words such as ‘mulp’, and to make ‘spoonerisms’ (for example, saying ‘cad bat’ 
instead of ‘bad cat’). On these tasks Luther performed at the level of a 7 year old. 

Luther was given standard tests of word reading, story reading, reading 
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Sub-te'sts of  t h e  WlSC 
Verbal Performance 

Information sub-test (tests knowledge Picture Completion sub-test (tests the 
of common events, objects, places and 
people) common objects) 

identify words which link pairs of 
verbal concepts) 

perform mental arithmetic) sequential order) 

to define words) 

ability t o  solve everyday problems or  
understand social rules and concepts) 

Digit Span sub-test (tests immediate 
memory for strings of spoken digits) 

ability t o  identify parts missing from 

Similarities sub-test (tests the ability to Coding sub-test (tests the ability t o  
transcribe a simple code at speed) 

ability t o  rearrange line drawings in 
Picture Arrangement sub-test (tests the 

Arithmetic sub-test (tests the ability t o  

Vocabulary sub-test (tests the ability 

Comprehension sub-test (tests the 

Block Design sub-test (tests the ability t o  
copy mosaics of increasing complexity using 
coloured tiles Or 

Object Assembly sub-test (tets the ability 
to complete jigsaw puzzles) 

Symbol Search sub-test (tests the ability to 
search for target items in a series of shapes) 

Mazes sub-test (tests the ability t o  find the 
correct path through two-dimensional 
mazes) 
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Figure 5 
(c) object assembly (d) symbol search (e) block design (9 mazes. 

Some of the WlSC sub-tests: (a) picture completion (b) picture arrangement 
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A c t i v i t y  3 Evaluat ing  t h e  e v i d e n c e  
Allow about 
20 minutes 

This aaivity will help you to reflect on the difficult nature ofassessing dyslexia in practice. 

In the light of what you have read so far, what evidence from the assessment do you think is 
of particular interest and what would your conclusion be? To help you to  arrive at a decision, 
and also in order to think critically about assessment practice as illustrated by this example, 
Figure 7 illustrates the different types of 'evidence' that you know, from reading Sections 2 
and 3, are associated with dyslexia. Re-read Luther's assessment and: 

place a tick in the areas of the chart where the psychologist has looked for evidence; 

shade in the segments where positive evidence of dyslexia was found. 

2 
PA =Picture arrangement 

SS =Symbol search 
OA=Objectassembly 

1 .  0 0 0 0 0 * & = M a z e s  
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Socio-emotional difficulties Genetic factors 

Neurological factors @ Cognitive processing Phonological difficulties 

Motor difficulties 

Academic 
difficulties 

Figure 7 Evidence of developmental dyslexia (uncompleted). 

Comment 

Your diagram should look something like Figure 8. 

Figure 8 Evidence of developmental dyslexia (completed). 

The assessment identified no evidence of a familial trait that might suggest a genetic cause, 
although this was assessed only indirectly, by interviewing Luther's parents. The questions to 
do with 'acquiring normal developmental milestones' and the lateralrty tasks were an attempt 
to identify some indication of neurological abnormalities. However, no problems were found 
in this area. Deficits were found with respect t o  cognitive processing (the variable profile on 
the WISC), academic difficulties (the problems with reading and spelling) and phonological 
difficulties. Motor difficulties were not formally assessed but the assessor noted no sign of 
'clumsiness'. No socio-emotional difficulties were noted. 

From this assessment Luther would be recognized as someone with dyslexia. Even though no 
evidence was found in many of the areas associated with dyslexia, specific difficutties in 
reading, phonological awareness and cognition were observed. These three areas of deficit are 
at the heart of the condition as it is currently defined. Because the condition is so 
heterogeneous (there is so much variation between individuals in terms ofthe combination of 
difficulties they will experience) the 'absence' of evidence with respect to the other sectors 
does not necessarily mean that dyslexia is not present. However, as you can see from this, the 
task of identifying the presence or  absence of dyslexia can be problematic and in some cases 
controvenial. 
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Issues with assessment 

The assessment of Luther is indicative of current practices, and assumes that the 
discrepancy model is a valid one. This is not the necessarily the case. For 
example, there is evidence that children with very different IQ scores can achieve 
similar reading and spelling scores (Regan and Woods, 2000). Furthermore, the 
discrepancy view excludes children with general learning difficulties, and the 
validity of predicting ‘potential’ from IQ scores is debatable (British Psychological 
Society, 1999). In addition, any assessment is only ever a ‘snapshot’ that captures 
a child’s performance at that time on that day, and as such is affected by any 
number of situational and motivational factors. Although psychologists can take 
this into account statistically, the idea of assessing ‘learning potential’ by measures 
of attainment at one point in time, rather than as a dynamic cognitive process over 
a period of time, is open to question. 

The variable profile of cognitive test results can, however, help psychologists to 
understand children’s strengths and weaknesses with particular aspects of cognitive 
performance. This can be useful in understanding a child’s literacy difficulties and 
planning a subsequent teaching approach. The psychologist needs to use the 
profile information together with other data to understand the child’s difficulties. 

An alternative approach 
For reasons such as those just described, an alternative approach to assessment 
that focuses on identlfying ‘severe and persistent problems’ in learning to read 
and write, instead of using assessment merely to identlfy the presence of a 
‘syndrome’, has been proposed by the British Psychological Society (1999). This 
approach is not yet practised widely. It suggests combining assessment with 
intervention, and places importance on how the child responds over time to 
teaching interventions. It assesses dyslexia by making a direct assessment of the 
child’s learning. This forms part of a strategy in which assessment and teaching 
are interwoven. According to this model, the psychologist facilitates a cycle of 
‘clarification, consultation, observation, investigation, hypothesis generation, 
intervention, evaluation and further clarification’ (British Psychological Society, 
1999, p. 46). Box 5 shows the stages that make up this assessment model. 

A n  a l t e r n a t i v e  a p p r o a c h  t o  assessing d y s l e x i a  

Assessing and  eva lua t ing  word  read ing  and spell ing 

Standardized reading and spelling tests may be used here, combined with observation 
of the strategies used by the child and an analysis of the types of errors made. 

Assessing learn ing  oppor tun i t ies  in t h e  classroom 

Key aspects include the degree to which the teaching strategies are appropriate for the 
particular child‘s strengths and weaknesses. For e”xample, it might involve, in England 
and Wales, a consideration ofthe effects of the National Literacy Strategy, or whether 
children who are the youngest in their class are disadvantaged. 
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Assessing pers istence 

The child’s rate of progress is monitored through regular assessments over a period of 
time. Progress charts make it possible to identify trends ‘over relatively short time 
periods and make it possible to assess persistence without introducing delay into the 
process of assessment’ (British Psychological Society, 1999, p. 53). 

m 
The focus of this approach is not on the identification of dyslexia as a specific 
syndrome (as in Luther’s assessment), but on identlfying children who are 
beginning to experience difficulties in such a way as to speed up intervention. 
Moreover, in seeing dyslexia as a persistent learning difficulty, it follows that the 
best way of identifying it is by assessing the child in his or her learning . 

environment, and over a period of time. 

4.2 Assessing dyspraxia 
Many aspects of behaviour are associated with dyspraxia: visual-perceptual 
abilities, sequencing skills, learning, language development. This makes 
assessment difficult, and calls on the expertise of a range of professionals, 
including psychologists. 

The following examples of parents’ experiences of assessment illustrate both 
the emerging nature of knowledge in the field and its similarity to other specific 
learning difficulties. 

When Laura was about 3, our GP referred her to a paediatrician. She 
always had a blank face ... She [GPI thought it was a communication 
problem. We were upset when Asperger’s was mentioned, but it wasn’t 
We were relieved when it was just to do with co-ordination. It took the 
speech therapist to sort it out. 

(William, quoted in Bolton, 2001, pp. 56-7) 

It stared off as attention deficit ... He was hyper ... up and down. Up and 
down, fidget, fidget, fidget. He was on and off Ritalin, but Dr 
[paediatrician] puts everybody on Ritalin, so that means nothin’. Then the 
special needs woman from the Board said it was dyslexia ... But the letter 
from the Board says special educational needs. Then the school doctor 
said it was dyspraxia and so did Dr [paediatricianl. That was after a lot of 
visits to the occupational therapist. She showed him how to smile. Before 
that he was always blank and cross looking and that puts people off. Dr 
[paediatricianl says it’s hard to put your finger on just one name. 

(Valerie, quoted in Bolton, 2001, p. 57) 

What these extracts illustrate is that dyspraxia is very difficult to identify initially, 
given the degree of overlap between it and other forms of SpLD. Moreover, you 
may have noted the symptoms of dyspraxia are treated as a matter for medical 
professionals rather than one for psychologists. This results in a very different 
process of referral and assessment compared to that of dyslexia, despite similarity 
in the ways that dyslexia and dyspraxia are defined, their symptoms and their 
impact on children’s learning. 
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Why are the two conditions treated so differently? It is possible that this relates 
to the presence of unusual social behaviours in dyspraxia. Conditions like 
attention deficit hyperactivity disorder (ADHD), dyspraxia and Asperger 
Syndrome all involve medical experts in their identification and treatment. 
However, SpLDs that are socially less problematic, like dyslexia, are rarely 
subjected to medical intervention. 

As the parents’ accounts of assessment illustrate, assessment usually involves 
input from a range of professionals. Although most parents are aware of 
difficulties in development by the time their child is 3 years old, identification of 
the condition is usually made around the age of 6 % years (Bowens and Smith, 
1999). Therefore the majority of assessments occur when the child has begun 
school and they often follow an assessment of special educational needs. This 
may involve a referral to an occupational therapist or a speech and language 
therapist. 

Occupational therapists are health professionals who work collaboratively with 
their clients to facilitate independence in all aspects of their daily living, and they 
are often the first point of contact once it is suspected that a child may have 
dyspraxia. A child may have been referred for difficulties with handwriting, 
physical education, or dressing. Occupational therapists focus on developing the 
child’s ability through activities that have a purpose, such as play, writing and 
tying laces. This approach encompasses psychological, physical and social 
aspects of the child’s development and occupational therapists are uniquely 
placed to assess all aspects of the child’s day-to-day activities: at home, school and 
play. They are able to identlfy the pervasive, persistent and severe signs that 
indicate dyspraxia. 

development. A paediatrician is a consultant doctor who specializes in children’s 
medicine, and who screens the child for medical conditions and neurological 
impairments that could be producing similar difficulties. 

skills such as sequencing and organization. As with the assessment of dyslexia, 
the psychologist’s assessment will be multifaceted and may include: 

observations; 

A paediatrician will be asked to assess aspects of the child’s physical 

An educational psychologist assesses motor and perceptual development and 

an interview with the child; 
individual cognitive and perceptual-motor tests; 

consultation with parents and teachers to bring together a developmental 
history and current views of the child’s experiences. 

A test of visual and motor tasks capable of identifjhg specific motor difficulties will 
be used, such as the Developmental Test of Visual-Motor Integration (DVMI), or the 
Movement Assessment Battery for Children (the Movement ABC). To be considered 
‘dyspraxic’, Geuze et al. (2001) recommend that children should have scores falling 
two standard deviations below the mean for their age group, which would put the 
child below the 5th percentile (that is, 95 children out of 100 would do better). 
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Similar to a dyslexia assessment, the WISC is used to indicate discrepant 
cognitive difficulties on specific sub-tests in children with dyspraxia. Children 
with dyspraxia perform relatively poorly in tests of Digit Span, Coding, Block 
Design and Arithmetic (Portwood, 2000). However, the assessor must bring 
together the full range of information - developmental history, cognitive 
assessment and perceptual-motor assessment - to make a decision regarding the 
presence of dyspraxia. 

v 
A c t i v i t y  4 M u l t i d i s c i p l i n a r y  t e a m s  
Allow about 
I0 minutes 

This activity wi/l he/p you to refrect on the pros and cons ofmutfidisciplinary teams. 

Can you identify the advantages and disadvantages of having a range of professionals and a 
range of assessment tests? Consider these first from the perspective of the child and then 
from the perspective of one of the professionals involved. 

C o m m e n t  

For the child, being assessed on so many measures and by so many specialists can seem 
overwhelming, and the assessment process is lengthy. For the professionals involved, one of 
the difficulties can be in co-ordinating all the evidence. Moreover, there are issues to do with 
who makes the final 'diagnosis'. Psychologists provide evidence but do not make the final 
decision, because the assessment process is seen as co-ordinated by the health professionals 
involved, owing to the application of a 'medical' model of diagnosis for dyspraxia. 
Consequently, the typical pattern is that the occupational therapist makes a judgement, which 
is then endorsed by the paediatrician. 

Assessment of dyslexia is typically conducted by an educational 
psychologist who administers a range of tests and interviews the family. 
Discrepancy-based assessment is problematic and alternative approaches 
have been proposed that assess learning as a dynamic process and 
combine assessment with intervention. 
Assessment of dyspraxia is conducted by multidisciplinary teams, which 
include psychologists who administer standardized assessments of 
cognitive and motor ability. 
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Consequences 
This section will explore the consequences of experiencing an SpLD. As an 
introduction, Box 6 presents a case study by Madeleine Portwood (1999), an 
educational psychologist who was conducting research into the prevalence of 
SpLDs in Deerbolt, a young offender’s institution in the United Kingdom catering 
for young people aged between 15 and 22 years. 

Steven  

Steven said that his early school days had been happy. He remembered with fondness 
particular teachers and the friends that he had made in the infant school. He felt that as 
the work became more difficult he was made to  look foolish in front of other members 
of the class. He believed that he was being treated differently by the teachers and the 
other pupils. Nevertheless he had managed to  survive until the end of primary school 
but felt that his inability t o  play football and other games skilfully excluded him from the 
group of boys with whom he would have liked t o  have been involved. On transfer t o  
secondary school he found it was much easier t o  disguise his learning difficulties and 
discovered that insolence and verbal abuse towards teachers and peers achieved the 
desired outcome. He was removed from the classroom and allowed to  spend the rest 
of the day in a room by himself. 

By the age of 13, he had such a bad school record that he was given a number of fixed- 
term exclusions. In many ways this delighted him further because it meant that he did 
not have to  go through the motions of attempting t o  do work and finding distractions 
to  remove himself from it. He discovered that it was less stressful either staying at 
home or spending time with gangs of older youths, some of whom had left school and 
were unable to  gain employment: at least they accepted him. He was the youngest 
member of the ‘gang‘ and he was constantly being required t o  confirm his allegiance by 
doing as he was told. 

By the age of IS, he had decided that he should no longer attend school and truanted 
every day. A variety of strategies had been employed to facilitate his return. None was 
successful. 

By the age of 16, he had been convicted of a string of offences including taking cars 
without the owners’ consent, and petty theft from large shops. It was his conviaion for 
an aggravated burglary that resulted in his imprisonment in Deerbolt 

On assessment Steven performed all of the tasks to the best of his ability. He enjoyed 
being out of his cell and talking about himself. Although Steven had significant reading, 
handwriting and spelling problems with additional motor delays and perceptual 
difficulties, he achieved many average scores in the sub-tests of the Wechsler 
assessment. 

Steven was asked about his future. He did not appear to  have a great deal of hope. Any 
friends that he had had from his school days had long since gone. His mother had told 
him t o  leave home on numerous occasions prior to his custodial sentence. He held out 
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no hope of returning home. He was due for release within two months but talked at 
length about the security he had found at Deerbolt He was aware that he had lost his 
freedom and hence many of his privileges. He did not feel that there was a lot on offer 
outside. He thought he would not be able to  afford any clothing. He did not know what 
sort of accommodation he would be offered and he just smiled and did not answer 
when I suggested that there might be the prospect of some training or  job 
opportunities. His first statement was t o  attach some blame to  his criminal record for 
his circumstances, but then he said, ‘I can’t get a job, I can’t do anything, I can’t even read 
properly.’ 

Source: Portwood, I999, p. 86. 

m I 

A c t i v i t y  5 C o n s e q u e n c e s  o f  SpLD 
Allow about 
5 minutes 

This activity wi// encourage you to think about the various consequences of experiencing SPLD. 

Re-read the case study of Steven and make notes on what the consequences of SpLD were in 
his case. 

C o m m e n t  

Steven’s case study suggests that he expenenced many consequences of having an SpLD, 
including exclusion - not just from school, but from his family and ukimately from society - 
low self-esteem, and a loss of academic motivation and achievement. His account of his future 
prospects suggests that he also had a negative view of himself and his situation. We w~ll 
consider each of these issues in Sections 5.1-5.4 that follow. 

5.1 Social exclusion 
Exclusion often emerges as a theme in case studies of children with SpLDs. For 
exampIe, Riddick (1996) conducted a qualitative study of children’s and their 
parents’ accounts of living with dyslexia. Twenty-two children from mainstream 
schools in the United Kingdom completed standardized, semi-structured 
interviews; the children’s mothers also took part in the interviews. One of the 
themes that became apparent was the extent to which the children felt excluded 
from school activities because of their difficulties with written language. More 
striking is the way that the children‘s fear of social exclusion resulted in a form of 
self-imposed isolation: Riddick found that most of the children in her sample 
either did not tell other children that they had dyslexia or told only their closest 
friends. Some avoided close contact with other children to avoid being ‘found 
out’. The children’s fears of how other children might react to their dyslexia 
appear to be justified as Riddick also found that 50 per cent of the children were 
teased at school about their difficulties. Perhaps as a consequence of such 
experiences, the majority of children valued the friendships that they had with 
other children who also had dyslexia. 
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The results of ‘self-report’ studies of the kind conducted by Riddick need to be 
treated with caution because respondents can be selective in what they remember 
and report. As a result, ‘triangulation’ is important: the researcher should present 
evidence from several different sources and demonstrate consistency in the 
evidence presented. Riddick does this by interviewing the mothers and the 
children separately. As a reader, you can evaluate the evidence by looking for 
consistency across the results of self-report studies and those of observational and 
experimental studies. 

Children with ‘visible’ forms of SpLD such as dyspraxia also experience social 
exclusion. Smyth and Anderson (2000) noted in their observational study of 
children’s playground activity that children with co-ordination disorders spent 
more time alone and were less likely to engage in some types of large-group 
activities. They concluded that: 

... clumsy children may be less competent in activities which are both 
social and physical. Poor coordination makes physical activities more 
attention demanding and therefore reduces the child’s capacity to deal 
with the social world, increasing the likelihood of perceived 
incompetence within that world. 

(Smyth and Anderson, 2000, p. 411) 

There has been interest in the fact that SpLDs appear to be linked to antisocial 
behaviour and may be over-represented in prison populations and young 
offender units. However, such claims have been disputed. For example, Rice 
(1998) has suggested that the reading ‘difficulties’ observed in prison populations 
are more likely to result from poor instructional methods and motivational factors. 
Rice (1998) conducted a study of 323 prisoners in England and Wales and found 
no evidence of a higher prevalence of dyslexia in prison populations when strict 
criteria related to reading performance were used. However, Rice’s study has 
been criticized by Reid and Kirk (2000, who suggest that Rice used a very narrow 
definition of ‘dyslexia as reading disability’ that ignored the other ways in which 
dyslexia can manifest itself. They conducted their own study into the prevalence 
of dyslexia in young offenders; it is described in Research summary 1. 

T h e  Y o u n g  O f f e n d e r  S tudy  

From the largest young offender unit in Scotland, Kirk and Reid (200 I) recruited 50 
young offenders who volunteered for dyslexia screening using a computerized 
screening test known as Quickscan. Quickscan is not a full assessment of the kind 
described in Section 4, but is a checklist of behaviours, which includes those that people 
with dyslexia find difficult. The person simply has to respond ‘yes’ or  ‘no’ to the 
questions on the screen, such as: 

When making phone calls do you sometimes forget or  confuse the numbers? 
Do you often find it difficult t o  learn facts? 
Do you know of anyone in your family who has dyslexia? 
Is it usually easy for you to  find the key points in an article or  a piece of text? 
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Fifty per cent of those screened reported experiencing positive indicators of dyslexia: 
three people displayed most indicators, three displayed many indicators, I 7  displayed 
some indicators and two people displayed borderline indicators. Self-esteem was found 
to be low for all these individuals. Time constraints meant that it was not possible t o  
conduct a full assessment with all those identified as ‘at risk’ but six were identified at 
random for a full assessment with an educational psychologist using age-appropriate IQ 
and literacy tests. All six showed evidence of a dyslexic profile on these measures. Kirk 
and Reid suggestthatthe very high prevalence rate is partlythe result of usingvolunteers 
rather than a randomly selected sample from the unit, but is sufficient evidence of higher 
prevalence of dyslexia among young offenders than in the normal population. 

Are you a fairly confident person? 
Do you usually find it difficult to concentrate? 
Do you sometimes confuse left and right? 

Reid and Kirk (2001) suggest that while it is unlikely that dyslexia ‘causes’ 
delinquency in some children, if it is not recognized and supported appropriately 
it can result in ‘social disaffection’. It is possible that school presents some 
children with an impossible environment to cope with and their resulting 
frustration may lead to delinquent activities in some cases - as illustrated by the 
case of Steven. 

5.2 Self-esteem 
Self-esteem refers to the degree to which a person believes that their present self 
is consistent with their ideal self-image. There is evidence to support the idea that 
children with SpLDs experience low self-esteem arid related anxiety. For 
example, Riddick (1996) found that 95 per cent of the mothers in her study 
believed that dyslexia had had an impact on their child and 75 per cent of the 
children went through a period of ‘considerable distress’, showing physical signs 
of anxiety including bed-wetting. 

Larger-scale quantitative studies have shown mixed support for the view that 
children with SpLDs have low self-esteem in general. For example, Skinner and 
Piek (2001) found that children with dyspraxia reported significantly lower 
general self-worth than matched controls. The younger children (aged between 8 
and 10 years) with dyspraxia in the study perceived their scholastic competence, 
athletic competence, physical appearance and self-worth to be significantly lower 
than the controls perceived their own abilities to be. The adolescents with 
dyspraxia were similar but also perceived themselves to be less socially accepted 
but not lower in scholastic competence. All the children with dyspraxia were 
significantly more anxious than their peers. 

A review by Huntington and Bender (1993) suggests that it is more correct to 
say that children with dyslexia show self-esteem issues that are related to a poor 
academic self-concept. For example, Montgomery (1994) conducted a study in 
the United States of self-concept in children aged between 11 and 16 years, with 
and without dyslexia. The children completed the Multidimensional Self Concept 
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Scale, which measures self-concept separately for academic, social, family, 
competence, affect and physical domains. The children were found to have 
significantly worse self-concept only on the academic and competence domains. 
Their self-ratings were very similar to their parents’ ratings of what they believed 
their children’s self-esteem to be. 

5.3 Depression 
Depression is characterized by negative attitudes to oneself, one’s environment 
and one’s future (Beck, 19761, and such negativity is hinted at in Steven’s case 
study in Box 6. The prevalence of depression in children with SpLDs is greater 
than in children generally. For example, Goldstein et ab. (1985) used the 
Children’s Depression Inventory to assess 85 children with dyslexia, and found 
that 26 per cent were severely depressed; the standard data based on a typical 
sample suggests that a rate of 10 per cent should have been expected. Similarly, 
Portwood (1999) conducted a survey of 27 adults with dyspraxia who were taking 
part in an intervention programme: 51 per cent of her participants (aged between 
16 and 31 years) reported experiencing psychiatric illness, including depression. 

Consistent with such statistics is the finding that children with SpLDs are over- 
represented in populations of children who have suicidal feelings. Hayes and 
Sloat (1988) surveyed 129 high-school counsellors and asked them to complete a 
questionnaire on any suicide-related incident that they had experienced. 
Fourteen per cent of the suicides, suicide attempts or related incidents that were 
reported involved adolescents with dyslexia. This is high, considering that the 
prevalence of dyslexia in school populations is around 5 per cent. 

Children with SpLDs appear to show patterns of attribution that are similar to 
those identified in individuals with depression. Most people attribute success at a 
task to their own abilities, and attribute failure to external factors (factors other 
than themselves). By contrast, Jacobsen et al. (1986) found that this pattern of 
attribution was reversed in adolescents with dyslexia, who attributed failure to 
personal factors more frequently than children of typical ability did. 

However, this ‘depressed’ attributional style also seems to be associated with 
academic progress for children with dyslexia. Kistner et al. (1988) conducted a 
2-year longitudinal study of 34 students with dyslexia, where their attributional 
style was initially assessed and their academic progress then monitored, along 
with teacher ratings of academic progress and classroom behaviour. They found 
that the children who attributed failure to personal factors that were within their 
control made the most academic progress and were rated by their teachers as 
showing the most appropriate classroom behaviour. 

to the severity of dyslexia experienced, but appeared to be more closely 
associated with the degree of support that the child had received from their 
school prior to identification of their condition. It also appeared to be the case 
that the children’s self-esteem improved as a result of having their difficulties 
labelled. Similarly, Skinner and Piek (2001) found that in their study of children 
with development co-ordination disorder (DCD), the degree of perceived social 
support also contributed to the children’s perceived self-worth. 

Moreover, Riddick (1996) found that personal distress did not necessarily relate 
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A c t i v i t y  6 E v a l u a t i n g  t h e  e v i d e n c e  
Allow about 
10 minutes 

This aaivity will help you to reflect on the implications ofresearch into depression and SPU). 
Would you say, from the evidence in this section, that depression is an inevitable outcome of 
SpLDs? What situational factors might prevent a child from developing depression? 

C o m m e n t  
It seems likely that while depression is a serious problem for some children with SpLDs, many 
more are not affected by this type of psychiatric difficulty. However, it is hard to get a sense of 
how widespread depression actually is in SpLD populations. For example, the Portwood 
( 1999) study could be seen as offering a ‘biased’ picture, because all the respondents might be 
severe cases (given they are participating in an adult intervention study). Moreover, we do not 
know what the incidence rates are for ‘psychiatric illness’ in the general population, and what 
proportion of her cases had depression, so her data are difficult to interpret. In terms of 
support, the work of Riddick (I 996) and Skinner and Piek (200 I ) suggests that good social 
support and the early identification of the condition should limit the potential for experiencing 
depression. 

A 

5.4 Academic achievement and motivation 
In the account of Steven, it was apparent that he failed to fulfil his educational 
potential at school and lost his motivation to learn. It is of little surprise, given the 
data on self-esteem and negative patterns of attribution, that children with SpLDs 
often do not fulfil their academic potential. For example, it seems that the 
negative experiences that children with dyslexia may have in school, and the 
relationships that they often have with some teachers, serve to de-motivate them 
to the point where they feel incapable of succeeding (Riddick, 1996). 

This may seem like a strong claim but there is some experimental work that 
supports such a suggestion. Firstly, there is the classic - but controversial - study by 
Rosenthal and Jacobson (1968) where teachers were told that some of the children 
in their class were going to ‘bloom’ academically because of their IQ scores. In fact, 
the children identified had been selected at random and the teachers were given 
false information. The researchers claimed that the children selected showed a 
significant increase in IQ compared to those who were not identified, and this was 
explained by suggesting that the teachers had given the ‘bloomers’ more positive 
attention and treated them differently. Although this study was widely criticized on 
methodological grounds, Brophy and Good (1974) have suggested that there is 
clear evidence from subsequent studies that teachers’ expectations of their students 
can impact on children‘s attainment. However, Hargreaves (1972) has suggested 
that for this to happen, the teacher must be seen as important by the child, and 
must also share the child’s view of his or her own ability. 

You will probably have noticed the ethical problems surrounding a study like 
that of Rosenthal and Jacobson (1968). The use of deception, although central to 
the aims of the study, meant that the teachers were unable to give informed 
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consent to their participation. Also, the procedure meant that the children who 
were not in the ‘bloomers’ group may have been disadvantaged by the 
participation of their teachers in the study. At the time when this study was 
conducted, such ethical concerns were given less attention than they are in 
contemporary psychological research, and it is unlikely that such a study would 
receive ethical approval today. However, at the time, it provided a valuable 
demonstration of the potential impact that teacher expectations may have on 
children’s performance. 

difficulties has also been demonstrated in a series of studies by Tanis Bryan and 
colleagues in the United States, as described in Research summary 2. 

The role of mood on academic achievement in children with learning 

T h e  ef fect  o f  mood o n  p e r f o r m a n c e  in chi ldren w i t h  a 
l e a r n i n g  d isabi l i ty  

Bryan and Bryan (I 99 I) examined the effect of inducing a positive mood on children at 
risk of dyslexia, and older children who had dyslexia. Children in both age groups were 
randomly allocated to  either a positive mood or  neutral mood condition. The positive 
mood children were asked to think of something wonderful that had happened to them 
and made them very happy. The neutral mood children were told to count silently from 
I to 50. The children were then asked to  complete fifty mathematical problems in 
5 minutes. Before they started the task, they were asked t o  estimate how many of the 
problems they thought they could successfully complete in the time allowed. 

In both age groups the children in the positive mood groups correctly completed 
significantly more mathematical problems than the children in the neutral mood 
groups. The number of problems that the older children estimated they could 
successfully complete in the time was also significantly higher in the positive mood 
group than it was in the neutral group. 

The implication of such research is that if a teacher can raise the spirits of children with 
dyslexia, the result is more likely to  be positive, both in the children’s perception of 
what they can achieve, and in the actual attainment of those children. 

If a specific learning difficulty is not identified until after the person has left 
school, it does not mean that such a person is incapable of succeeding, or will 
follow a similar set of experiences to those of Steven. A good example of such a 
person is Simon, whose recollections of school you read about at the beginning 
of this chapter. Simon is severely dyslexic. During his dyslexia assessment his 
overall IQ performance was at the 9lst percentile, but he had a reading ability 
score at the 36th percentile and a reading rate score at the 2nd percentile. His 
academic and professional success has centred on his finding coping strategies 
that enable him to maximize his potential without drawing attention to his 
difficulties (see Box 7). 
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Simon 

I got into engineering college based on projected school results and my position was 
sponsored by my employer. I was doing well, but didn’t have the minimum English 
qualification to  be in college. 1 had ’ungraded‘ in English 0 level. I needed a C grade. The 
college insisted that I re-take English 0 level two more times, and each time I scored 
‘ungraded’. The college debated throwing me out, but as I hadn’t failed a single class or  
test they let me stay. In my third year, my English teacher accused me of cheating. In 
class, I was very poor, just scraping by. But on the end of year research project 1 scored 
80 per cent. The teacher wanted to  know how I could almost double my score and he 
tested me to  see if I knew my report. The reason why I scored so highly was because I 
had no time restraints and a Proofreader to  check everything. 

A t  work, I’ve learned to  look competent. My letter and faxes are form-based layouts 
with well-rehearsed and proofread passages that I can copy and paste together. If given 
a technical manual t o  read, I ask colleagues to  read the manual as well for their opinion. 
They are my parity check to  help me see if I’ve understood things correctly. 

I have now become a fiction writer in my spare time. I have published several novels and 
I have over seventy short story credits to  my name. Writing is relatively easy. Re- 
reading and making the stories readable is another thing, but writing has helped with my 
dyslexia. In the four years that I’ve been writing there has been a significant 
improvement. A t  first, I really suffered with poor grammar and construction, but I now 
have a better understanding of what and how 1 write. Unfortunately, my reading has not 
improved. I rely on a proofreader every step of the way. I still don’t write what I’m 
thinking and if asked to read a passage, I won’t read exactly what I’ve written, but my 
accuracy has improved. My f i rs t  three short stories took three months to edit - now I 
can do the same amount in a matter of weeks. 

I don’t expect that my writing will cure my problem. I will never be able to read quickly 
or  accurately. I will not be able to  remember a telephone number said to  me without 
asking four or  five times. But it does prove that just because I have dyslexia doesn’t 
mean I am not an intelligent and capable person. 

When I was in my thirties I decided to  finally have a formal assessment for dyslexia. The 
assessment was hard going. It was intensive and made worse by the fact that the tests 
are prodding at your weaknesses. By the end of the last test I was a wreck. My eyes 
ached and my head throbbed. I couldn’t believe the reassessment was my idea. 

I felt a lot of self-imposed pressure during the battery of tests. Unlike a normal test 
where you usually have an idea whether you are doing any good or not, with the 
assessment I wasn’t sure whether I was doing the right thing. Actually I thought I was 
doing pretty well until the results came through. I had thought that through my writing I 
might have improved as a dyslexic, rewiring my childhood errors. Sadly. it seemed that 
the fundamental problems were still there. The assessment only showed that my coping 
skills had improved. 
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Qualitative and quantitative studies suggest that people with SpLDs 
experience emotional and educational consequences. 
Many children with an SpLD experience social exclusion. 
The self-esteem of children with SpLDs is low, especially with respect to 
academic self-concept. 
Children with SpLDs are over-represented in statistics on children with 
depression, although the degree of prevalence is not clear. 
Many children with SpLDs experience reduced academic motivation. 

Intervention 
So far, this chapter has considered the nature and potential causes of specific 
learning difficulties, how they are identified, and the social and educational 
consequences of experiencing these difficulties. Such discussions inform this final 
section, which considers how to best support people with SpLDs. 

The topic of intervention raises the question, often asked by children who 
experience dyslexia or dyspraxia, of whether their condition is ‘curable’. 
However, as noted earlier, SpLDs do not have ‘simple’ causes that would be 
susceptible to ‘simple’ intervention. Few developmental conditions are ‘reversible’ 
in that sense. Instead, intervention is aimed at reducing the impact of the 
symptoms at a behavioural level. Some of the symptoms, such as the observed 
reading deficit in children with dyslexia, respond well to appropriate 
intervention, because there are a number of different cognitive ‘routes’ to reading. 
However, other characteristics of the same condition are more directly dependent 
on a ‘faulty’ cognitive mechanism, such as weaknesses in memory. In these cases, 
intervention aims to teach children how to cope with and compensate for such 
difficulties. 

6.1 What is targeted? 
Interventions are most frequently aimed at ‘correcting’ the key behavioural 
symptoms of the condition that interfere with the child’s educational attainment 
(as in the study by Bryan and Bryan (1991) described in Section 5). Psychologists 
are commonly interested in programmes that look at changing the underlying 
cognitive processes that mediate the behaviours that they wish to change. In the 
case of dyspraxia, non-psychological interventions aim to improve co-ordination 
via specially designed physical activities. However, there is also interest in the 
potential for cognitive interventions in improving the motor control of these 
children (see Research summary 3). 
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A cogni t ive  t r e a t m e n t  f o r  chi ldren w i t h  m o t o r  d i f f icul t ies  

Miller et 01. (2001) developed an intervention known as Cognitive Orientation to  daily 
Occupational Performance (CO-OP). It teaches children a problem-solving strategy for 
approaching motor tasks that they wish to  master, and they are encouraged to  guide 
themselves verbally through the task, by asking themselves the following questions: 

Goal 

Plan 

Do Do it! 
Check How well did my plan work? 

What do I want to  do? 

How am I going t o  do it? 

The therapist encourages the children to identify aspects of the task that present 
difficulties and to generate and reflect on possible solutions. The therapist also 
encourages them t o  make links between situations and recognize how strategies could 
be applied in other situations. 

In this study, 20 children (aged about 9 years) were randomly allocated to  one of two 
treatment groups. One group was trained to  use the CO-OP approach. The other 
group was exposed to the Contemporary Treatment Approach (CTA), which 
represented current approaches to  treating co-ordination difficulties. In both groups 
the children were asked to identify three behaviours that they wanted t o  improve. Each 
child then received ten treatment sessions, each lasting 50 minutes. 

While both groups benefited and showed improved motor proficiency, the CO-OP 
group showed greater improvement in self-ratings and parental ratings of performance 
and self-ratings of satisfaction. Follow-up data collected more than 6 months later 
suggested that the CO-OP group had greater long-term maintenance of the goals they 
achieved and strategies they had learned than the CTA group had. 

Although the most common forms of psychological intervention for children with 
SpLDs involve some form of cognitive training, there are interventions that aim to 
reduce the severity of symptoms by intervening at a biological level. The most 
common form of biological intervention is to prescribe drugs, but the use of drug 
treatments for children with SpLDs is rare. The difficulties in adopting this 
approach are highlighted by the debate that emerged around prescribing 
methylphenidate (also known by the brand name ‘Ritalin’) for children with 
ADHD (see Baldwin and Cooper (2000) for a discussion). 

6.2 When to intervene? 
The question of when to intervene is complicated by practical issues to do with 
the age at which children are recognized as experiencing an SpLD. That is, many 
types of SpLD do not become apparent until children fail to make progress at 
school. Moreover, the ‘discrepancy’ approach to diagnosing SpLDs means that the 
children must be significantly behind for their age, so they often experience 
several years of difficulty before they are ‘sufficiently’ behind. As a result, 
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interventions are typically aimed at schoolchildren who are not only trying to 
cope with their SpLD, but also with the negative experiences that they may have 
had since entering school. As a consequence, the effectiveness of school-based 
interventions is not as strong as one might hope or expect. 

Comment 
Torgesen (200 I) notes that many interventions aimed at improving children’s 
reading skills do not ‘remediate’ reading failure (that is, they do not result in the 
children’s reading ability becoming age appropriate). Instead, such interventions only 
stabilize the degree of failure: the child‘s reading ability may improve, but the gap 
between chronological age and reading age remains the same. 

Early identification of children who are ‘at risk’ of SpLD, as identified by the early 
presence of positive indicators, followed by a programme of intervention to help 
them develop necessary skills, is believed to be the best approach to limiting the 
impact of SpLD on school attainment. An example of an early intervention 
programme is given in the next section. 

6.3 School-based intervention strategies 
In this section you will look in detail at some recent school-based intervention 
programmes that have been designed and evaluated by psychologists working with 
teachers. The examples discussed deal with attempts to improve children’s reading 
attainment, since reading development frequently suffers as a result of SpLDs. 

Most school-based interventions rely on a key resource to whom the children 
have access: a teacher. Interventions commonly rely on either one-to-one contact 
with the teacher, or teaching to groups of no more than four to six children, 
because of the need for highly personalized and responsive tuition. 

One example of such a programme is the Interactive Assessment and Teaching 
(IA&T) reading programme developed by Reason and Boote (1994). These 
researchers developed a step-by-step approach to tailoring support to individual 
students, based on the stage they have reached in their reading development. 
With respect to reading and writing, Moss and Reason (1998) identified three 
main areas in which children can experience dimculty: 

meaning - referring to the understanding and enjoyment of content; 
phonics - understanding the relationship between sounds and letters; 
fluency - the effortless and automatic recognition and reproduction of 
words. 

Phonics and fluency are especially difficult for children with dyslexia. Table 1 
shows the four developmental stages identified by Reason and Boote (1994) in 
relation to each of these skills. 

Having established which of the four stages a child or a group of children is at 
with respect to each skill, the teacher then devises activities that aim to develop 
competency of that stage. The children’s progress is monitored and their activities 
are designed to reflect their respective stages, zesulting in a structured set of aims 
and programme of activities. 



1 UNDERSTANDING SPECIFIC LEARNING DIFFICULTIES 45 

Table I 
Stage Meaning Phonics Fluency 

Four stages in learning to read 

Stage I Enjoys and joins in reading Recognizes rhymes and Matches words by sight 
Early development and discussion of stories. rhyming words. Blends Matches letters by sight. 

Understands vocabulary of 
reading and writing. play %Spy’ sight. 

sounds into words. Can Identifies some words by 

Stage 2 Expects own reading to Can read and write single Reads some I00 words 
Beginning to read and 
write independently 

Stage 3 Uses context to  understand Can read and write words Extensive and increasing sight 
Becoming competent and predict meaning and to  with consonant blends, vocabulary from books read. 

make sense. Uses context letter sounds and words 
and initial letters in working such as it, at, hat, sun, 
out meaning. dog, lid, net, cup, red, bus. 

fluently from initial books. 

help with more complex 
phonics. digraphs and silent ‘e’. 

Stage 4 Context and phonological Reads and writes words Reads and writes all 
Basic competencies cues are used automatically with more advanced commonly used words with 
achieved in combination. Selects phonics: silent letters, ease. 

consonant digraphs, vowel 

books suitable to interests 
and needs. polysyllabic words. 

longer word endings, 

Source: Reason and Boote, I994, p. 32. 

A formal evaluation of the effectiveness of the IA&T programme as an early 
intervention strategy for small groups of young children (aged approximately 6 
years) who were identified as ‘at risk of reading failure is detailed in Research 
summary 4. 

E a r l y  r e a d i n g  i n t e r v e n t i o n  

In a study by Nicholson et a/. (I 999), I02 children aged 6 years were identified from 
four schools in the United Kingdom as at risk of reading failure, being the lowest-ranked 
readers in their class. Of these children, 62 were allocated to  the experimental group 
who participated in the IA&T programme for 10 weeks (taking part in two half-hour 
sessions each week). The remaining 40 children acted as a control group during this 
period, participating in normal classroom activities in a different class in the same 
school or  a similar school. The children in the experimental group improved their 
reading attainment, with their age-adjusted reading score (standardized score) 
increasing from a group average of 89 t o  92.8. This shows that the gap between 
their reading ability and their chronological age had reduced during the intervention 
period. The control group’s reading scores remained roughly the same (a change from 
89. I to 88.9). A significantly greater improvement in spelling scores was also found in 
the intervention group. The effect sizes for the children’s improvement in reading age 
and spelling age were I .7 I and I .24 respectively. An effect size of I is considered 
acceptable. 

H 
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While the study found evidence that early intervention using the structured IA&T 
approach was effective overall, it was noted that 25 per cent of the children in the 
intervention group still had reading ages that were 6 months behind their 
chronological age after the intervention. Torgesen (2000) refers to such children 
as ‘treatment resisters’ and identifies the need to develop intervention approaches 
that are able to break the cycle of failure for these children. One solution that he 
suggests is to design ‘intensive’ programmes of intervention (Research 
summary 5). 

In tens ive  r e m e d i a t i o n  

Torgesen et ol. (200 I) compared two different phonological awareness training 
programmes that were administered intensively t o  children aged between 8 and 
I0 years: 50 minutes of one-to-one instruction, twice a day, 5 days a week for 8 weeks. 
One programme, the Lindamood Phoneme Sequencing Program for Reading Spelling 
and Speech (LIPS), focused on practising the articulation of sounds, while the other 
(Embedded Phonics) taught phonological awareness in the context of reading large 
amounts of text. 

There was little difference in effectiveness between the two forms of instruction, but 
the gains in ability were impressive, showing that during the intervention there were 
substantial gains in standardized reading ability, and the children continued to  ‘close the 
gap’ after the intervention had finished. In the year after the intervention period, 
40 per cent of the children were withdrawn from special education. 

There were two problems with the results of the study described in Research 
summary 5. While reading accuracy was improved, fluency did not show the 
same degree of improvement. However, Torgesen (2001) reports that when 
intensive instruction is applied as a preventive programme of intervention instead 
of a remediation technique with older children, the children’s fluency improves in 
the same way as their reading accuracy. Torgesen therefore suggests that the best 
approach to intervention in the case of reading ability is to identlfy children at risk 
of SpLD and invest in highly intensive programmes of intervention. 

Computer-based intervention 
While intensive schemes are effective, they are costly in terms of teacher time and 
difficult to resource in practice. As a result of these cost implications, 
psychologists have begun to focus on the potential of computers to assist children 
with specific learning difficulties. Nicholson et al. (2000) have developed the 
Reader’s Interactive Teaching Assistant (RITA) - to act as a virtual teaching 
assistant. RITA has the same scope for producing a highly personalized teaching 
programme as traditional, teacher-led approaches (see Research summary 6). 
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C o m p u t e r - b a s e d  i n t e r v e n t i o n  f o r  c h i l d r e n  at risk of d y s l e x i a  

Nicholson er 01. (2000) took the IA&T approach to teaching reading to children at risk 
of experiencing reading difficulties, and used this as the basis for a computer-based 
teaching assistant The approach of initially assessing the student with respect t o  their 
reading development and deciding on a corresponding plan of activities was adopted 
and built into the computer system. For the purposes of the intervention the teacher 
determined which activities the child should complete, although it was also possible for 
the computer or  the child to  control this. RITA would f i rst  provide a series of 
suggested activities based on the child's progress within the four-step model from 
IA&T. The teachers were also shown how to develop their own, tailor-made 
computer-based activities for the system. 
Two age groups of children who were showing signs of difficulty in learning to  read 
participated in this study: 6 year olds and 8 year olds. Children who worked with RITA 
for two half-hour sessions a week (for ten weeks) were compared to  a group who 
received the traditional IA&T intervention and a control group who received normal 
lessons. All three groups were matched for reading age and chronological age. 

The children in the RITAgroup showed the same degree of improvement from pre-test 
t o  post-test as the children who received the IA&T intervention. Both intervention 
groups showed significantly greater improvement than the children in the control 
group did. 
Given the issue of 'problem readers' in the study by Nicholson er al. (I 999) described in 
Research summary 4, particular interest was paid to  whether the children most at risk 
of reading failure would respond best t o  the computer or t o  the traditional form of the 
intervention. For the 6-year-old group no significant difference in improvement was 
found between the two methods, whereas the computer-based intervention was found 
to  be more effective than the traditional intervention for the 8-year-old group. This 
group of children was also found t o  be significantly keener (based on teacher 
observation of their willingness to  participate in the intervention sessions) than their 
counterparts in the traditional intervention. 

A c t i v i t y  7 I n t e r p r e t i n g  r e s u l t s  
Allow about 
10 minutes 

This activity will give you praaice in interpreting the resuh of a research study. 
What reasons can you think of t o  explain why the 8 year olds responded to  the computer 
intervention more positively than the younger children did? 

Comment  
It may be that the older children, who have had more opportunity for negative learning 
experiences with teachers, were keen to have access to a safe learning environment where 
they could make mistakes 'privately'. They might also have been more confident in using the 
cornputen than the younger children were. A 
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0 Psychologists design and evaluate interventions that aim to improve the 
behavioural symptoms of SpLDs. 
Although intervention often occurs after identification, early intervention 
in the case of children ‘at risk of SpLD is the best approach. 
School-based interventions that aim to improve literacy attainment 
suggest that intervention needs to be highly personalized and structured 
if it is to be effective. 
In order to maximize the long-term impact of intervention, it is suggested 
that programmes also need to be intensive and preventive. 
Given the cost implications of personalized tuition in the classroom, 
psychologists are evaluating the potential of computers to act as ‘teaching 
assistants’ to support children with learning difficulties. 

0 

Conclusion 
This chapter introduced you to some key issues in research into dyslexia and 
dyspraxia. The definition and assessment of SpLDs are highly contentious. 
Research into the consequences of SpLDs informs approaches to intervention, 
although more work is needed in both areas. Of central importance is the need 
not to lose sight of the children as individuals with different experiences of what it 
is like to have an SpLD, which demand individualized as well as generic forms of 
support. 
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After you have studied this chapter you should be able to: 
1 describe some of the roles psychologists may occupy in relation to children 

in the legal system; 
2 discuss ways in which children and young people may be involved as 

witnesses or defendants in the legal system; 
3 explain some ways in which psychologists have contributed to legal and 

procedural reforms relating to child witnesses; 
4 discuss psychological research and theory in relation to children’s 

competency as witnesses and their culpability as young offenders, 
including some methodological issues and implications for practice. 

Introduction 
The field of forensic psychology is growing rapidly, and psychologists interested 
in issues relating to children in the legal system - both as witnesses and 
defendants - are to be found in universities and in institutions such as young 
offender institutes. 

Legal psychologists concern themselves with the courts, and are generally 
witness centred. For example, they may be concerned with the way in 
which a young girl is called upon to testrfy about an assault she saw 
perpetrated upon her older brother. 
Criminological psychologists - sometimes known as forensic psychologists - 
are much more concerned with offenders. For example, they may examine 
rates of re-offending in a group of adolescent boys following different types 
of intervention. 

Psychologists regularly act as expert witnesses in civil proceedings, and may be 
called by either party. However, they rarely appear in criminal proceedings in 
England and Wales since R. v m u s  Turner(19751, a ruling which casts doubt on 
the value of expert evidence, and which states that the jury must decide the 
‘ultimate issue’ (the key issue which the court is required to determine). In civil 
proceedings, a psychologist may be asked to view a videotaped investigative 
interview with a child who is suspected of being abused, to evaluate the 
questions asked by the interviewer as well as the child’s demeanour. Other 
psychological assessments of a child may be sought, for example, from a clinical 
psychologist in the case of a young offender. Psychologists often act as ‘neutral’ 
court experts in childcare cases in civil courts, and will prepare written reports for 
the court on a particular aspectgf a case. They may also prepare reports for 
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sentencing decisions in the criminal courts. Psychologists work alongside legal 
professionals in other ways too, such as planning and delivering training for 
judges and other professionals, and in clinical work with young offenders in 
penal institutes. 

within the legal system such as police, probation and prison officers, as well as 
with academic lawyers. These relationships are not always easy: psychologists 
and lawyers tend to hold different views on the value of particular perspectives, 
theories and methods and this can lead to scepticism about one another’s position 
(King, 1986; Nijboer, 1995). The rapidly growing body of research and 
professional activity in forensic psychology has been accompanied by the 
appearance of dedicated international academic journals such as Law and 
Human Behavior, Legal and Criminological Psycholorn Psychology, Public 
Policy and Law; and Psycholoa, Crime C Law. The findings of psychological 
research can inform decision making in policy and practice, such as the 
development of new laws, or changes in legal procedures, for example, changes 
to the competency requirement described later. Expert witnesses also rely on 
such research to bolster their opinions when they testlfy in court. As you read this 
chapter you will learn about both the position of children in the eyes of the law 
and the ways in which psychological research and understanding have a bearing 
on that position. 

Thinking about children as victims, witnesses and perpetrators of both violent 
and sexual crimes can be a difficult and challenging task. Media reports of attacks 
on children are not uncommon, and coverage can be explicit and emotive. High 
profile cases, such as the murder of 2-year-old James Bulger by two 10-year-old 
boys in 1993, and the manslaughter of two small boys by 11-year old Mary Bell in 
1968 (Sereny 1995), are reminders that children can themselves be perpetrators of 
crimes. Psychologists working within or alongside the legal system must balance 
the competing images and needs of victims and offenders, and contribute to the 
development of a legal system which can respond to children in both roles. 

You may find that some of the material that follows makes for uncomfortable 
reading, particularly references to child sexual abuse and the discussion of the 
James Bulger case (referred to as the Thompson and Venables case, after the two 
defendants, from hereon) and its implications for young defendants in the legal 
system. While examining the issues raised, discussions of such examples must not 
lose sight of the suffering of the victims and their families, and of others, such as 
members of the jury. Psychologists and lawyers working with children in the legal 
system have to find ways of working with difficult situations in a manner that 
remains sensitive to all concerned, and which acknowledges their own personal 
reactions to the situations that they encounter. 

Both legal and criminological psychologists collaborate with professionals from 

1.1 Competency and culpability 
This chapter will explore some of the complex issues surrounding children’s 
involvement in the legal system - as witnesses and as defendants - with a 
particular focus on the issues of their competency, and their cu@ability. 
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v 
A c t i v i t y  i 
Allow about 
5 minutes 

W h e n  a r e  c h i l d r e n  c o n s i d e r e d  t o  b e  c o m p e t e n t ?  

This activity asks you to identifi the ages at which children are considered to be competent in 
dflerent aspects of their lives. 

In the grid below, note the age at which you think a child in England and Wales is legally able 
to do certain things. 

Activity Age Activity Age 

Have their body pierced 

Open a bank account 

Buy a pet 

Give evidence at court 

Buy cigarettes 

Marry with parental consent 

Have flying lessons 

Have their name placed on the 
sex offenden register 

Get a part-time job 

Dnnk alcohol in private 

Drrve a moped 

Be convicted of a cnminal 
offence (including sexual 
offences such as rape) 

Buy a firearm 

Consent to sex with a 
same-aged peer 

Buy a lottery ticket 

Vote in a general election 

Source: Hamilton et al., 2004. 

C o m m e n t  

Turn t o  the completed version of this grid at the end of the chapter t o  find out the answers. 
Do any of them surpnse you? Compare the ages at which children are deemed competent t o  
buy a pet or to get married, with the age at which they are deemed competent to be 
convicted of a criminal offence. You may reflect that competency is, in practice, a construction 
affected by prevailing historical and cultural views of childhood (and adulthood), as well as by 
the weight attached t o  certain activities within society. 

Against such a backdrop of children’s legally constructed competencies, this 
chapter will concentrate on children’s competency to be a witness and their 
culpability as offenders. Both of these topics draw on psychological 
understanding in related areas, such as memory for events, social factors in 
interacting with adult authority figures, and moral development. Notions of both 
competency and culpability also raise important questions about children’s 
accuracy and honesty in reporting events they have experienced. 

years or over and who acts rationally; autonomously choosing to act illegally on 
the basis of their personal preferences and values (Bonnie et uI., 1997, cited in 
Woolard et al., 2001). Consequently, adults are generally considered to be 
responsible and accountable for their (criminal) actions (examples of 

Under the criminal law, a competent adult is, typically, a person who is aged 18 
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Competency 
requirement 
Witnesses may 
give evidence in 
criminal 
proceedings if 
they are able to 
understand 
questions put to 
them, and give 
answers which 
can be 
understood. 

‘incompetent’ adults include those who have severe mental illness or severe 
mental impairment). However, the perception that children are immature and 
lacking in judgement means that they are not treated equally with adults, and this 
raises questions about the extent to which they should be seen as competent, and 
as culpable (accountable or blameworthy), in legal contexts (Woolard, 2002). As 
Activity 1 identifies, the law in England and Wales holds that children are deemed 
culpable - responsible for their criminal behaviour - from the age of 10 years. 
This compares with culpability at the age of 13 in France, 14 in Germany, Austria 
and Italy, 15 in Scandinavia, and 16 in Spain and Portugal (Rivlin, 2002). 

In legal terms, competency has been defined as a witness’s ability to 
understand questions asked of him or her, and to give answers which can be 
understood. Linked to this, the competency requirement distinguished between 
children’s sworn and unsworn testimony. 

Until relatively recently, in order to give sworn testimony, a child had to be able 
to understand the implications of the oath. In England and Wales, the Criminal 
Justice Act 1991, and subsequently the Criminal Justice and Public Order Act 1994, 
removed these requirements. The existence and subsequent abolition of the 
competency requirement is particularly pertinent to a discussion of child 
witnesses, because the cognitive skills required in listening to, comprehending, 
and responding to questions are likely to be less well developed in child 
witnesses than in adult witnesses (Saywitz, 2002). These developments in the law 
also reflect changes in the way children are perceived by the legal system and this 
is the focus of the following section. 

Forensic psychology is a rapidly growing field. Legal psychologists are 
usually witness centred, and criminological psychologists are usually 
interested in offenders. 
In England and Wales, children are held culpable for their criminal 
activities from the age of 10 years. 
Children are viewed as competent witnesses to the extent that they can 
understand questions asked of them, and provide comprehensible 
answers. 
Psychologists have a number of interests and roles in relation to children 
within the legal system. They may conduct research, carry out 
assessments, or provide expert assistance to the court. 
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Children and the legal system 
Society at large is characterized by differing conceptions and portrayals of 
children and childhood and these contrasting - and sometimes conflicting - 
images are found in the legal and psycho-legal literature, too (Ceci and Bruck, 
1995; Goodman, 1984). A common technique in the media is to position 
stereotypes of children’s ‘goodness’ and innocence, such as a cherub-faced 
image, alongside stereotypes of ‘evil’ such as molestation, sexual intrigue and 
violence - a mix guaranteed to evoke an emotional response (Myers, 1994). 
Contrasting themes of morality and responsibility, protection and empowerment, 
welfare and punishment, arise whenever children are considered as victims or 
perpetrators of crime. At different times, certain of these themes have received 
more attention than others, depending on the prevailing social and cultural 
context. 

2.1 Images of child witnesses in the legal system 
Psychologists have been evaluating children’s competency as possible witnesses 
since the beginning of the twentieth century. The French psychologist Alfred 
Binet, a pioneer in the study of intelligence, was one of the first to research 
children’s testimony in a systematic way, discussing their suggestibility to 
misinformation (Binet, 1900). William Stern, one of the earliest psychologists to 
testlfy as an expert witness, conducted a series of experiments on what was called 
‘incidental memory’, where children were questioned about a picture they had 
seen (Stern, 1910). In a similar vein, a Belgian psychologist named Varendonck 
conducted several studies on children’s testimony. These were prompted by his 
involvement as an expert witness in a murder trial, where the prosecution’s case 
centred on the testimony of two young children. In one study, eighteen children 
aged 7 years were asked the colour of a teacher’s beard: sixteen of them gave an 
answer despite the fact that the teacher did not have a beard (Varendonck, 1911). 
Findings like this suggested that children may not act competently as witnesses 
and, on the strength of his research, Varendonck is reported to have said, ‘When 
are we going to give up, in all civilized nations, listening to children in courts of 
law? (Goodman, 1984, p. 9). 

The issues raised by early studies such as these are enduring ones: the effect of 
‘leading’ questions on witnesses’ testimony, the wish to please an adult authority 
figure, and the workings of children’s memories. Nevertheless, the middle years 
of the twentieth century saw little interest by psychologists in children’s 
testimony. In 1958, a landmark case (R.  uersus. Wallwork) concerning a man 
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accused of incest with his 5-year-old daughter led to the virtual exclusion of child 
witnesses under the age of 8 years from the courtroom in England and Wales until 
decades later (Spencer and Flin, 1993). When the prosecution called the child as a 
witness they were unable to elicit any testimony from her in the witness box. The 
appeal court judge reviewing the case, Lord Goddard, commented, ‘The jury 
could not attach any value to the evidence of a child of five; it is ridiculous to 
suppose that they could’ (cited in Spencer and Flin, 1993, p. 53). 

What were the particular concerns about children’s testimony? Heydon, an 
English lawyer, has summarized them as follows: 

First, a child’s powers of observation and memory are less reliable than an 
adult’s. Secondly, children are prone to live in a make-believe world, so 
that they magnify incidents which happen to them or invent them 
completely. [...I Thirdly, they are also very egocentric, so that details 
seemingly unrelated to their own world are quickly forgotten by them. 
Fourthly, because of their immaturity they are very suggestible and can 
easily be influenced both by adults and other children. [... I A fifth danger is 
that children often have little notion of the duty to speak the truth, and 
they may fail to realize how important their evidence is in a case and how 
important it is for it to be accurate. Finally, children sometimes behave in a 
way evil beyond their years. They may consent to sexual offences against 
themselves and then deny consent. They may completely invent sexual 
offences. 

(Heydon, 1984, p. 84) 
Again, the underlying concerns are with children’s accuracy and honesty as 
witnesses. Note that many of these characteristics could apply equally well to 
adults as to children, and most can be evaluated empirically. In the 1980s and 
beyond, psychologists became galvanized once more by issues connected to 
children’s evidence, and a large psychological literature has accumulated that 
investigates - and often challenges - each of Heydon’s concerns (Eisen et al., 
2002; Westcott et al., 2002). Public awareness of child abuse in the 1970s, and 
especially sexual abuse in the 1980s, linked to concerns to protect children, was a 
particular motivator for psychologists to learn more about children’s capabilities. 
There was also an increased openness in the courts, and among legal 
professionals, to the reception of psychological expert testimony. This led to a 
‘rehabilitation’ of child witnesses in the 1980s, with many psychologists viewing 
children as competent witnesses, and campaigning with other professionals for 
legal reforms to promote chddren’s welfare and empowerment (Spencer and Flin, 
1993). The 1990s saw something of a ‘backlash’ again (Myers, 1994) with several 
leading psychologists publicly questioning the degree to which children could be 
relied upon as witnesses (Ceci and Bruck, 1995). 

illustrated in the high-profile case in which two 10-year-old boys were convicted of 
the murder of a toddler, James Bulger. In this case, the victim and defendants were 
all children, and competing images of ‘innocence’ and ‘evil’ were heavily relied 
upon by those involved with the case, or in writing about it (Morrison, 1997). 

This conflicting portrayal of children in the legal system is dramatically 
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Crown Court 
The criminal court 
that tries 
individuals 
charged with 
offences that are 
too serious to be 
dealt with by the 
magistrates’ court. 
The Crown Court 
also hears appeals 
against 
convictions or 
sentences 
imposed in the 
magistrates’ 
courts, and from 
Iindings of guilt 
(and subsequent 
orders) made in 
the Youth Courts. 

Youth Court 
The court which 
deals with most 
young people 
(aged between 10 
and 17 in England 
and Wales) who 
are prosecuted for 
criminal offences. 
Young people 
accused of 
homicide or rape 
are heard in the 
Crown Court. 

2.2 The Thompson and Venables case 
In November 1993, Robert Thompson and Jon Venables became the youngest 
convicted murderers in Britain for almost 250 years. They had been tried in 
Preston Crown Court for the murder of James Bulger, a 2-year-old boy they had 
abducted from a shopping centre and later horrifically battered to death. 
Crucially, psychiatrists who interviewed the boys, and other expert witnesses 
such as their teachers, reported that they were capable of basic moral judgements 
(knowing right from wrong), and so it was possible for them to be tried for the 
murder. They were tried in an ordinary adult court, and were convicted and 
sentenced to be detained ‘at Her Majesty’s pleasure’. 

Lawyers for the two boys did not appeal against their conviction in England, 
but later took their case to the European Commission of Human Rights (ECHR) in 
Strasbourg. They stated that it was wrong for children so young to be tried in an 
adult court with great publicity, and also that the trial had been unfair since it had 
been ‘frightening, humiliating and intimidating’. Thus, they argued that the boys’ 
trial was unlawful since it had amounted to ‘inhumane and degrading treatment’. 

In December 1999 the ECHR ruled that the boys had indeed been denied a fair 
trial, since, by being tried in an adult court, they were unable to participate in 
their trial. However, it also decided that the trial had not amounted to inhumane 
or degrading treatment. The Commission effectively ruled that the English system 
of trying young children, like Thompson and Venables, in adult courts was flawed 
(Rivlin, 2002). In February 2000, one of the first implications of these rulings was 
felt with respect to arrangements for the trial of young defendants in the Crown 
Court (Rivlin, 2002). 

In order to prevent ‘avoidable intimidation, humiliation or distress’, and to 
promote the defendants’ understanding and participation in the proceedings, 
several changes were required. At trial, Thompson and Venables had been seated 
on a raised platform; this was intended to make it easier for them to participate, 
but it had the effect of making them feel more exposed. Under the new 
arrangements all involved in the trial should reside at the same physical level, 
defendants should be allowed to sit with their parents, and there should be 
regular breaks. Robes and wigs should not be worn unless requested by the 
defendant, or ordered by the court ‘for good reason’. Later in the chapter there 
will be an opportunity to compare these arrangements with those already existing 
in Youth courts. 

Arnon Bentovim, a psychiatrist who interviewed Venables in 1993, re- 
interviewed him in January 1995, more than 1 year after the trial. Bentovim 
reported: 

When the trial was mentioned, the applicant [Venablesl had described his 
sense of shock when he had seen the public being let in and his 
considerable distress when his name and photograph were published. He 
had been terrified of being looked at in court and had frequently found 
himself worrvinn what DeoDle were thinkine about him. Most of the time 
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Doli Incapax 
The rule by which 
child defendants 
under a specified 
age are deemed 
unable to have 

he had not been able to participate in the proceedings and had spent time 
counting in his head or making shapes with his shoes because he could 
not pay attention or process the whole proceedings. He did not follow 
when he heard his and T’s LThompson’sl interviews with the police being 
played in court and he recalled crying at that time. 

criminal intent, 
unless the 
prosecution can 
provide evidence 
to prove 
otherwise. In 
England and 
Wales dolz 
incupm applied 
to children aged 
between 10and 
13 years, until it 
was abolished in 
the Crime and 
Disorder Act 1998. 

Crown 
Prosecution 
Service (CPS) 
The body 
responsible for 
most public 
prosecutions in 
England and 
Wales once a case 
has been started. 
The Crown 
Prosecutors place 
the evidence 
before the 
magistrates’ court, 
or appoint 
barristers to 
appear in the 
Crown Court. The 
CPS will apply 
two tests to the 
evidence, both of 
which must be 
passed before it 
will proceed with 
a case: that of 
‘evidential 
sufficiency’ and 
that of ‘public 
interest’. 

- 

(Cited in’ Gillan, 1999) 

In October 2000, ruling on the release of Thompson and Venables, Lord Chief 
Justice Woolf noted, ‘However grave their crime, the fact remains that if that crime 
had been committed a few months earlier, when they were under 10, the boys 
could not have been tried or punished by the courts’ (HMCS, 2000). Lord Chief 
Justice Woolf s comment speaks to the notion of children’s criminal responsibility, 
and to the specfic issue of doli incapax which will be discussed in Section 4. 
Vincent Moss, the jury foreman, interviewed 10 years after the case, commented: 

A proper judgement would have been that they had behaved like 
confused, frightened and stupid children caught up in a situation they had 
created but could not deal with. The judge’s pronouncement that they 
were ‘evil’ was just wrong - they didn’t have the moral and intellectual 
capacity for this to be an accurate description. 

(Moss, in Brooks, 2003, p. 4) 

In a radio programme some time after the case, Moss had expressed his regret at 
the unanimous murder verdict, saying that ‘guilty but with diminished 
responsibdity’ would have been more appropriate: 

We should have gone back into court and said, yes, we do have a verdict: 
our verdict is that these young boys are in urgent need of social and 
psychiatric help. 

(Morrison, 1997, p. 236) 

How does this case relate to a discussion of children’s competency and 
culpability? Morrison, a journalist who covered the case, argued that labelling 
Thompson and Venables as ‘evil’ deprived them of ‘the right to be seen as 
children, or even as human’ (2003, p. 3), and it certainly seems that a large 
number of people involved in the case did not ascribe the two boys particular 
consideration, or particular vulnerability, because of their young age. 
Commentators from some European countries were reportedly astounded that 
children so young would be dealt with by prosecution and incarceration. 

In deciding to take the case forward, the Crown Prosecution Service (CPS) 
signalled its belief in the culpability of the defendants, reflecting the view of the 
Bulger family and a large proportion of the public at that time. This was bolstered 
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by the conclusions of psychiatrists and other experts that the boys’ moral 
development was sufficient for them to appreciate the implications of their 
actions in killing James (psychological theories of moral development will 
be discussed in Section 4). Yet, given that evidence about the boys’ family 
backgrounds was ruled inadmissible, the jury were unable to evaluate whether 
violence the boys witnessed and experienced at home, or their personality 
characteristics, or educational factors (truancy and apparently low intelligence) 
could have had an impact on their ability sincerely to appreciate what they were 
doing - and hence their culpability. Morrison (1997) has suggested that Thompson’s 
experiences of violence, for example, might have rendered him unable to 
distinguish between right and wrong, and unable to view vioIence as unacceptable. 
He also suggested (p. 168) that Venables was ‘such a strange, explosive child that at 
the time of the offence he was not responsible for his actions. 

In what sense were the boys ‘competent’ at the time of their trial? Section 1 
described how, in legal terms, competency is defined as a witness’s ability to 
understand questions asked of him or her, and to give answers which can be 
understood. Thompson and Venables were defendants, not witnesses, but it is 
clear from Bentovim’s report that Venables, at least, experienced some difficulties 
in understanding the processes surrounding him. Moss, the jury foreman, has 
commented that, for the boys, the trial was ‘largely incomprehensible’: 

They knew that they had done something terribly wrong and were to be 
punished for it but could not understand why they were in court for day 
after day with adults who were using language and concepts which had 
no reality for them. 

(Moss, in Brooks, 2003, p. 5)  

The ECHR ruling that the boys had been denied a fair trial would seem to support 
this interpretation. Finally, the resultant changes in Crown Court practice with 
regard to young defendants saw moves to arrangements more likely to enhance 
children’s experiences, primarily through reducing stress, and thus to increase 
their competency to participate in proceedings. 

2.3 Children’s involvement in the legal system 
In the Thompson and Venables case the child defendants appeared in an adult 
Crown Court due to the severity of the charges against them. Figure 1 (overleaf) 
summarizes the court service as it is structured in England and Wales; the Crown 
Court can be found within that structure. Figure 2 (page 65) gives an overview of 
children’s possible involvement in both criminal and civil proceedings in England 
and Wales. 



- 

i 

DEVELOPMENTAL PSYCHOLOGY IN ACTION 

I 
County Court 

subject to nature of the claim 

21 a courts 
< Majority of civil litigation - 

Tribunals 
Hear appeals from decisions on 
immigration, social security, 

House of Lords 
Appeals from the Court of Appeal and in  exceptional circumstances 

from the High Court (also Scotland and Northern Ireland) 

t 
Court of Appeal 

Criminal Division Civ i l  Division 
Appeals from the Crown Court Appeals from the High Court tribunals and 

certain cases from county courts 

t 
Queen’s Bench Division 
Contract and tort, etc. 

Commercial Court 
Admiralty Court 

Administrative and 
Divisional Court 

Appeals from county courts, 
the Crown Court and 
magistrates’ courts 

t 

High Court 

Family Division 
Matrimonial proceedings 

Proceedings relating to children 
Probate SeM’ce 

Administrative and 
Divisional Court 
Appeals from the 

magistrates’ courts 

Crown Court 
78 centres 

Trials of indictable offences, 
appeals from magistrates’ i courts, cases for sentence 

Magistrates’ court 
Trials of summary offences, 

committals to the Crown Court, 
family proceedings courts and 

Youth Courts 

Chancery Division 
Equity and trusts 

Contentious probate 
Tax partnerships, bankruptcy 

Companies Court 
Patents Court 

Administrative and 
Divisional Court 

Appeals from the Count Courts 
on bankruptcy and Lnd 

t t 

Figure ’ The court structure in England and Wales (DCA, 200 I). 
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Trial on 
indictment 

Which kind 
of court? 

Key issues 
relating to 
children‘s 
involvement 

Does the 
child appear 
at court? 

Who takes 
account of 
the child’s 
interests, 
or presents 
their 
evidence to 
the court? 

Emergency 
protection 

Criminal proceedings I 
Disputes 

between carers 
(private law) 

Summary 
trial 

Wardship 
(now rare) 

Youth Court/ 
magistrates’ 
court 

Magistrates’ 
court/ 
County Court! 
High Court 

Parents are 
separating or 
divorcing and 
there are 
disputes about 
where the child 
shall live, access 
etc. 

Rarely 

Trials for less 
serious offences 
(e.g. theft); 
child may be a 
witness or the 
defendant 

High 
court 

Wardship (the 
child becomes a 
‘ward’ of the 
court and the 
court has 
ongoing 
jurisdiction until 
the child i s  l a )  

Rarely Yes, if called as 
witness, or i f  
appearing as 
defendant 

Children’s 
guardian 

A Child 
Protection 
SeM’ce (CPS) 
lawyer if the 
child i s  a 
prosecution 
witness, a 
solicitor if the 
child i s  a 
defendant, or 
defence witnes: 

Children’s 
guardian 

Crown 
Court 

Magistrates’ 
court 

Trials for 
serious offences 
(e.g. murder or 
sexual assault); 
child may be a 
witness or the 
defendant 

Child i s  in 
immediate and 
serious danger 

from abuse) 
(e.g. 

Yes, if called as 
witness, or if 
appearing as 
defendant 

Advocate 
appointed by 
the prosecution 
i f  the child i s  a 
witness, or 
advocate 
appointed by 
the defence i f  
the child i s  a 
defendant or 
defence witness 

No 

Local authority 
(legal 
department on 
behalf of social 
services 
department) or 
NSPCC 

Civil proceedings 

Care 
proceedings 
(public law) 

Magistrates’ 
court1 
County Courtl 
High Court 

Public 
authorities who 
wish to remove 
the child from 
the custody of 
their parents am 
put them into 
care, or put the 
child under loca 
authority 
supervision 

Rarely 

Children’s 
guardian 

Figure 2 Children in the English legal system: an outline of their involvement. 

A c t i v i t y  2 
Allow about 
5 minutes 

C h i l d r e n ’ s  i n v o l v e m e n t  i n  t h e  c o u r t s  

This activity should help you to identifi the ways in which children can become involved in different 
types of court proceedings. 

Use the information in Figure 2 t o  identify the different ways in which children may become 
involved in court proceedings. Note the different roles that they may perform and the 
implications of these for whether or not they appear in court in person. Compare the 
involvement of children in criminal and civil proceedings. What differences do you notice? 

C o m m e n t  
There are some notable differences depending on whether the child’s involvement is in 
criminal proceedings or in civil proceedings. For example, children rarely appear in civil courts, 
even if the case directly concerns them. Instead, a children’s guardian will represent their 
interests. Conversely, children are increasingly testifying as witnesses in cnrninal courts. The 
degree to which children are heard about, and heard from, is something of a controversial 
issue, and is related to  perceptions of their competency to participate in legal proceedings. 
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Cross- 
examination 
The trial 
procedure 
whereby the 
lawyer 
representing the 
side which did not 
call the witness 
seeks to make its 
own case by 
questioning the 
other side’s 
witness(es1. 

Examination-in- 
chief 
The trial 
procedure 
whereby the 
lawyer 
representing the 
side who has 
called the witness 
takes that person 
through his or her 
evidence. 

Adversarial 
(accusatorial) 
A trial system 
where both 
prosecution and 
defence present 
their case before a 
court which 
eventually 
decides who has 
won. 

For example, it is debatable how well children are ‘heard’ in a criminal court, even when they 
do appear, as a consequence of legal constraints and practice during examination-in-chief and 
cross-examination (Esam, 2002 Hendemon, 2002). 

Lawyers’ control of children’s responses typically limits their answers to  ‘yes’ or ‘no’, so they 
are unable to offer a full account. The use of legalistic jargon and complex language also 
restricts children’s understanding of questioning, and thus limits the degree to which they can 
offer appropriate answers (Brennan and Brennan, 1988). By contrast, in civil courts it is 
possible to  hear about children yet not from them, which also raises questions about their 
opportunity to participate fully in proceedings concerning their interests. 

2.4 Adversarial and inquisitorial systems of law 
The court service is structured to deal with the needs of different types of cases in 
separate courts (Figure 1). Burglary, murder and divorce, for example, vary along 
many dimensions, including whether they concern criminal or civil matters. The 
nature and severity of charges in criminal cases also determine whether a case can 
be heard by magistrates in lower-level courts (summary trial), or whether the case 
needs to be tried at a higher court, such as the Crown Court, with a professional 
judge presiding (trial on indictment). 

The English system of law is adversarial (or accusatorial). That is ‘each side 
presents a case before a court the function of which is limited to deciding who 
has won. The judges have nothing to do with the preliminary investigations, give 
no help to either side in presenting its case, and take no active steps to discover 
the truth, which emerges - or so the theory goes - from the clash of conflicting 
accounts’ (Spencer and Flin, 1993, p. 75). Many legal systems in the world are 
founded on the adversarial system, and so are similar in major respects - for 
example, those in North America, Canada, and Australia. 

case - include: 
0 

0 

Key features of the adversarial system of justice - dependent on the individual 

the emphasis placed on live and oral eyewitness evidence at trial; 
frequent delays, for example between a crime taking place and being 
investigated and committed for trial, and between committal and trial; 
a formal court experience, including adversarial cross-examination; 
witnesses seeing (or ‘confronting’) the defendant in court; 
the trial taking place in open court, with press and public present. 

0 

A c t i v i t y  3 
Allow about 
10 minutes 

C h i l d r e n ’ s  experiences o f  c o u r t s  
This oaivity invites you to reflect on how psychological factors have a bearing on children’s 
experiences of courts. 

Reflect on the features of an adversarial system listed above. What psychological 
considerations does each one raise, particularly for children? Note down any issues or 
implications that you consider might be important. 
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C o m m e n t  

You may have thought about the stress involved in a live appearance in court, particularly in 
relation to being cross-examined, or to being near the defendant. Several researchen have 
recorded poignant illustrations of the stress child witnesses report experiencing (e.g. Plotnikoff 
and Wooifson, 2004). Children’s lack of experience of formal settings and their limited 
knowledge of  legal terminology are also significant. One study identified children’s 
misunderstandings as to  the nature of an oath (Lyon, 2002), and another reported common 
confusions, such as mistaking ‘jury’ for ‘jewellery’ (Warren-Leubecker et a/., 1989). Delays before 
the trial starts negatively influence children’s memories of an event, as the memory trace fades 
(Flin et ol., I992 Poole and White, 1993). While these issues may also apply to aduit witnesses, 
they may cause particular problems due to children‘s relative lack of  experience and knowledge. 
All these factors are likely to  affect how Competent children themsetves feel, and how 
competent they are regarded by others t o  be, within the court setting. 

Until recently, child witnesses called to appear in the Crown Court have received 
comparatively little consideration of their particular needs. By contrast, child 
defendants in most cases in England and Wales will appear in Youth Courts which 
have been specially designed to cater for their requirements (see Box 1). Thus, 
practice in the Youth Courts facilitates children’s competence. 

A 

Y o u t h  C o u r t s  in  Eng land  a n d  W a l e s  

Youth Courts were introduced in their current form in October I992 and deal with 
children and young people aged between I0 and I7 years unless they are charged with 
homicide; aged I4 or above and charged with a ’grave crime’ such as indecent assault or 
charged jointly with an adult. These exceptions are tried in the Crown Court, as in the 
Thompson and Venables case. 

Some of the key features of the Youth Courts include: 

specially trained magistrates; 

Source: Gordon et al., I999 

consideration for the welfare of the young person’s welfare, including his or  her 
long-term development; 
special pre-court procedures concerning the arrest, interview, detention and 
charging of children and young people and their cases; 
emphasis on parents’ or  guardians’ involvement in the process and court 
proceedings; 
in-court procedures designed to make it easier for children and young people to  
follow the proceedings and participate more fully in them; 

no person present unless authorized by the court; 
designated waiting areas, entrances and courtrooms where possible; 
a special form of the oath for all witnesses who ‘promise’ t o  tell the truth rather 
than ‘swear’ t o  do so; 
alternative terms for ‘conviction’ and ‘sentence’; 
limited media reporting and no identification of the young person in press reports. 
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Contrast the features of Youth Courts described in Box 1 with the experience in 
the criminal court, as described in Section 2.2. Following the Thompson and 
Venables case, practice in the Crown Court with respect to young defendants 
moved towards the type of practice already existing in the Youth Courts. 

Scotland and Northern Ireland also follow the adversarial tradition, but 
Scotland in particular has some major differences. For example, all cases - not just 
those involving children - must have corroborating evidence (that is, a person 
cannot be convicted on the evidence of one witness alone) and there has never 
been an ‘age limit‘ below which a child’s evidence may not be received by the 
courts. Further, young defendants and young witnesses who have been offended 
against (sexually or otherwise abused); are subject to a system of Children’s 
Hearings which share many of the features of Youth Courts. Children’s 

Hearings 
A Scottish system 
of tribunals for 
considering cases 
where children 
under 16 years are 
thought to have 
committed 
offences, or to 
have been 
offended against, 
or to otherwise be 
beyond parental 
control. 

Figure 3 Giving evidence at the Magistrates’ court. 

Inquisitorial 
A trial system 
where the court is 
viewed as a public 
authority which 
takes an active 
role in 
investigating and 
adjudicating upon 
the disputed 
matter. 

Many other European countries - for example, France and Germany - have an 
inquisitorial system of justice, which operates on somewhat different principles. 
In an inquisitorial system, ‘the court is viewed as a public agency appointed to get 
to the bottom of the disputed matter. The court takes the initiative in gathering 
information as soon as it has notice of the dispute, builds up a file on the matter 
by questioning all those it thinks may have useful information to offer - including, 
in a criminal case, the defendant - and then applies its reasoning powers to the 
material it has collected in order to determine where truth lies’ (Spencer and Flin, 
1993, p. 75). 

Children’s experiences in the inquisitorial system can be very different to those 
in an adversarial system. In Germany, all decisions, including the verdict, are 
made by a panel of professional and lay judges (Kohnken, 2002). The child is 
questioned exclusively by the chairing judge, and the defendant is removed from 
the courtroom while the child witness testdies. N o  juries are involved in a criminal 
trial. If the defendant or victim is a child, the case is brought before a special 
juvenile court, and expert witnesses (usually psychologists) are often appointed 
by the court to aid it in judging the child’s competency to testify, and the 
credibility of their statement (see Box 2). 
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S t a t e m e n t  v a l i d i t y  analysis a n d  cr i te r ia -based  c o n t e n t  
analysis 

A system of ’statement validity analysis’ (SVA) and ‘criteria-based content analysis’ 
(CBCA) was developed by German psychologists on the basis of their clinical 
experience (Steller and Kohnken, 1989; Undeutsch, 1989) in an attempt t o  evaluate the 
competency of the child witness - or, more specifically, the ‘competency’ of the child‘s 
account. Within CBCA, nineteen criteria are applied to  children’s statements. The 
more criteria that are present, the more the statement is regarded as credible and the 
greater the value placed on it. Many of the criteria relate to  children’s cognitive 
development, and include: 

general characteristics, such as the quantity of details provided, and whether they 
are produced in a child-like, disorganized way; 
specific contents, for example whether the child reports unexpected complica- 
tions during the incident; 
peculiarities of content, such as accurately reported details misunderstood (e.g. 
when a child reports ‘milky water’ (semen) coming out of the perpetrator’s penis 
during ejaculation); 
motivation-related content, for example admitting lack of memory; 
offence-specific elements, such as details characteristic of the offence. 

Interestingly, the reliability and validity of SVA and CBCA itself have been hotly debated 
by other psychologists (usually those working from outside the tradition) in subsequent 
empirical studies (vrij, 2005). 

More recently the distinction between adversarial and inquisitorial systems has 
diminished as both systems ‘borrow’ from each other (Spencer and Flin, 1993; 
Kohnken, 2002). Some countries have further developed alternative approaches 
to dealing with cases involving children, particularly when they concern child 
protection matters (Spencer et aE., 1990; Bottoms and Goodman, 1996). The 
Netherlands, for example, has a ‘confidential doctor’ service to receive reports 
from anyone who suspects a child is being abused (Lamers-Winkelman and 
Buffing, 1996). Israel has ‘youth interrogators’ (David, 1990) who have the sole 
authority to interview children under 15 years of age who are the alleged victims, 
witnesses or perpetrators of sex crimes. The remainder of this chapter, however, 
concentrates on children’s competency within adversarial systems of law. 

Throughout history, images of children in the legal system have swung 
between negative and positive. Psychologists, too, have both publicly 
questioned and promoted children’s competency as witnesses. 
The Thompson and Venables case raises many issues about the way 
society views and treats children as perpetrators and victims/witnesses of 
crime. 
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Live (CcrV) 
links 
A live television 
link which 
enables a witness 
not present in the 
courtroom itself to 
communicate 
with the court 
(e.g. from a room 
nearby). The 
witness sits in 
front of a 
television monitor 
and can see the 
faces of the 
people 
questioning him 
or her. At the 
same time, 
television pictures 
of the witness are 
relayed to the 
coumoom. 

Videotaped 
evidence-in- 
chief 
Usually a video 
recording of a 
previous 
interview with the 
witness (which 
may be edited). 
For example, it 
may be a video 
recording of an 
investigative 
interview of a 
child who is 
suspected of 
being sexually 
abused, carried 
out by a police 
officer or a social 
worker. 

Children’s experiences of the legal system will differ depending on 
%hether the proceedings are criminal or civil, and on whether the child is 
a defendant or a witness. Children rarely appear in person in civil courts. 
Systems of law may be adversarial or inquisitorial. The former in particular 
has a number of implications for children appearing as witnesses. 

Children’s competency as witnesses 
As already noted, the 1980s saw an increase in psychological interest in issues 
connected to children’s testimony, and psychological research was to have a key 
role in facilitating reforms in legislation and procedure (Westcott et al., 1999). 
England and Wales have perhaps gone furthest in accommodating the needs of 
child witnesses and highlighting the difficulties children face in adversarial 
criminal proceedings (Home Office, 19981, but many other countries have begun 
to adopt similar reforms too (Bottoms and Goodman, 1996; Spencer et al., 1990). 

In England and Wales, psychological research has been influential in two 
important respects: in the introduction and evaluation of video technology to 
assist children giving evidence (such as live closed circuit television (CCTV) links 
and videotaped evidence-in-chief; Davies and Noon, 1991; Davies et al., 1995); 
and in the development of guidelines on how best to interview children including 
the Memorandum of Good Practice on Video Recorded Interviews with Child 
Witnesses for Criminal Proceedings (Home Office/DoH, 1992). 

The Memorandum of Good Practice, in particular, is a good example of psycho- 
legal collaboration: it was drafted by a psychologist and a lawyer, and overseen by 
a steering group of interested professionals, policy makers and practitioners. 

3.1 The questioning of children and the Memorandum 
of Good Practice 

The Memorandum of Good Practice (Home Office/DoH, 1992) was published to 
accompany the video reforms of the 1991 Criminal Justice Act. It was intended to 
guide practitioners on the procedural and technical aspects of carrying out a 
videotaped investigative interview with a child. At the time it was published, the 
Memorandum represented a distillation of the best advice available for 
interviewers, based on the findings of psychological research and practical 
experience, as well as legal requirements. In 2002, to accompany the Youth Justice 
and Criminal Evidence Act, 1999, the Memorandum was revised following 
developments in law, practice and research, and incorporated into Achieving Best 
Evidence in Criminal Proceedings: guidance for vulnerable or intimidated 
witnesses, including children (Home Office,-2002). Before these documents are 
introduced, consider what psychological research has had to say about 
interviewing children in Research summary 1. 
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T h e  effect iveness of d i f f e r e n t  techniques of  quest ioning 
chi ld  witnesses 

Dent and Stephenson ( 1979) asked 40 children aged between I0 and I I years to  watch, 
on their own, a short film which showed a man stealing a parcel from a car, being 
apprehended, then escaping and being chased. Immediately after seeing the film 
(Session I) each child was asked to  recall as much about it as possible. They were then 
questioned in different ways according to  three experimental conditions. 

Condition I: free report, where there were no questions but just a prompt to  
report all they could remember from the film; 
Condition 2 general questions such as ‘Tell me as much as you can about what the 
man in the white rnac looked like and what he was wearing’: 
Condition 3: specific questions such as ‘What colour hair did the man in the white 
rnac have?’. 

This procedure was repeated the next day (Session 2). On the third day (Session 3), 2 
weeks later (Session 4) and 2 months later (Session 5), all of the children were 
interviewed again, using specific questions for all conditions. The amount of correct and 
incorrect information provided by the children was scored and is shown in Table I. 

Table I 
questions 

Children’s recall of information according t o  different types of 

Questioning session 

Differentiated Standard questioning 
questioning (specific questions) 

~~~~ ~ ~ 

Questioning Session I : Session 2 Session 3: Session 4 Session 5: 
condition Immediately Next day Third day 2 weeks later 2 months later 

after film 

Mean correct points 

Condition I :  14.2 17.8 30.0 33.7 32.3 
Free report 

Condition 2 22.0 23.7 37.5 3 8.0 37.3 
General questions 

condition 3: 34.0 34.4 33.9 35.4 34.0 
Specific questions 

Mean incorrect points 

Condition I: I .4 I .7 9. I 8.9 11.9 
Free report 

General questions 

Specific questions 

Source: Dent and Stephenson ( I  979). 

Condition 2 3 .O 3.9 9.7 9.2 8.2 

Condition 3: 8.2 7.9 8.3 8.9 a. i 

rn 
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A c t i v i t y  4 
Allow about 
10 minutes 

C h i l d r e n ’ s  p e r f o r m a n c e  u n d e r  q u e s t i o n i n g  

This aaivity further develops your ability to interpret numerical data. 

Study the data in Table I and write down your interpretation of the results across the 
different conditions. 

C o m m e n t  

In the final three sessions (3 t o  5), where all children were asked specific questions, there is no 
difference in the amount of correct or incorrect information recalled. In the first two sessions 
there are significant differences among conditions for both correct recall (F = 19.4, df = 2, 
p < .OO I )  and for incorrect recall (F = 24.4, df = 2, p < .OO I). The children in the free report 
condition (Condition I )  gave less correct and less incorrect information than children in either 
the general or specific questions conditions. The children answering general questions also 
provided less correct and less incorrect information than children answering specific questions, 
Answering specific questions brought about increases in the amount of both correct and 
-incorrect details provided by children in the free report and general questions conditions, so 
that the performance of children in all three conditions was essentially the same. 

A 
To what extent does the experiment outlined in Research summary 1 mimic the 
actual experience of a child witnessing a real-life event and later being 
interviewed by a police officer about it? To be able to answer this question you 
have to consider how far the study represents the real-life event and thus how far 
the results may be generalized. This issue is a primary consideration for 
researchers and is called ‘ecological validity’. 

Stephenson, in practice many psychologists use similar procedures today to 
investigate issues in relation to questioning children. Ethical and methodological 
constraints are particularly salient because most research in this area is carried out in 
the context of child sexual abuse investigations. In experimental studies, 
psychologists have typically staged an event, such as an argument between two 
actors or a magic show, which is witnessed by children who are later individually 
questioned about what happened (e.g. Ceci et al., 2002). The event is usually 
recorded on video so that the researcher knows exactly what has happened and the 
accuracy and completeness of the child’s account can be evaluated. Studies of this 
sort have been complemented by analyses of transcripts of interviews with children 
many of whom are suspected victims of sexual abuse (e.g. Sternberg et al., 2001). 
Here accuracy and completeness cannot be verified, but actual questioning patterns 
can be examined. Both sources of information agree about the utility of different 
sorts of questions, and a ‘typology’ of questions has emerged (Lamb et al., 2002). 

Although it may be easy to criticize the artificial nature of the study by Dent and 
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Typology of questions 
Experimental and applied research confirms the value of general (or open) 
questions, and raises concerns about the possible negative consequences of 
specific (or focused) questions. This contradicts some of the findings reported in 
Research summary 1, where Dent and Stephenson’s early study (1979) found that 
general questions were less successful overall than specific questions. 

Open questions require information to be recalled from memory, for example 
‘What happened yesterday? They do not prescribe the witness’s response in any 
specific way and, because of this, are most likely to get the most accurate 
information from the child’s original memory. Most questions beginning with 
‘what’, ‘when’, ‘where’ and ‘who’ - the so-called Wh- questions - are classified as 
open questions. Facilitators, such as ‘OK and ‘hmm’, encourage the child to 
continue his or her account. Since they, too, are non-leading and non-specific, 
they are effective at maintaining the witness’s account without decreasing its 
accuracy. Although information elicited by open questions and facilitators is 
usually very accurate and thus of high quality, it is also usually limited in quantity. 
Interviewers are therefore likely to ask a child witness further questions. 

Focused questions are specific but not leading. They require the witness to 
search their memory for details or aspects of the event that they have mentioned 
previously. They may be open-ended, or cued invitations to recall specific 
information such as ‘What was he wearing?’ Focused questions usually increase 
the number of correct details provided by witness because they offer cues or 
support for the child’s memory. At the same time they often reduce the accuracy 
of the witness’s account overall, because witnesses tend also to provide more 
inaccurate details, as is evident in Table 1 in Research summary 1. Such 
inaccuracies introduced by focused questions may be due to a failure to 
remember the specific item, or to social psychological factors, such as guessing in 
an effort to please the interviewer. 

recognition memory. Such questions are sometimes referred to as ‘closed because 
they limit the answer the child can give, and they may also focus on aspects of the 
event that the witness has not already mentioned. In this way, they may also be 
considered ‘leading’, but the term leading question is usually reserved for questions 
which strongly suggest what response is required of the child (such as ‘He was 
naughty, wasn’t he?’), or assume details which the witness has not yet provided. 
Leading questions are the ones regarded as most problematic by both 
psychologists and lawyers in terms of the limited value they add - and the damage 
they can do - to a witness’s account and its subsequent credibility. The possibility 
exists that the witness is not answering from memory at all, but rather is simply 
repeating or acquiescing to information contained in the question. 

Option-posing questions, such as ‘Was the door open or shut?, involve 
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The Memorandum of Good Practice and its successor, Achieving Best Evidence, 
contain examples and explanations of these different types of questions and 
encourage interviewers to use open questions as much as possible. Both 
documents advocate a four-phase approach to investigative interviews, which is 
outlined in Box 3. 

Th e M ern o r a  n d u rn/A c h i e vi n g Be s t E v i d e n c e p h a s e d i n t e r v  i e w 

Phase I :  R a p p o r t  

The purpose of this phase is t o  establish a rapport or  relationship between the 
interviewer and the child, so that the child is able to relax as much as possible. The 
interviewer should also reassure the child, refer t o  the video equipment, discuss 
‘ground rules’ (for example, that it is acceptable for the child to answer ‘I don’t know’) 
and convey the need for the child to tell the truth. 

Phase 2: F ree  n a r r a t i v e  

In this phase the child should be enabled to give an account of their experience, without 
questioning or  interruptions from the interviewer. Only open-ended prompts or 
facilitators should be used to encourage the child. 

Phase 3: Q u e s t i o n i n g  

The interviewer uses questions to  elicit further details, and missing information, from 
the child. Interviewers should make use of open questions as much as possible, with a 
progression through specific, closed and exceptionally leading questions, as necessary. 

Phase 4: C l o s u r e  

During this phase interviewers should check their understanding of the child‘s account 
(with each other, and possibly through further questioning of the child) and ensure that 
the child does not leave the interview distressed. They should thank the child, explain 
what will happen next and answer any questions the child may have. 

Evaluations of Memorandum interviews show that interviewers have variable 
skills in incorporating the interview phases (Davies et al., 1995; Westcott and 
Kynan, in press). In particular, free narrative and closure are often omitted or 
poorly conducted. Another major finding has been an over-reliance on specific 
questions, with too few open questions, and too many option-posing and leading 
questions being asked (Sternberg et aX, 2001). Coupled with the lack of a free 
narrative, these interviewer behaviours can result in the adult talking too much 
and taking control of the interview, rather than the child being enabled to give 
their account. However, the pressures on both interviewers and children in 
MemorandudAchieving Best Evidence interviews are very great, and many other 
factors, including fear and embarrassment, make such interviews very difficult for 
all concerned (Westcott and Jones, 1997). 
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Although this typology of questions and this interviewing framework have 
developed in the context of investigative interviewing, they also raise important 
questions about the apprbach to interviewing children for research purposes 
(Westcott and Littleton, 2005). For example, it is very important to have a rapport 
phase which genuinely engages the child in the research activity. If children are 
given the opportunity to talk at length through the equivalent of a ‘free narrative’ 
phase, or through the use of open questions, the researcher is much more likely 
to gain the child’s own perspective, and thus enhance their understanding. 
Researchers should also consider the types of questions that children encounter in 
their school environment, where they know that, in most circumstances, a teacher 
asking a question knows the answer already. How might that influence the 
responses that they give in a research interview where they may likewise assume 
the interviewer already knows the answer and try to guess what it is? 

3.2 Children’s understanding of truth and lies 
In England and Wales, children giving evidence in Memorandum or Achieving 
Best Evidence interviews no longer have a formal assessment of their competency, 
or ability to tell the truth. Previously, the judge might ask the child questions 
(concerning truth-telling and telling lies, for example) in order to establish their 
competency, and whether or not their testimony should be given sworn or 
unsworn. Although there is no longer a formal assessment, interviewers 
conducting an investigative interview with a child on video will discuss with them 
the importance of telling the truth in the rapport phase (a gesture towards 
competency assessment). Psychologists have been interested in issues related to 
these developments, and have established that factors in three domains of 
children’s development are likely to be relevant: 
1 
2 

- cognition, for example, their understanding of theory of mind (Pemer, 1997); 
language, as in their comprehension of abstract vocabulary such as ‘truth, 
‘lies’ and ‘promise’, and their understanding of the consequences of telling 
lies (Lyon, 2002); 

3 their motivation to protect themselves or significant others (Lyon, 2002). 
It is not clear that courts - or interviewers in videotaped interviews - have fully 
considered these different factors in their assessments of children’s competency to 
take the oath, or their understanding of truth and lies (Bala et al., 2001). Often 
quite young children are asked to show abstract understanding of relevant terms, 
something which can be difficult even for adults, as Activity 5 may demonstrate. 

SG 

A c t i v i t y  5 Truth a n d  l i es  
Allow about 
5 minutes 

This activity highlights some ofthe problems of understanding and articulating abstmct concepts. 

Write down a definition of the terms ‘truth’ and ‘lie’. Now explain the difference between 
the two. 
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C o m m e n t  

You may have found this task harder than you expected - especially if you tned to  avoid using 
circular reasoning (the truth IS not telling lies, lying is the opposite of telling the truth, etc.). 

A 

Lyon and his colleagues (Lyon, 2002) have highlighted some of the problems for 
children in traditional approaches to assessing their understanding of the oath. 
These principally concern the level of abstract reasoning required. As in Activity 5 ,  
such approaches usually involve asking a child either to define the terms ‘truth’ 
and ‘lie’ or to describe the difference between them. Lyon proposes that, instead, 
children are asked to identify statements as truth or lies, something which those as 
young as 4 years have been able to do in experimental studies (Bussey and 
Grimbeek, 2000). Research summary 2 summarizes one such study by Lyon and 
Saywitz (1999) which is an example of a collaboration between academics in the 
fields of law and psychology. 

Assessing chi ldren’s u n d e r s t a n d i n g  of t r u t h  a n d  l ies 

Lyon and Saywitz ( I  999) identified 96 abused (physically, sexually and emotionally) and 
neglected children aged between 4 and 7 years who were awaiting judicial proceedings. 
They participated in a number of tasks designed to investigate their ability to identify 
truth and lies (identification task- A), distinguish between truth and lies (difference task 
- B), and define the terms (definition task - C). 

In the identification task (A), children opened a ‘door’ on a picture to  reveal an object, 
and were asked if it was the truth or a lie if ‘somebody’ either named the object as the 
child did, or named it incorrectly. For example, if the opened door revealed a picture of 
a lion, the experimenter would say, ‘If somebody says that’s a puppy, is that the truth or  
a lie?’ This procedure was repeated four times. 

In the difference task (B), children opened two doors and had to  say if the pictures 
underneath each were the same (e.g. two pictures of identical cars), or different (e.g. a 
picture of a sock and a picture of a tree), and why. This procedure was repeated before 
the child was asked to  say whether telling a lie and telling the truth were the same or  
different, and why. 

In the definition task (C), the children were asked to  define terms like cat and ‘taking a 
nap’ as if the experimenter was a baby and did not know what some words meant Later 
the experimenter asked the child, ‘How about telling a lie? Do you know what it means 
to  tell a lie? What does it mean to tell a lie?’ with the same procedure for the truth. 

The results of this experiment are summarized in Figure 4. 
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Figure 4 
task (Lyon and Saywitz, 1999). 

Percentage of participants demonstrating understanding as a function of age and 

Lyon and Saywitz concluded that most children were able to  identify truthful 
statements and lies by the age of 5 years (task A), but that few children younger than 7 
years could provide ‘minimally sufficient’ descriptions of either the difference between 
truth and lies (task B), or definitions of truth and lies (task C). Consequently, the 
difference and definition tasks underestimated children’s actual understanding of the 
truth and lies. 

You should note that it is unusual yet important for abused and neglected children to  be 
participants in experimental studies. Abused and neglected children’s performance 
might be adversely affected by psychological effects of abuse, such as clinical depression 
and low self-esteem, or  by other factors associated with their abuse experience, such as 
problems with concentration or  motivation. As a consequence, they may behave 
differently in such a study from children who have not been maltreated, and that in turn 
affects the degree to  which the results can be generalized to  the legal context. 

Motivational factors have also been considered in this research programme (Lyon, 
2002). Lyon and his colleagues suspected that children find discussing lies 
particularly difficult - for example because they fear that if they are seen to 
identlfy lies, then it might make the interviewer suspect that they would tell a lie. 
Similarly, children might find it unpleasant and possibly frightening to discuss the 
consequences of lying for themselves, or to call the interviewer a liar in test 
scenarios. Further studies have explored and confirmed these suppositions both 
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by asking children to identify as lies statements made either by an adult 
interviewer or by a child in a story, and by asking them to discuss the 
consequences of lying for either themselves or for a child in a story. Children 
were more competent in identlfying lies told by the story child, rather than by the 
interviewer, and when discussing the consequences for the story child rather than 
for themselves (Lyon, 2002). 

truth, or to lie, are addressed. Psychologists examining what interviewers actually 
do in investigative interviews (Huffman et al., 1999; Westcott and Kynan, in press) 
have found that the following example is typical of an assessment of children’s 
understanding of truth and lies: 

From a legal perspective, it is important that motivational factors to tell the 

Interviewer: If I said that door was purple with pink spots [it is actually 
brown], would that be the truth or a lie? 

Child: A lie. 

Interviewer: If I said that the door was brown, would that be the truth or a 
lie? 

Child: The truth. 

Although this child has demonstrated knowledge of the difference between true 
and false information (she knows what colour the door really is), the issues at stake 
in a court case involve more sophisticated cognitive, linguistic and moral factors 
(Perner, 1997). For example, does the child appreciate the possible consequences 
for the defendant if he or she is telling lies in a false allegation? Is there a reason 
why the child might be motivated to make a false allegation, for example in 
retaliation? Achieving Best Evidence (Home Office, 2002) includes examples of 
stories which can be used with children of different ages to initiate discussions of 
truth telling, including issues of intent and consequences, in investigative 
interviews (developed from work by psychologists, McCaron et al., 2004). 

Does asking a child to take an oath make them give more accurate evidence? 
Psychological research on this question is rather limited, and as yet there is no clear 
evidence to suggest that it does, although some studies have suggested that asking 
children to ‘promise’ to tell the truth may encourage truth telling (Lyon and Dorado, 
1999; Talwar et al., 2002). Research summary 3 describes an American study by 
Huffman et al. (1999) which investigated the relationship between discussing truth 
and lies, and children’s subsequent accuracy in describing an event. 

1 .  1 ..--_ 
Assessing chi ldren’s u n d e r s t a n d i n g  of  t r u t h  a n d  l ies 

In the first part of their research, Huffman and her colleagues ( I  999) looked at 
discussions of truth and lies during interviews with children who were suspected of 
being sexually abused. They found that such ‘standard’ discussions were typically very 
basic (such as distinguishing between true and false information) and did not vary 
according to the age of the child being interviewed. Interviewers also relied on closed 
questions to elicit ‘yes or no’ answers from children when, as already noted, such 
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questions are not the most desirable method for eliciting information. Huffman et 01. 
went on to  devise an experiment that built upon the descriptive knowledge they had 
obtained in their f i r s t  analyses. 

A ‘standard’ protocol was developed for discussing truth and lies (T&L). It contained 
one question asking if the child understood the difference between the truth and a lie, 
two questions requiring the child to make a truth-lie judgement (such as, ‘If I said that 
you were a boy, would that be a truth or  a lie?’), and one statement by the interviewer 
requesting the child to  tell only the truth in the interview. By contrast, an ‘elaborate’ 
protocol included more open-ended questions, focused on examples and definitions of 
lies, included a question regarding the consequences of lying, and required children t o  
make truth-lie judgements about three different scenarios. The researchers 
hypothesized that having children discuss truth and lying in a more elaborate or  
extended fashion would make them more accurate when asked t o  recall an event 

Sixty-seven children aged 4 to  6 years participated in a play event with a visitor t o  their 
pre-school. One week later, they were interviewed about the event, using a mixture of 
misleading and non-leading questions. After a further 2 days they were re-interviewed 
by a different interviewer in one of three conditions: no T&L (the control group), 
standard T&L, or elaborate T&L. Following the discussion of T&L (or no discussion of 
T&Lfor children in the control group), children were asked to  recall the event and then 
were asked specific questions. Analyses showed that, at the time of the f i rst  interview, 
there were no differences in the accuracy of children’s responses across conditions. 
However, after the second interview, there were differences. Specifically, children in 
the elaboi-ate T&L condition were more accurate than children given the standard T&L 
or  no T&L discussion, who did not differ from each other. The researchers went on to 
suggest that discussing T&L with young children is only effective if this discussion is 
more elaborate than that which typically takes place in investigative interviews. 

of Section 3 

There have been many innovations and reforms of legislation and legal 
procedure to encourage child witness evidence in England and Wales, 
such as the introduction of videotaped evidence, and the abolition of the 
competency requirement. 
Psychological research has informed the development of guidelines for 
interviewing child witnesses, notably the Memorandum of Good Practice 
(Home Office/DoH, 1992) and its successor, Achieving Best Evidence 
(Home Office, 2002). 
Psychologists have investigated children’s competency to take the oath 
and their understanding of truth and lies. Researchers have suggested 
ways in which young children can be helped to demonstrate their 
understanding of truthful and untruthful statements, and subsequently to 
give more accurate reports. 
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Children and criminal responsibility 
As noted at the start of this chapter, forensic psychologists are interested in many 
aspects of children’s offending behaviour, such as family conflict and behavioural 
problems (Farrington, 1996). They are also interested in the treatment and 
rehabilitation of young offenders (Hollin and Howells, 1996). This section will 
focus on competency-related issues with respect to young offenders, and in doing 
so it maintains the link to the earlier consideration of the competency of 
witnesses. 

4.1 Criminal responsibility and doli incapax 
In the Thompson and Venables case, psychiatrists and teachers concluded that the 
boys were capable of certain moral judgements. This was necessary because of 
the doli incapax rule, which applied to young people aged between 10 and 13 
years and presumed that they were unable to form criminal intent, unless the 
prosecution provided evidence that disproved this presumption. Children aged 
under 10 years in England and Wales cannot be charged with a criminal offence, 
because they are presumed by law (the Children and Young Persons Act 1933) 
not to be responsible for their actions. The presumption could therefore only be 
overcome if the court was convinced, beyond reasonable doubt, that the rule 
should be ignored. For doh incapax not to apply, prosecutors had to show (for 
example, through the assessments provided in the Thompson and Venables case) 
that the child defendant knew that what he or she was doing was seriously 
wrong, and was thus criminally responsible. Doli incapax was abolished in 
England and Wales by the Crime and Disorder Act 1998. A similar presumption, 
that a boy under the age of 14 was incapable of sexual intercourse, was abolished 
by the Sexual Offences Act 1993. 

The dola incapax rule was created by judges in the sixteenth and seventeenth 
centuries ‘in an attempt to ameliorate an exceedingly harsh criminal law that 
mandated death for most offences’ (Bedingfield, 1998, p. 481). In the later part of 
the twentieth century, however, this rule was seen by some judges as absurd and 
‘an affront to common sense’ (C (A Minor) Venus Director of Public Prosecutions, 
[19951). Such statements implied that children, or rather society’s view of children, 
had changed in some way, and they suggest perhaps that children today are - or 
are seen to be - more ‘criminally culpable’ than they were previously. Stephen 
Scarlett, the Senior Children’s Magistrate in New South Wales, Australia, voiced 
such a view in 2000. He was advocating a drop in age at which doli incapax 
applied in Australia, from 14 to 12 years: 

It would seem obvious that children in the final stages of the 20th century 
are better educated and more sophisticated than their counterparts 200 
years ago [... I A child of 12 in Australia has access to television, radio and 
the Internet, and has a far greater understanding of the world than a 12- 
year-old in rural Britain in 1769. 

(cited in Urbas, 2000, p. 5). 
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However, Scarlett’s contemporary, the president of the New South Wales Law 
Society counter-argued that ‘Just because they are bombarded with electronic 
information tandl the Internet . . . doesn’t mean they have any greater intellectual 
development’ (cited in Urbas, 2000, p. 5).  

This is an illustration of competing constructions of children and their position as 
antagonists or victims, located in prevailing cultural conditions. Normally, three 
criteria have to be met if a person is to be held criminally responsible (Carson, 1995): 
1 They knew the act was punishable or wrong when they were committing it. 
2 They were aware of what they were doing, and were doing it voluntarily. 
3 They were aware of short-term and long-term consequences of their 

behaviour. 
Relevant questions in the context of this chapter therefore include: ‘When do 
children know that an act is punishable or wrong?’; ‘When are children aware of 
what they are doing?’; and ‘When do children understand the consequences of 
their behaviour?’ To what extent do psychological theories of moral development 
help to answer these questions? Applying such theories to the legal (or ‘real- 
world’) context is rarely straightforward. 

4.2 Psychological theories of moral development 
According to Piaget, there is close correspondence between children’s cognitive 
and moral development. In keeping with his stage theory of cognitive 
development, Piaget (1932) developed a similar model of moral development 
(see Box 4). 

Key features o f  Plaget’s theory  of  mora l  development  

Age 0-5 years: P remora l  

Little understanding of rules or morality. 

Age 5-10 years: M o r a l  rea l i sm 

Rigid belief that rules must be obeyed and that actions are judged bytheir consequences. 
Children in this stage believe that the naughtier the behaviour, the greater should be the 
punishment, and also that naughty behaviour will always be punished. 

Age l O+years: M o r a l  re la t i v i sm 

Recognition that people have different moral standards, and greater flexibility in moral 
understanding, including individuals’ intentions as well as consequences of behaviour. 
Children in this stage know that rules can be broken, and that wrong behaviour is not 
always punished. Further, they believe that punishment ‘should fit the crime’. 

Source Proget ( I  932). 
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He argued that games are important for children’s moral development because 
through them children develop an understanding of how m1es function and 
where they come from, as well as whether rules can be changed and, if so, with 
what consequences. Piaget argued that children generalize this experience and 
understanding of the use of rules to other contexts. He further distinguished 
between the practice of moral rules (moral behaviour) and the ability to explain 
those rules (moral understanding), with both developing separately and in 
parallel. According to this theory, by their early teens children have moved from a 
view of rules as constraints imposed by adults, to an understanding that rules are 
changeable, based on mutual co-operation and respect. 

development, summarized in Figure 5. Like Piaget, Kohlberg assumed that all 
children follow a series of stages in moral development, but unlike Piaget he did 
not formally link the stages to specific ages, and he suggested that moral 
development continues through adolescence and adulthood. 

Kohlberg (1981) developed these ideas within his own theory of moral 

Stage 1 : the punishment and obedience orientation 
The physical consequences of an action determine 
whether it i s  good or bad. The child seeks to avoid 
punishment and to defer to powerful authorities. 

Stage 2: the instrumental relativist orientatlon 
The right way to behave is seen as behaviour which 
i s  rewarded. Elements of reciprocity are present 
in the child such as ‘you scratch my back and I’ll 
scratch yours’. 

/ 

\ 

Stage 3: the interpersonal concordance or ‘good boy 
- nice girl’ orientation 
Good behaviour is seen as that which pleases or helps 
others and gains their approval. 
The adolexentladult conforms to stereotypical images 
of good behaviour. 

Stage 4: society maintaining orientation 
The child i s  oriented towards authority, fixed rules, 
and maintaining the social order. Doing one’s duty and 
showing respect for authority is seen as important. 

\ 

Stage 5: the social contract orientation 
The right action is defined in terms of general individual 
rights (moral rights) as well as in terms of standards 
democratically agreed upon by society (legal nghts). / 
Stage 6: the universal ethical principle orientation 
An individual’s action is uided by his or her own 
principles of conscience d i c h  include justice, reciprocity 
and equality of human rights, and respect for the dignity 
of human beings. 

Figure 5 Kohlberg’s stages of moral development (adapted from Kohlberg, I98 I, pp. 17-20), 
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Social learning theorists (e.g. Bandura, 1965) have approached the issue of moral 
development in a very different way from both Piaget and Kohlberg. Here, the 
emphasis is on social factors which influence moral behaviour, rather than moral 
understanding or reasoning (cognitive factors). Two types of learning are thought 
to be particularly influential on moral behaviour: 

direct learning - being rewarded (reinforced) for behaving in particular 
ways, and punished for behaving in certain other ways; 
observational learning - learning by observing other people being rewarded 
or punished for behaving in certain ways, and then behaving in the way that 
was rewarded. 

According to social learning theory, moral behaviour - both children’s and adults’ 
-will show inconsistency across different situations, depending on the rewards or 
punishments applying in those situations, and will not be linked to particular ages 
as such. 

Finally, Freud’s psychodynamic model (1923) stressed the emotional 
component of moral development. Figure 6 shows Freud’s representation of the 
relationships between the three forces in the psyche - the id, the ego and 
superego - and levels of consciousness. The id is focused on obtaining pleasure 
from satisfaction, whether in reality or in fantasy, or of biological needs. The ego 
is the reality-testing aspect of the self, concerned with integrating the different 
aspects of self. Finally, the superego is based on the introjection of moral attitudes 
through the child’s identification with significant others, and so represents the 
conscience. 

Figure 6 
(adapted from Freud, 1933). 

Relations between id, ego and superego and levels of consciousness 

The superego is thus concerned with moral issues and comprises the conscience 
and the ego-ideal. Within the superego, the conscience makes an individual feel 
guilty or ashamed of behaving badly, while the ego-ideal makes an individual feel 
proud of good behaviour. Freud believed that the superego developed at the age 
of 5 or 6 years as a result of the resolution of the Oedipus complex in boys and 
the Electra complex in girls. Children identlfy with the same-sex parent, and 
incorporate elements of their parents’ moral standards within their superego. 
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As is often the case, applications of these psychological theories are not 
explicit. Piaget’s findings imply that by the age of criminal responsibility in 
England - 10 years - children’s moral development would have been completed, 
so that they should be held accountable for their actions. By contrast, Kohlberg’s 
theory holds that at 10 years moral development is incomplete, so that it might 
seem harsh to hold children who are still developing morally criminally 
responsible. Freud’s theory might suggest the need to consider family 
relationships and moral standards on a case-by-case basis. In the Thompson and 
Venables case, for example, the role of violent films was highlighted by the judge 
and media commentatofs. It seems likely that both the boys had watched such 
films and there was a discussion on whether this had led them to behave 
violently, an argument that draws support from the social learning theorists. 
Although psychological theories do not offer clear-cut and consistent guidance on 
the age of responsibility, they do, however, suggest issues that it may be helpful 
to consider. 

A review of psychological theories and research related to children’s criminal 
responsibility (Wilson, 2001), concludes that there is no evidence either for or 
against the viewpoint that children in the twenty-first century are more criminally 
culpable: 

[Tlhere are no known empirical studies that directly examine if children 
today have a better understanding of right and wrong than do children of 
previous generations. I... 1 It is now known that children’s understanding of 
right and wrong is more complex than previously thought. It may be that 
children’s thinking has developed greater complexity, but it is more likely 
that our understanding of children has merely improved. [... 1 More 
research is needed to establish exactly how children’s understanding of 
right and wrong in different contexts develops. 

(Wilson, 2001, p. 22) 

4.3 Deception in children 
One factor which links back to questions around criminal responsibility and dolt 
incapax is deception. For example, if the prosecution could prove that a child 
had acted deceptively it might be able to make a case that the presumption of 
innocence should be ignored. In the Thompson and Venables case, one of the 
issues the jury had to decide was ‘whether the boys told lies out of panic, 
stupidity, confusion and fear - or because they knew what they’d done was 
wrong and were trying to hide it’ (Morrison, 1937, p. 223). Children’s awareness 
of what they are doing - and of the possible consequences - can be assessed in 
studies of children’s deceptive behaviour. The ability to deceive draws on a 
number of cognitive skills such as theory of mind and is also related to the 
understanding of truth and lies discussed earlier. By taking the oath a witness is 
promising to tell the truth, and thus not to lie or deceive about their account of 
events. This final section will therefore consider some of what is known about 
children’s deception. 
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v 
A c t i v i t y  6 
Allow about 
10 minutes 

D e c e p t i o n  i n  t h e  e a r l y  yea rs  

This activ@ explores your understanding ofthe nature of deception. 

Spend a few minutes thinking about your own childhood, or that of children you know. Try 
to recall early incidents of intentional deception. What form did they take? How old were 
you, or the child you are thinking of? At what age do you think children are first able to 
deceive? 

C o m m e n t  

What factors have influenced your decision? Perhaps you have considered the type of lie - 
verbal or non-verbal - or the reason(s) why children might lie, such as to protect themselves 
or others. 

A 

Psychological research suggests that children are capable of simple deceptive 
behaviour, particularly to avoid punishment, by the age of about 3 years (Lewis, 
1993). In its earliest form, such behaviour is likely to be non-verbal (for example, a 
boy shaking his head when asked if he has broken a toy) or one-word answers (for 
example, a girl answering ‘no’ when asked if she has eaten all the sweets). In a 
typical study, Lewis and colleagues (1989) instructed children aged between 33 and 
37 months not to ‘peek’ at a toy while an experimenter left the room that they were in 
together. Most children did in fact look at the toy, but the great majority later denied 
that they had peeked, or would not answer the question. At around 5 years of age, 
children should be ‘capable of telling plausible and convincing elaborate lies’, but 
‘whether this is indeed the case needs to be investigated (Vrij, 2002, p. 189). 

In the context of this chapter, the motivation to tell lies is important. Would a 
child lie in court to detract from their own wrongdoing, or to obtain a conviction 
on false charges, or because they have been coached to do so? Vrij (2002) has 
suggested a developmental progression in the reasons why children lie: 

to avoid punishment; . to obtain a reward; . to protect their self-esteem; 
to maintain relationships (e.g. ‘I didn’t want to make him feel bad, that’s why 
I didn’t show my disappointment’); 
to conform to norms and conventions. . 

Thus, younger children will tell the truth in order to avoid punishment, whereas 
older children will emphasize truth-telling in order to uphold the laws and rules 
of society; this is reminiscent of the iater stages of moral development proposed 
by Kohlberg. Ruck (1996) showed children aged between 7 and 13 years various 
vignettes in which a child had witnessed or had been involved in a crime, and 
was subsequently required to testify in court. On the basis of his findings, Ruck 
developed a four-level scale to describe children’s understanding of telling the 
truth in court: 

Level 0: Irrelevant or no response; 
Level 1: Concern with negative consequences to self; 
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Level 2:  Concern with exhibiting good qualities and behaviour; 
Level 3: Concern with the laws of society. 

Ruck found that the younger children demonstrated reasoning at Level 1, whereas 
the oldest children were operating at Level 3. 

Once again, it is important to note that Ruck’s participants were ‘typical’ 
schoolchildren. Bearing in mind the earlier discussion on the involvement of 
abused and neglected children as participants in Lyon’s research, you might 
speculate that involving young offenders as participants would give a different 
view of children’s understanding of truth-telling and moral behaviour. For 
example, Palmer and Hollin (1998) investigated moral reasoning in young 
offenders and non-offenders, and found that the offenders had some specific and 
some global deficits in moral reasoning, particularly with respect to moral values 
related to delinquent behaviour. 

Children may also lie for other reasons, such as to protect a loved one (Ceci and 
DeSimone Leichtman, 1992). This can be particularly relevant to a situation where 
a child is called as a witness in a case where the parent is accused of wrongdoing. 
Research summary 4 describes an experiment conducted by Talwar et al. (2004) 
where this type of lying was investigated. This is a further example of research 
stemming from interest in a subject which is shared by both psychologists and 
lawyers. 

R:-l- 1 .  1 .  1 

Children’s lie-telling behaviour 

Talwar and her colleagues (Talwar et a/., 2004) arranged an experimental situation in 
which children aged between 3 and I I years were coached by their parents not to 
report a transgression. The parents were acting as confederates of the experimenters 
and deliberately moved a puppet marked with a ‘Do not touch’ sign, which gave the 
appearance of the puppet breaking. The researchers were interested to  see whether 
the children would tell the truth about who broke the puppet, and also whether a 
competency-type assessment involving a discussion of truth and lies (T&L) would 
promote truth-telling by the children. 

Children were placed in one of three conditions: 
I 

2 

3 

The child witnessed the parent ‘break’ the puppet and was later questioned in the 
presence of the parent (parent present condition). 
The child witnessed the parent ‘break‘ the puppet and was later questioned 
without their parent present (parent absent condition). 
The child did not witness the parent ‘break‘ the puppet but was coached by the 
parent not t o  tell the experimenter what had happened to the puppet before the 
child was later questioned in the absence of the parent (child absent condition). 

Ail children were interviewed twice by two different interviewers about what had 
happened, using four questions (see Table 2). Between the first and second interview 
they underwent a discussion of T&L with the-second interviewer as a type of 
competency assessment. 
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Table 2 Percentage of truthful responses t o  four questions in two interview 
conditions 

First interview (%) Second interview (%) 

Condition 

Question I 
What happened to  
the puppet? 
(‘Mom broke it’) 

Question 2 
Did you break the 
puppet? 
(‘No’) 

Question 3 
Did your mom (dad) 
break it? 
(‘Yes’) 

Question 4 
Did someone else 
break it? 
(‘No’) 

Parent Parent Child 
absent present absent 

52 46 22 

I 00 98 I 00 

80 67 51 

98 96 76 

Parent Parent Child 
absent present absent 

85 96 60 

I 00 I00 I00 

89 96 69 

91 91 78 

Source: adopted from Tolwor et al., 2004. 

As shown in Table 2, regardless of whether the children were questioned in the presence 
or  absence of the parent, most children told the truth. The researchers interpreted the 
‘child absent’ condition to show that when the likelihood of the child being blamed for 
the transgression was reduced (the child was not present when the puppet got broken), 
significantly more children lied. Significantly more children told the truth in the second 
interview, after the T&L discussion when they had been asked t o  promise t o  tell the 
truth. 

Other elements of this study are interesting in the context of the broader discussion. 
First, the parents explicitly attempted t o  coach their children to  lie, although they were 
ultimately not that successful. The degree to  which children’s evidence may be tainted by 
coaching, such as in a disputed custody contest between parents, where one parent 
alleges that the child has reported abuse by the other parent, has been a frequent topic of 
concern. Note, too, the wording of Questions 2, 3 and 4. They are all closed questions, 
requiring one-word answers, which should make it easier for children to  lie, because 
they do not have to  provide a detailed response which elaborates their deception. 
Finally, this study speaks t o  the value of some kind of competency assessment or  
discussion of T&L in interviews with children (see Section 3). 

Surprisingly, perhaps, psychological research on the nature of deceptive 
behaviour in children, and on the detection of deception in children, has been 
limited. Vrij (2002) suggests this may be because some people adhere to the 
maxim that ‘children never lie’, and indeed this has been a controversial issue in 
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the field of child sexual abuse allegations. Would a child falsely accuse an adult of 
sexual abuse? Research suggests that the percentage of ‘erroneous concerns’ of 
sexual abuse that originate from children is small: in one study (Oates et al., 2000) 
it amounted to 2.5 per cent of cases. By contrast, it is widely assumed that adults 
do lie, and research has instead concentrated mostly on differences in the 
behaviour of truth-tellers and liars, and on the extent to which people can detect 
deceit in adults (Vrij, 2000). 

An interesting parallel is to be found in the field of suggestibility research. With 
children, psychologists have concentrated on whether or not they are suggestible, 
and the practical implications of this for interviewers. Adult suggestibility research 
has instead assumed that adults are suggestible, and has concentrated on 
theoretical mechanisms through which suggestibility effects might occur. 

Vrij (2002) has summarized research findings on children’s deception as follows: 

children become better liars with increasing age; 

parents are better detectors of lying than non-parents; 

children’s lies are easier to detect when listening to their voices than when 
looking at their faces; 

lies are easier to detect by ‘indirect methods’ of lie detection; 

introverted children and socially anxious children seem less likely to be 
believed by observers; 

judges are better at detecting lies when analysing the content of children’s 
speech than by paying attention to their non-verbal behaviour. 

(Adapted from Vrij, 2002, pp. 189-90) 

Vrij (2002) concludes that ‘a clear picture about children’s ability to lie (in court) 
and people’s ability to detect such lies does not exist’ (p. 190). 

This may seem a surprising conclusion which challenges the conventional 
assumption of the adversarial tradition (Spencer and Flin, 19931, namely that the 
judge and jury will gain insight from seeing the behaviour of the witness ‘live’ on 
the stand, and that they will be able to ‘read’ non-verbal behaviour correctly to aid 
their decision making. This assumption has underpinned a great deal of resistance 
among the legal community to the introduction of videotaped evidence from 
children, and to the use of live links (CCW) and screens by child witnesses 
appearing in court (Davies and Noon, 1991; Davies et al., 1995). Lawyers 
prosecuting cases involving child witnesses fear that the technology lessens the 
impact of the child’s evidence, whereas those acting for the defence believe the 
technology makes it easier for children to be deceptive. Vrij’s conclusions suggest 
both sets of concerns are misplaced. His observation about introverted children is 
also interesting in the context of this chapter. Children appearing as witnesses or 
as defendants might well be expected to be socially anxious. Thus their credibility 
- or perceived competency - might have little to do with their honesty. 
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of Section 4 

The age at which children can be held responsible for committing a 
criminal offence has been a source of debate; in England and Wales it is 
10 years. 
The doli incapax rule in England and Wales presumed that children aged 
10-13 years could not be charged with a criminal offence unless the 
prosecution proved criminal intent; this rule was abolished in England 
and Wales in 1998 (but still exists in some other countries). 
Four psychological theories of moral development have been proposed: 
by Piaget, Kohlberg, Freud and the social learning theorists (e.g. 
Bandura). They highlight factors it may be helpful to consider in 
individual cases concerning the culpability of young offenders. 
Children are able to behave deceptively from an early age, and by the age 
of 5 years should be capable of more elaborate verbal deceit. 
Psychological research on children’s deceptive behaviour, especially as it 
relates to the courtroom, has been relatively limited to date. 

Conclusion 
At the beginning of this chapter Activity 1 highlighted that the way in which 
children, children’s competency, and children’s rights are viewed is a socially 
constructed phenomenon which changes over time and within societies. It is also 
important to acknowledge that simple dichotomies of children as either good or 
bad, passive victims or anti-social aggressors, gloss over complexities in their 
experiences and as a result are often unhelpful. Forensic psychologists must also 
avoid simplistic stereotypes of the role both of the law and of psychology in 
relation to children’s competency and culpability. 

5.1 Children’s accuracy and honesty 
Two underlying themes can be found throughout this chapter: are children 
accurate and are children honest when they give evidence, either as witnesses or 
as defendants? Inevitably, there are no simple answers to these questions, and 
psychological research can provide only pointers to consider. However, in 
addressing accuracy and honesty, this chapter has underlined the importance of 
considering: first, the physical and social context of the interaction with the child; 
secondly, factors stemming from adults who are interacting with the child; and, 
finally, factors associated with the children themselves. 
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The physical and social context 
Activity 3 encouraged a consideration of the impact of the requirements of an 
adversarial system of justice upon children’s evidence. Recall, for example, the 
effect of delays upon the accuracy of children’s memory, or the influence of stress 
on their response to questioning. The Youth Courts (Box 1) have been developed 
specifically to create an environment that will promote children’s accuracy and 
competency as far as possible. 

The adult interviewer 
Section 3.1 highlighted that the manner in which an adult questions a child can 
have a profound effect upon the accuracy of the child’s account. To promote both 
accuracy and honesty, interviewers should ask children as many open-ended 
questions as possible. These promote reliance on the child’s original memory (to 
enhance accuracy) and encourage detailed responses (thus making prolonged 
deception more difficult to maintain). 

The children themselves 
Psychologists have demonstrated that children are capable of simple deceptive 
behaviour from a relatively early age, and have also suggested a number of 
reasons why children might lie, both selfish (to protect themselves) and 
altruistically motivated (to protect loved ones). Current research on children’s 
evidence has been returning to a theme first highlighted by William Stern and his 
wife Clara (1909, 1999) at the beginning of the twentieth century: the need to 
distinguish between outright lies and ‘false beliefs’ that children might have. Thus, 
it is thought that children may erroneously come to believe that they have 
experienced an event, for example because their original memory has been 
influenced by subsequent questioning (Ceci et al., 1994). Thus, in the passing 
reference to research on false allegations of sexual abuse in Section 4, the term 
‘erroneous concerns’ was used quite deliberately. ‘Erroneous concerns’ can 
include intentionally false allegations, as well as those arising from mistaken 
beliefs held by the child or by adult investigators, or from false beliefs caused by 
biased questioning that has affected the child’s original memory for events 
(Westcott and Jones, 2003). In deciding whether an individual child is answering 
accurately or honestly, this chapter has suggested that a wide range of factors 
needs to be considered, including the child’s cognitive, linguistic and moral 
development as well as their personal development and family background. 

5.2 Competency, culpability and credibility 
Vrij (2002) observed (Section 4) that children who are socially anxious are more 
likely to be judged as deceptive, irrespective of their honesty. It is important to 
note that accuracy and honesty are qualities which are quite separate from 
credibility, although there may be links between them. A girl may accurately 
report very few details about an event she has experienced, in a hesitant and 
unconvincing manner - she may be accurate and honest, but still lack credibility. 
Conversely, a boy may provide extensive and elaborate details about an event he 
has not experienced, relying either on his own imagination or on another source 
of information about the event, such as a friends account. This boy may be acting 
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deceptively, yet appear very credible. Forensic psychologists have researched 
perceptions of witness testimony, and found that confidence is a key factor in 
decision making about the credibility of a witness’s evidence unrelated to the 
actual accuracy or honesty of the witness (Memon et al. 2003). For all sorts of 
reasons, however, children may lack this confidence when they appear in court. 
Poor interviewing practice may also damage the credibility of a child witness, for 
example, by failing to check ambiguities that emerge in the child’s allegation or 
by the interviewer dominating an interview rather than enabling the child to give 
their own account (Westcott and Kynan, in press). 

5.3 Final remarks 
This chapter may have raised more questions than it has answered. How should 
decisions about children’s competency and culpability be made? Are child 
witnesses and child defendants treated equally? Should the welfare principles 
behind the Youth Courts be extended to children who are witnesses in the Crown 
Court, and should young defendants be afforded the use of video provisions 
which apply to child witnesses there? If children can be convicted of criminal 
offences at 10 years, does this imply that they have reached levels of adult 
consciousness at that age? Such questions will continue to concern psychologists 
and lawyers for many years to come. 

The relationships between children, adults and society are inextricably linked 
and children’s performance in the legal system is a reflection of these complex 
relationships. To this extent it is important to consider children in context - many of 
the issues raised here apply also to adults: adults can be inaccurate, dishonest and 
lack credibility too. It is psychologists’ responsibility not to ‘theorize incompetent 
children’ (Westcott and Littleton, 2005) by contributing to legal or research 
environments which undermine their competence or compound their culpability. 

Answers to  Activity I 

Activity Age Activity Age 

Have their body pierced Any Get a part-time job I4 years 

Open a bank account I0 years Drink alcohol in pnvate 5 years 

I 6  years Buy a pet I2  years Dnve a moped 

Give evidence at court Any Be convicted of a criminal offence I0 years 
(including sexual offences such as 

rape) 

Buy cigarettes I 6  years Buy a firearm I7 years 

Many with parental consent I 6  years Consent to sex wrth a same-aged I 6  years 

Have flying lessons Any Buy a lottery ticket I6  years 

Have name placed on the sex I0 years Vote in a general election I 8  years 
offenden register 

peer 

Source: Homilton et  al., 2004 
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After you have studied this chapter you should be able to: 
1 define ‘health psychology’; 
2 describe children’s experiences of illness and medical treatment; 
3 discuss, with examples, the ways in which psychology has been applied to 

issues relating to the health of children, and evaluate how successful these 
approaches have been. 

Introduction: what i s  health 
psycho logy? 

This chapter introduces you to an area of applied psychology known as health 
psychology. It aims to show you some of the ways in which psychological 
research and theories have been used to help promote healthy behaviours in 
children, and support children with illness. The chapter starts with a 
consideration of how health psychology relates to children at the level of the 
communities and cultures that they live in, and then moves on to a consideration 
of children as individuals and their experiences of illness and treatment. Before 
you read on, however, try Activity 1. 

v 
A c t i v i t y  I 
Allow about 
I 2  minutes 

H e a l t h  a n d  i l lness  i n  c h i l d h o o d  
This aaiwty will help you to reflect on your own experiences of healthy behaviours and experience of 
illness and the role that psychology could play in promoting health and supporting children with 
illness. 

Think back to your childhood and write down your recollections of what kinds of things 
adults asked you to do ‘for the good of your health’. Beside each one, write down whether or 
not you did as you were instructed, and if not, why. 

Next, think of a time when you were ill as a child. Who looked after you, and how did that 
make you feel? What other feelings do you associate with that time? What professionals, if 
any, were involved in your treatment? 

C o m m e n t  

You may remember your parents or other adults telling you to  do things like eat your greens 
or not t o  run with a pair of  scissors in your hand, or to  wear a coat when you played outside in 
the spring or autumn, or to stop and look both ways before you crossed the road. When you 
look at the advice that you tended to  follow, what was different about those instructions from 
the ones that you tended to ignore? It may have been that some types of advice made more 
sense, or that you felt you could get away with not obeying some of the others because the 
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adult Concerned was unable to monitor your behaviour. Given that information, think about 
how a psychologist could have encouraged you to  do the things you did not want to as a child. 
How might they have encouraged you to adopt more of these 'healthy behavioun'? 

When you were ill as a child you may have been looked after at home by a member of your 
family, or you may have needed to  go to hospital for something more serious. The important 
thing to  note is that these two contexts are likely to have evoked very different reactions: 
being at home and being looked after by a parent can be a comforting experience that 
children relish despite feeling unwell. In contrast, because hospital is a more unfamiliar 
environment with different smells and its own daily routine, it may evoke feelings of anxiety or 
disorientation, as can contact with some health professionals. However, this may not be true in 
the case of nurses or physiotherapists with whom you may have developed a relationship 
through repeated contact. 

One area of research in health psychology is to consider children's health-related 
behaviours and reactions to being ill, theorize what psychological processes may 
underpin the behaviours and emotions experienced by children in these kinds of 
contexts, and then develop health initiatives based on these theories. In broad 
terms, then, health psychology is the application of psychology to health, illness 
and the healthcare process (BPS DHP, 2005). It is concerned with understanding 
how one can promote and maintain health, and also gain knowledge of the 
various factors that influence health and illness. Health psychologists develop 
models that attempt to describe the factors linked to health-related behaviours 
and explain the relationships between them. In this chapter you will be 
introduced to a range of these models and will consider the evidence that 
supports them. This often results in insights into the interactions between 
biological, social, emotional, cultural and behavioural factors and the ways in 
which they influence health and illness. 

Psychology (BPS DHP) indicate the breadth of the field of health psychology and 
its range of applications. 

To study scientifically the psychological processes of health, illness 
and health care 

The stated aims of the British Psychological Society Division of Health 

1 

2 To apply psychology to: 

(a) the promotion and maintenance of health 

(b) the analysis and improvement of the health care system and 
health policy formation 

(c) the prevention of illness and disability and the enhancement of 
outcomes of those who are ill or disabled. 

(BPS DHP, 2005, p. 1) 

Health psychology can be applied to entire communities and be used to guide the 
development of healthcare and the formulation of health policy. It can also be 
applied to individuals, for example in preventive approaches to illness, and in the 
treatment and rehabilitation of physical and mental health. 
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of Section I 

Health psychology is the study of the psychological processes of health, 
illness and healthcare. 
Health and illness are understood by health psychologists through a 
consideration of the biological, social, emotional, cultural and 
behavioural factors that impact on them. 

Understanding health-related 
behaviour 

This section considers children as users of a healthcare system, for example, the 
National Health Service in the United Kingdom. The ways in which people use 
healthcare services have a significant impact on society both in terms of 
economics and a community's health. Health psychology has been applied to 
health service use and has facilitated understanding, and has been used to make 
recommendations for health service policy. Increasingly, psychologists note how 
issues of child development and health are influenced by social, economic and 
cultural diversity (Coscia et al., 2001; Tucker, 2002). An example that illustrates 
this is research by Chen et al. (2003) on children with asthma. Asthma is one of 
the most common chronic illnesses in childhood, as well being as the most 
common reason for hospitalization in childhood (Mannino et al., 1938). In their 
study, Chen and colleagues were interested in understanding the factors 
influencing rehospitalization and why a minority of children with asthma 
accounted for the majority of these hospitalizations (Adams et al., 2000). Before 
you read about Chen et d ' s  study in Research summary 1, try Activity 2 to reflect 
on your own ideas on this subject. 

v 
A c t i v i t y  2 
Allow about 
25 minutes 

C o n s i d e r i n g  r i s k  f a c t o r s  i n  a s t h m a  

This activity will help you think about the factors that might afea the rehospitalization ofasthma 
patients. 

I Consider the definition of asthma given below. 

[Asthma is] a respiratory disease characterized by an increased responsiveness of 
the trachea and bronchi to various stimuli, and manifested by widespread 
narrowing of the airways that changes in severity either spontaneously or as a 
result of treatment. 

Symptoms: recurrent attacks of wheezing, shortness of breath, cough, and a feeling 
of tightness in the chest. 

{Biology Dictionary: Hyperdictionary, 2005) 
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2 Consider which factors you would investigate in order to  understand the likelihood of 
rehospitalization for treatment of asthma. Make a note of these and categorize them into 
biological, psychological, social and cultural factors. 

Read Research summary I and compare your thoughts with the factors revealed by 
Chen et al’s research. 

3 

H o s p i t a l i z a t i o n  a n d  c h i l d h o o d  a s t h m a  

In 1999, between June and December, 206 children of 4-1 8 years of age were admitted 
t o  the S t  Louis Children’s Hospital for treatment of asthma. From this group Chen and 
colleagues selected I I 5  children for whom asthma was their only chronic illness and 
who were hospitalized solely because of their asthma. The participants’ families were 
asked to complete a variety of assessment scales. These were questionnaire-based 
measures which examined the social and financial impact of the children’s illness on the 
family, the psychological impact of the children’s illness on individual parents and the 
parents’ beliefs about asthma and its treatment. The team also collected socio- 
economic data concerning the participants’ neighbourhoods and data from medical 
records about the children’s admissions to  hospital during their life. 

When these data were analysed it was found that the children’s patterns of 
hospitalization were explained and predicted more by understanding the child‘s social 
and family situation and less so by the severity of their asthma, their medication or their 
age. For example, they concluded that the likelihood of children being rehospitalized in 
future was strongly dependent on caretaker characteristics such as being emotionally 
bothered by asthma. The children’s lifetime history of hospitalizations was positively 
associated with factors such as family conflict and financial strain, as well as caretaker 
characteristics such as beliefs about being unable to manage their children’s asthma. 

Chen and her colleagues’ results indicated that these associations were over and above 
the effects of the severity of the asthma symptoms, the medications being used, or  the 
children’s age. The team concluded that ‘these findings could help guide future 
interventions targeted at the subgroup of children who represent a high proportion of 
acute asthma hospitalizations’ (Chen et al., 2003, p. 12). 

Source: Chen et al.. 2003, 

2.1 Modelling health 
As you can see from Activity 2 and Research summary 1, in considering how to 
help children and their families, one may look towards theoretical and 
psychological factors rather than the medical factors alone. Indeed, various 
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Main cause 
Hazard exposure, 

infection etc. 

psychological theories have been used by health psychologists in examining 
people’s use of healthcare systems. These range from behavioural approaches to 
more cognitive approaches such as the health belief model Oanz and Becker, 
1984). Psychological models of health have been developed to indicate and 
explain how these factors relate to one another and interact. 

Pathological - changes (disease) 

The health belief model and the biopsychosocial model a 
SC 

The health belief model examines how the beliefs held by a person affect his or 
her use of the healthcare system, such as the time at which they contact the health 
service or seek advice from a doctor. However, as the example in Research 
summary 1 concerning asthma indicates, to focus on an individual’s beliefs misses 
out on a range of significant factors that lie ‘beyond the child’. Consequently the 
use and promotion of healthcare services have often been researched by health 
psychologists using a wider perspective, which includes: 
0 personal factors such as severity of illness, assessments of health, medical 

history, attitudes and beliefs about health and illness, coping strategies and 
health-related behaviours; 
social factors, such as demographic features and family relationships; 
access to the healthcare system, such as ease of availability and financial costs. 

0 

An important point for young children is how their patterns of access to health 
services are significantly influenced by their social and environmental situation, 
but also by the health-related beliefs of their carers. 

As well as influencing how health services are accessed and used, this wide 
range of factors also has a significant impact in the development of health and 
illness in children. The biopsychosocial model of health and illness (Engel, 1977) is 
used to understand this. In contrast to the so-called traditional ‘disease’ model of 
health, the biopsychosocial model recognises the interplay between environment 
(particularly social factors), psychological processes and biological processes in 
explanations and interruptions in healthcare. The model implies that health is not 
merely the absence of organic disease (see Figure 1). 

Traditional disease model 

0 
0 

0 
0 

Modifiers 
Environmental, I behavioural, genetic 

Biopsychosodal model 

Physical factors 

Symptoms 
(illness) 

Psychosocial factors 

Figure I 
model. 

A comparison of the traditional ‘disease’ model of illness and the biopsychosocial 
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One area in which the biopsychosocial approach has been useful is in 
understanding ‘lifestyle illnesses’ and the consequences of lifestyle choices made 
by individuals in terms of diet, alcohol use, smoking, sexual behaviour and 
exercise. Thus, the psychological and environmental aspects of health and illness 
have become a major focus of improving children’s health. Lifestyle behaviours 
and health risk-taking are a function of the attitudes, beliefs, emotional make-up 
and coping styles of individuals. However, understanding the developmental 
progression of these aspects is a relatively new area of investigation (Goreczny 
and Gage, 1999). 

read each one, consider how far the biopsychosocial model has been used to 
understand children’s health-related behaviour. 

The next sections will illustrate various areas of child health psychology: as you 

o f  Section 2 

The health belief model has been used by psychologists to understand 
how an individual person’s beliefs will affect their health behaviours, 
such as the ways in which they will use healthcare services. 
An alternative model for understanding health-related behaviours is the 
biopsychosocial model, which recognizes the interplay between 
environmental, psychological and biological factors. 

The promotion and maintenance of 
health and healthy behaviour 

This section will look at several ways in which health psychologists have been 
involved in direct interventions with children, and how a broader perspective on 
health and a use of theoretical models can be helpful. You will see that the 
approaches to intervention outlined here are directed at investigating changes in 
cultural attitudes and behaviours, and are aimed at all children, not just children 
who are at heightened risk. 

3.1 Influences on childhood eating behaviour 
Surveys of childhood eating patterns indicate that children across socio-economic 
categories are at risk due to consuming over the recommended maximum of 
sugary and fatty foods and under the recommended minimum of vegetables, 
eggs, grains and other foods, particularly those with a high iron content (Nicklas 
et al., 2001). Media portrayal of fast foods aimed at both children and parents 
makes it difficult to develop healthy food preferences in children. The 
consequence of unhealthy eating behaviours can be ill health or obesity, or both. 
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It is predicted that children born in the early twenty-first century will have a 
shorter life expectancy than their parents due to diet and obesity (Health Select 
Committee Report on Obesity, 2004). However, childhood obesity is the result of 
a complex interaction between many different factors including body type, 
cultural influences, activity level and attitudes to food. It is estimated that over 25 
per cent of all American children are obese (Wang et al., 2002) and the figure is 
growing (Ebbeling et al., 2002). 

Figure 2 It can be difficult to 
develop healthy food preferences in 
children. 

Obese children are at risk from a range of disorders including diabetes, heart 
disease and stroke (Eveleth and Tanner, 1991). The ratio of a child’s weight to 
their height (known as the Body Mass Index or BMI) at around age 10 is the best 
predictor of adult obesity; hence intervention in childhood can have a major 
impact on obesity. Children who have at least one obese parent but are not obese 
themselves at age 10 have a less than 15 per cent likelihood of becoming an obese 
adult. However, children who are obese at age 10, regardless of the BMI of 
parents, have a 65 per cent chance of becoming an obese adult (Whitaker et al., 
1997). 

There is some evidence that heredity plays a part in weight problems as certain 
body types are more likely to store excess body fat (Woolston, 1987). However, a 
significant amount of evidence suggests that the family environment is the major 
source of influence over childhood eating behaviour (Vogt, 1999). Parents and 
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siblings directly influence childhood eating patterns through the foods they 
provide or do not provide, and their responses to media and cultural influences. 
They also model eating patterns and choices, activity levels and recreational 
choices. 

weight. However, several research studies have suggested that dieting in 
childhood is a major risk factor for ‘Chronic body-image problems, weight 
cycling, obesity, eating disorders, exercise dependence, and the use of steroids in 
adolescence and adulthood’ (McCabe and Ricciardelli, 2003, p. 40). Age, gender 
and BMI have been shown to be the most important factors influencing body 
dissatisfaction and body-change strategies in adolescence. There is also evidence 
that 7 and 8 year olds who identify themselves as dissatisfied with their bodies, 
and fear gaining weight, are likely to eat less and exercise to lose weight (see 
Ricciardelli and McCabe, 2001). McCabe and Ricciardelli (2003) carried out 
research on the use of these strategies by young pre-adolescent children. The 
research produced the following findings: 

These concerns may lead some children to diet in an attempt to lose excess 

Cognitions and strategies to lose weight (both dieting and exercise) had 
occurred at least sometimes for about 50% of both boys and girls in both 
age groups I... I 
Boys were more likely to be focused on both losing weight and increasing 
muscles, whereas girls were more focused on losing weight [... 1 
However, there was a significant interaction between age and gender, 
with older girls being more likely to experience cognitions and weight- 
loss behaviors than younger girls, whereas there was no difference in 
weight-loss behaviors for older and younger boys. 

(McCabe and Riccardielli 2003, pp. 41-43) 

- 
A c t i v i t y  3 
Allow about 
15 minutes 

Model l ing  chi ldren’s  p r o b l e m a t i c  ea t ing  behav iours  
This activity will show you how you can summarize research evidence to develop a biopsychosocial 
model of children’s problematic eating behaviours. 

Re-read the material presented in this section on childhood eating behaviour, bearing in 
mind the biopsychosocial model described in Section 2. Make a note of what the problematic 
behaviours are, and then list the behaviours, symptoms, physical factors, and psychosocial 
factors that are described to you. 

C o m m e n t  

Your notes should look something like this, 

Behaviours eating too many fatty or sugary foods, eating too few foods that are high in 
nutrients, too little exercise. 

Symptoms: ill health, obesity. 

Physical factors: whether or not you have an obese parent, body type (storing fat), age, 
gender, BMI. 
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Psychosocial factors: ’junk’ foods portrayed as more appealing to  children via the media, 
provision of food by the family, eating patterns modelled by family members, activtty levels 
modelled by family members, whether or not the child is dissatisfied with his or her body 
and fears weight gain. 

A 
Having looked at why a poor diet in children can lead to problems, we now 
consider some initiatives developed to address these issues. One way in which 
psychologists have tried to influence children’s food choices positively is through 
the application of social learning theory (see Research summary 1). 

T h e  Food Dudes  

A group of psychologists at the University of Wales, Bangor, developed a novel 
approach t o  encouraging healthy eating in children that has been very successful 
(Tapper et a/., 2003). The programme identified key psychological factors influencing 
children’s food choice. The approach is based on three basic psychological principles: 
I Repeated exposure to  the taste of a food increases the liking for the food. 
2 Social learning theory (Bandura, I977), which would suggest that a child is more 

likely to  imitate the behaviour of a person who is liked and admired by the child. 
3 Rewards for behaviours that are desirable, achievable, contingent on performance, 

and for behaviours which is enjoyable and desired, are more likely to  be effective in 
changing behaviour. This is consistent with a behaviourist approach. 

The researchers developed a video of four older children called the ‘Food Dudes’ who 
appeared to gain super powers from eating fruit and vegetables, and then engaged in 
battle against the ‘Junk Punks’. This was used as the source of modelling for the children 
and was combined with rewards, such as Food Dude stickers and pens, for eating the 
required amounts of fruit and vegetables. They also produced a video with animated 
characters called Jarvis and Jess for use with nursery age children. The programme has 
been tested in a number of schools and shown to  be successful across the entire 
primary school age range. 

The Food Dude scheme described in Research summary 1 provided opportunities 
for children to see positive behaviours being modelled and encouraged children 
to try out foods repeatedly, changing their views of themselves in relation to food 
preferences. 

3.2 Preventing skin cancer 
Skin cancer is the most common cancer in white populations, and it is increasing 
at a notable rate (Diepgen and Mahler, 2002). Children are exposed to sunshine 
more in primary than in secondary schools and overall childhood exposure 
‘accounts for an estimated 80% of the total lifetime exposure’ (Preston and Stern, 
1992, cited in Glanz et al., 2002). Therefore, early intervention, in terms of 
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increasing healthy behaviour, is essential. The behaviours required to minimize 
the risk of skin cancer are relatively straightforward, but getting children to 
engage in these behaviours is more complex. Research summary 2 provides 
details of an approach to address this problem. 

The  P o o l  Cool P r o g r a m m e  

Unlike the majority of sun safety programmes, which occur in schools, the Pool Cool 
Programme was run across 28 swimming pools in the United Stares. As with the ‘Food 
Dudes’ Programme the Pool Cool Programme was strongly influenced by Bandura’s 
social learning theory. Glanz and colleagues (2002) identified the key behaviours they 
wished to influence. As might be expected, these are in line with standard sun- 
protection behaviour: 

using sunscreen; 
wearing hats and shirts; 
wearing sunglasses; 
seeking shade; 
avoiding sunburn. 

They also identified outcomes in the pool environments, including: 
availability of sunscreen; 
shaded areas; 
widely visible sun-safety signage; 
pool policies favouring sun safety. 

Figure 3 The incidence of skin cancer is increasing. 
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Consistent with social learning theory, Glanz et a/. designed the programme to  
emphasize its social acceptability, ease, and the appeal of practising sun protection. The 
role models for the behaviour were the pool lifeguards. The programme began with a 
I -hour training session for pool staff. Children took part in their usual swimming classes 
and received a series of eight Pool Cool sessions at the start of their swimming lesson. 
This was supported with rewarding interactive activities and access to  laminated sheets 
outlining the goals of each session. Parents were given access to  the materials and 
encountered Pool Cool signs at the pools they used. They also attended an orientation 
session with their children at the start of the programme. In addition to  the training and 
materials the pool staff were given: 

a refillable pump sunscreen container, a portable shade structure o r  
umbrellas (of their choosing), durable sun-safety signs modeled after traffic 
signs, and a sunscreen tips poster. A booklet entitled Decision Moker’s Guide 
for Sun Safe Swimming Pools, along with informal consultations ... to guide pool 
managers toward more sun-safe pool environments and policies. 

The effectiveness of the programme was evaluated using randomized control trials. The 
programme had a significant impact on the children’s behaviours such as the maintenance 
and use of a sun-safe environment, but less so for the use of shirts, hats, and sunglasses. 

Source: Glonz et of., 2002, 0. 580. 

Ecological 
model 
A multifaceted 
model of health 
psychology which 
encompasses 
behaviours, 
environmental 
factors and also 
policies that 
influence the 
health choices 
that people make. 
It differs from the 
biopsychosocial 
model due to its 
emphasis on the 
environment. This 
includes both the 
natural 
environment and 
the built 
environment. 

The Pool Cool Programme included educational and environmental elements; it 
also considered the poolside environment, attempted to influence policy and 
addressed children, parents and staff. This type of approach, in which behaviours 
are influenced by the interaction of the physical and cultural environment as well 
as the social and intrapersonal issues, reflects an ecological model of health 
psychology (Stokols, 1992). 

3.3 Sexual health, social influence and social 
cognition 

Since many health beliefs, attitudes and behaviours implicated in lifelong risk for 
chronic illness are part of the early developmental process, health psychologists 
place a great deal of emphasis on early intervention to develop positive health 
behaviours. Often such primary prevention provides the information needed to 
change the attitudes of both parents and children. However, the link between 
increased knowledge, changes in attitudes and behaviour is often weak (Bruvold 
and Rundall, 1988). While most parents and teachers applaud and support 
education programmes aimed at changing eating behaviours or preventing skin 
cancer, the issues surrounding safe sex and drug use are more controversial. 
Approaches to intervention based on increasing knowledge about the topic 
(referred to as ‘rational’ models of health promotion) have been found to be less 
effective than the social influence approach. The social influence approach 
recognizes the role of peers in the development of children’s attitudes through 
social norms, particularly for older children and adolescents. It aims to help 
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children to develop the skills to translate knowledge about health behaviours into 
health behaviours in a social context (Evans, 2001). One area where the social 
influence approach is used in conjunction with the rational model is in school 
health programmes, where health issues are part of the curriculum. 

In adolescent sexual behaviour there has been an increase in the frequency of 
premarital sexual activity, the numbers of sexual partners and earlier sexual 
activity (Kost and Forrest, 1992; Abraham et al., 2002). All of this coupled with the 
experimental nature of sexual activity at this age increases the risk of sexually 
transmitted diseases. In the recent past the attention of healthcare professionals 
has been focused on the increase in HIV and AIDS, however there is a range of 
other sexually transmitted diseases that can have a significant impact on young 
people (Cates and Berman, 1999). 

There is considerable debate as to causes for earlier and increased sexual 
activity in boys and girls. Hofferth (1987) suggests that the major factors are 
mother’s education, religious affiliation, age at menarche and family stability at age 
14. Others tend to locate a major source of influence in increased 
commercialization of sexual behaviour in the media or in the availability of 
planning clinics and contraception (e.g. Abraham et al., 2002). It is likely that such 
factors interact, and so a focus for health psychology has been to prevent risk- 
taking and increase positive health behaviours. There are two targets for primary 
prevention of sexual risk-taking: sexual abstinence, or engaging in what has been 
termed ‘safe sex’ (i.e. the use of condoms). Early interventions which aimed to 
reduce risk-taking through fear induction have not been very successful (Ross et al., 
1990). 

An example of a research-informed and theory-driven approach is the SHARE 
programme (Sexual Health and Relationships: Safe, Happy and Responsible) 
(Abraham et al., 2002). The programme draws on developmentally relevant 
theory as well as social cognition models that have been developed in adult 
populations. 

T h e  S H A R E  p r o g r a m m e  

The SHARE Programme (Sexual Health and Relationships: Safe, Happy and 
Responsible) is a five-day teacher training programme plus a 20-session pack 10 
sessions in the third year of secondary school (at 13-1 4 years) and I0 in the fourth year 
(at 14- I 5 years). It is intended to reduce unsafe sexual behaviours, reduce unwanted 
pregnancies, and improve the quality of sexual relationships. 

The programme combines active learning (for example, work in small groups and 
games), information leaflets on sexual health, and development of skills, primarily 
through the use of interactive video but also through role playing. 

Source: Wight et al., 2002, pp. 1-12, 
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Older children and adolescents are preoccupied with self-image and have been 
described by developmental theorists as being constantly like actors on a stage, the 
focus of attention. The SHARE approach sees young males and females as having 
different priorities which are much more driven by identity formation than sexual 
health concerns alone. Abraham and colleagues (2002) use the terms homosocial 
and heterosocial to distinguish between attitudes that develop in same-sex contexts 
as opposed to cross-sex contexts. They argue that masculine and feminine 
identities in older childhood and adolescence develop largely in separ3te social 
worlds. Boys develop sexual identities which are much more focused on 
reputation among peers and involve concerns with genital pleasure. Girls, on the 
other hand, develop identities where sexual interactions are more bound up in 
relationships. One target for sex education, therefore, is the development of 
understanding through awareness of their homosocial learning and discussion of 
sexual behaviours (e.g. condom use) with the opposite sex. The second area that 
the programme draws on is empowerment and social control in decision making. 
Young people have to assimilate a great deal of information about sex from peers, 
media and parents, and this information often conflicts. Lack of knowledge limits 
the vocabulary available to young people and the homosocial development of 
gendered identities includes elements of segregated sexual language. For example, 
boys are embarrassed to talk about feelings and love or caring in the context of a 
homosocial socialization process that reinforces a macho image. The idea is 
therefore to empower young people to make choices and considered decisions 
which enhance their understanding of the nature of relationships and also their 
skills in communicating effectively about sexual behaviour. 

a standard school sex education programme across 25 schools, noted ‘no 
differences in sexual activity or sexual risk taking by the age of 16 years’ 
(Wight et al., 2002, p. 1). Students rated the programme highly and their 
knowledge of sexual health did improve but this did not have a significant 
influence on self-reported measures of potential ‘exposure to sexually transmitted 
disease, use of condoms and contraceptives at first and most recent sexual 
intercourse, and unwanted pregnancies’ (Wight et al., 2002, p. 1). Wight et al. 
note that while several quasi-experiments suggest sex education programmes are 
effective in producing behavioural changes, most randomized trial studies do not 
support this view. 

However, a random trial evaluation of the SHARE programme, compared with 

Health psychologists are sometimes involved in the prevention of risky 
health behaviour in children and in the promotion of safe choices. 
Research into children’s eating patterns suggests that environmental 
factors, and family influences in particular, appear to account for the 
eating patterns the children adopt, but other factors, including age, 
gender and genetic influences, may also play a role. 

113 
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Social learning theory has been used as the basis of the ‘Food Dudes’ 
approach to encouraging children to make healthy food choices. 
An ecological model of health psychology recognizes that behaviours are 
affected by the interaction of the physical and cultural environment, 
including social and intrapersonal factors. 
The ‘Pool Cool’ Programme draws on the principles of social learning 
theory to promote sun protection behaviour in children in the United 
States, and reflects an ecological model of health psychology. 
The social influence approach to health psychology recognizes the role 
of peers in the development of attitudes, especially in older children and 
adolescents. 
The SHARE programme, which promotes sexual health in children, draws 
on theories of identity formation and social cognition. Transferring 
classroom-based skills into ‘real world behaviours’ is an important issue 
for this type of programme. 

0 

Stress in childhood 
In this section we move away from the topic of health promotion to consider the 
topic of stress which is a central theme in health psychology (Cassidy, 1997). 
Stress is defined as an interaction between (a) an event in a person’s life which is 
perceived as placing considerable or unreasonable demands on them and (b) 
their response to coping with the event (Hanley, 2002). As we shall see, the 
outcomes of these interactions can have a significant negative impact on 
children’s health. In looking at childhood stress we will consider the impact of a 
range of factors on stress and stress management through an exploration of two 
psychological models. These have been developed by psychologists to try to 
explain how and why we experience stress. Box 1 and Figure 4 outline a 
transactional model of stress. 

The important element of the transactional model of stress is how the person 
responds to the event, and in this sense, any event is potentially stressful 
depending on how it is appraised by that individual. The transactional model of 
stress is useful to bear in mind when reading this section, as it highlights the 
importance of the interaction between the child and their environment. 
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A t r a n s a c t i o n a l  model  of stress 

When confronted with an event you make a primary appraisal; i.e. ‘does this event 
present a threat t o  me at this time?’ If you conclude that it does not then you will not 
experience stress. If it does, however, whether or not you will experience stress 
depends on your secondary appraisal; i.e. ‘what resources do I have to cope with this 
situation?’ For many people, the resources that they have available (e.g. personality 
characteristics, social support, financial resources) will be sufficient t o  allow them to  
cope effectively with the stressor. However, some people may not perceive themselves 
to  have sufficient resources available t o  deal with the problem and as a result they 
experience a response that we would typically refer to as a stress response (Sheridan 
and Radmacher, I992 quoted in Hanley, 2002). 

Positive effects 
e.g. increased 
motivation 

Negative effects 

immune functioning 
Stressor Short-term reaction e.g. impaired 

Primary Neutral effects 

Appraisal e.g. social support, 

Figure 4 A transactional model of stress (Hanley, 2002, p. 6). 

Source: Hanley, 2002. 

I 

4.1 Sources of stress 
Sources of stress can be thought of in three groups: major events affecting large 
groups such as flooding or terrorist attacks; more personal stressors such as 
redundancy, or relationship break-up, and finally, background stressors or ‘daily 
hassles’ (Lazarus and Cohen, 1977, cited in Hanley, 2002). There are many factors 
which influence how we appraise and respond to stressors (Hanley, 2002; Cassidy, 
1997). These include a person’s perceived control over events, beliefs about one’s 
own ability, personality characteristics and the level of social support available. 

Children experience a wide range of events which are unpredictable and 
uncontrollable. Such events have the potential to produce negative health 
outcomes through stress (Cassidy, 1999). For example, psychological factors can 
produce susceptibility to illness through lowered immunity. Figure 5 presents a 
simplified model of this process. 
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CNS Hormonal 
innervation response 
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Behavioural 
change 

Immune change 

Figure 5 The relationship between psychological factors and disease and illness (adapted from 
Cohen and Herbert 1996, p. I 18). 

Figure 5 indicates that the effects of stress may impact directly on the central 
nervous system, or manifest themselves in consequential behaviours, such as 
poor eating or sleeping patterns. 

Two principles underpin cognitive approaches to dealing with stress in 
childhood. The first is that an event is a stressor because of its appraisal by an 
individual. The second is that, due to this, any event has the potential to be a 
stressor (Lazarus and Folkman, 1984). In simple terms this means that if a child 
perceives an event as a threat then it has the potential to have health consequences. 

Some of the events that impact on children’s health relate to family relations 
(e.g. parental conflict - see Box Z), relationships with peers, and academic school 
experiences. However, researchers have focused on the negative impact of 
childhood events and have often ignored the positive. For example there is much 
more research on how negative peer relations (e.g. being bullied) impact on 
children, than on the benefits of developing strong and supportive friendships. 
Yet, the experience of positive relationships in childhood is important in the 
development of social skills and positive self-esteem (Asher and Coie, 1990). It 
therefore follows that if it is possible to identlfy the mechanisms that underpin 
good relationships, psychologists are likely to be better able to design preventive 
interventions. 

Styles of c o p i n g  w i t h  p a r e n t a l  c o n f l i c t  

One way of looking at how children cope with parental conflict is to present them with 
filmed or live simulations of conflict and then ask them what they would do if the people 
in conflict were their parents. Using this approach Grych and Fincham (I 993) identified 
four types of response: (I) direct intervention (e.g. interrupting them); (2) indirect 
intervention (e.g. trying to remove the cause of the conflicc (3) withdrawal (avoidance); 
and (4) do nothing. In a study which used observations of the children’s behaviour 
during the simulation in addition to self-reports, Cummings ( I  987) identified three 
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types of responses among 4-5 year olds. Concerned emotional responden were obviously 
distressed and expressed a desire to intervene; ombivalent responden seemed t o  
experience both positive and negative affect and wanted to run away or  hit the actors; 
unresponsive children showed no emotional or  behavioural response although they said 
that they had been angry. They ignored the conflict and used avoidant strategies. These 
data suggest that children have difficulty in being unaffected by adult conflict, even when 
it is not apparent. 

Box 2 shows one way in which children respond to stressful situations. 
Classification of children’s response styles is also used in research into coping styles. 

4.2 Coping styles 
Children’s coping responses are often categorized into active coping which 
involves positive problem-solving strategies, and repressive coping which involves 
emotional repression and denial. Some researchers further divide repressive 
coping into conscious and unconscious types (Phipps et al., 1995). They use the 
term ‘blunting’ to describe a strategy that reduces emotional distress by actively 
limiting thoughts about the stressful situation. They found that those who blunt 
are able to change their coping styles whereas repressors are less flexible. In a 
meta-analysis of coping styles in children, Suls and Fletcher (1985) also found 
repressive styles were related to better outcomes where the stressor was short- 
term. The active coping approach worked better for long-term stressors. This 
corresponds to the finding that children with short-term illness prefer not to 
receive too much information whereas those with chronic illness prefer to have 
information (Siege1 and Conte, 2001). 

more likely to use reactive or maladaptive coping responses themselves yet 
suggest proactive coping responses for their friends (Peterson et al., 1999). 

In Research summary 4 you will see that it appears that children, like adults, are 

C h i l d r e n ’ s  use o f  e f f e c t i v e  c o p i n g  s t r a t e g i e s  

Three hundred and forty two 8-year-old children role-played a situation which involved 
either medical procedures or  minor injuries. They had to say what they would do, and 
what they would recommend for a friend t o  do in the situation. The children’s 
responses were then categorized into proaaive strategies (e.g. take deep breaths), 
reactive strategies (e.g. pull away), and n e w 1  strategies (i.e. passive acceptance). In 
choosing proactive responses for their friends, children demonstrated an awareness of 
more effective strategies. However they tended t o  choose less effective, reactive 
strategies for themselves. Peterson et a/. ( 1999) argue that children may not choose the 
most effective strategy available to them when faced with a threatening situation, but 
there is scope for interventions to help children to adopt better coping responses. 

Source Peterson et al, 1999 
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The concept of resilience has also been used to examine the different ways in 
which children respond to stressful situations and has been used quite widely in 
the area of childhood stress and coping (Garmezy, 1991). 

Resilience 

Kobasa (I 979) described a combination of factors including perceived control, level of 
commitment and tendency to see problems as challenges, which in some ways made 
the individual less vulnerable to stress (or more ‘resilient’). Resilience appears t o  be 
partly heritable and interacts with a range of factors such as parental warmth in early 
childhood, temperament and environmental factors (Kim-Cohen et a/., 2004). In the 
childhood literature the concept of resilience is seen as a dynamic interactive process 
rather than a combination of relatively stable traits (Rutter, 1999). It is not seen as 
providing invulnerability t o  stress but is as defined by Fonagy et a/. (I 994) ‘normal 
development under difficult conditions’. 

Stress management programmes have been developed and used with children in 
a wide variety of situations. As we discuss later, the experience of hospitalization 
can provoke extreme anxiety in children (and their carers or parents) and stress 
management programmes have been used successfully in this context. 

Stress is the interaction between a life event that is perceived to place 
considerable demands on a person and that person’s response to coping 
with the event. 
Children’s coping strategies can be thought of as either active or 
repressive, with active styles being better suited to long-term stressors, 
and repressive styles being better suited to short-term stressors. 
Children are likely to use reactive coping strategies if they are in a 
stressful situation, but recommend that their friends use proactive coping 
strategies. In this way, children show awareness of effective coping 
strategies but may not use them. 
Resilience refers to the child’s ability to cope with stressful situations. 
A wide variety of factors contributes to this ability. 
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The prevention of illness 
This chapter began by considering health promotion, and health-related 
behaviours. We then examined some factors that are used to explain the way in 
which children react to factors that influence their health. In this section we 
examine preventive interventions in the context of drug use by children and 
adolescents. Prevention is usually categorized into three types, primary, 
secondary and tertiary (Caplan, 1964). Prima ypreuention involves an 
intervention before a problem occurs in order to prevent it from occurring at all 
and is probably closest to the lay view of prevention. It is the most difficult to 
enact since it means being able to predict who is likely to become ill, and it is the 
most difficult to demonstrate since if the problem does not occur it is difficult to 
prove that it was intervention that prevented it. Yet, arguably it is the most 
desirable and cost-effective in the long term. Seconda yprevmtion refers to 
interventions that occur before the problem has fully developed, for example, 
before minor symptoms become a full blown chronic illness, and is probably the 
most common in healthcare. Tertia y prevention involves interventions at the 
stage when the problem has developed in order to prevent long-term damage or 
disability. 

The focus on preventive intervention is a central theme of community-based 
psychology (Orford, 1992). Effective psychological prevention is multilevel, that 
is, it targets factors across individual, group and societal levels. This fits with the 
biopsychosocial model in health psychology where biological, psychological and 
social factors are implicated causally in both health and illness. Prevention of 
illness and enhancement of positive health cannot occur through focusing on 
single factors. Aspects of the person (e.g. communication skills), the family (e.g. 
parental warmth and encouragement), and the social environment (e.g. socio- 
economic status) have their impact through a combined and interactive effect 
(Olsson et al., 2003). The next section begins by looking at the high priority and 
problematic area of drug misuse in child and adolescent health. You will then 
look at some models that have been applied to this type of issue. 

5.1 Older childhood and adolescent drug misuse 
Drug misuse in adolescence is a serious social and health issue in most parts of 
the industrialized world and is unfortunately also linked with other health issues 
such as AIDS and suicide. Eiser (1997) states that over 50 per cent of adolescent 
morbidity and mortality relates to preventable factors of lifestyle and risk-taking 
including suicide and unhealthy appetitive behaviours. 

Three aspects of family background have been found to predict risk of drug 
use: parental involvement in crime, alcohol or drug misuse; poor relationship 
with parents; and affectionless and unsupportive parent+hild interactions 
(Tapert et al., 1999). Peers also play a major role in influencing drug use by 
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adolescents, in terms of providing terms of reference for social identity, models of 
drug-related behaviours, and the source of information and the actual drugs used. 
As the number of drug users increases so too does the number of peers providing 
models or sources of influence. Having a poor relationship with one’s parents 
may have a direct impact on drug use, or it may provide the source of stress 
which in turn influences the drug use. 

The picture is further clouded by the prevalence of behaviour patterns such as 
rebelliousness, sensation-seeking, impulsivity, low self-esteem, and emotional 
problems such as aggression, depressed affect and suicidal ideation, among drug 
abusing adolescents (Tapert et al., 1999). These factors interact with the family 
and stress factors to provide a complex pattern of potential causes for adolescent 
drug misuse. Older childhood is a time for experimentation, and experimentation 
is part of the typical development process. But experimentation can go wrong, 
and rather than being a staging post on the way to forming a healthy identity, it 
can become part of a destructive lifestyle. With substance misuse, treatments tend 
to combine detoxification and psychological therapy. However, the main focus 
for health psychologists is in prevention, and one of the approaches used with 
some success is based on the social psychology of persuasion. 

designed to prevent drug misuse: changing the culture and context; controlling 
availability; strengthening individual resilience and minimizing the harm from 
drug use (McMurran, 1994). Changing the culture and strengthening resilience are 
areas of primary prevention since the intervention occurs before drug use begins 
to try to prevent it occurring. On the other hand, reducing the harm from drug use 
is secondary or tertiary prevention in Caplan’s model outlined above. One 
example concerning controlling availability is that shop assistant behaviour 
(whether or not a shop assistant is willing to sell cigarettes) has been shown to be 
the strongest predictor of cigarette sales to under-age smokers (Klonoff and 
Landrine, 2004). 

McMurran (1994) suggests four levels of interventions in programmes 

5.2 Social inoculation 
The social inoculation theory of resistance to persuasion was developed by 
McGuire (1964). The basic premise is that decisions about behaviour, 
particularly in adolescence, are made in the context of social pressure which 
pushes and pulls young people in particular directions. If the social pressure is in 
the direction of a health-damaging behaviour such as drug use, to avoid 
becoming a user it is necessary to be able to resist the pressure. Social inoculation 
theory suggests that practising the skills necessary to avoid social pressure in a 
controlled environment will make children more resistant to social pressure. The 
typical approach is to use role-play situations in which children are supported 
in rehearsing what they would do when faced with pressure to engage in 
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particular behaviours. Children are helped to explore a range of different 
responses and encouraged to use assertiveness as opposed to aggressiveness in 
resisting pressure. It is important that children do not just say no, they should also 
learn to develop arguments to support their resistance. In some cases, setting up 
focus groups to openly discuss peer pressure and behaviours such as drug use 
with an experienced individual as leader is sufficient to empower children in 
refusing negative peer pressure. 

5.3 Theory of planned behaviour 
In order to change behaviour we first need to be able to predict it, and in 
health psychology the major tools in this arena are the social cognition models. 
These were developed in social psychology to try to understand the discrepancy 
between attitude and behaviour. For example, most people who smoke do not 
hold positive attitudes towards smoking, in that they accept that smoking is 
harmful to health and they should give up smoking (Mullins, Borland and Hill, 
1992). In order to understand this discrepancy theorists have posited a range of 
intervening variables, such as intention, and developed a range of models to be 
tested empirically. One of the best known models is the theory of planned 
behaviour (TPB) (Ajzen, 1985). The theory of planned behaviour considers the 
relationship between a person’s behaviour and a set of measureable 
components. It is based on the idea that beliefs, attitudes and intentions are 
different components of the process leading to behaviour, and on the 
recognition that knowing someone’s attitude does not mean that what they will do 
can be predicted. The ‘gap’ between one such component (attitudes) and 
behaviour is something that some health psychologists have been particularly 
interested in. Fishbein and Ajzen (1975) concluded that there was a number of 
factors that might intercede between attitude and behaviour. First of all there 
was the intention to perform the behaviour. So, if we do not like smoking and 
have formed an intention to stop, we are more likely to do so than if we have 
not formed that intention. Active engagement with planning how intentions 
are going to be carried out in specific circumstances is an important factor here 
(Gollwitzer, 1999). Second, there are factors that might make it more or less 
likely that an attitude will be translated into an intention. It might be that we 
dislike smoking but all our friends smoke and we would feel isolated if we 
stopped, hence we never make an intention to stop. This subjective norm 
has influenced our behaviour. It is an internal representation of the social and 
cultural context within which we exist and its informal rules. The other 
dimension is the person’s perceived behaviourd com-ol. The TPB sees the 
subjective norm as intervening between attitude and intention and it may be 
related to broader group identity, beyond immediate friends and family. 
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--+ (Going on a diet) 

Figure 6 The theory of planned behaviour: the three key factors. 

The TPB is a rational model of behaviour which assumes that we go through a 
range of processes involving thoughts, beliefs, feelings, and intentions before 
engaging in behaviour. However, the rationality assumption underpinning the 
model has attracted criticism. 

A p p l y i n g  TPB t o  chi ldren’s exerc ise  b e h a v i o u r  

One example of the application of the TPB to  child health behaviour is a study by 
Hagger et 01. (2001) on children’s intentions and behaviour regarding exercise. They 
measured the attitudes, subjective norms, perceived behavioural control, intentions 
and past behaviour of 585 children aged 12-14 across two studies. They also observed 
whether or  not the children actually engaged in the exercise they said they intended to 
perform. They found that adding the measure of past behaviour (Connor and Armitage, 
1998) increased the strength of the relationship between intention and behaviour. The 
application of the model is in identijring the factors that predict behaviour so that they 
can be targeted in health promotion. 
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v 
A c t i v i t y  4 ‘ R a t i o n a l ’  b e h a v i o u r ?  
Allow about 
10 minutes 

This activity leads you to reflect on the nature of ‘rational’ choices in unhealthy behaviour. 

Think about the last time you had too much to eat or drink, or engaged in some other 
unhealthy behaviour. Was your choice made through a rational process? Do you think that if 
you had thought rationally about it you would not have engaged in the behaviour? 

Comment 

Other people who carried out this activrty made the following comments: 

Person I 
It was at a fnend’s house and the social pressures, I suppose, led me to  eat far more than I 
actually wanted to, but what can you do you can’t be rude, everyone else is eating. It was a 
special occasion and they’d really gone to town. 

Person 2 
Definitely not rational (concerning drink) the reason doesn’t matter, it’s like a habit, you like 
and do it without thinking. So you change your reasoning like. You’ve had a hard day so 

you need a few drinks to unwind, or there’s something to  celebrate so you need a drink 
The reasoning changes but the habit (ofdrinking) just carries on. It’s a habit. Once you go 
out you’re going to drink 

Person 3 
I’m on a strict diet and so that’s it for me. I keep to it. I choose to follow it. I do allow myself 
0% it’s allowed, but I still feel guitty afterwards. 
You own responses are likely to be different t o  the above, however you should be able to 
identify some interacting factors that influenced your behaviour. The comments above 
highlight particular aspects. The experience of Person I seems to suggest the importance of 
the subjeaive norm. The experience of Person 2 might indicate a lack of perceived control. The 
experience of Person 3 initially suggests someone with clearly identified intentions about their 
eating behaviour. However, even when they give themselves permission to change from a 
‘strict’ diet they still feel guilty. This might imply that this change was not something that they 
wanted to do at a rational level, or that issues underpinning the ‘strict’ diet itself might be 
considered further. 

A 

of  Section 5 

0 

Primary prevention is intervention before the occurrence of a problem. 
Secondary prevention is intervention before a problem has fully 
developed. 
Tertiary prevention is intervention after the problem has developed, with 
a view to preventing longer term damage. 
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Preventive programmes have been used to address children’s use of 
drugs, and have variously focused on cultural factors, availability of drugs, 
resilience to temptation and minimizing harm when drugs are used. 
Social inoculation is one approach to drug misuse prevention, in which 
role-play situations are used to enable children to rehearse how they 
would behave if they were put under pressure to take drugs. 
The theory of planned behaviour (TPB) is used in health psychology to 
understand how attitudes and intentions are affected by subjective norms 
and the degree of perceived control over a situation, which in turn can 
result in someone producing a behaviour that may be inconsistent with 
what they believe in. 

Children’s understanding and 
experiences of illness and medical 
treatment 

We now consider children’s developing understanding of illness and their 
experiences of receiving medical treatments. In doing so, you will notice a further 
focus on children as individuals (rather than as a group) in the literature on child 
health psychology. 

6.1 Cognitive development and understanding illness 
Early research linked children’s beliefs about illness to Piaget’s stages of cognitive 
development (Bibace and Walsh, 1980). In the pre-operational stage children are 
seen as having limited ability in logical reasoning and as being highly egocentric. 
This approach suggested that, at this stage, beliefs about illness are vague and 
fraught with fear, and often superstitious. They tend not to grasp the finality of 
death and sometimes feel they are to blame for sudden deaths. During the 
concrete operational stage children develop more specific logical reasoning 
abilities, and begin to grasp the idea that illness and death have biological causes. 
Children, certainly at younger ages, tend to be poor at generalizing knowledge 
about one illness to other illnesses (Eiser, 1997). By the end of the concrete 
operational stage they understand that death is final and recognize their own 
mortality. Thinking becomes further refined during the formal operational stage 
and children can then understand the link between biology and psychology, 
between feelings and symptoms. In particular they tend to be better able to 
comprehend more immediate and short-term risks, and less able to understand 
the longer-term consequences of their behaviours. Yet, Piaget’s theory has been 
criticized by social constructivists for its underestimation of the role of social and 
cultural factors in knowledge development. The ideas proposed by Bibace and 
Walsh were also criticized in that apparent age and/or stage differences are 
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related to levels of access to knowledge rather than developmental stage (Bird 
and Podmore, 1990). 

However, children’s understanding of illness does appear to develop with age. 
This is seen most clearly in comparisons of children’s understanding of mental 
and physical illness (Buchanan-Barrow and Barrett, 2005). Younger children (5-7 
years), do not clearly differentiate between the two categories, while older 
children (9-1 1 years) make a clear distinction (Buchanan-Barrow and Barrett, 
2005). A recent study found that children did not show a developmental 
progression regarding their understanding of the causes or consequences of 
physical illness and suggests their ‘representations of physical illnesses are 
established in early childhood (Buchanan-Barrow and Barrett, 2005). For 
example, nearly all children, across the age range 5-11 years identified the cause 
of a cold as ‘she caught it’ and the subsequence as being either ‘stay at home’ or 
‘see a doctor’. 

In contrast, significant differences are found in children’s identification of the 
causes and consequences of mental illness. Young children (5-7 years) are 
significantly more likely than older children to believe that mental illness could be 
‘caught’( i.e. their understanding mirrored their beliefs about physical illness). 

The two older groups of children were more likely than the youngest 
children to respond to Depression with ‘to do with how she thinks and 
feel$ (Young = 40%; Middle = 75%; Old = 79%) and to Dementia with 
‘something is wrong with her brain’ (Young = 38%; Middle = 90%; Old = 
98%). With Anorexia, the Old group were more likely than the Young or 
Middle groups to respond that ‘it’s to do with how she thinks and feel& 
(Young = 43%, Middle = 43%, Old = 76%). 
(Buchanan-Barrow and Barrett, 2005, p. 18) 

sc 

Similarly, older children demonstrated a developing understanding of the 
different consequences of mental and physical illness. For example, regarding 
depression, the consequence of needing help and support from relatives was 
expressed by 50 per cent of the 7-9 and 9-11 year olds, but by only 13 per cent of 
the 5-7 year olds. Overall this evidence suggests that children are developing 
their understanding of mental illness as their own experience grows (Buchanan- 
Barrow and Barrett, 2005). 

developmental stages in their understanding of pain. Ross and Ross (1984) used 
semi-structured interviews with approximately 1,000 children aged between 5 
and 12 years, and found no age trends. Children generally related pain to specific 
and recent events and did not recognize the pain as a warning sign. Gafney and 
Dunne (19861, however, suggest that children’s understanding of pain fits with 
the stages of development espoused by Piaget. They asked children to complete 
the sentence ‘Pain is . . .’, and found three categories of response across 5-14-year- 
old children. These reflected concrete, semi-abstract and abstract definitions 
corresponding to pre-operational, concrete operational and formal operational 
stages. Later research suggests that older children have more complex and precise 
understandings of pain, and this supports the idea of a developmental continuum 
(Harbeck and Peterson, 1992) rather than discrete stages. Research in this area can 

Researchers have also considered whether children pass through 
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be difficult to compare as evidence for particular ‘Piagetian stages’ has often been 
defined in different ways and the demands of the experimental conditions have 
not always been made explicit (Hergenrather and Rabinowitz, 1991). As with 
other studies this can lead to an underestimation of children’s cognitive abilities. 
Hergenrather and Rabinowitz (1991) review this evidence and conclude: 

If one assumes young (preoperational and concrete operational) children 
lack certain inferential abilities, such as understanding cause and effect, 
then one might further assume education about causes and prevention is 
unnecessary for this age group. The extent of emotional and educational 
support provided for children with chronic diseases or experiencing acute 
health crises can be enhanced by the recognition that children can 
understand basic facts of disease processes. 

(Hergenrather and Rabinowitz, 1991, p. 957) 

Thus, there is an interaction between children’s personal experience of illnesses 
and their cognitive level in determining their understanding of the nature of 
health and illness. 

6.2 Children’s experiences of pain and illness 
In Section 6.1 we examined ideas about how children’s level of cognitive 
development can affect their understanding of illness and disability. In this 
section we consider how children’s understanding of illness impacts on their 
quality of life. Although definitions of quality of life remain imprecise there is a 
consensus as to the features that need to be considered in discussing it. The life 
conditions of a person are clearly important. However, a person’s subjective 
experience, personal values and aspirations are a major part of their overall 
quality of life (QoL) (Felce, 1997). This is important as proxy measures offered by 
parents or carers correlate poorly with direct measures of children’s perceptions 
(Jenney and Campbell, 1997). However, there are situations where this cannot be 
obtained. Health psychologists may seek to explore these subjective aspects 
when seeking to investigate quality of life. Much work in health-related quality of 
life with children has focused on the development of QoL measures and on 
specific disorders, particularly cancer, for which the Pediatric Cancer Quality of 
Life Inventory (PCQL), (Varni et al., 1998) has been developed. There is a 
consensus that such measures are also useful more widely, to inform 
interventions, in areas such as pain management and general adjustment to 
chronic illness. 

through its effect on the development of the neurological pathways of the pain 
system during this period of high brain plasticity (Anand and Carr, 1989). 
Methodologically and ethically it is a difficult area to research, but some studies 
suggest that early interventions to reduce pain have an impact on later pain 
responses (Taddio et al., 1997). For example, boys who had been circumcized 
either using an anaesthetic cream or a place50 cream were video recorded later 
during routine vaccinations at 4 and 6 months. Taddio et al. (1997) found that 
‘placebo’ circumsized infants did feel increased levels of pain in comparison to 

Very early experience of pain in infants is thought to have a long-term impact 
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those receiving the anaesthetic or those not circumcized at all. Further, the 
circumsized infants gave stronger pain responses to subsequent vaccinations than 
uncircumsized infants. Various measures such as facial expression and cry duration 
were used as indices of pain. So it is likely that children’s early experiences of pain 
can have long-term consequences. Furthermore, there is evidence to suggest that 
children are less likely than adults to receive adequate analgesia in some hospital 
interventions due to the influence of erroneous adult beliefs about children’s 
experience of pain. Sahinler (2002) notes the following myths: 

Children do not feel pain. 
Children do not remember pain. 
Analgesics can do more harm than good. 
Addressing and treating pain takes too much time. 

Pain builds character. 
Children are at increased risk for addiction to narcotics. 

(Sahinler, 2002, p. 127) 

The literature clearly shows that there is a complex relationship between pain and 
negative emotions (Robinson and Riley, 1999). It suggests that (a) negative 
emotions increase sensitivity to pain; (b) negative emotions increase the 
likelihood of disability and the development of chronic conditions related to pain; 
(c) chronic pain produces negative emotions; and (d) the relationship between 
pain and emotion can be mediated by factors that reduce stress such as social 
support, perceived control and coping style (Robinson and Riley, 1999). McGrath 
and McAlpine (1993) argue that fear plays an essential part in the child’s 
experience of pain. In their developmental categorization of fear in childhood, 
Albano et al. (2001) suggest that the fear of death and serious illness emerges only 
in later childhood (13-18 years). However, for children who experience illness 
early in life, particularly chronic illness or illness requiring surgery, it is likely that 
this fear evolves earlier. 

The influence of social support 
The child’s emotional experience of illness is mediated by many factors and 
perhaps most prominent of these are pain and fear. Pain and fear are 
interdependent in the experience of illness and both are strongly influenced by 
understanding and communication (Cohen, 2002). This extends to the non-verbal 
cues given off by the carer. It has been shown that levels of anxiety in a mother 
are often reflected in her child’s experience of pain and fear and ultimately in 
delayed recovery following surgery (Chambers et al., 2002). 

Social support from the family has been identified as a major factor in a child’s 
response to chronic illness. The process is interactive in that children with chronic 
illness often withdraw from social interaction as a result of fear of being 
ostracized. However, support is not limited to the family and some research has 
shown that peer support from classmates has an even bigger impact than family 
support (Varni and Katz, 1997). Thus, it seems that it is not a matter of who is 
supportive, but that good quality support is perceived to be provided by 
someone. Cognitive-behavioural interventions have been used to increase the 
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effective use of social support in children with chronic illness (Varni et al., 19941, 
and these interventions have been shown to have a high level of success in 
improving the quality of life for the children involved (Kibby, et aE., 1998). This 
type of intervention would be classified as ‘tertiary’ in Caplan’s scheme, as 
discussed in Section 5. 

Children’s responses to illness 
Eiser (1990) identified three major factors in children’s responses to illness. The 
first factor is related to the degree to which the illness is life-threatening and 
disruptive of daily routine. The disruption of daily routine can potentially have a 
greater influence on the child’s response (Ditto et al., 1996). The second factor is 
related to understanding and attributions of causality, with more realistic 
attributions being predictive of better adjustment. Children who make internal 
attributions exhibit poorer coping (Bearison et al., 1993). A third factor is the 
supportiveness of the family as displayed in open communication and general 
expressiveness. This to a large extent mirrors the adult literature where 
attributional style, coping style and social support are major aspects of the 
psychological outcome of physical illness. 

The role of biofeedback in pain management 
There are several types of biofeedback machines that facilitate children’s 
relaxation and, since the 1970s, these have been used to manage pain and stress. 
The common principle in all biofeedback machines is that they allow children to 
gain control over specific physiological responses. 

electromyograph (EMG) machines that measure muscular tension; temperature 
biofeedback machines that monitor skin temperature (when children are anxious 
their skin temperature decreases); and machines that monitor the galvanic skin 
response (GSR). In GSR biofeedback machines, sensors are usually attached to 
the fingers. As emotional arousal increases, so does sweat gland activity, and the 
sweat produced increases the electrical conductivity of the child’s skin. The 
output of the sensors provides the ‘feedback element to the child. This output 
can be signalled by a sound, for example a beep which decreases or increases in 
frequency, or by a colour display which changes across the spectrum in relation 
to the child’s level of relaxation. The sensor output can also be used to control a 
computer programme. For example, a screen may display a fish that turns into 
scuba diver or mermaid when the child relaxes, or an egg that hatches into a bird 
which walks and then eventually flies and sings if the child’s relaxation level 
increases sufficiently. There are many other options: steering a car around a 
course, kicking an on-screen football, or even controlling aspects of PlayStation 
games. However, the basic principle is that the child learns to gain control over 
their own physiological response. The sensitivity can be calibrated for each child 
as their ability to relax increases. 

At a general level, these approaches can be used to teach a child how to relax, 
where anxiety or stress responses are an issue. There are also clinical applications 
related to pain management, for example migraine reduction, the improvement of 

There are several types of biofeedback machines. These include 
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concentration or the improvement of breathing or constipation. One study used 
biofeedback combined with relaxation training and found that the combination 
reduced migraine activity by 82 per cent in children between 8 and 16 years old 
(Hermann et al., 1995). 

Providing information about treatments 
There are three important aspects of information supply that need to be 
considered with children. 

Children are similar to adults in that they differ in the amount of information 
they prefer to receive about medical procedures. In addition, the amount of 
information preferred relates to the type of medical procedure and the 
timeline of treatment (Siege1 and Conte, 2001). For example, children who 
have had a chronic illness for some time prefer more information about what 
is happening, or about to happen, to them. 
The type of information and the communication medium will vary with the 
age of the child. 
The information given must be related to coping in two important ways: first, 
the information should match the child’s preferred coping style (discussed in 
Section 4)  where an already effective coping style exists. For example, where 
a child prefers an avoidant style of coping information can work in two ways: 
it can cause greater distress by preven~ng the child from avoiding the issue, 
or it can facilitate a change in coping style, which may be adaptively 
functional (Christian0 and Russ, 1998). Secondly, information should 
incorporate a consideration of coping strategies through providing ways in 
which the child may deal with the medical procedures to follow. 

6.3 Improving children’s experiences of 
hospitalization 

Hospitalization for a child may involve removal from a safe environment, to one 
that is strange and frightening - an experience that the child may not associate 
with the illness. This potential lack of understanding and ability to communicate 
may produce a perception of punishment and rejection. In the 1950% work by 
Bowlby (19660) and Robertson (1952, 1958) highlighted the psychological distress 
and disturbance caused to children by the healthcare process, particularly during 
hospitalization involving separation from caregivers. Robertson’s (1952) now 
dated but impressive films of a 2 year old over a 10-day period in hospital show 
how an active and lively child gradually became withdrawn and clearly 
depressed. A variety of possible causal mechanisms for this effect have been 
proposed over the years including separation anxiety, painful procedures, the 
unfamiliarity of the environment, and fear of the unknown (Eiser, 19W). 

related to the level of sexual awareness. Most parents will have recognized the 
‘closed door syndrome’ as children get older and express their need for privacy 
(Cassidy, 1997). The age at which children begin to close doors to bathrooms and 
bedrooms in order to maintain privacy varies, but a great deal of distress is 

As children get older, issues about privacy and embarrassment arise particularly 
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experienced when privacy is invaded. Invasion of privacy and personal space is 
often unavoidable in hospital situations but exacerbated if the patient is 
depersonalized (Straub, 2001). 

Figure 7 A visit to the doctor‘s surgery. 

It is now common practice in hospitals to provide facilities for parents to stay with 
the child, or where this is not possible, to provide extended visiting periods. In 
some cases physical environment interventions have gone well beyond providing 
the space for parents to stay overnight, and have involved providing play facilities 
and even special children’s gardens. Whitehouse et al. (2001) provided a post- 
occupancy evaluation of a children’s hospital garden that had been designed for 
use by the sick children and their parents. It was felt to be a place of restoration 
and healing by those who used it. 

hospitalization consist of five main components (Peterson and Mori, 1988). These 
are: 

Programmes for providing information and preparing children for 

1 giving information; 
2 encouraging emotional expression; 
3 establishing a positive relationship between the child and staff; 
4 providing the parents with information; and 
5 encouraging the development of coping strategies. 

(Siege1 and Conte, 2001) 

For infants and very young children, providing information which reduces 
parental anxiety can be very effective in helping the infant to cope with the stress 
of hospitalization and surgical procedures. Infants whose mothers had been 
prepared cried less and recovered more quickly following minor surgery 
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(Chambers et al., 2002). Video material can be used to present information about 
treatment, coping strategies and positive models of hospitalization to children. 

procedures may reflect a stable coping style (Blount et a1.,1999). Further, children 
who seek information seem to adjust better to medical procedures over time. The 
temperament of the child has also been linked to their adjustment to medical 
procedures, with adaptable children who tend to exhibit positive moods and 
stable behaviour and who are less reactive, coping more effectively (Blount et al., 
1999). The relationship between the child and parents has also been implicated in 
the child’s experience of hospitalization (Carson et al., 1991). The impact of 
parents on the child’s adjustment to hospitalization involves an interaction 
between three elements: separatiodnon-separation from the parent; the quality 
of the parent-child relationship and the behaviour of the parent in the situation. 
Where parents can stay with the child, when the relationship is secure and 
positive, and where the parent is supportive and non-anxious, the child tends to 
respond better to the experience of hospitalization. Hospitalization does not 
always cause distress for children, and a positive outcome has been suggested in 
the development of psychological resilience and emotional development as a 
result of hospitalization (Siege1 and Conte, 2001). 

There is evidence that the tendency to seek information about medical 

There are a number of age-related changes in children’s understanding of 
illness and pain. 
Illness in childhood does impact on children’s perceived quality of life 
and subsequent development. 
Children’s experience of hospitalization can be positively influenced by 
the supply of appropriate information and by considering parental 
interactions. 
The family and social context can impact on children’s perception of pain 
and their quality of life. 

Children’s adherence to treatment 
In the previous section we examined the ways in which children’s understanding 
of health-related situations, and their styles of interaction, influenced their 
response to illness and medical procedures. In this section we look at the factors 
that have an impact on how well they follow their treatment programmes. 

A significant percentage of patients leave medical consultations not knowing 
what they have been told or what they are expected to do in terms of medication 
(DMatteo, 1994). This includes information which is too technical or detailed for 

I 
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patients and the patient’s inability to listen and digest information because of their 
emotional state. This may be further compounded if health professionals fail to 
check that the child or parent has really understood or is actually able to follow 
the treatment regimen recommended, as found in research regarding 
communication issues in childhood diabetes (DiMatteo, 2000). The quality of the 
interaction is also influenced by trust. Trust requires the health professional to 
show empathy for the patient’s distress and life situation as well as the illness itself 
(DiMatteo, 2000). Children and parents often either fail to report information, or 
provide distorted information to health professionals because of a lack of trust in 
the relationship. Related to trust are patients’ beliefs about the illness, the 
treatment and the healthcare process. Use of the health belief model 
(Rhodes et al., 2004) has shown that beliefs about the severity of the illness and 
the efficacy of the treatment will influence adherence. It is here that social 
cognition models such as the TPB can be useful in identdying the factors that will 
turn beliefs into behavioural intentions. The communication process must 
consider whether the patient has committed to the regimen. Engagement in the 
healthcare delivery process and ultimately adherence will be influenced by socio- 
cultural norms (Rand, 2002) as there are important differences in attitudes to 
illness and treatment across religions and cultures (Dein, 2004). 
As well as the differential attitudes that may influence adherence to medication, 

there is also a range of barriers faced by children and their families in coping with 
treatment regimens. The socio-economic status of the family, the presence of 
sufficient caregivers, parental alcohol or drug misuse, the health culture of the 
family, and many other factors will make it more difficult for a child to adhere to 
medical treatments. There are at least two important ways in which the problem 
of childhood adherence provides health professionals with challenges that are not 
present in adult adherence. First, there is the developmental process. The 
attitudes, beliefs, understanding and communication of a child undergoing 
medication may change over relatively short periods of time. For both parents 
and practitioners this may lead to under- or overestimations of how much 
responsibility the child can take for their own medication at particular stages. 
Secondly, the communication process must incorporate the health professional, 
the child and at least one caregiver. The propensity for misunderstanding is 
increased by the addition of a third person in the communication network. 

For children with chronic illness, adherence to medical regimens is paramount. 
The problem is confounded by the fact that the child may not recognize the 
seriousness of over- or undermedicating and responsibility generally reverts to a 
parent or carer. The extent of non-adherence varies by type of illness and also 
across different studies, but is somewhere in the range of 25-50 per cent, with 
around 60 per cent overusing and about 10 per cent underusing their medication 
(Riekert and Drotar, 2000). As a result of non-adherence to medication treatment, 
significant numbers of children with chronic illness are referred to health 
psychologists working in paediatric hospitals, but the referrals at this point may 
arise when the problem has become serious and potentially irreversible (Riekert 
and Drotar, 2000). This indicates a need to prioritize preventive strategies. 
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Research on adherence to medication in the adult literature is generally rooted 
in the work of Ley (1981) on the cognitive hypothesis of compliance. 

Compliance implies an involuntary act of submission to authority, 
whereas adherence refers to a voluntary act of subscribing to a point of 
view. The difference is not just semantic; it goes right to the heart of our 
relationship with our patients. We need to influence our patients to 
become - or remain - adherents of good self-care. To do this, we need to 
establish three key conditions in our communication with patients: shared 
values, shared language, and mutual respect 

(Stone et al., 1998) 

According to Ley (19891, compliance can be predicted by an interaction between 
understanding and memory mediated by satisfaction (see Figure 8). If a patient 
understands the information, is able to recall it, and is generally satisfied with the 
healthcare process, she or he will be more likely to comply with the treatment. 

r = 0.34 

Figure 8 Ley’s model of compliance a Ley’s model identifies three ‘components’ that influence compliance. The values 

SG shown are measures of correlation between pairs of components. The higher the 
value, the greater the association between these two components. Ley’s model 
provides a broad framework for understanding the compliance process, and 
suggests that it is worthwhile to research the specific factors that enable 
individuals to understand and remember the information about medication 
provided and how the mode of delivery of the healthcare can increase 
satisfaction. 

Social cognition models, such as the TPB, have been applied quite successfully 
to adult adherence (Riekert and Drotar, 2000). In essence, the sorts of constructs 
considered include the severity of the risk, perceived susceptibility (the likelihood 
that it could actually happen to the person), expectations about outcomes (i.e. the 
perceived costs and benefits of adhering), and perceived control or self-efficacy 
(the perception of whether the person can actually successfully adhere). Children 
are more likely to adhere to treatment when (a) they perceive the risk to their 
health as significant (b) they judge the benefits of adherence to be greater than 
the costs of their adherence and (c) their self-efficacy is high. In terms of 
perceived susceptibility, there is some conflicting evidence suggesting that for 
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adolescents with cancer and diabetes, higher perceived susceptibility actually 
predicts lower levels of adherence (Bond et al., 1992). When parents have a 
greater perception of risk, hold a more positive expectancy and have greater 
perceived control, the child is more likely to adhere to treatment. 

adherence in childhood illness. First, the health professional should ensure that 
the child and caregiver fully understand what they are being asked to do. For 
example, in a study by Ievers et al. (1999) children with cystic fibrosis and their 
parents’ level of adherence were directly related to their knowledge of the 
speclfic details associated with medically prescribed treatments. Their knowledge 
of the functions of what had been prescribed was a significant variable in 
explaining non-adherence. Secondly, the health professional needs to determine 
that the child and caregiver are committed to, and intend to follow the treatment 
programme as recommended. Estimates of non-adherence across many chronic 
childhood illnesses (e.g. diabetes, asthma and rheumatoid arthritis) are commonly 
at or below 50 per cent of prescribed dosage (Rapoff et aZ., 2002; Rand, 2002). 
Thirdly, there is a need to enable the child and the carer to adhere to the regimen 
by fully understanding any barriers that exist and by providing the resources to 
overcome the barriers. This may involve practical help in developing a treatment 
routine, or in developing psychological resources in terms of coping strategies. In 
order to achieve this there needs to be effective involvement of household 
members and supportive links between the family, school and healthcare settings 
(Rand, 2002). For young children, adherence requires developmentally 
appropriate parent-child partnerships; for example regarding issues of self- 
administration of medicine. 

DiMatteo (2000) suggests three basic recommendations for increasing 

. . Adherence to treatment is a major issue for children’s health services. 
Attempts to understand and improve adherence have used different 
psychological models of behaviour. 
Methods that help children and their families to understand health-related 
information improve subsequent adherence. 

. 

Conclusion 
Of all the models discussed in this chapter, the biopsychosocial model, by 
indicating the links between psychological and social and biological processes, 
has a major impact on how psychologists research and support the health of 
children. Health psychology is a growing discipline that challenges models of 
health, and indeed professions, grounded in a single paradigm. Although still 
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young, health psychology offers the potential for a multilevel analysis of 
childhood health and illness, based on a conceptualization of child development 
that encompasses cultural, social and biological aspects. In doing so, it promises a 
uniquely holistic approach to child health. The extent to which this promise is 
fulfilled will require collaboration between health professionals, family, school 
and community (Goreczny and Gage, 1999) and transdisciplinary research (Suls 
and Rothman, 2004). 

References 
Abraham, C., Wight, D. and Scott, S. (2002) ‘Encouraging safer-sex behaviours: 
development of the SHARE sex education programme’, in Rutter, D. and 
Quine, L. (eds) Changing Health Behaviouq Buckingham, Open University Press. 

Adams, R. J., Smith, B. 3. and Ruffin, R. E. (2000) ‘Factors associated with hospital 
admissions and repeat emergency department visits for adults with asthma’, 
Thorax, vol. 55, pp. 566-73. 

Ajzen, I. (1985) ‘From intentions to actions: a Theory of Planned Behaviour’, in 
Kuhl, J. and Beckmann, J. (eds) Action-Control: from cognition to behaviouq 
Heidelberg, Springer. 

Albano, A. M., Causey, D. and Carter, B. D. (2001, 3rd edn) ‘Fear and anxiety in 
children’, in Walker, C. E. and Roberts, M. C. (eds) Handbook of Clinical Child 
Psychology, New York, Wiley. 

Anand, K. J. S. and Carr, D. €3. (1989) ‘The neuroanatomy, neurophysiology and 
neurochemistry of pain, stress and analgesia in newborns, infants, and children’, 
Paediatric Clinics of North America, vol. 36, pp. 795-822. 

Asher, S. R. and Coie, J. D. (1990) Peer Rejection in Childhood, New York, 
Cambridge University Press. 

Bandura, A. (1977) Social Learning l%eory, New York, General Learning Press. 

Bearison, D. J., Sadow, A. J., Granowetter, L. and Winckel, G. (1993) ‘Patients’ and 
parents’ causal attributions for childhood cancer’, Journal of Psychosocial 
Oncology, vol. 11, pp. 47-61. 

Bibace, R. and Walsh, M. E. (1980) ‘Development of children’s conceptions of 
illness’, Paediatrics, vol. 8, pp. 533-43. 

Biology Dictionary: Hyperdictionary. Available from: http:// 
www.hyperdictionary.com/dictionary/asthma [last accessed 22 August 20051. 

Bird, J. E. and Podmore, V. N. (1990) ‘Children’s understanding of health and 
illness’, Psychology and Health, vol. 4, pp. 175-85. 
Blount, R. L., Smith, A. J. and Frank, N. C. (1999) ‘Preparation to undergo medical 
procedures’, in Goreczny, A. J. and Hersen, M. (eds) Handbook of Pediatric and 
Adolescent Health Psychology, London, Allyn and Bacon. 

Bond G. G., Aiken L. S. and Somerville S. C. (19921, ‘The health belief model and 
adolescents with insulin-dependent diabetes mellitus’, Health Psycholology, 
vol. 11, pp. 190-8. 



136 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

Bowlby, J. (1960) ‘Separation anxiety’, International Journal of PsychoanaZysis, 

Bradley, R. H. and Corwyn, R. F. (2002) ‘Socioeconomic status and child 
development’, Annual Review of Psychology, vol. 53, pp. 371-99. 

British Psychological Society Division of Health Psychology (BPS BHP) (2005) 
Available from: http://www. health-psychology.org.uk/menuItems/ 
abouttheDHP.php [accessed 22 August 20051. 

Bnivold, W. H. and Rundall, T. G. (1988) ‘A meta-analysis and theoretical review 
of school-based tobacco and alcohol intervention programs’, Psychology and 
Health, vol. 2, pp. 53-78. 

Buchanan-Barrow, E. A. and Barrett, M. D. (2005) ‘The development of children’s 
conceptions of mental illness’ ESRC report [RES-O00-22-00731. Available from 
www.esrc.ac.uk [last accessed 22 August 20051. 

Caplan, G. (1964) Principles of Preventive Psychiatry, New York, Basic Books. 

Carson, D. K., Council, J. R. and Gravley, J. E. (1991) ‘Temperament and family 
characteristics as predictors of children’s reactions to hospitalisation’, 
Developmental and Behauioural Pediatrics, vo1.12, pp. 141-47. 

Cassidy, T. (1997) Environmental Psychology: behaviour and experience in 
context, Hove, Psychology Press. 

Cassidy, T. (1999) Stress, Cognition and Health, London, Routledge. 

Cates, W. and Berman, S. M. (1999) ‘Prevention of sexually transmitted diseases 
other than Human Immunodeficiency Syndrome’, in Goreczny, A. J. and 
Hersen, M. (eds) Handbook of Pediatric and Adolescent Health Psychology, 
London, Allyn and Bacon. 

Chambers, C. T., Craig, K. D. and Bennett, S. M. (2002) ‘The impact of maternal 
behaviour on children’s pain experiences: an experimental analysis’, Journal of 
Paediatric Psychology, vol. 27, pp. 293-301. 

Chen, E., Bloomberg G. R., Fisher Jr, E. and Strunk, R. C. (2003) ‘Predictors of 
repeat hospitalizations in children with asthma: the role of psychosocial and 
socioenvironmental factors’, Health Psychology, vol. 22, pp. 12-18. 

Christiano, B. and Russ, S. W. (1998) ‘Matching preparatory interventions to 
coping style: the effects on children’s distress in the dental setting’, Journal of 
Pediatric Psychology, vol. 23, pp. 17-27. 

Cohen, L. L. (2002) ‘Reducing infant immunization distress through distraction’, 
Health Psychology, vol. 21, pp. 207-11. 

Cohen, S. and Herbert, T. B. (1996) ‘Health Psychology: psychological factors and 
physical disease from the perspective of human psychoneuroimmunology’, 
Annual Review of Psychology, vol. 47, pp. 113-42. 

Connor, M. T. and Armitage, C. J. (1998) ‘Extending the theory of planned 
behaviour: a review and avenues for further research’, Journal of Applied Social 
Psychology, vol. 28, pp. 1429-64. 

V O ~ .  41, pp. 89-113. 



3 HEALTH PSYCHOLOGY: CHILDREN AND DEVELOPMENT 137 

Coscia, J. M., Christensen, B. K., Henry, R. R., Wallston, K., Radcliffe, J. and 
Rutstein, R. (2001) ‘Effects of home environment, socioeconomic status, and 
health status on cognitive functioning in children with HIV-1 infection’, Journal of 
Pediatric Psychology, vol. 26, pp. 321-29. 

Cummings, E. (1987) ‘Coping with background anger in early childhood‘, Child 
Development, vol. 58, pp. 97684. 

Dein S. (2004) ‘Explanatory models of and attitudes towards cancer in different 
cultures’, 7;he Lancet Oncology, vol. 5, pp. 11!9-24. 

Diepgen T. L and Mahler V. (2002) ‘The epidemiology of skin cancer’, British 
Journal of Dermatology, vol. 146, pp. 14% 

DiMatteo, M. R. (1994) ‘Enhancing patient adherence to medical 
recommendations’, ?Be Journal of the American Medical Association, vol. 5, 

DiMatteo, M. R. (2000) ‘Practitioner-Family-Patient communication in pediatric 
adherence: implications for research and clinical practice’, in Drotar, D. (ed.) 
Promoting Adherence to Medical Treatment in Chronic Childhood Illness, 
London, Lawrence Erlbaum. 

Ditto, P. H., Druley, J. A., Moore, K. A., Danks, J. H. and Smucker, W. D. (1996) 
’Fates worse than death: the role of valued life activities in health-state 
evaluations’, Health Psychology, vol. 15, pp. 332-43. 

Ebbeling, C. B., Pawlak, D. B. and Ludwig, D. S. (2002) ‘Childhood obesity: 
public-health crisis, common sense cure’, The Lancet, vol. 360, pp. 473-82. 

Eiser, C. (1990) Chronic Childhood Disease: an introduction to psychological 
the0 y and research, Cambridge, Cambridge University Press. 

Eiser, C. (1997) ‘Children’s perceptions of illness and death, in Baum, A., 
Newman, S., Weinman, J., West, R. and McManus, C. (eds) Cambridge Handbook 
of Psychology, Health and Medicine, Cambridge, Cambridge University Press. 

Engel, G. L. (1977) ‘The need for a new medical model: a challenge for 
biomedicine’, Science, vol. 196, pp. 129-36. 

Evans, R. I. (2001) ‘Social influences in the etiology and prevention of smoking 
and other health-threatening behaviours in children and adolescents’, in Baum, A., 
Newman, S., Weinman, J., West, R. and McManus, C. (eds) Cambridge Handbook 
of Psychology, Health and Medicine, Cambridge, Cambridge University Press. 

Eveleth, P. B. and Tanner, J. M. (1991, 2nd edn) Worldwide Variation in Human 
Growth, Cambridge, Cambridge University Press. 

Felce, D (1997) ‘Defining and applying the quality of life’, m e  Journal of 
Intellectual Disability Research, vol. 41, pp. 12635. 

Fishbein, M. and Ajzen, I. (1975) Belie? Attitude, Intention andBehaviour an 
introduction to the0 y and research, Reading, MA, Addison-WesIey. 

Fitzgerald, M. (1995) ‘Pain in infancy: some unanswered questions’, Pain Rm’ms, 

pp. 79-83. 

V O ~ .  2, pp. 77-91. 



138 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

Fitzgerald, M. and Anand, K. J. S. (1993) ‘Developmental neuroanatomy and 
neurophysiology of pain’, in Schechter, N. L., Berde, C. B. and Yaster, M. (eds) 
Pain in Infants, Children and Adolescents, Baltimore, Williams and Wilkins. 

Fonagy, P., Steele, M., Steele, H., Higgit, A. and Target, M. (1994) ‘The theory and 
practice of resilience’, Journal of Child Psychology, Psychiatry and Allied 
Disci@lineT vol. 35, pp. 231-57. 

Frable, D. E. S. (1997) ‘Gender, racial, ethnic, sexual, and class identities’, Annual 
Reuiew of Psychology, vol. 48, pp. 139-62. 

Gafney, A. and Dunne, E. A. (1986) ‘Developmental aspects of children’s 
definitions of pain’, Pain, vol. 26, pp. 105-17. 

Garmezy, N. (1991) ‘Resilience in children’s adaptation to negative life events and 
stressed environments’, Pediatric Annals, vol. 20, pp. 459-66. 

Glanz, K., Geller, A. C., Shigaki, D., Maddock, J. E. and Isnec, M. R. (2002) ‘A 
randomized trial of skin cancer prevention in aquatics settings: the Pool Cool 
program’, Health Psychology, vol. 21, pp. 579-87. 

Gollwitzer, P. M. (1999) ‘Implementation intentions: strong effects of simple 
plans’, American Psychologist vol. 54, pp. 493-503. 

Goreczny, A. J. and Gage, M. (1999) ‘Pediatric and adolescent health psychology 
during the healthcare revolution: challenges and opportunities’, in Goreczny, A. J. 
and Hersen, M. (eds) Handbook of Pediatric and Adolescent Health Psychology, 
London, Allyn and Bacon. 

Grych, J. H. and Fincham, F. D. (1993) ‘Children’s appraisals of marital conflict: 
initial investigations of the cognitive-contextual framework, Child Development, 

Hagger, M. S., Chatzisarantis, N., Biddle, S. J. H. and Orbell, S. (2001) ‘Antecedents 
of children’s physical activity intentions and behaviour: predictive validity and 
longitudinal effects’, Psychology and Health, vol. 16, pp. 391-407. 

Hamnett, F. S. (1921) ‘Studies in the thyroid apparatus’, American Journal of 
Physiology, vol. 56, pp. 196204. 

Hanley, M. (2002) ‘Stress’, in Brace, N. and Westcott, H. (eds) Applying 
Psychology, Milton Keynes, The Open University, 

Harbeck, C. and Peterson, L. (1992) ‘Elephants dancing on my head: a 
developmental approach to children’s concepts of specific pains’, Child 
Development, vol. 63, pp. 138-49. 

Health Select Committee Report on Obesity (2004) May. Available from: 
http://www.publications.parliament.uk/pa/cm2OO3O4/cmselect/cmhealt~23/ 
2302.htm [accessed 1 March 20051. 

Hergenrather, J. R. and Rabinowitz, M. (1991) ‘Age-related differences in the 
organization of children’s knowledge of illness’, Developmental Psychology , 

Hermann, C., Kim, M. and Blanchard, E. B. (1995) ‘Behavioural and 
pharmacological intervention studies of pediatric migraine: an exploratory meta- 
analysis’, Pain, vol. 60, pp. 239-56. 

V O ~ .  64, pp. 215-30. 

VO~.  27, pp. 952-59. 



3 HEALTH PSYCHOLOGY: CHILDREN AND DEVELOPMENT 139 

Hofferth, S. (1987) ‘Implications of family trends for children: a research 
perspective’, Educational Leadership, vol. 44, pp. 78-84. 

Ievers, C. E., Brown, R. T., Drotar, D., Caplan, D., Pishevar, B. S. and 
Lambert, R. G. (1999) ‘Knowledge of physician prescriptions and adherence to 
treatment among children with cystic fibrosis and their mothers’, Journal of 
Development and Behavioral Problems, vol. 20, pp, 335-43. 

Janz, N. K. and Becker, M. H. (1984) ‘The health belief model: a decade later’, 
Health Education Quarterly, vol. 11, pp. 1-47. 

Jenney, M. E. M. and Campbell, S. (1997) ‘Measuring quality of life’, Archives of 
Disease in Childhood, vol. 77, pp. 347-50. 

Kibby, M. Y., Tyc, V. L. and Mulhern, R. K. (199%) ‘Effectiveness of psychological 
intervention for children and adolescents with chronic medical illness: a meta- 
analysis’, Clinical Psychology Review, vol. l%, pp. 103-17. 

Kim-Cohen, J., Moffitt, T. E., Caspi, A. and Taylor, A. (2004) ‘Genetic and 
environmental processes in young children’s resilience and vulnerability to 
socioeconomic deprivation’, Child Development, vol. 75, pp. 651-88. 

Klonoff, E. A. and Landrine, H. (2004) ‘Predicting youth access to tobacco: the 
role of youth versus store-clerk behavior and issues of ecological validity’, Health 

Kobasa, S. C. (1979) ‘Stressful life events, personality and health: an inquiry into 
hardiness’, Journal of Personality and Social Psychology, vol. 42, pp. 168-77. 

Kost, K. and Forrest, J. D. (1992) ‘American women’s sexual behaviour and 
exposure to risk of sexually transmitted diseases’, Family Planning Pempectiues, 
vol. 24, pp. 244-54. 

Lazarus, R. S. and Folkman, S. (1984) Stress, Appraisal and Coping, New York, 
Springer. 

Ley, P. (1981) ‘Professional non-compliance: a neglected problem’, British 
Journal of Clinical Psychology, vol. 20, pp. 1514. 

Ley, P. (1989) ‘Improving patients’ understanding, recall, satisfaction and 
compliance’, in Broome, A. K. (ed.) Health Psychology: process and application, 
London, Chapman and Hall. 

Lowrey, G. H. (1986, 8th edn) Growth and Development of Children, Chicago, 
Year Book Medical Publishers Inc. 

Mannino, D. M., Homa, D. M., Pertowski, C. A. et al. (199%) ‘Surveillance for 
asthma: United States, 1960-1995’, Morbidity and Mortality Weekly Reports: CDC 
Surueillance Summaries, vol. 47, pp. 1-27. 

Margolin, G. and Gordis, E. B. (2000) ‘The effects of family and community 
violence on children’, Annual Review of Psychology, vol. 51, pp. 445-79. 

McCabe, M. P. and Ricciardelli, L. A. (2003) ‘Body image and strategies to lose 
weight and increase muscle among boys and girls’, Health Psycholom, vol. 22, 
pp. 39-46. 
McGrath, P. J., McAlpine, L. (1993) ‘Psychologic perspectives on pediatric pain’, 
Journal of Pediatrics, vol. 122, pp. S2-8. 

PSyChOlOgy, VO~. 23, pp. 517-24. 



140 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

McGuire, W. J. (1964) ‘Inducing resistance to persuasion’, in Berkowitz. L. (ed.) 
Advances in Experzmental Social Psychology, Vol. 1, New York, Academic Press. 

McMurran, M. (1994) m e  Psychology of Addiction, London, Taylor & Francis. 

Mullins, R., Borland, R. and Hill, D. (1992) ‘Smoking in Victoria: a profile from 
1988-1991’ in Quit evaluation Studies, Vol. 6, 199G1991, Melbourne, Victorian 
Smoking and Health Program 1992, pp. 85-104. 

Nicklas, T. A., Baranowski, T., Cullen, K. W. and Berenson, G. (2001) ‘Eating 
patterns, dieting quality and obesity’, Journal of the American College of 
Nutrition, vol. 20, pp. 599-608. 

Olsson, C. A., Bond, L., Burns, J. M., Vella-Brodrick, D. A. and Sawyer, S. M. (2003) 
‘Adolescent resilience: a concept analysis’, Journal of Adolescence, vol. 26, 
pp. 1-11. 

Orford, J. (1992) Community Psychology: theo y andpractice, Chichester, Wiley. 

Peterson, L. and Mori, L (1988) ‘Preparation for hospitalisation’, in Routh, D. K. 
(ed.) Handbook of Pediatric Psychology, New York, Guilford Press. 

Peterson, L., Crowson, J., Saldana, L. and Holdridge, S. (1999) ‘Of needles and 
skinned knees: children’s coping with medical procedures and minor injuries for 
self and others’, Health Psychology, vol. 18, pp. 197-200. 

Phipps, S., Fairclough, D. and Mulhern, R. K. (1995) ‘Avoidant coping in children 
with cancer’, Journal of Pediatric Psychology, vol. 20, pp. 217-32. 

Picard, E. M., Del Dotto, J. E. and Breslau, N. (2000) ‘Prematurity and low birth 
weight’, in Yeates, K. O., Ris, M. D. and Taylor, H. G. (eds) Pediatric 
Neuropsychology: research, the0 y and practice, London, The Guilford Press. 

Rand C. S. (2002) ‘Adherence to asthma therapy in the preschool child’, M e w ,  
vol. 57, p. 48. 

Rapoff, M. A,, Belmont, J., Lindsley, C., Olson, N., Morris, J., Padur, J. (2002) 
‘Prevention of nonadherence to nonsteroidal anti-inflammatory medications for 
newly diagnosed patients with juvenile rheumatoid arthritis’, Health Psycholoa, 
vol. 21, pp. 620-34. 

Rhodes, R. E., Plotnikoff, R. C. and Spence, J. C. (2004) ‘Creating parsimony at the 
expense of precision? Conceptual and applied issues of aggregating belief-based 
constructs in physical activity research’, Health Education Research, vol. 19, 
pp. 392-405. 
Ricciardelli, L. A. and McCabe, M. P. (2001) ‘Self-esteem and negative affect as 
moderators of sociocultural influences on body dissatisfaction, strategies to 
decrease weight, and strategies to increase muscles among adolescent boys and 
girls’, Sex Roles, vol. 44, pp. 183-207. 

Ricciardelli, L. A. and McCabe, M. P. (2003) ‘Sociocultural and individual 
influences on muscle gain and weight loss strategies among adolescent boys and 
girls’, Psychology in the Schools, vol. 40, pp. 209-24. 

Riekert, K. A. and Drotar, D. (2000) ‘Adherence to medical treatment in pediatric 
chronic illness: critical issues and answered questions’, in Drotar, D. (ed.) 
Promoting Adherence to Medical Treatment in Chronic Childhood Illness, 
London, Lawrence Earlbaum. 



3 HEALTH PSYCHOLOGY: CHILDREN AND DEVELOPMENT 141 

Robertson, J. (1952) A Two-year old goes to Hospital (Film), New York, NYU Film 
Library. 

Robertson, J. (1958) Young Children in Hospitals, New York, Basic Books. 

Robinson, M. E. and Riley, J. L. (1999) ‘The role of emotion in pain’, in Gatchel, 
R. J. and Turk, D. C. (eds) Psychosocial Factors in Pain, New York, The Guilford 
Press. 

Ross, M. W., Rigby, K., Rosser, B. R., Anagnostou, P. and Brown, M. (1990) ‘The 
effect of a national campaign on attitudes towards AIDS, AIDS Care, vol. 2, 
pp. 23946. 
Ross, D. M. and Ross, S. H. (1984) ‘Childhood pain: the school-aged child’, Pain, 

Rutter, M. (1999) ‘Resilience concepts and findings: implications for family 
therapy’, Journal ofFamily nerapy, vol. 21, pp. 119-44. 

Sahinler, B. E. (2002) ‘A review of pediatric pain management in acute and 
chronic setting’, Pain Practice, vol. 2, pp. 137-50. 

Schwimmer, J. B., Burwinkle, T. M. and Varni, J. W. (2003) ‘Health-related quality 
of life of severely obese children and adolescents’, Journal of the American 
Medical Association, vol. 289, pp. 1813-19. 

Siegel, L. J. and Conte, P. (2001, 3rd edn) ‘Hospitalisation and medical care of 
children’, in Walker, C. E. and Roberts, M. C. (eds) Handbook of Clinical Child 
Psychology, New York, Wiley. 

Stokols, D. (1992) ‘Establishing and maintaining healthy environments: towards a 
social ecology of health promotion’, American Psychologist, vol. 37, pp. 6-22. 

Stone, M. A., Sheryl, J., Bronkesh, M. B. A., Zachary, B., Gerbarg, M. D. and Wood, 
S. D. (1998) ‘Improving patient compliance’, Strategic Medicine. Available from: 
http://www.hsmgroup.com/info/compli/compli.html [accessed 13 May 20051. 

Straub, R. 0. (2001) Health Psychology, New York, Worth. 

Striegell-Moore, R. H., Silberstein, L. R. and Rodin, J. (1986) ‘Toward an 
understanding of risk factors in bulimia’, American Psychologist, vol. 41, 
pp. 246-63. 

Suls, J. and Fletcher, B. (1985) ‘The relative efficiency of avoidant and non- 
avoidant coping strategies: a meta-analysis’, Health Psychology, vol. 4, pp. 248-49. 

Suls, J. and Rothman, A. (2004) ‘Evolution of the biopsychosocial model: 
prospects and challenges for health psychology’, Health Psychology, vol. 23, 

Taddio, A., Katz, J., Ilersich, A. L. and Koren, G. (1997) ‘Effect of neonatal 
circumcision on pain response during subsequent routine vaccination’, 
m e  Lancet, vol. 349, pp. 599-603. 

Tapert, S. F., Stewart, D. G. and Brown, S. A. (1999) ‘Drug abuse in adolescence’, 
in Goreczny, A. J. and Hersen, M. (eds) Handbook of Pediatric and Adolescent 
Health Psycbolom, London, AIlyn and Bacon. 

Tapper, K., Horne, P. J. and Lowe, C. F. (2003) ‘The Food Dudes to the rescue!’, 
The Psychologist, vol. 16, pp. 18-21. 

VO~.  20, pp. 207-9. 

pp. 119-25. 



1 42 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

Tucker, C. M. (2002) ‘Expanding pediatric psychology beyond hospital walls to 
meet the health needs of ethnic minority children’, Journal of Pediatric 

Varni, J. W. and Katz, E. R. (1997) ‘Stress, social support and negative affectivity in 
children with newly diagnosed cancer: a prospective transactional analysis’, 
Psycho-Oncology, vol. 6, pp. 267-78. 

Varni, J. W., Seid, M., Rode, C. A. (1999) ‘The PedQL: measurement model for the 
pediatric quality of life inventory’, Medical Care, vol. 37, pp. 126-39. 

Varni, J. W., Katz, E. R., Colegrove, R. and Dolgin, M. (1994) ‘Perceived social 
support and adjustment of children with newly diagnosed cancer’, Journal of 
Developmental and Behavioural Pediatrics, vol. 15, pp. 20-26. 

Varni, J. W., Katz, E. R., Seid, M., Quiggins, D. J. L., Friedman-Bender, A. and 
Castro, C. M. (1998) ‘The Pediatric Cancer Quality of Life Inventory (PCQL). 
1. Instrument development, descriptive statistics, and cross-informant variance’, 
Journal of Behavioural Medicine, vol. 21, pp. 173-204. 

Vogt, C. J. (1999) ‘A model of risk factors involved in childhood and adolescent 
obesity’, in Goreczny, A. J. and Hersen, M. (eds) Handbook of Pediatric and 
Adolescent Health Psychology, London, Allyn and Bacon. 

Wallander, J. L. and Varni, J. W. (1998) ‘Effects of pediatric chronic physical 
disorders on child and family adjustment’, Journal of Child Psychology and 
Psychiatry and Allied Disciplines, vol. 39, pp. 267-78. 

Wang, Y., Monteiro, C., and Popkin, B. M. (2002) ‘Trends of obesity and 
underweight in older children and adolescents in the United States, Brazil, China, 
and Russia’ American Journal of Clinical Nutrition, vol. 75, pp. 971-77. 

Whitaker, R. C., Wright, J. A., Pepe, M. S., Seidel, K. D. and Dietz, W. H. (1997) 
‘Predicting obesity in young adulthood from childhood and parental obesity’, 
New England Journal of Medicine, vol. 337, pp. 863-73. 

Whitehouse, S., Varni, J. W., Seid, M., Cooper-Marcus, C., Ensberg, M. J., Jacobs, 
J. R. and Mehlenbeck, R. S. (2001) ‘Evaluating a children’s hospital garden 
environment utilisation of consumer satisfaction’, Journal of Environmental 

Wight, D., Raab, G. M., Henderson, M., Abraham, C., Buston, K., Hart, G. and 
Scott, S. (2002) ‘Limits of teacher delivered sex education: interim behavioural 
outcomes from randomised trial’, British Medical Journal, vol. 324, pp. 1430. 
Available from http://bmj.bmjjournals.com/cgi/content/ful~324/7351/1430 [Last 
accessed 3 January 20051. 

Woolston, J. L. (1987) ‘Obesity in infancy and early childhood, Journal of the 
American Academy of Child and Adolescent Psychiatry, vol. 26, pp. 123-26. 

Psychology, V O ~ .  27, pp. 315-23. 

Psychology, VO~. 21, pp. 301-14. 



Chapter 4 
Autism and developmental 
psychology 
Andrew Grayson 

Contents 

H 

PI 

PI 

PI 

PI 

Learning outcomes 145 

Introduction 145 

Understanding autism from the inside out 
2.1 First-hand accounts 
2.2 First-hand accounts and science 
2.3 The incorrigibility of first-hand accounts? 

Understanding autism from the outside in 
3.1 Diagnosis 
3.2 Prevalence 
3.3 Causes 
3.4 Brain mechanisms 
3.5 Sensation and movement 
3.6 Reflecting on the different perspectives 

Psychological theories 
4.1 Theory of mind 
4.2 Executive dysfunction 
4.3 Central coherence 
4.4 Early transactions 

Psychological theories: a critique 
5.1 Evaluating psychological approaches 
5.2 What i s  said and what i s  heard 
5.3 Psychoiogicai research on autism: who i s  it for? 
Integrating insider and outsider accounts 
6.1 Pretend play 

Conclusions 

146 
146 
153 
153 

154 
154 
156 
156 
158 
159 
1 60 

161 
161 
165 
168 
170 

171 
1 72 
173 
173 

175 
175 

1 77 

References 178 

Reading 
Reading A: The history of ideas on autism: legends, myths 
and reality 183 





4 AUTISM AND DEVELOPMENTAL PSYCHOLOGY 145 

After you have studied this chapter you should be able to: 
1 describe key characteristics of autism; 
2 discuss critically the characteristics of first-hand and third-party accounts of 

autism; 
3 compare and contrast different psychological approaches to understanding 

autism; 
4 evaluate the role that psychological research has played in relation to 

understanding and representing autism. 

Introduction 
So far in this book ‘developmental psychology in action’ has been presented in a 
very practical sense - in terms of applying psychological research to areas of child 
development to improve the way children are understood and supported in a 
variety of contexts. This chapter represents an additional way of interpreting the 
theme of this book - it looks at how developmental psychology itself is ‘in action’. 
That is, this discussion of autism will show how psychological research itself is 
dynamic, with approaches to a particular topic being examined, re-evaluated and 
developed in the light of new knowledge and changing attitudes in society. 

The chapter looks at autism from two different perspectives. First, from ‘within’, 
examining what can be learned from the observations of those who live with 
autism, either as people with autism, or as parents, siblings, carers or friends. The 
proliferation of ‘insider’ (or ‘first-hand) accounts has been an important step in 
the development of scientific understandings of autism. 

Second, the chapter will review ‘outsider’ accounts of autism that have been 
offered by clinical, educational, and research psychologists. The conventional 
literature on autism can be thought of as a source of outsider (or ‘third-party’) 
accounts of autism, because it looks at autism from the perspective of the non- 
autistic psychologist, looking ‘in’. 

theories and discourses developed by psychologists create particular views of 
autism. These views influence how research into autism is pursued, and the 
image of autism that is projected in society as a whole. 

The chapter offers an overview of a rapidly changing area and shows how the 
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Understanding autism from the 
inside out 

Until relatively recently the voices of people with autism have been absent from 
accounts of autism, and these voices are still relatively rare in much psychological 
research. This has also been the case for other groups within society, such as 
disabled adults and children and adults with learning difficulties. However, this 
has begun to change. For example, people with learning difficulties are moving 
beyond passive involvement and it is increasingly common to find projects where 
they are directing the research that affects their lives (Walmsley and Johnson, 
2003). The phrase ‘nothing about us, without us’ encapsulates this movement. 
Similarly, self-help and advocacy organizations for people with autism are being 
developed, particularly on the internet. Underpinning this development is the 
belief that ‘Autistic people have characteristically autistic styles of relating to 
others, which should be respected and appreciated rather than modified to make 
them “fit in” ’ (Autistic Network International, 2005). 

Therefore in seeking to consider the nature of autism this chapter begins by 
foregrounding the voices of people with autism. One reason for doing this is to 
make it clear that understanding autism is not about solving an abstract clinical or 
theoretical riddle. It is first and foremost about understanding people, and their 
lived experiences. 

A c t i v i t y  I 
Allow about 
5 minutes 

Your p e r c e p t i o n  o f  a u t i s m  
This activity will help you bring together the ideas you already have about autism. 

Before you read the written accounts that follow from people with autism, take a few 
minutes to make a note of the things you already know about autism, from whatever source. 

C o m m e n t  

As you read Section 2. I ,  you will be able to compare your ideas about autism with ideas that 
have been expressed by people with autism. Make further notes about key features from their 
descriptions. 

2.1 First-hand accounts 
The following accounts are excerpts of writings from a variety of people with 
autism or from close family members. The accounts are lengthy and are 
deliberately presented in full prior to the commentary to enable the voices of 
people with autism to emerge. All contributors are adults, reflecting on their past, 
apart from the first contributor, a boy from India known as Tito, who writes 
insightful prose and poetry. 
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Tito, age 8 
Men and women are puzzled by everything I do. My parents and those 
who love me, are embarrassed and worried. Doctors use different 
terminologies to describe me. I just wonder. ... 
That is not just wonder alone but also a reason for my worry. I think about 
the little boy who had a way of expressing himself, not through speech 
but through a frustrated temper tantrum, The language was known but it 
did not relate to anything. 

(Mukhopadhyay, 2000, p. 5) 

It pains when people avoid us and the schools refuse to take us. I faced it 
and felt that every day there may be others like me who are facing the 
social rejection llke me. I must make the point clear that it is not lack of 
social understanding which causes the weird behaviour, but it is a lack of 
getting to use oneself in the socially acceptable way, which causes the 
weird or the undesirable behaviour. 

(Mukhopadhyay, 2000, p. 57) 

Tito, age 11 
Sometimes I had to knock my head or slap it to feel it. Of course from my 
knowledge of biology I knew that I had voluntary muscles and 
involuntary muscles. ... I experimented with myself that when I ordered 
my hand to pick up a pencil I could not do it. I remember long back when 
I had ordered my lips to move I could not do it. 

(Mukhopadhyay, 2000, p. 73) 

I had a definite problem. When I concentrated on the sound, I felt my eyes 
and nose shutting off. I could never do everything together at the same 
time. That is, I could not see you and at the same time hear you. My sense of 
hearing was always sharper than my sight. This is the reason, I never used 
my eyes to interact with anybody. Psychologists call it ‘lack of eye contact’. 

(Mukhopadhyay, 2000, p. 74) 

Donna Williams 
Words were no problem, but other people’s expectations for me to 
respond to them were. This required my understanding what was said, 
but I was too happy losing myself to want to be dragged back by 
something as two-dimensional as understanding. 

‘What do you think you’re doing?’ came the voice. 

Knowing I must respond in order to get rid of this annoyance, I would 
compromise, repeating ‘What do you think you’re doing?’ addressed to 
no-one in particular. 

‘Don’t repeat everything I say,’ scolded the voice. 

Sensing a need to respond, I’d reply: ‘Don’t repeat everything I say.’ 

Slap. I had no idea what was expected of me. ... 
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Around this time I was again tested for partial deafness, for although I 
could speak I often didn’t use language in the same way as others and 
often got no meaning out of what was said to me. Although words are 
symbols, it would be misleading to say that I did not understand symbols. 
I had a whole system of relating which I considered ‘my language’. It was 
other people who did not understand the symbolism I used, and there 
was no way 1 could or was going to tell them what I meant. I developed a 
language of my own. Everything I did, from holding two fingers together 
to scrunching up my toes, had a meaning, usually to do with reassuring 
myself that I was in control and that no-one could reach me, wherever the 
hell I was. Sometimes it had to do with telling people how I felt, but it was 
so subtle it was often unnoticed or simply taken to be some new quirk 
that mad Donna had thought up. 

(Williams, 1999, pp. 9-10, pp. 30-31) 

Contributor to A 5s f o r  Autism 
This autobiography consists of information about my hearing and eyesight 
playing tricks on me. . . . Let’s start with what happened in pre-school 
times. At that time I used to hate small shops because my eyesight used to 
make them look as if they are even smaller than they actually were - and 
they looked only a metre in area. ... 
I did not get on very well at nursery school. On bright days my sight 
blurred. Sometimes when other kids spoke to me I could scarcely hear 
them, and sometimes they sounded like bullets. I thought I was going to 
go deaf. ... 
I was often lazy at school because sometimes my ears distorted the 
teacher’s instructions, or my eyes blurred to stop me seeing the 
blackboard properly. I was sometimes able to hear a word or two at the 
start and understand it, and then the next lot of words sort of merged into 
one another, and I could not make head or tail of it. I can now recall that 
one could sometimes refer to my vision and hearing as being like an 
untuned television. 

(A is for Autism, 1992) 

Wady  Lawson 
I always had rituals and obsessions!!! ... they changed over time. However, 
they were always based around my interests: animals, insects, medicine ... 
I like to wear clothes that are familiar ... eat foods that are the same ... . I 
hated it when routines changed and would become quite miserable, 
almost lose motivation for anything. I needed to be sure of what would 
happen ... I am still like this today; however, I am more adaptable now 
than when I was as a child. ... 
My ears are very sensitive to particular sounds and certain noises really 
hurt me ... even today. I wear tinted glasses to help me cope with the light 
that hurts my eyes, and I only wear cotton next to my skin because of 
discomfort with how other materials feel. ... 
I’m not good at ‘reading’ another’s body language ... I often ‘feel’ that if 
someone is unhappy then it must be my fault. . . . I don’t ‘feel’ the emotions 
of others, unless it impacts upon myself. However, I have learnt to ‘listen’ 
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to others and how to ask them how they are feeling and what this might 
mean for them. I am naturally inquisitive about human behaviour and 
driven to understand both myself and others. This means asking lots and 
lots of questions all of the time which can be very demanding on people 
and is not always appreciated! 

(Lawson, 2001, pp. 180-2) 

Ros Blackburn 
To me, the outside world is a confusing mass of sights and sounds. It is 
totally baffling and incomprehensible. Try watching a soap opera on 
television with no volume. The characters’ actions immediately become 
sudden and unpredictable since the meaning behind them is no longer 
clear. ... This is how the world appears to me most of the time. I am unable 
to ‘read into’ people’s behaviour or read the intentions behind it and am 
therefore not able to predict their actions. It comes across as very 
threatening and frightening most of the time. 

I have therefore developed various coping strategies. 

In order to create a distraction or cut off between me and ‘out there’, I will 
flick my fingers in front of my face. My attention is drawn to my fingers 
rather than what is going on beyond. I can focus on what is near and close 
to me and what is predictable and ‘me controlled rather than what is 
further afield, unpredictable and therefore threatening. Sometimes 
‘beyond’ is so penetrating, that simply flicking my fingers is not a powerful 
enough distraction in itself, so I may use objects as well such as a piece of 
paper to flick or a liquid-filled sensory toy, for example. This obviously 
increases the distraction level and therefore the cut off level is increased 
too. 

(Blackburn, 2000, p. 4) 

Jim 
Stereotyped movements aren’t things I decide to do for a reason; they’re 
things that happen by themselves when I’m not paying attention to my 
body. ... 
If I’m not monitoring them because I’m worn out, distracted, 
overwhelmed, intensely focused on something else, or just relaxed and 
off-guard, then stereotyped movements will occur. . . . 
People who are close enough for me to be relaxed and off-guard can 
expect to see me acting ‘weird, while people who only see me in my 
‘public display’ mode don’t see such behavior. 

(Cesaroni and Garber, 1991, p. 309) 

Temple Grandin 
This withdrawal from touch, so typical of autistic children, was followed 
in the next few years by standard autistic behaviours: my fixation on 
spinning objects, my preference to be alone, destructive behaviour, 
temper tantrums, inability to speak, sensitivity to sudden noises, 
appearance of deafness, and my intense interest in odors. ... 
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Up to this time, communication had been a one-way street for me. I could 
understand what was being said, but I was unable to respond. Screaming 
and flapping my hands was my only way to communicate. 

(Grandin and Scariano, 1986, pp. 16-17) 

Clara Claiborne Park (mother of Jessy) 
We start with an image - a tiny, golden child on hands and knees, circling 
round and round a spot on the floor in mysterious self-absorbed delight. 
She does not look up, though she is smiling and laughing; she does not 
call our attention to the mysterious object of her pleasure. She does not 
see us at all. She and the spot are all there is, and though she is eighteen 
months old, an age for touching, tasting, pointing, exploring, she is doing 
none of these. She does not walk, or crawl up stairs, or pull herself to her 
feet to reach for objects. She doesn’t want any objects. Instead, she circles 
her spot. Or she sits, a long chain in her hand, snaking it up and down, up 
and down, watching it coil and uncoil, for twenty minutes, half and hour, 
longer. 

(Park, 2001, p. 6 )  

A c t i v i t y  2 
Allow about 
15 minutes 

L e a r n i n g  a b o u t  a u t i s m  f r o m  t h e  i n s i d e  o u t  

This acrivizy will hefp you to ideniifi important features ofautism based on insider (fint-hand) 
accounts. 

Review the written accounts that you have just read from people with autism. What do you 
learn from these accounts? Compile a list, with notes, about the key features of autism as 
presented to you ‘from within’. From these accounts what do you consider to  be the three 
or four most significant features of autism? In addition what do you think might be missing 
from these accounts, given that they are provided by people with autism who write and/or 
speak, while many people with autism do neither? 

Looking back to the notes you made in Activity I ,  consider whether these first-hand 
accounts have confirmed, contradicted, or complemented your prior knowledge. 

C o m m e n t  

There are indications in these accounts of a complex set of interrelationships between people 
with autism and non-autistic people. Perhaps the most apparent features of this complexity 
are the dificukies of communication that exist between people with autism and the non- 
autistic social world: hearing the words of others as jumbled up and indistinct; not being able 
to  respond in ways that others could understand presenting as being uninterested when 
interacting with others. All these aspects of behaviour and experience relate directly to the 
issue of communication and to  the experience of living with a communication disability. 

A 

All these excerpts originate from children and adults with autism, or from their 
families. Words such as these give glimpses into the worlds of people with autism 
that are very difficult to achieve in other ways. Non-autistic people can observe 
the behaviour of a person with autism, and make inferences about the 
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experiences that accompany that behaviour. But experience is only really 
accessible ‘from within’, so without first-hand accounts non-autistic people are 
likely to gain only a partially filled-out picture, and one that may be wrong in 
certain important respects. What can be picked out of these brief accounts to 
begin this chapter’s journey of exploration into autism, and into psychologists’ 
understandings of autism? 

Experiencing others 
One notable feature of the accounts that you have just read is a set of 
observations about interacting with others. Reference is made to the difficulties of 
making eye contact; there is an account of the social exclusion that often 
accompanies being disabled; and there are hints of the ‘extreme aloneness’ 
identified by KaMer (1943, p. 248) in his pioneering description of children with 
‘autistic disturbances of affective contact’. There is also mention of the notion of 
not being able to ‘read into’ the behaviour of others - an observation that links 
with a major area of psychological research into ‘theory of mind’, which is 
considered in Section 4.1 of this chapter. 

Kanner and autism 

Leo Kanner ( I  943) observed particular behaviours in eleven young children and coined 
the label ‘early infantile autism’. Kanner chose the term ‘autos’ (self) t o  describe the 
children’s apparent ‘inward-looking’ behaviour. A little later, Asperger ( I  944) wrote a 
separate account of some older children and also used the term ‘autistic’ as a 
description. 

Kanner (I 943) developed a list of five characteristics to  define the group of children he 
observed: 

the inabilig t o  relate to  and interact with people from the beginning of life; 
the inability t o  communicate with others through language; 
an obsession with maintaining sameness and resisting change; 
a preoccupation with objects rather than people; 
the occasional evidence of good potential for intelligence. 

Source. Waterhouse, 2000, p. 15. 

A restricted range of interests: inflexibility in thought and 
behaviour 
There are several references in this section to some level of inflexibility in thought 
and behaviour, which may express itself in terms of a set of narrow, specialized 
interests and an apparent desire for sameness: needing to wear the same clothes, 
to eat the same foods, and to repeat the same movements. And there is an 
indication of the anxiety and unhappiness that can happen when an important 
routine is infringed. 



152 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

Stereotypies 
Repeated 
movements, such 
as hand flapping, 
or finger flicking. 
Distal world 
The world at a 
distance, away 
from the body. 

Proximal world 
The world in 
proximity to the 
body. 

There is also mention of a ‘stereotypy’ - in this case hand-flapping. Stereotyped 
and repetitive movements are a very visible aspect of the behaviour of some 
people with autism. But one thing to be gained from first-hand accounts is some 
insight into the possible reasons for stereotyped movements. For Ros Blackburn, 
these movements help to shut out the confusing distal world, and to bring the 
more predictable proximal world to the fore. Note, however, that Jim’s account of 
the reasons for his stereotypies is quite different from that of Ros. 

Sensation and movement 
A striking feature of first-hand accounts is the consistent reference to the unusual 
sensory world that people with autism appear to experience. Researchers and 
clinicians had noticed this feature of autism (for example de Meyer, 19761, but until 
the voices of people with autism began to be heard the significance of this aspect of 
autism was not fully appreciated. In the excerpts there are a number of references 
to sensory experiences, but later in this chapter you will see that the sensory world 
of the person with autism does not appear in the main diagnostic picture of autism. 
It also does not occupy many pages in the psychological literature. 

Of particular note is the effect of these sensory experiences on the person with 
autism. Many of the descriptions that are given are of specific sights and sounds 
being intrusive, almost painful. These ‘hypersensitivities’ to aspects of the 
environment can have significant consequences for the person with autism. If the 
sound of another person talking is experienced as confusing and indistinct, or 
loud and painful, this is likely to have an effect on motivation to communicate 
and to interact with others. It is difficult for typically developing adults to 
understand the experience of a world in which certain everyday sensations 
cannot be modulated, and become oppressive. One way to imagine this is to 
think of the tangible physical response in many people to the sound of fingernails 
scraping on a chalk-board and to consider what it might feel like if that were the 
effect that human voices or a whirring fan or busy shopping centres had on you. 

There are also references to difficulties in organizing physical responses. Tito 
(Mukhopadhyay, 2000) recalls not being able to make his body move or respond 
in a way that was within his control. And Jim (Cesaroni and Garber, 1991) talks 
about the way in which his body seems to produce movements if he is ‘off guard 
and not monitoring himself sufficiently closely. 

Change and growth 
Autism is classified as a pervasive developmental disorder (a PDD). Among other 
things, this means that it stays with a person for life. People with autism do not 
‘grow out of it’; neither are they ‘cured of it; neither is there a ‘normal’ child 
waiting to emerge from their ‘shell’ (Sinclair, 1993). However, this does not mean 
that people with autism stay the same throughout their life, nor indeed does it 
mean that their autism stays the same throughout their life. Many of the 
observations made in the first part of this section by people with autism are 
expressed in the past tense - describing how things were for them when they 
were younger, with subsequent change and growth implied. 

Growth and development are just as much a feature of a life with autism as they 
are of a typically developing life. Indeed it may be helpful to think about autism 
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Incorrigible 
An incorrigible 
account is one 
that is deemed to 
be beyond 
question and not 
subject to 
correction. 

as a trajectory though life (Roth, 2002). There are undoubtedly extra challenges 
for a person with autism in terms of growth and development, particularly with 
regard to their transactions with their environment and with the world of non- 
autistic people. There are also extra challenges for families that include one or 
more children with autism. But the lifelong nature of autism should not be 
misinterpreted as a barrier to development and growth. 

2.2 First-hand accounts and science 
There are many reasons for listening carefully to first-hand accounts - there are 
moral and political reasons for engaging with all members of society. However, the 
argument that is pursued in this chapter is that first-hand accounts of people with 
autism are a prerequisite for a scientiJic understanding of autism. How can such 
accounts be regarded as a legitimate component of a scientific approach? Surely they 
are merely ‘anecdotes’ - illustrative, human interest stories - not a basis for science? 

There are a number of ways of answering this question depending on one’s 
chosen definition of science. But one thing on which every definition would 
agree is that in order to achieve a scienhlic understanding of something, a clear 
description of the phenomenon that is being studied is required. 

An argument within this chapter is that until researchers started listening, 
seriously, to the accounts of people with autism about their experience, they were 
in danger of mis-describing some hndamental elements of autism. Take the 
unusual sensory world that many people with autism appear to experience. How 
could psychologists know, for example, that the ticking of a clock can sound like 
a gunshot, or that the voice of a person can sound like a train rushing at them, 
until ,those experiences are described to them? All that psychologists would be 
able to see would be the behaviour of the person with autism - covering their 
ears, or shying away from people. And they might misinterpret that behaviour as 
meaningless stereotypy, or as a desire to be alone in the world. 

2.3 The incorrigibility of first-hand accounts? 
Saying that it is important to listen to first-hand accounts of experiences, and to 
afford these the significance and respect they deserve, is not the same as saying 
that such accounts must be taken at face value, nor that they offer some kind of 
direct access to the ‘truth’. No single perspective can give the whole picture of 
something as complex as autism. A scienthc approach to understanding 
something requires that all accounts be subject to critical scrutiny, and that none is 
privileged on the basis of presumed status. In psychology, the objective, outsider 
accounts of researchers and clinicians have historically been privileged over first- 
hand accounts. But the intention of this chapter is not to reverse the problem by 
idealizing first-hand accounts. Rather it is to balance the status of the two 
perspectives, and to further an understanding of autism by reference to both. 

should first-hand accounts of people with autism not be treated as incorrigible? 
So what is the basis for subjecting first-hand accounts to critical scrutiny? Why 

If one person with autism says something about their experience, this does 
not mean that another person with autism will necessarily have the same 
experience (see Ros Blackburn’s and Jim’s accounts of their stereotypies). 
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After all, when a non-autistic person says something about the quality of 
their experience, people do not automatically assume that the same must be 
true for all non-autistic people. If enough people say the same thing about 
their experiences, then people start to take note. 
There are good reasons to suppose that people with autism who publish 
engaging books about their experiences are in many important respects not 
typical of ‘people with autism’ in general, in the same way that published 
non-autistic authors are not typical of non-autistic people in general (see the 
sophistication of Tito Mukhopadhyay’s prose at age 8 and ll!). There is a 
great deal of diversity among those diagnosed as having an autism spectrum 
disorder. For example, many people with autism do not themselves speak or 
write, and the extent to which they can be ‘spoken for’ by others with (or 
without) autism is unclear. 

The challenge of integrating insider preferences with the traditional outsider 
perspective of clinical and research psychology is further examined in Section 6. 

People with autism write and talk about a variety of ways in which their 
experiences differ from those of typically developing people. 
A key feature of these insider accounts is the distinctiveness of the 
sensory world that people with autism can experience. 
First-hand accounts of a condition such as autism should be regarded as 
an important component of a scientific understanding of that condition. 
From a scientific perspective, first-hand accounts should not be idealized 
nor treated as incorrigible. 

Understanding autism from the 
outside in 

Section 2 provided a view of autism constructed out of the first-hand accounts of 
people with autism (an account of autism ‘from the inside out’). This section seeks 
to provide a description of autism from the point of view of non-autistic 
researchers and clinicians - a third-party perspective which has been constructed 
by ‘looking in’ on autism, from the outside. 

3.1 Diagnosis 
According to psychologists, autism is seen as one of the set of pervasive 
developmental disorders. It is classified as such because it is characterized by 
pervasive impairments in several areas of development, notably in terms of social 
interaction and communication skills. A variety of systems are used for diagnosing 
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Autism 
spectrum 
disorders (ASD) 
A group of 
identified 
disorders of 
development with 
lifelong effects, 
which have in 
common the ‘triad 
of impairments’ 
(Wing, 1998). ASD 
includes children 
and adults with 
autism and those 
with Asperger 
Syndrome. 

v------ 
A c t i v i t y  3 
Allow about 
20 minutes 

autism, but the most widely cited is the Diagnostic and Statistical Manual of 
Mental Disorders prepared by the American Psychiatric Association (2000) and 
known as DSM-IV-TR. According to DSM-IV criteria, for a child to be diagnosed as 
having ‘autistic disorder’, there must be evidence of the following, normally by 
the time the child reaches 3 years of age: 

a qualitative impairment in social interaction; 
qualitative impairments in communication; 
restricted repetitive and stereotyped patterns of behavior, interests and 
activities. 

(American Psychiatric Association, 2000, p. 75) 

Diagnoses are made on the basis of behaviour, by noting the things the children 
do and do not do as they develop, and comparing this with a list of diagnostic 
criteria. There is no ‘test’ that can identify autism. 

Learning about autism from the outside in 

This octivrty will help you to brooden your understanding ofoutism. 

Turn to the end of this chapter and read the Reading, ‘The history of ideas on autism: 
legends, myths and reality’, by Lorna Wing ( I  997). This reading provides an overview of ideas 
about autism by a highly respected researcher-practitioner who is also the parent of a child 
with autism. 

Review the Reading and write a list, with notes, of features of autism as described ‘from the 
outside’. 

C o m m e n t  

Wing’s personal and professional involvement with autism highlights the fact that although this 
chapter sets up a distinction between ‘insider’ and ‘outsider‘ accounts, the two perspectives 
should not be seen as ‘in opposition’ t o  each other. The distinction between them is emphasized 
in this chapter for the sake of clarity of exposition. In reality things are not so clear cut. 

Note Wings use of the phrase ‘triad of impairments’ t o  describe three key features of autism 
(impairments in social interaction, communication, and imagination). Note also the way in 
which she talks of the ‘spectrum of disorders’ associated with autism. 

Phenotype 
The set of 
observable 
characteristics 
associated with a 
particular 
‘genotype’. 

Since the 1990s it has become usual to speak of ‘autism spectrum disorders’ (ASD) 
rather than ‘autistic disorder’ (AD). This reflects the fact that there is a broader 
phenotype of autism than is defined by the strict diagnostic criteria for AD in 
instruments such as the DSM-IV - one that includes people with Asperger 
Syndrome. The diagnosis of Asperger Syndrome is made where children possess 
many of the developmental patterns of children with autism, but where there is 
no clinically significant delay in cognitive or language development (American 
Psychiatric Association, 2000). 

Section 2 are those of people who may only represent one section of the wider 
One important thing to note in relation to this is that the voices heard in 
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Organic 
disorder 
A disorder that 
has a biological 
(not necessarily 
genetic) cause. 

Perinatal 
During childbirth. 

Triangulation 
A metaphor from 
navigation which 
refers to the 
notion of using 
more than m e  
source of data to 
support an 
assertion. 

population of people with ASD. For example, it has been estimated that 
approximately 80 per cent of children with autism have severe or profound 
learning difficulties, scoring below 70 on psychometric tests of intelligence 
(Jordan, 1999; Peeters and Gillberg, 1999). Although some researchers contest the 
strength of the association between ASD and profound learning difficulties 
(Biklen and Cardinal, 1997; Grayson et al., 20041, the apparent range of abilities 
and disabilities within the spectrum means that caution is needed when making 
general statements about ‘people with autism’. 

3.2 Prevalence 
A most striking thing about the prevalence of autism is the increase that started 
towards the end of the twentieth century. For the 25 years to 1991, rates of 4.4 
cases per 10,000 people were recorded by large population surveys. In the 10 
years to 2001 the rate was 12.7. V o h a r  et al. (2004) suggest that a prevalence 
rate of 10 cases per 10,000 people is a realistic estimate for autistic disorder 
(autism spectrum disorders would therefore have a somewhat higher prevalence 
because of the broader definition). Accounting for this increase is difficult. It may 
be that the actual incidence of autism is increasing. Or it may be that diagnostic 
practices (for example, the broadening of the label into a ‘spectrum’) have had 
the effect of pulling more people under the umbrella of autism. Alternatively, 
perhaps greater public awareness of the condition has led to more cases of autism 
(that would previously have been hidden) being discovered. 

3.3 Causes 
There is a large body of evidence to show that autism is an organic disorder. That 
is, autism is caused by some type of prenatal, perinatal, postnatal or early 
childhood damage or disruption to the developing central nervous system. The 
likelihood is that autism results from a variety of different causal pathways 
(Baird et al., 2003). Furthermore, twin and family studies (triangulated against 
other sources of evidence) support the view that there is probably a genetic 
susceptibility which increases the likelihood of some children developing autism 
(Szatmari, et al., 2003). For example, in one study a concordance rate of 36 per 
cent was found for identical twins, and 0 per cent for fraternal twins (see Box 2). 
When taken in the context of the pattern of findings from several studies this is 
‘strong evidence of genetic causes’ (Frith, 1989, p.77). 
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T w i n  studies 

Identical (monozygotic) twins share an identical genetic make-up. Fraternal (non- 
identical or  dizygotic) twins are no more genetically similar than ordinary siblings. A 
concordance rate of 36 per cent in Frith’s study (I 989) means that of eleven children 
with autism who had an identical twin, four had an identical twin who also had autism. 
Not  one of the children with autism who had a fraternal twin had a twin with autism (a 0 
per cent concordance rate). The fact that genetically identical individuals were more 
likely to  ‘share’ autism than genetically non-identical individuals is suggestive of agenetic 
susceptibility. 

Psychogenic 
disorder 
A psychological 
disorder that is 
not principally to 
do with physical 
damage to the 
body. 

It is not the role of this chapter to debate the details of the causes of autism. But it 
is important to distinguish between organic and psychogenic causes. Accounts 
based on the latter hold that autism is caused by psychological factors. For 
example, it has been argued that autism results from certain types of parent-infant 
relationships. ‘The precipitating factor in infantile autism is the parent’s wish that 
his [sic] child should not exist’ (Bettelheim, 1967). It is hard to imagine the effect 
that such accounts had on parents of children with autism, who were being told 
that their children’s autism was caused by the way in which they related to them 
as parents. 

T h e  ‘ t a k e - h o m e  message’ of  psychogenic e x p l a n a t i o n s  

However much psychogenic theorists tried to reassure parents (particularly mothers) 
that their theories were not meant to  imply that it was the fault of the parents that a 
child had autism, the message heard by the parents was quite different. In the words of 
Clara Claiborne Park, whose daughter, Jessy, has autism: 

It is painful to return t o  the book Bettelheim, with his gift for metaphor, 
called The Empty Fortress - and thank God and the rules of evidence, it has 
become unnecessary. Autism is now almost universally recognized as a 
developmental disorder, multiply caused: genetic predisposition, pre- or  
postnatal viral infection, chromosomal damage, biological agents still 
unknown. ... 
Kanner ... had thought that such a profound inability t o  relate to  others was 
probably ‘innate’. But he had also speculated in a different direction; the 
phrase ‘refrigerator parents’ was also his. Twenty-five years later, before the 
newly formed National Society for Autistic Children ... he would repudiate 
this explanation in words none of us who heard him would ever forget: 
‘Herewith I especially acquit you people as parents.’ But ... the ghost of 
parental responsibility was not so easily laid to rest. 

Source Pork 2001, pp. 7, 10-1 I .  
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Although the overwhelming weight of evidence points to organic causes, this 
does not rule out the influence of early social and environmental factors. For 
example, there is an unexpectedly high percentage of blind children who have 
autism. This has led Hobson and Bishop (2003) to examine the role that early 
social and environmental factors might play in the development of autism: 

... one might consider that there are several sources of social impairment 
in blind children, including both physical and environmental factors, and 
that when potentiated by the children’s lack of vision, these result in 
specific forms of impoverishment in interpersonal experiences that have 
developmental consequences which include several autistic-like features. 
(Hobson and Bishop, 2003, p. 342) 

However, they acknowledge (p. 342) how such factors might interact with 
organic explanations. Perhaps there exists ‘some form of minimal brain damage 
associated with the conditions that led to blindness (Cass et aZ., 1994) that 
predisposes both to the social impairments of these children and to their “autistic- 
like” clinical features’. 

3.4 Brain mechanisms 
Since 1990 there have been significant developments in the technology of 
neuroimaging, which have made it possible to map brain structures and functions 
with increasing accuracy and sophistication. Neuroimaging allows for 
comparisons to be made between the brains of typically developing children and 
children with autism, though the interpretation of data from these rapidly 
developing technologies is a complex process. 

There is evidence that the brains of very young children with autism are larger 
than the brains of typically developing children of the same age, but that this size 
difference decreases with age. Courchesne et al. (2001) found that 90 per cent of 
the 30 boys with autism (aged between 2 and 4 years) whom they studied using 
magnetic resonance imaging (MRI) had a larger brain volume than normal. There 
had been no neonatal evidence in these children of larger-than-average brains. It 
seems that there may be early overgrowth in the brain of the child with autism, 
together with disruption of the typical course of programmed cell death and 
synaptic pruning. One brain structure that has attracted interest is the cerebellum. 
For a long time this area of the brain has been linked with the control of 
movement, though more recently it has also been found to be associated with 
attention (Allen et al., 1997). When adolescents and adults with autism were 
compared with matched control participants using fMN, the former showed 
evidence of less activation in the cerebellum relating to attention and more 
activation relating to motor activity (Allen and Courchesne, 2003). This suggests 
that there may be dfierences in the way that the cerebellum works in people with 
autism compared with typically developing people. Abnormalities in the 
cerebellum are of particular interest to those interested in motor dysfunction in 
autism (Bauman, 1992). 

Other brain structures that have received attention are areas of the prefrontal 
cortex that are considered to be associated with aspects of social cognition and 
with executive functions, and the amygdala and hippocampus, which are 
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Magneto- 
encephalo- 
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A technique that 
detects changes in 
the magnetic field 
corresponding to 
the brain‘s 
electrical activity. 

implicated in emotional arousal. Caution is needed in assigning clear roles to 
these complex brain structures, especially when thinking about autism. One 
reason for this is the sheer complexity and interconnectedness of the human 
brain. Another reason is that a number of studies have shown that localization of 
brain function is less consistent in people with autism (Pierce et al., 20011, who 
show more ‘individually variable and scattered functional brain organization’ 
(Muller et al., 2003, p. 1847). 

Although the precise brain mechanisms associated with autism have not been 
definitively established, the overwhelming message of neuro-psychology is that 
there are structural and functional differences between the brains of people with 
and without autism. This does not in itself mean that autism is caused by such 
brain differences (brain differences can result from a condition, as well as being 
the cause of a condition). However, when viewed together with other bodies of 
research, it adds considerable weight to the argument that autism is, essentially, 
an organic disorder. 

3.5 Sensation and movement 
Although most of the information about the sensory worlds of people with autism 
comes from first-hand accounts, there is a small but growing ‘conventional’ 
literature on this topic. This ‘outsider’ perspective is important because, as you 
have seen, the autism spectrum is very broad, and it should not be assumed that 
the experiences of a small number of people with autism who write about this 
topic necessarily hold for all people with autism. 

In one study, 26 children with autism (average age 31 months) were reported 
by parents to respond differently to taste and smell, and to show different levels of 
tactile sensitivity and auditory filtering, when compared to matched control 
children (Rogers et al., 2003). From her study based on a retrospective video 
analysis of home videos of eleven children with autism, Baranek (1999) concluded 
that early assessment procedures for children aged between 9 and 12 months 
should take into account sensory processing and sensory motor functions, as well 
as social responses. 

In another study Tecchio et al. (2003) used magneto-encephalographic 
measurements (MEG) to record aspects of cortical processing of auditory stimuli 
in fourteen children and adults who met the diagnostic criteria for autistic 
disorder. A dysfunction of auditory discrimination was found, suggesting that it 
may not just be intellectually able people with autism who experience distinctive 
sensory worlds. In short, there is a body of evidence, from a variety of sources, to 
show that any account of autism must include reference to sensory processing, as 
well as to the triad of impairments. 

When Asperger first described his group of four children he noted clumsiness. 
For many years it was accepted that some level of motor impairment was evident in 
children and adults with Asperger Syndrome. Furthermore, it has become 
increasingly clear that there is a motor impairment in the majority of people with 
autism, across the whole spectrum (Manjiviona and Prior, 1995; Bauman, 1992). For 
example, Goin and Myers (2004) used a multi-method approach in a study of early 
detection of autism. They concluded (p. 5 ,  emphasis added) that infants and 
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Dyspraxia 
An impairment in 
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and carry out 
sequences of co- 
ordinated 
movements to 
achieve an 
objective. 

toddlers who went on to become diagnosed with autism showed marked 
differences ‘in their social, affective, motoq play, and communication skills’ in 
comparison with those children who were not subsequently diagnosed with autism. 

Some researchers see the motor impairments associated with autism as a core 
feature of the condition, which may underlie other disabilities (Donnellan and Leary, 
1995). For example, Page and Boucher (1998) call for more research to investigate 
whether oral and manual dyspraxia underlies the impairments in speech and signing 
among children with autism. Jones and Prior (1985) also question whether relatively 
poor performance in motor imitation underlies some of the difficulties that are 
observed in children with autism in terms of learning to use gesture. 

3.6 Reflecting on the different perspectives 
One aim of this chapter is to highlight that both insider and outsider perspectives 
are necessary if a grounded account of autism is to be achieved. There are many 
points of strong agreement between the two sets of perspectives, with respect to 
the identification of characteristic features of autism. Conversely there are some 
areas in which the two sets of perspectives diverge, particularly with respect to 
emphasis (in terms of which features are viewed as the most significant) and also 
with respect to the meanings that are ascribed to observable behaviours. 

v 
A c t i v i t y  4 
Allow about 
15 minutes 

I n t e g r a t i n g  i n s i d e r  a n d  o u t s i d e r  a c c o u n t s  

This aaivity will help you to reflect on diferent penpeaives on autism. 

Compare and contrast the lists and notes that you drew up in Activities I, 2 and 3. Identify 
points of convergence. What do insiders and outsiders agree on? What are the most 
significant points of divergence across the different perspectives? What does one set of 
perspectives add that the other one does not or cannot? 

o f  Section 3 

Autism has traditionally been regarded as a condition characterized by a 
‘triad of impairments’. 
Autism is a predominantly organic disorder. 
The number of people diagnosed with autism and autism spectrum 
disorders rose dramatically in the final years of the twentieth century. 
Advances in neuroimaging technology may lead to better insights into the 
organic basis of autism. 
There is a small but increasingly important literature on sensory and 
motor aspects of autism. 
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Psychological theories 
This section examines three major theoretical approaches to understanding 
autism that have emerged from the work of developmental psychologists. These 
three approaches propose that autism is characterized by: 
1 
2 executive dysfunction; 
3 
The section concludes with a brief examination of some aspects of early social 
transactions in infancy that might shed further light on autism. 

a theory of mind deficit; 

a weak drive for central coherence. 

4.1 Theory of mind 
In 1985, Baron-Cohen et al. published an influential paper which suggested that a 

thoughts and feelings of other people. They found that 80 per cent of participants 
with autism (aged between 6 and 16 years) failed a false belief task known as the 
‘Sally/Anne Task’ (or the ‘unexpected transfer task see Box 4). This finding was 
interpreted as an indication that children with autism have difficulty in 
understanding other minds - a theory of mind deficit (Baron-Cohen et al., 1985). 

a core, distinctive feature of autism may be a difficulty in understanding the 
SG 

T h e  u n e x p e c t e d  t r a n s f e r  t a s k  

In this task a child is presented with the story as shown in Figure I (overleaf). It is usually 
acted out using dolls or  puppets. The story concerns two characters, Sally and Anne 
(Figure I, Frame I). Sally puts a marble in the basket (Frame 2) and then leaves the 
room (Frame 3). While Sally is out of the room, Anne removes the marble from the 
basket and puts it in a box (Frame 4). The child is then told that Sally has returned and 
wants to find her marble (Frame 5). 
Sally, of course, does not know that the marble has been moved; she still thinks that it is 
in the basket. Therefore she holds a false belief, i.e. a belief about the world that is 
incorrect. The child is then asked ‘Where will Sally look for her marble?‘ To answer this 
successfully children need to  understand that Sally did not see the marble being moved 
and therefore will hold a false belief about its location. Typically developing children of 
4-5 years who have been following the story will be able to  answer this question 
correctly, saying that Sally will look for her marble in the basket. 



162 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

Figure I The unexpected transfer task (adapted from Frih, 1989, p. 160). 

In the wake of the study by Baron-Cohen and colleagues came a proliferation of 
research studies into autism and theory of mind, which saw the findings replicated 
and triangulated. The extensive series of replications that have been undertaken 
mean that the experimental procedures can be regarded as reliable. The efforts to 
triangulate the findings, by using different methods to tackle the same question, 
address the more complex question of their validity - the extent to which the 
findings mean what they appear to mean. Do children with autism tend to do poorly 
on false belief tasks because they have a theory of mind deficit? Or are there other 
reasons for their relatively poor performance? For example, in the ‘Sally/Anne’ 
version of the unexpected transfer task dolls are used, and participants have to make 
judgements on the basis of what the dolls ‘believe’ to be true about the location of a 
marble. Perhaps the participants with autism found it difficult to attribute any kind of 
belief to a doll. Failure for this reason might be more to do with having difficulties 
imagining dolls as social actors, rather than having anything to do with a theory of 
mind deficit. However, this particular interpretation was ruled out by using real 
people in place of the dolls in a later study (Leslie and Frith, 1988). 
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There is certainly a lot of evidence from a variety of different types of studies 
that supports the idea that people with autism typically have some difficulty with 
reading the thoughts and feelings of others (so-called ‘mind-reading’). For example 
Perner et al. (1989) found that children with autism did not perform as well as 
matched children with a specific language impairment on the deceptive box task. 
This task aims to create the experience of a false belief within the child who is 
being tested. Failure on the task may suggest that the child has difficulty in 
understanding the status of their own beliefs. 

In the deceptive box task children are asked to guess what is inside a tube of 
Smarties (see Figure 2, Frame 1). Most children answer ‘Smarties’. They are then 
shown that the tube actually contains pencils (Frame 2). The child is shown the 
closed tube and asked, once again, what is inside, even though they cannot see 
the pencils (Frame 3). The child is then introduced to a Sooty puppet who has 
been asleep in the toy box (Frame 4). The child is asked what Sooty will say is in 
the tube. They are also asked what they thought was in the tube before they 
looked inside it. For a child to pass this task they must say that Sooty will believe 
there to be Smarties inside the tube, even though the child now knows that this is 
not the case. 

SG 

Figure 2 The deceptive box task 

Children with autism also tend to perform less well than children with learning 
difficulties on the ‘seeing-leads-to-knowing’ task (Baron-Cohen and Goodhart, 
1994). In this task children are shown a doll that touches a box, and one that 
looks inside the box. The children are then asked ‘Which one knows what’s inside 
the box?’ The children with autism seemed to have greater difficulty than the 
children with learning difficulties in saying what kind of knowledge would be in 
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the mind of each of the dolls, one having looked in the box, and the other having 
only touched it. 

Other evidence that supports a theory of mind deficit in autism comes from 
studies by Baron-Cohen and Cross (19921, and Tager-Flusberg (1992) (see 
Research summary 1). Baron-Cohen and Cross showed that children with autism 
did not correctly identlfy which of two pictures showed a person who was 
thinking (Figure 31. Typically developing children of 4 years of age were better 
able in this test to make inferences about the mental state of the boy in the picture 
from looking at his direction of gaze, showing that they recognized that the eye- 
region of the face gives clues about what is going on in another person’s mind. 

a - sc 

Figure 3 The ‘which one is thinking?’ test. 

M e a n  l e n g t h  of u t t e r a n c e  

Six children with autism (aged between 3 and 7 years) were matched with six children 
with Down Syndrome, on the basis of a measure of language development, mean length 
of utterance (MLU). 

Records of spontaneous speech were collected from each participant every 2 months. 
The researchers noted terms that the children used that related to  psychological states 
(desire, perception, emotion and cognition). 

There were no differences between the two groups of children in the frequency with 
which desire or  emotion terms were used. However, there were differences for 
certain types of perception and cognition terms. As shown in Table I (in the scores for 
‘Attention’ and ‘Mental’), children with autism used significantly fewer terms that had 
the function of calling for another person’s attention, and also fewer terms referring t o  
mental states. These differences may be taken as one indication that calling for attention 
from another person, and thinking about the mental state of another person, are two 
areas of impairment in early childhood autism. 
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Table I Mean frequency of functional uses of psychological state terms 

Children with autism Children with Down 
Syndrome 

M (SD) M (SD) 
Perception terms 

Vision 10.95 (9.9 I) 4.19 (2.59) 

Hearing .59 (.52) .44 C42) 

Touch 5.0 I (3.04) 2.62 ( I .73) 

Smell .46 (.83) .05 (. 12) 

Taste .27 C58) .oo (.OO) 

Attention 1.10 ( I  .02) ** 10.40 (5.02) 

Cognition terms 

Idiom 2.58 (3.35) 4.27 (3.76) 

Conversational .40 (.56) 2.28 (2.66) 

Mental .I7 (.20) * I .66 (2.46) 

* p < 0.05; ** p < 0.01 
Source: adapted from Tager-Flusberg, I992 (table from p. f67). 

w 
Furthermore, the notion of finding it difficult to ‘read into’ the minds of others is a 
feature of many first-hand accounts of autism (Blackburn, 2000; Lawson, 2001). 
So there is little doubt that psychological research has identified an important 
feature of autism - the notion that autism is associated with some difficulties in 
tuning into the minds of others - a feature that may indeed help non-autistic 
people to understand more clearly the experience of a person with autism. 

Perseveration 
The continuous, 
insistent 
performance 
(repetition) of a 
behaviour. 

4.2 Executive dysfunction 
Theory of mind research has tackled autism at a socio-cognitive level. Other 
psychological perspectives have focused on more general learning and 
information-processing mechanisms - working from the assumption that the 
social challenges faced by people with autism are consequences of difficulties 
with various aspects of cognitive function. One such perspective sees autism as 
associated with underdeveloped or disrupted executive functions. 

Given that executive function has to do with (among other things) flexibility of 
thought, then it is not a surprise that psychologists began to relate executive 
d’dunction to autism. A difficulty with disengagement from a strand of thought or 
behaviour (perseveration), an apparent mental rigidity, problems with switching 
attention flexibly from one thing to another, problems with planning and 
delivering intended actions - all of these are signs of executive dysfunction, and 
all of these can be features of the cognitive style of a person with autism. 
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Prepotent 
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seems to cause 
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behave in a 
particular way 
(the prepotent 
response). 

Furthermore it appears that people with autism can experience difficulties with 
inhibiting responses to prepotent stimuli (see Research summary 2). Note that 
inhibitory control is a central feature of executive function (Hughes et al., 2004). 

T h e  s t r a t e g i c  d e c e p t i o n  t a s k :  t h e o r y  o f  m i n d  versus 
e x e c u t i v e  f u n c t i o n  

Strategic deception - planting a false belief in the mind of another - requires a theory of 
mind. Typically developing children above the age of 4 years can succeed on strategic 
deception tasks. Typically developing children of 3 years of age, and children with autism, 
tend not t o  succeed on these tasks. The question that Hughes and Russell set out t o  
investigate was whether failure on a strategic deception task really was due to a theory 
of mind deficit, or  whether it was better understood in terms of executive dysfunction. 

The ‘windows task‘ is a task where the participant plays against an experimenter. Both 
‘players’ close their eyes while one of two boxes is ‘baited’ with a chocolate. The 
participant opens their eyes and has t o  point at one of the two boxes. Whichever box 
the participant points to, the opponent looks in. If the chocolate is in that box, the 
opponent keeps it. If it is in the other box, the participant keeps it. The participant 
cannot see which box the chocolate is in. This guessing game goes on for I 5  trials. For 
the 16th trial (the f i r s t  experimental trial) the boxes are replaced by ones with a 
window that faces the participant. Now, when they come to  point they can see which 
box contains the chocolate. Four year olds who understand deception will point t o  the 
box that does not contain it, thus tricking the opponent, and keeping it for themselves. 
Three-year-old children and children with autism tend to  point t o  the box with the 
chocolate. This might be interpreted as indicating that children with autism find 
deception difficult because of theory of mind difficulties. 

However, Hughes and Russell noticed that children with autism tended to  continue to  
point t o  the box with the chocolate for the next 20 trials. This led them to  ask whether it 
might be some other factor that was causing the children not t o  learn an apparently 
simple rule: ‘point t o  the box without the chocolate and I get the chocolate’. They 
wondered whether the chocolate was acting as a prepotent stimulus, and whether the 
children with autism found it difficult t o  inhibit a response to  it (by pointing awayfrom it). 
This alternative theory could also explain the children’s failure on the task, in a way that 
hasnothingtodowith theoryof mind. Ineffectthis lefttwo theorietcompetingtoexplain 
the data from the windows task the theory of mind theory, which explained failure on the 
task as a socio-cognitive failure t o  deceive another person, and the executive dysfunction 
theory, that focused on the problems of disengagement from a prepotent stimulus. 

An experiment was set up t o  test these two competing theories. If the theory of mind 
theory offered the better explanation, then children with autism ought t o  do better on a 
similar task, if the requirement to  deceive another person was removed. So they simply 
compared performance for 60 children with autism ( a d  for 60 control children) with 
and without an opponent. When there was no opponent the participant just had to  learn 
that to get the chocolate they had to point t o  the box where it was not. Table 2 shows a 
summary of the results. The no-opponent condition did not make the task easier for 
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participants with autism. Approximately one-third of participants with autism failed on 
the sixteenth trial whether or not an opponent was present. Note also that not one of 
the non-autistic control participants continued to  give the incorrect response on all 
subsequent trials. This suggests that failure on the windows task has more to do with a 
failure to  disengage from an object, than it has to  do with a restricted theory of mind. 

Table 2 Number of participants who indicated the incorrect (‘baited’) box on 
the first experimental trial 

Participants with autism Control participants 

N Persevemting N Peneverating 
participants* participants* 

No opponent 23 14 14 0 

Opponent 19 7 8 0 

* number of participants who persevemted on the incorrect response on all trials 

Source: Hughes and Russell, I993. 

The kinds of difficulties that are now referred to as executive dysfunctions have 
long been associated with autism. For example, Hermelin and OConnor (1970) 
noted a tendency to stick with one response during a task (perseveration), rather 
than to shift to another. More recently, many studies have shown consistent 
patterns of relatively poor performance among people with autism on tasks that 
purport to measure executive functions (Pennington and Ozonoff, 1996); for 
example, on the Wisconsin Card Sort Test and the Tower of Hanoi task. Ruble and 
Scott (2002) studied the behaviour of children with autism in naturalistic settings 
and found that, relative to control children, they showed less persistence in goal- 
directed behaviours, and were less able to engage with more than one activity at a 
time (suggesting a difficulty with the flexible switching of behaviour and 
attention). 

On the basis of a relatively large body of available evidence Hughes (2001) has 
argued that executive dysfunction could be the cause of many everyday problems 
experienced by people with autism and observed in young children with autism, 
such as difficulties with pretend play and joint attention. For example, a typically 
developing 1-year-old child may draw their parent’s attention to a toy with which 
they are playing. The parent and child then share an interaction that focuses on 
the toy (joint attention), pointing to it, and ‘discussing’ it. In order to do this the 
child must, among other things, switch attention flexibly between the parent and 
the object. If the child does not ‘disengage‘ from the object, as might happen for a 
child with autism, the quality of the interaction will be affected. 
As noted with regard to theory of mind, there are plenty of examples of first- 

hand accounts of people with autism that ‘fit’ with the notion of executive 
dysfunction. In Section 2 of this chapter you read Tito’s description of the 



168 DEVELOPMENTAL PSYCHOLOGY IN ACTION 

difficulties he experiences in switching between hearing and seeing ‘at the same 
time’. Note also the description of Jessy at the age of 18 months provided by her 
mother, Clara. 

4.3 Central coherence 
Another psychological theory of autism that comes from an information 
processing perspective has been labelled the hypothesis of weak central 
coherence or a weak drive for central coherence. Happi. (1994) has argued that 
any useful psychological theory relating to autism must be capable of explaining 
not only deficits, but also areas of strength. It has long been observed that people 
with autism tend to show particular strengths at picking apart the details of things, 
such as visual arrays. For example, on the block design test of the Wechsler 
Intelligence Scale for Children (WSC; Wechsler, 1974), children with autism 
consistently show better performance than on other sub-tests of the W S C ,  and 
often better performance relative to matched control children (see Figure 4).  
Similarly, Shah and Frith (1983) found that their participants with autism 
outperformed matched control children on an embedded figures task (see 
Figure 5) .  

Figure 4 Block design test from the WlSC 
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Hidden ‘tent’ figure 

A 
Hidden ‘house’ figure 

Figure 5 The embedded figures test (from Frith, 1989, p. 96, by special permission from 
Consulting Psychologists Press, Inc, Palo Alto CA, USA). 

Both of these tasks are done best when the overall meaning of each stimulus 
figure is ignored, and when the objects are seen as a collection of discrete parts - 
in other words, when the global context for each individual part of the figure is 
ignored. Typically developing children and adults tend to find this difficult to do. 
The triangle in Figure 5 is ‘overwhelmed by the whole image of the pram, such 
that it is difficult to locate it. But there is a tendency for children with autism to 
‘see’ the triangle more quickly than their typically developing counterparts. This 
may be because they are seeing the figure not so much as a pram, but as a 
collection of individual shapes. 

So weak central coherence refers to the idea that people with autism may be 
better able than non-autistic people at seeing the component parts of things. To 
frame this in a more negative way, people with autism may not be so good at 
‘seeing the bigger picture’. They may have difficulties in putting things together to 
make up a meaningful, coherent whole (see for example Tito’s comments about 
his own body, in Section 2). It might be more accurate to refer to this as a distinct 
cognitive style rather than as a deficit. Indeed, there are arenas of human activity 
(areas of engineering and scientific research, for example) in which an ability to 
focus on one thing for a long time, or to decompose complex arrays into their 
constituent parts, is a distinct advantage. 
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On the other hand, there are disadvantages to a cognitive style that does not 
enable the effective use of context as a route to meaning. For example, 
understanding language - that is, understanding what people mean by the words 
that they use - involves more than just attending to the meaning of each 
individual word. Words have to be understood in the context of phrases, which 
have to be understood in the context of whole utterances, which in turn have to 
be understood in terms of the intentions of the speaker and in terms of local 
social, and wider cultural contexts. 

An indication that weak central coherence may be one cause of difficulties for 
people with autism in terms of understanding language is provided by Frith and 
Snowling (1983) who used a ‘disambiguation of homographs’ procedure. 
Homographs are words that are pronounced differently according to the different 
meanings that they can have. One example is ‘lead’ - something to put around a 
dog’s neck - and ‘lead’, a metal. In order to find the correct pronunciation, the word 
has to be interpreted in context. HappC (1994, p. 122) gives an example item from 
such a task as: ‘Mary took the dog for a walk. She went to fetch the lead.’ 
Pronunciation of the final word (it can either be made to rhyme with ‘feed’ or with 
‘red’) depends on a person’s ability to interpret the meaning of the previous 
sentence, and to hold that interpretation in mind when the target word is reached. 
Children with autism who were tested on this task supplied fewer correct 
pronunciations than matched typically developing children, and children with 
dyslexia. They tended to give the more common of the two possible 
pronunciations, irrespective of the sentence context. It appears that they were more 
inclined to read the words one by one, without putting them together into a 
meaningful whole -without finding coherence in the stimulus materials as a whole. 

4.4 Early transactions 
One of the ways in which research in developmental psychology is driven 
forward is by the search for ‘precursors’. For example, if there really is a theory of 
mind deficit in people with autism, where does it come from? Is it a case of a 
theory of mind ‘module’ simply not switching on in the brain at a pre-determined 
developmental stage? Or are there features of the child’s early development that 
relate to later theory of mind deficits? Furthermore, there is a clear need in the 
field of autism to develop methods for the earlier diagnosis of autism - earlier 
diagnosis means earlier intervention and there is general agreement that the 
earlier an intervention can start, the more effective it is likely to be. Additionally, 
there has been a growing realization that a single core deficit is unlikely to be able 
to account for neuroimaging findings that implicate ‘broader and 
developmentally interrelated neural systems’ (Volkmar et al., 2004, p. 142). These 
three factors have led to a renewed interest in very early aspects of social 
development. One focus for this work has been joint attention, particularly triadic 
joint attention (Flynn, 2004) or secondary intersubjectivity (Trevarthen, 1979). 

Joint attention behaviours, such as pointing showing gestures and gaze 
monitoring are seen to develop between the ages of 9 and 14 months in typically 
developing children. It is argued that this capacity to engage with another person 

C\-i sc 
: 
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about something - to experience shared attention with that person - plays an 
important role in the development of thought, language and social behaviour. 
Furthermore, joint attention is argued to be a precursor to theory of mind 
development (Charman et al., 2000) and may be related in typical development 
(as noted earlier) to the executive function of attentional flexibility - also known 
as ‘set-shifting’ (Stahl and Pry, 2002). 

Sigman et al. (1986) noted significantly fewer ‘attention-sharing behaviours’ in a 
group of children with autism (aged between 3 and 6 years), than in matched 
typically developing children, and in matched children with learning difficulties. 
The observation of fewer behaviours signifying joint attention in children with 
autism has been replicated a number of times (Barrett et al., 2004; Dawson et al., 
2004). This apparent deficit is regarded by researchers and practitioners as a key 
feature in the developmental story of autism: ‘From early in life, children with 
autism have failed to connect with people mentally’ (Hobson, 2002, p. 189). 

Psychological approaches to understanding autism have focused on 
theory of mind deficits, executive dysfunction, a weak drive for central 
coherence, and early social transactions. 
The theory of mind approach holds that children with autism find it hard 
to ‘read into’ the mental life of another person. 
The executive dysfunction approach highlights difficulties with regard to 
the flexibility of thought and behaviour. 
The central coherence approach suggests that people with autism may be 
particularly good at working in fine detail, and perceiving component 
parts of things. 
Research into social behaviour in infancy may lead to earlier diagnosis as 
well as an enhanced understanding of the developmental course of autism. 

Psychological theories: a critique 
Section 4 explored three major psychological perspectives on autism. This section 
builds on that material, by taking a critically evaluative stance towards 
psychological research into autism. Historically, the fields of autism and 
psychology have had a complex ‘relationship’ - and this complexity remains. 
However, it is a relationship that has on balance been mutually beneficial. 
Understanding of the nature and causes of autism has been enhanced. With the 
current valuing of first-hand accounts, and with new technologies (such as 
neuroimaging), psychology promises to offer much to autism in the future. 
Equally, autism has contributed to the stock of knowledge within developmental 
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psychology. Much theoretical work, into issues such as theory of mind, 
modularity, and brain structure and function, has been undertaken with people 
with autism - a fact that is given some detailed consideration in this section. 

5.1 Evaluating psychological approaches 
As this chapter has shown, there is a considerable amount of evidence in support 
of the notion that children with autism have difficulty with ‘mind-reading’, with 
some aspects of executive function, and with the social interaction aspects of 
early development (such as joint attention). There is rather less evidence relating 
to the hypothesis of a weak drive for central coherence. 

Critics of research in these areas point to a number of problems with each of 
the accounts. Neither theory of mind deficit, nor executive dysfunction is specific 
to autism, so neither is capable of distinguishing it from other developmental 
disorders. Furthermore, executive function is a very general term that 
incorporates several different cognitive phenomena (‘fractionated’ is the positive 
way of framing this; ‘poorly-defined’ is a rather more negative way), and reliable 
measurement of dysfunction, especially among children, is problematic. The 
central coherence approach has a high level of ‘clinical face validity’ (Volkmar et 
ad., 2004, p. 1421, but its empirical basis requires further development, and there 
are conflicting empirical findings with which it has to deal. For example, Mottron 
et al. (2003) present findings that are ‘inconsistent with the common assumption 
that persons with autism display a tendency to focus on minute details rather than 
on a more general picture’ (p. 910). Perhaps the approach that promises most in 
terms of enhancing understanding of autism, and for facilitating effective early 
intervention methods, is the one that focuses on social transactions in infancy and 
early childhood. This approach is already intimately linked with theory of mind 
and executive function approaches. 

preferred methods of experimentation and systematic observation encourage the 
asking of highly specific and narrowly focused questions. It may be that findings 
about theory of mind, executive function and central coherence are all in their 
own way valid, but that they miss out on a bigger picture of autism. Perhaps 
findings related to theory of mind and executive dysfunction are really just re- 
descriptions of detailed aspects of autism - re-characterizations of symptoms that 
can sit comfortably alongside each other - rather than explanatory tools that are 
capable of explaining autism at a psychological level. Is it in fact psychology that 
has a tendency to be drawn into a perseverative response to the ‘prepotent’ 
stimulus of an elegant experimental paradigm (such as the ‘false belief task’)? 

themselves potentially useful things to do. The fact that theory of mind deficits 
and executive dysfunction are not specific to autism only matters when trying to 
use these features to discriminate among different conditions. If the intention is 
simply to describe the difficulties and challenges that people with autism face, 
then the fact that people with other conditions face the same sorts of problems is 
neither here nor there. Where things do become problematic is when the 

Psychology tends to be somewhat atomistic in its treatment of topics. Its 

The explication and investigation of detailed aspects of autism are in 
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Quasi- 
experiment 
Participants in a 
quasi-experiment 
‘allocate 
themselves’ to the 
experimental 
conditions by 
having some kind 
of inherent 
characteristic (e.g. 
autism). In an 
experiment 

researchers can 
allocate 
participants to any 
condition. 

proper, 

significance of detailed aspects of symptoms are over-played - when the weight 
of empirical evidence behind a set of findings becomes confused with the 
conceptual weight of those findings - and a ‘core’ status is misattributed to them. 
It can be argued that this has happened in the psychology of autism, particularly 
in relation to theory of mind approaches. 

5.2 What i s  said and what i s  heard 
Whatever the intentions of researchers in this field, a ‘fact’ that tends to be 
expressed about children with autism is that they lack a theory of mind (for 
example, Kanazawa, 2004) as if this has been shown to be true in the same way that 
the chromosomal abnormality underlying Down Syndrome has been demonstrated. 
it is true to say that psychological research supports the notion that children with 
autism tend to have difficulty ‘reading into’ the thoughts and behaviour of others, 
but this is not the same as lucking a theory of mind. Furthermore, this ‘fact’ is 
sometimes expressed rather as if it is something that can define children with 
autism. Disabled activists and organizations run by people with learning difficulties 
(such as People First) have reacted strongly against the characterization of a group 
principally in terms of a medical or psychological deficit. 

The messages that are beard from a discipline are just as important as the 
messages that are intended. Proponents of early psychogenic explanations of 
autism, based on family systems theories, argued that their assertion that autism 
emerged out of a family system was not in any way intended to blame the family. 
But the message that was heard was that autism w m  the fault of the family, and at 
heart, the fault of the mother (see Box 3). There may also be issues with the ‘take- 
home message’ of theory of mind research. 

What are the unintended sub-texts of the theory of mind account of autism? 
There is only room to mention one of these here. An important precursor to 
theory of mind research, as applied to autism, is the work of Premack and 
Woodruff (1978). They published a paper entitled ‘Does the chimpanzee have a 
theory of mind?’ It makes for uncomfortable reading to see here, in the same 
paragraph, the title of the paper by Baron-Cohen et al. (1989, ‘Does the autistic 
child have a “theory of mind”?’ There is something in this line of research that 
implies that a theory of mind is a distinctively human-like characteristic. So when 
research findings are strongly interpreted in the wider psychological literature as 
showing that children with autism lack a theory of mind, this has consequences 
for society’s attitudes to, and understanding of, people with autism. 

5.3 Psychological research on autism: who i s  it for? 
There is an impression in some areas of the autism literature that the studies that 
have been undertaken have not always sought to further understanding of autism 
per se, and have not been directed towards goals identified as important by 
people with autism. Some studies of autism appear to be more to do with testing 
hypotheses about human behaviour and communication (in general) by 
recruiting people with autism (particularly ‘high-functioning’ people) as a 
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naturally occurring comparison group in the design of quasi-experiments. The 
phrase ‘high-functioning’ is commonplace in the psychological literature on 
autism. It is often used to refer to people with Asperger Syndrome, or to those 
with a diagnosis of ASD who are evidently intellectually able. The implicit (and 
sometimes explicit) contrast that the phrase sets up is clearly ‘low-functioning’. It 
is worth considering how it would feel to be described as ‘low-functioning’. 

The theory of mind literature is one area in which research on people with 
autism has not always been about people with autism. People with autism were 
discovered to have difficulties performing on theory of mind tasks. Researchers 
then set out not only to try to understand autism better, but also to test theories 
about brain and cognitive development (particularly with regard to the issue of 
modularity and domain specificity) by comparing people with typical theory of 
mind task performance and people with atypical theory of mind task 
performance. 

In other words, there is an extent to which people with autism have been 
recruited to studies that may in truth have been more to do with testing general 
theories of human development, rather than testing specific questions about 
autism. If this point is only partly true of people with autism (by and large 
psychological research into autism does try to advance understandings of autism), 
it is more true of children with Down Syndrome, and especially true of children 
with Williams Syndrome and of those with general learning disabilities, who are 
often recruited to studies as ‘non-autistic controls’ - that is, the studies in which 
they participate in the literature on autism are not concerned to develop an 
enhanced understanding of Down Syndrome, or Williams Syndrome, or learning 
disability, but to enhance understanding of autism, or of some general theory of 
human development. 

General theoretical work of this type is important, and this critique does not 
intend to argue otherwise. The aim of the critique is simply to pose the question, 
‘For whose benefit is psychological research undertaken?’ The fact that a research 
study includes a sample of a specific group of people does not necessarily mean 
that the study is forthat group. 

One particularly important aspect of this is the gaining of genuinely informed 
consent from participants - consent that is sought and given in relation to the 
aims of a particular research study or programme. Indeed, much recent autism 
research, including psychological research, has been funded by advocacy groups 
and ethical guidelines for approaches that are autism-focused have been 
developed (Chen et al., 2003). Where research is related to the lives of people 
with learning difficulties, including autism, psychologists are increasingly 
employing co-operative and consultative ways of working (Goodley, 2004). 

sc 
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--4 of  Sect ion 5 

0 The fields of autism and psychology have been intertwined since the 
work of Kanner (1943). 
All the psychological approaches examined in Section 4 say something 
valid about autism, but none is capable of explaining autism on its own. 
The ‘take-home message’ of research, whether intended or unintended, 
reflects and influences how people with autism are seen in society. 
Psychological research on autism has not always been for people with 
autism. The recent influence of advocacy groups is beginning to shape 
more inclusive research methods. 

0 

0 

Integrating insider and outsider 
accounts 

This section aims to illustrate how an interpretation of insider and outsider 
perspectives is required in order to move an understanding of autism forward. It 
takes as its focus the issue of pretend play, an issue that has received considerable 
attention from psychologists. 

6.1 Pretend play 
One of the ‘triad of impairments’ identified by Wing and Gould (1979) is an 
apparent difficulty with imagination. Difficulties with imagination are thought to 
relate to stereotyped and repetitive behaviours, and to a preference for ‘sameness’ 
- key diagnostic features of autism. But they also relate to aspects of play, 
particularly pretend play. It has been observed that children with autism do not 
engage in as much pretend play as do typically developing children. 

Pretend play in typical development appears to relate to receptive language 
development (Lewis et al., 2000) so, when making experimental comparisons 
between children with and without autism, it is important to ensure that they are 
matched on their level of receptive language ability. Studies that have controlled 
for receptive language development have shown that children with autism show 
less spontaneous pretend play than matched typically developing children 
(Jarrold et al., 1996). 

to engage in pretend play than typically developing children. Lower levels of 
spontaneous pretend play can be explained in a number of ways. One of the 

However, this does not necessarily mean that children with autism are less able 
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operational definitions that is employed in research studies on this topic is the 
child’s use of one object to stand for another object (for example, using an 
upturned stool as a boat, or a cardboard box as a car). However, it appears to be 
the case that many people with autism interpret the world around them in a 
concrete, relatively literal sense and prefer not to entertain alternative 
understandings of situations that may have multiple possible meanings (or they 
may not be very good at entertaining them). Perhaps it is this that makes them less 
willing or able to engage in spontaneous pretend play, rather than having a 
‘deficiency’ in pretend play, per se. Or maybe children with autism just enjoy 
pretend play less, and therefore do it less. 

Another explanation of the observation of lower levels of pretend play in 
children with autism is that these children might have difficulties in initiating and 
executing the behaviours that researchers take as evidence of pretend play. 
Certainly some type of executive dysfunction (difficulties in initiating planned 
actions, for example) might account for this kind of difficulty. Furthermore, Jarrold 
et al. (1994) were able to show that children with autism were just as good as 
typically developing children at understanding pretend play when exposed to it. 
This suggests that it might be something to do with doing pretend play (such as 
motivation, or planning and initiating actions) that accounts for the observation that 
children with autism engage in it less frequently than typically developing children. 

One reason for the uncertain interpretations of observational and experimental 
data is that it is not possible directly to observe someone ‘pretending’. This is a 
familiar issue in psychology and has to do with operational definitions. Operational 
definitions are the ways in which researchers take a behaviour (or a set of 
behaviours) to represent a hidden, psychological process. So researchers of 
pretend play might define ‘pretence’ as using one object in place of another (a 
banana being used as a telephone), or as invoking the presence of an absent object 
or power (‘I’m superman so I can fly ...’I. But how would they know that using a 
banana as a telephone is really ‘pretending’? Could it simply be ‘imitating’, or the 
performance of an action that has been taught? Furthermore, as Jarrold points out, 
pretence might be happening internally, with or without accompanying behaviour. 
‘If I stare intently at an empty cup on my desk I might be pretending that it contains 
tea, or I might simply be lost in thought’ (Jarrold, 2003, p. 385). 

It may be, then, that pretence is one of those things that really needs to be 
studied from both outsider and insider perspectives. The observation (from an 
outside perspective) that children with autism exhibit fewer behaviours that are 
indicative of spontaneous pretend play is an important one. It can be useful in 
diagnostic terms and it accurately reflects the lived experience of families with 
autism. It may be highly reassuring and helpful for a parent of a child newly 
diagnosed with autism to know that their child’s behaviour is, in fact, typical of 
children with autism. However, it is very difficult to know what this observation 
really means at both theoretical and experiential levels. Does it, for example, give 
evidence at a theoretical level for a deficit of imagination, as specified in Wing’s 
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triad of impairments? At an experiential level, it could be that the lack of 
behaviour misrepresents highly active - but private - imaginary worlds in 
children with autism: 

I understand why there is a need to develop typical play skills, but I was 
developing my skills at my rate for being the person on the autism 
spectrum that I am. 

Imagination is something that is different in each person. For me, it was 
making my lists, creating fictional genealogies of characters, planning 
imaginary ball games with players on baseball cards, creating different 
languages, and the list goes on. Each person is different and imagination is 
different for each person. 

(Jean-Paul Bovee, in Donnelly and Bovee, 2003, p. 476) 

Children with autism have been observed to engage in less spontaneous 
pretend play than typically developing children. 
From an ‘outsider’ perspective cognitive and emotional states can only be 
inferred on the basis of behaviour - which can be misleading. 
It is necessary to integrate insider and outsider accounts of key features of 
autism in order to advance scientific understanding. 

Conclusions 
This chapter has been about how developmental psychologists can come to a 
better understanding of autism. Since Kanner’s account of his clinical work in 
1943, an impressive amount of psychological research into autism has been 
undertaken. Most of that research has been conducted with the intention of 
achieving a better all-round understanding of the condition, in terms of causes, 
prevalence, core features, and clinical and educational interventions. But, like 
many domains in the human sciences, the research has often been conducted 
from an ethnocentric stance: from the position of members of the majority, 
typically developing, non-autistic community. A consequence of this is that 
assumptions are made that may not readily apply to the world of people with 
autism. By engaging with the voices and perspectives of children and adults with 
autism psychologists will strengthen our understanding of it, help to develop a 
critical perspective on how autism is constructed in society, and inform the 
development of appropriate and beneficial psychological interventions. 
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The history of ideas on autism: legends, myths 
and reality 
Lorna Wing 

Abstract 
The development of ideas about the nature of autism is described, covering myths 
and legends, accounts of individuals in the historical literature, the search for 
identifiable subgroups, Kanner’s and Asperger syndromes, and the current view 
of a wide autistic spectrum. Changes in theories of aetiology are outlined, 
including the early magical and mystical beliefs, the era when purely 
psychological and emotional causes were promulgated, and the present day 
research into biological mechanisms. The major advances in understanding the 
neurological and psychological aspects of autism, which have led to the 
development of special methods of education, are discussed. The rate of increase 
in knowledge in recent years gives hope for future progress in understanding and 
treatment. 

Introduction 
As everyone in the field knows, Leo Kanner (1943) was the first person to 
describe and name a pattern of behaviour he observed in a small group of young 
children, which he termed ‘early infantile autism’ (derived from the Greek word 
autos meaning ‘self). However, Asperger (19441, one year after Kanner’s original 
paper, wrote about another behaviour pattern in older children and adolescents, 
which, though different in detail, clearly overlapped with Kanner’s accounts. 
Asperger also used the term ‘autistic’ in relation to the behaviour he saw. 

Legends and history 
The history of autistic disorders stretches far back into the mists of time, long 
before Kanner’s and Asperger’s insights (Brauner and Brauner, 1986). Some 
versions of the myths of changeling children, left in place of real human babies 
who had been stolen by fairies, sound remarkably like children with autism. The 
legends concerning the followers of St Francis of Assisi include stories of one 
Brother Juniper, who was naively innocent and lacking in any social intuition or 
common sense (Frith, 1989). At the time, his oddity was considered to be due to 
his saintliness, even though it often exasperated the other brothers. Nowadays he 
may well have been diagnosed as having Asperger syndrome. 

In factual history, scattered examples of individuals who seem to have had autistic 
disorders can be found. Kanner (1964) quotes Martin Luther’s reported account of 
a child whose behaviour suggests that he might have been severely autistic 
(though Kanner did not mention this possibility). Luther recommended that the 
child be taken to the nearby river and drowned, because he was possessed of the 
Devil and had no soul. This harsh view, held by a man of the sixteenth century, is 
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in stark contrast to the care and concern shown by J.M.G. Itard (1801/1807), the 
physician who devised methods of educating Victor, the boy found living wild in 
the woods of Aveyron in south-central France at the end of the eighteenth 
century. Itard described Victor’s behaviour in detail (see Lane, 1977). There can 
be no doubt that Victor was autistic. Itard went on to work with other children 
who failed to develop speech. He was in the forefront in designing methods to 
educate those with severe hearing impairments (see Lane, 1977). He was also a 
pioneer in differentiating mutism due to severe generalized mental retardation 
from that due to more specific causes. The diagnostic categories used now were 
unknown in Itard’s time but, among the children he described, there were some 
who probably had developmental dysphasia and others who would now be 
recognized as autistic (see Carrey, 1995). 

Accounts of persons with one remarkable skill at a much higher level than their 
other abilities and with very strange behaviour can be found in the past and 
present literature. Treffert (1989) described a number of such individuals. He 
noted that, in 1887, Langdon Down, who is most famous for his writings on 
Down’s syndrome, gave a lecture on individuals with isolated skills, many of 
whom would now be diagnosed as autistic savants. 

Early psychiatric literature 
Despite some very vivid descriptions by earlier writers of what we now know to 
be autistic behaviour (for example, Haslam, 1809), no one saw any connections 
among the individual cases until the last half of the nineteenth century. Then 
Henry Maudsley (18671, after whom the Maudsley Hospital was named, 
suggested that children with very strange behaviour could all be classified as 
suffering from childhood psychosis. This was, at first, greeted as a shocking idea 
because it disturbed the romantic notions about childhood current at the time (at 
least among the upper middle classes). However, Maudsley’s idea gradually came 
to be accepted. Psychoses were, at that time, considered to be due to physical 
causes affecting the brain. 

In the first half of the twentieth century, workers in the field of abnormal child 
development began to try to define subgroups within so-called childhood 
psychoses. De Sanctis (1906, 1908) and Heller (see Hulse, 1954) described 
children who seemed to develop normally for a time and then lost language, 
social and other skills. Margaret Mahler (1952) described children who insisted on 
clinging to their carers but without any real feeling and who had other 
abnormalities of behaviour. Potter (1933) wrote about children whom he said had 
a childhood form of schizophrenia. Earl (1934) described a group of adolescents 
who were mentally retarded and who developed behaviour that he called 
catatonic but which had major similarities to severe autistic behaviour. 

Leo Kanner and Hans Asperger 
Kanner (1943) was one among this group. He wrote his classic description of 
young children who were socially aloof and indifferent, who were mute or had 
echolalia and idiosyncratic speech, were intensely resistant to change in their own 
repetitive routines, and who had isolated skills in visuo-spatial or rote memory 
tasks against a background of general delay in learning. He emphasized their 
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attractive, alert, intelligent appearance. He considered his form of autism to be 
unique and different from any other disorder in childhood. Asperger (1944; Frith, 
1991) was another of this group of workers. He described older children and 
adolescents who were naive and inappropriate in social interaction, had good 
speech but used it for monologues on their own special interests, had poor 
intonation and body language, were absorbed in their circumscribed interests, 
and often had poor motor coordination. They were of borderline, normal or 
superior intelligence but often had specific learning difficulties. 

James Anthony (1958a, 1958b), a child psychiatrist, discussed these attempts at 
defining subgroups. He pointed out that, although there were some differences, 
all the subgroups that were suggested overlapped with each other to a very great 
extent. He also noted that there were not enough symptoms to go round among 
all the authors who wanted to name a syndrome! 

It is interesting that, out of all the workers writing in this field, Kanner and 
Asperger are the only ones whose names have become generally well known 
throughout the world. Kanner was the first to have his work widely recognized. 
Asperger achieved this status in the English language literature much later than 
Kanner, though his work was known earlier in mainland Europe. In 1962, the 
Dutch workers Van Krevelen and Kuipers published a paper in English on 
Asperger syndrome because they considered that Asperger’s ideas were 
insufficiently known in English speaking countries. Van Krevelen wrote on the 
syndrome in English again in 1971, but it was not until the 1980s that interest in 
Asperger’s work began to grow in the UK (Frith, 1991; Tantam, 1991; Wing, 1981). 

The reason why Kanner’s and Asperger’s papers continued to capture interest, 
while other early workers in the field tended to fade into obscurity, is probably 
because both described the children they saw in such vivid detail. The children 
come alive from the pages of their papers. Although Kanner and Asperger each 
thought their syndromes were special and unique, we now know that they 
overlap with each other and that many children have a mixture of features of both 
conditions. 

The influence of psychoanalysis 
The twentieth century gave us the concept of autism and autistic disorders but it 
also gave a darker twist to the story. The theories of Freud and of other schools of 
psychoanalysis were developing in Europe during the early years of the century 
and became strongly influential in the USA during and after the Second World 
War. 

Leo Kanner (1949) suggested that genetic factors played a part in the causation 
(an insightful guess in the light of recent research). However, he was also 
influenced by the psychoanalytic theories that had taken such a hold upon the 
psychiatric profession, especially in the USA. He suggested that the children’s 
condition was also due to being reared by cold, detached, humourless, rigid 
parents who were perfectionists, caring for their children like attendants caring 
for a machine. He noted that almost all the parents he saw had academic 
qualifications and professional occupations. He thought that the children were 
potentially normal and of good intelligence but were emotionally damaged. He 
firmly believed that there was no physical pathology in the brain. Kanner’s ideas 
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about the parents of autistic children were accepted uncritically by many 
psychiatrists. Professionals in other branches of medicine, nursing and teaching, 
also adopted these ideas. Even parents themselves were indoctrinated by the 
prevailing theories. 

The results were devastating. Many parents were overwhelmed with guilt and 
families were split by attempts to assign blame to one or other partner. Some 
families spent large sums of money on psychoanalytical treatment for their 
children. If they improved over time, the therapist took the credit. If there was no 
change or a deterioration the parents took the blame. The children suffered 
because they were not given the type of education and help they needed. I have 
been unable to find any single attempt at scientific evaluation of such treatment in 
the years when psychoanalytical theories were at their height, up to the end of the 
1950s. Nor was there any study of the natural history of autism when no treatment 
was given, which is an essential basis for evaluation of methods of intervention. 

Another thread in the story is the theory that autism is the earliest form of 
schizophrenia, also once thought to have emotional causes. Kanner at first wrote 
that autism and schizophrenia were quite separate but, later, he wavered under 
the influence of child psychiatrist colleagues (Kanner, 1949). 

The re-emergence of theories of physical causes 
Fortunately not everyone had faith in the theory of the emotional causes of 
autism. Some workers recognized the large overlap with mental retardation (now 
referred to as ‘learning disability’ in the UK). Some were interested in the 
abnormalities of language development. Others felt that the neuropathology 
should be explored. 

The champions of the emotional theories had dismissed the possibility of any 
physical abnormalities in the brain because no specific lesions had then been 
revealed. Looking back now, it seems remarkably arrogant of anyone to assume 
that the techniques available in the 1940s and 1950s for examining the brain could 
never be improved. 

It is of interest that, in 1932, Critchley and Earl had described tuberose (or 
tuberous) sclerosis, a condition in which recognizable brain pathology occurs. 
The behaviour pattern in this condition is, in a significant proportion of cases, that 
of typical autism (Hunt and Shepherd, 1993). In the metabolic disorder called 
phenylketonuria, if it is untreated by a special diet, the behaviour is also like that 
in autism Uervis, 1963). 

It is curious that Kanner did not mention these neurological conditions that 
overlap in their behaviour pattern with autism. This may have been because he 
was convinced of the uniqueness of his syndrome and the high intellectual 
potential of the children. 

New influences produce new ideas 
The tide began to turn in the 1960s for two main reasons. First, parents who were 
independently minded enough to reject the idea that they were to blame for their 
children’s condition came together to form parents’ associations. The first of these 
(by a small margin) was the British Society for Autistic Children, now known as 
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The National Autistic Society. Parents in other countries followed suit and now 
societies are to be found in very many countries throughout the world. Their 
influence has been of major importance in changing ideas on autism and the 
needs of the children and their families. 

The second factor was the introduction of more rigorous scientific studies. Prior to 
the 1960s, papers on autism were either clinical case descriptions or what can 
only be called armchair theorizing. In 1961 , Mildred Creak, well known for her 
interest in autistic disorders, chaired a committee of professionals in the field who 
produced a set of criteria that defined what they called ‘childhood schizophrenia’ 
(Creak, 1964). Despite the terminology, it is clear that they were describing 
disorders we now refer to as autistic. Unfortunately the nine criteria, known as the 
‘Nine Points’, were an unsatisfactory mixture of observation and interpretation, 
which proved hard to apply in practice. 

Nevertheless, the work represented the first serious attempt to define a range of 
disorders including Kanner’s autism. The confusion between autism and 
schizophrenia occurring in childhood continued to affect the field until, early in 
the 1970s, Kolvin (1971) and his colleagues carried out a study comparing the two 
groups of conditions and listed the many differences. 

A major contribution to the scientific study of autistic disorders was made by 
Victor Lotter (1966). He carried out, in the former English county of Middlesex, 
the first ever epidemiological study of Kanner’s autism. He used as the crucial 
defining features the two criteria selected by Kanner and Eisenberg (1956) as the 
most important, that is, social aloofness and indifference to others, and resistance 
to change in elaborate repetitive routines. He found that nearly 5 in 10,000 
children had this syndrome. 

Michael Rutter and his colleagues also began their series of studies in typical 
autism in the 1960s. They described in detail the clinical features, they 
investigated the children’s profiles on intelligence tests and they followed them 
up into adolescence and adult life (Rutter, 1970). 

Other workers have studied the parents and found no evidence that they caused 
their children to be autistic through abnormal child-rearing practices (DeMyer, 
1975, 1979). Most of the studies that examined the parents’ occupations found 
that they came from all walks of life (Wing, 1993). Kanner’s theory that the 
parents were mostly of high social class was not upheld. 

The theory of the autistic spectrum 
Following Victor Lotter’s work, there have been a number of other studies of the 
prevalence of autism defined in various ways (Wing 1993). My colleague Judith 
Gould and I carried out a study in one area of London of children with all kinds of 
disabilities (Wing and Gould, 1979). We looked for children who had any feature 
of autistic behaviour, not just those who had typical Kanner’s autism. As a result of 
this, we developed the hypothesis of a wide spectrum of autistic conditions of 
which Kanner’s autism was only one small part. We found a total of 20 per 10,000 
children with autistic spectrum disorders combined with mental retardation (IQ 
below 70). It was during the course of this study that we first saw a few children 
with the pattern of behaviour described by Hans Asperger. It was a great pleasure 
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to me that I was able to meet Dr Asperger when he visited London, even though 
we disagreed because he thought his syndrome was separate from Kanner’s 
autism and I thought it was part of the spectrum. 

In the 1980s Christopher Gillberg and his colleagues developed and extended 
work on the autistic spectrum. Gillberg (1992) has hypothesized that there is a 
range of disorders of empathic understanding of which the autistic spectrum is a 
part but not the whole. Ehlers and Gillberg (1993) have also studied Asperger 
syndrome among children in mainstream schools and found a prevalence of at 
least 36 in 10,000, that is nearly 4 per 1000. They found nearly the same number 
(35 per 10,000) who would fit into the wider autistic spectrum, including those 
studied by Sula Wolff. In 1995, Wolff published a book in which she brought 
together the results of 30 years of research and clinical experience with a group of 
children and young adults, whom she originally classified as having ‘schizoid 
personality disorder of childhood’. They were characterized by being ‘loners’ 
from birth onwards and tended to be egocentric and eccentric in their interests 
and activities. Most were more able than many people diagnosed as having 
Asperger syndrome but Sula Wolff, as she explains in her book, considers that 
they come within the borderlines of the wider autistic spectrum. 

The present and the future 
The 1990s have brought advances in understanding of the cause and underlying 
neuropathblogy of typical autism, although there is still a long way to go. Michael 
Rutter and his colleagues have shown the importance of genetic factors in autism 
and probably other autistic spectrum disorders as well (Bolton efal., 1994). There 
has also been a growth of interest in the various developmental syndromes in 
which aspects of autistic behaviour, or even the full picture of typical autism, can 
occur. From the point of view of the neuropathology, there is growing evidence 
of possible involvement of parts of the limbic system, the cerebellum and the 
frontal and temporal cortex in autism. It appears likely that the abnormalities 
occur at the cellular level and date from very early in development (Bauman and 
Kemper, 1994). 

Psychological aspects of autistic disorders are being examined, including 
abnormalities of language and communication. Uta Frith and her colleagues have 
shown the difficulty the children have in understanding other people’s minds 
(Frith, 1989). 

Another advance promises to aid early recognition. Simon Baron-Cohen and his 
colleagues (1996) have developed a brief screening instrument that appears to be 
able to identrfy children who are autistic at the age of 18 months. The basis of the 
examination is the ability to engage in joint referencing and pretend play. 

Parallel with the increasing knowledge of the nature of autistic disorders there has 
been a steady development of methods of educating (Jordan and Powell, 1995) 
and caring for people with these conditions (Howlin, 1997a; Wing, 1996). 

We have come a long way from the era of myths and legends, through the 
unhappy deviation into psychoanalysis, to the practical realism of the present day 
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that is accepted by most, though sadly not all, professionals in the field. We now 
know that there is a wide spectrum of autistic conditions, with Kanner’s and 
Asperger syndromes each forming only a part of these. The whole spectrum is 
united by the presence of underlying impairments of three aspects of 
psychological function, namely, social interaction, communication and 
imagination. When this ‘triad of impairments’ is present, the individual’s pattern of 
activities is rigid, narrow and repetitive. The triad can occur alone or in 
association with any other physical or psychological disorder. Conditions in the 
spectrum can occur together with any level of ability from profound mental 
retardation up to superior levels of intelligence. The outcome in adult life is 
closely related to level of ability in childhood. Only those with average or high 
intelligence have any prospect of becoming independent in adult life. However, 
much can be done through education to improve quality of life for all those 
affected, regardless of ability. Autistic spectrum conditions are developmental 
disorders caused by physical abnormalities in parts of the brain. Complex genetic 
factors are important in the causation but there are other physical causes that can 
lead to autistic conditions. Adding together the prevalence of all autistic disorders 
in people of all levels of ability, the total is probably around 9 in every 1000. 

Despite claims that have been made for a variety of methods, no curative 
treatment has yet been found that stands up to proper investigation (see Howlin, 
199713). However, we have a great deal of knowledge about methods of 
education and how to structure the environment and daily programme to increase 
skills and diminish disabilities and disturbed behaviour. 

The hope for the future is that we will identify the precise causes and find 
effective methods of prevention and treatment of those autistic disorders that are 
linked with severe disabilities and distress. Where autism is linked to high ability 
and unusual forms of creativity, the hope is that we will develop our 
understanding of ways to make life happier for the individuals concerned while 
valuing and encouraging their special contribution to human life. 
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After you have studied this chapter you should be able to: 
1 describe and contrast different psychological accounts of teaching and 

learning; 
2 discuss how such accounts have informed the development of initiatives 

designed to support children’s learning. 

What i s  ‘education’? Notions of 
teaching and learning 

Extract 1 
Learning is to go to school and remember new things that teachers tell and 
drive into our heads. 

Extract 2 
Learning is trying to answer your own questions or acquiring a new skill. 
It is also investigating to increase your knowledge of a subject to gain 
qualifications or because it interests you. 

(Berry and Sahlberg, 1996) 

These extracts, from 14-15 year-old children, were taken from a study of 
children’s ideas about learning (Berry and Sahlberg, 1996). Taken together, they 
illustrate that while teaching and learning can be activities that are directed by 
adults and focused on outcomes and meeting expectations, they can also be 
personally motivated processes of cognitive change. Both types of experience are 
commonplace in children’s experiences of attending school. However, the child’s 
description in Extract 2 implies that learning is something that is not confined to 
formal settings, and it is this broader conception of learning that has been 
explored by psychologists since the late nineteenth century. 

This chapter is concerned with the contributions that psychology and 
psychologists have made to the field of children’s education; specifically, what 
psychological theory and research has to say about the nature of teaching and 
learning. However, before we can engage in such a discussion, it is necessary to 
reflect on the nature of education itself. 
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v 
A c t i v i t y  I What  i s  ‘ e d u c a t i o n ’ ?  
Allow about 
10 minutes 

This activity will start you thinking about the meanings attached to education. 

What does the word ‘education’ mean to you? What images come to mind? What kinds of 
things do you think of when you think about your own education? What would you say are 
the defining features of children’s educational experiences? 

C o m m e n t  

Perhaps one image that came to mind was that of a classroom or a teacher. When people 
think about education they are more likely to focus on teaching in a formal environment or 
some other kind of planned, adult-led activity. Another common image is of school work or 
taking examinations. However, this is a rather namw conception of education. Education can 
also be thought of as encompassing more informal and spontaneous events and experiences, 
many of which may be initiated by children themselves, either during solitary activities or when 
accompanied by other children or adults. Such images also emphasize the importance of 
learning experiences, which are valued for their own sake, rather than being seen as a means 
to an end (Le. acquiring knowledge). 

Many ideas emerge as a result of thinking about the meanings associated with 
education. One useful way of organizing these is to think of them as six dimensions 
that constitute different aspects of educational experience (see Figure 1). Within 
each of these dimensions there are tensions that exist. For example, many 
psychologists are concerned with the ‘outcomes’ of education; that is, the end 
products of learning, such as increases in ability, or skills gained. However, as you 
will see, other psychologists take issue with such a narrow focus, arguing that the 
very processes of learning can be valued for their own sake (irrespective of the 
degree of gain obtained as a result). Moreover, the ability to reason or work out a 
solution can be viewed as an outcome of education just as test scores or 
qualifications are. Psychologists are therefore increasingly concerned with 
capturing and understanding the processes of teaching and learning in an attempt to 
resolve the perceived imbalance in the psychology of education literature. 

Teaching-learning 
Formal-informal 

//- Planned-incidental 
Individualized-shared 
Adult-led-child-led 

Education 

Process-outcome 

Figure I Dimensions of educational experience, 

Research into the psychology of education has acknowledged and sought to 
explore these various dimensions of educational experience, although various 
traditions of research focus on the interplay between some elements more than 
others. This chapter will introduce you to three key theoretical traditions in the 
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a 
SC 

Classical 
conditioning 
The learning of an 
association 
between a reflex 
behaviour and a 
previously 
unrelated 
environmental 
stimulus. 

psychology of education that have influenced approaches to teaching and 
learning, both within the classroom and outside it. These are behaviourism, 
constructivism and socio-cultural approaches. 

Education is a broad term that captures a variety of experiences, both 
formal and informal. 
Psychologists are interested in all aspects of educational experience, 
although theoretical perspectives differ in terms of which aspects of 
education they place emphasis on. 
The three main theoretical traditions considered in this chapter are 
behaviourism, constructivism and socio-cultural approaches. 

Behaviourism and education 
Behaviourism refers to an approach to learning that emphasizes the role of 
external, environmental factors on an individual’s behaviour. It describes how a 
seemingly neutral aspect of someone’s environment (e.g. being in a playground) 
can become associated with another aspect (e.g. being bullied) that reliably 
produces an involuntary reaction (e.g. anxiety). The association means that, over 
time, the mere presence of the previously neutral stimulus is enough to trigger the 
involuntary behaviour (e.g. being in the playground is enough to prompt a 
feeling of anxiety). This involuntary reaction may even generalize to other related 
stimuli (e.g. going to school). This type of simple associative learning is known as 
classical conditioning. 

However, the form of behaviourism that has been most productive with respect 
to classroom practice is that of operant conditioning, outlined by the influential 
psychologist B. F. Skinner (1905-90). Put simply, operant conditioning is 
concerned with: 

the behaviour itself; and 

the various features of the environment immediately prior to a person 
producing a particular behaviour (so-called antecedents); 

the consequences for the person as a result of producing that behaviour 
(Skinner, 1938). 

So, for example, take the case of a girl working individually in a quiet room, who 
produces a good piece of writing and is praised by her parents as a result. In this 
case the antecedents would be working on her own and being in a quietplace, 
the behaviour is the production of g o d  work, and the consequence is the praise 
from her DarentS. 
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According to this approach, both the antecedents that prompted the behaviour, 
and the consequences of the behaviour, determine whether the behaviour will be 
produced again in the future. So the girl in our example, in having received praise 
for her good work in the past would be motivated to try to do the same again, but 
would also need to have access to the same environmental conditions as before 
(i.e. being able to work alone somewhere quiet). 

2.1 Applying operant conditioning to the classroom 
The application of operant conditioning in the classroom takes two main forms. 
The first is concerned with managing and modlfying ‘problem’ behaviour in the 
classroom, and motivating children to stay ‘on task’ (e.g. Wheldall et al., 19861. 
The second centres on the potential of operant conditioning to improve academic 
achievement (Skinner, 1954). Skinner’s approach to teaching is known as 
‘programmed instruction’ (also referred to as ‘programmed learning’). 
Programmed instruction follows the following sequence: 
1 The child is given some information to learn. 
2 The child’s knowledge of that information is tested through a question. 
3 If the correct answer is given, the child’s behaviour is reinforced through a 

reward, such as praise. 
4 If an incorrect answer is given, the original information is repeated, or 

presented in a simplified form. 
Some early forms of programmed instruction were presented via ‘teaching 
machines’, which presented the teaching materials in the correct sequence. These 
were, in a way, precursors to some of today’s educational computer software, 
which operate on the same behaviourist principles of reinforcement and 
immediate feedback. For example, behaviourist models of learning underpin the 
design of contemporary educational software known as integrated learning 
systems (ILS). These are computer systems that present students with 
‘individualized’ teaching materials for a range of curriculum areas. The computer 
has a large database of tutorial activities, plus a mixture of self-assessments and 
formally graded assessments of the student’s ability, and maintains a record of the 
child’s progress. The system directs the student through the teaching and 
assessment materials depending on the student’s progress and ability. Seated at 
computers, the students learn individually, isolated from the social context of the 
classroom in what the designers of the software consider to be an idealized 
learning environment. As Wood et al. (1999) note in their evaluation of such 
software, such an approach sees technology as: 

One means of separating the learning process from the irrationalities, 
vicissitudes and distractions of the social environment . . . the basic 
conception [is] of learning as a solitary process, best supported through 
individualised instruction. 

(Wood et al., 1999, p. 95) 
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2.2 Evaluating behaviourist approaches to education 
During the 1960s and 1970s programmed instruction was found to achieve more 
rapid gains in knowledge than traditional classroom teaching (Jamieson et al., 
1974). It was found to be the most effective technique for remediating difficulties in 
literacy and numeracy at that time (Kennedy, 1978). Nevertheless, it has its critics. 
First, the emphasis it places on individualized instruction runs counter to other 
approaches that value interpersonal communication as a necessary element of 
effective teaching and learning (see Section 4). Consistent with such criticisms, 
evaluations of ILS suggest that, overall, the children gain little in terms of 
knowledge and skills from this approach compared to that of traditional, teacher- 
led teaching practices (Wood et al., 1999). A further criticism is that programmed 
instruction might position learners as ‘deficient’ (Littleton and Hoyles, 2002). It also 
has been said to inhibit the development of children’s spontaneous motivation to 
learn, especially as the content of the sessions is determined in advance, instead of 
being responsive to what the children find interesting (Lepper and Greene, 1978). A 
further issue with this approach is the degree of careful observation that is needed 
to apply the principles of operant conditioning in an appropriate way. 
Consequently, one source of criticism has been the observation that principles of 
reinforcement and punishment are often applied in lax, oversimplified or 
inappropriate ways (Travers, 1983). While this should not be seen as a criticism of 
behaviourist approaches to teaching and learning per se, it does highlight a 
limitation of them: namely, that the degree of care and precision with which its 
principles need to be applied are such that it is extremely difficult to operationalize 
behaviourist principles appropriately outside of a controlled setting. Farnham- 
Diggory (1981) in particular has criticized proponents of behaviourism for 
supporting an over-simplified view of learning processes, saying that ‘If they really 
want to help children learn, then why are they so quick to avoid the hard work of 
understanding what learning - especially their own learning - really involves?’ 
(Farnham-Diggory, 1981, p. 60). 

However, it is important to recognize, in the context of such discussions, that 
Skinner (1968) acknowledged that ‘it is quite possible that the behavior of a man 
thinking is the most subtle and complex phenomenon ever submitted to scientific 
analysis’ (Skinner, 1968, p. 140). For Skinner, thought is a behaviour, and 
therefore subject to the same operant principles that other behaviours are; 
namely, it is a response to an aspect or aspects of one’s environment. Skinner’s 
views on teaching and learning were, however, not so very out of step with the 
conclusions of other theorists, as you will see in the following sections. In 
particular, he believed that ‘It is important that the student should learn without 
being taught, solve problems by himself, explore the unknown, make decisions, 
and behave in original ways, and these activities should, if possible, be taught’ 
(Skinner, 1968, cited in Bigge and Shermis, 1999, p. 116). 

Principles of teaching and learning that have their origins in programmed 
instruction, such as the need for immediate feedback and the need to tailor the 
information to be learned to the learner’s current level of knowledge, are commonly 
reflected in other theorists’ work feg. Kamii, 1994) and continue to be influential. 
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A c t i v i t y  2 
Allow about 
10 minutes 

D i m e n s i o n s  o f  e d u c a t i o n  a n d  b e h a v i o u r i s m  
This activity will help you consider the dimensions of education and how these relate to behaviourist 
theory. 

Look back at the aspects of education summarized in Figure I. Which elements are 
emphasized in behaviourist approaches to teaching and learning? 

C o m m e n t  

In terms of the aspects of education that were introduced in Figure I ,  behaviourist approaches 
relate to both teaching and learning. However, they relate most closely to  formal contexts and 
where there is a planned sequence of adult-led or adult-controlled activities, which children 
are expected engage in on an individual level. The success of such approaches is measured by 
their outcomes, both in terns of amount learned, and the speed of learning. 

In Section 3,  we consider constructivist approaches, which place less emphasis on 
environmental influences on learning, and see children as active in their 
intellectual development. 

o f  Section 2 

Behaviourism is a theoretical approach to learning that emphasizes the 
role of external, environmental factors on an individual’s behaviour. 
The principles of operant conditioning have been used to develop an 
approach to teaching known as ‘programmed instruction’ in which 
information is presented, knowledge about it is tested and feedback is 
immediate. 
Principles of operant conditioning are also reflected in more recent 
computer-based instructional systems. 
Behaviourist approaches to education have been criticized for 
downplaying the role of interpersonal communication in effective 
learning, for being unresponsive to children’s spontaneous interests and 
desire to learn, and for being difficult to operationalize effectively. 
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Constructivism and education a The early 1960s saw a particular interest in approaches to learning and 

sc development that focused less on behaviour and its environmental influences and 
more on understanding the cognitive processes that underpin learning. The 
clearest example of this was the rise to prominence of the work of Jean Piaget 
(1896-1980). Piaget’s work was concerned with the nature of children’s mental 
representations of the world around them. According to Piaget, the fundamental 
issue for educationalists is to understand the nature of knowledge and 
intelligence. This is called genetic epistemology, and because Piaget argued that it 
is best approached by studying the origins, or genesis, of intelligence in 
childhood he is sometimes referred to as a ‘genetic epistemologist’ (note that 
genetic does not have anything to do with genes or inheritance in this context). 

At the heart of Piaget’s theory is the idea that intelligence derives from the co- 
ordination of action in the child’s environment. Through such action children 
come to explore and build personal representations of how the world ‘works’. 
These representations become progressively less dependent on physical 
experience as rules are abstracted, ultimately leading to the ability to make 
predictions about aspects of the environment without needing to have had direct 
experience of them. The development and education of the intellect are thus a 
matter of active discovery of reality. According to Piaget, intellectual development 
occurs through maturation of the nervous system but also through the ‘logico- 
mathematical experience’ which children gain by actively experimenting with 
their environment. Teaching may have a place, but what is learned is ultimately 
dependent on what children are able to assimilate into their emerging mental 
schemas - and ‘all assimilation is a restructuration or a reinvention’ (Piaget, 1969, 
cited in Light et al., 1991, p. 14). Intellectual development is therefore a process of 
self-regulation and adaptation to one’s environment. It is this sense of children 
reinventing and constructing knowledge for themselves that gives this approach 
the name ‘constructivism’. 

Piaget uses the term ‘learning’ rather narrowly to refer to knowledge acquired 
by transmission from one person to another, and contrasts this with the internal 
cognitive process of equilibration: 

Genetic 
epistemolof?v 
Piaget’s term for 
the study of the 
origins and 
development of 
knowledge. 

Equilibration is a creative process of invention for Piaget, who goes farther 
than almost anybody in asserting the individual construction of general 
logical principles. In fact he argues that direct instruction will actually 
inhibit the child’s understandings if instruction gets in the way of the 
child’s own exploration. 

(Newman et al., 1989, p. 92) 

201 

Piaget’s work offers what might be called a horticultural analogy, suggesting that 
adults should largely restrict themselves to providing a rich, stimulating and 
generally supportive environment for children just as a gardener provides good 
conditions for a plant to grow well. The health and vigour of the plant and the 
speed of its growth are determined from within. Indeed, just as excessive 
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pruning, shaping or interference on the part of the gardener might well prejudice 
the plantas development, so direct or intrusive adult intervention could be harmful 
to the natural trajectory of children’s intellectual development. 

3.1 Applications of Piagetian ideas 
During the 1960s Piaget’s views on child development were used to support 
educational ideas of ‘progressive’ education in the UK and also influenced the 
development of the curriculum. For example, the following quotation is from a 
popular mathematics scheme of the day: 

The stress is on how to learn, not what to teach. Running through all the 
work is the central notion that the children must be set free to make their 
own discoveries and think for themselves, and so achieve understanding, 
instead of learning off mysterious drills. 

(Nuffield Mathematics Project, 1967, cited in Davis, 1991, p. 21) 

Piaget’s ideas also gave rise to notions of ‘readiness’ where it was suggested that 
to learn effectively, educational experiences need to be matched to a child’s 
current level of understanding and acknowledge that children’s interests and 
ways of learning are diverse and subject to change. This view may now seem to 
be rather obvious, however it was not a common view at the time when Piaget 
was proposing it. Indeed, some education systems, most notably in the USA, were 
implementing curricular reforms in which abstract mathematical reasoning was 
taught to children very early in their academic careers, at a point when most 
would be at Piaget’s concrete operational stage. 

around the age of 11 years. As a result, proponents of Piaget’s ideas were, and 
continue to be, highly critical of attempts to ‘hothouse’ children into ways of 
thinking that are set as targets by adults (e.g. Kohlberg and Gilligan, 1971). This 
argument views ‘formal’ methods of instruction, such as worksheets and 
reference textbooks, as unsuitable for young children’s ways of learning, and only 
teaches them that learning is a stressful experience (Elkind, 1981). As Ginsberg 
and Opper comment, ‘What is needed is sensitivity and flexibility on the teacher’s 
part - a willingness to look closely at the child’s actions, to learn from the child, 
and to be guided by the child’s spontaneous interests’ (Ginsberg and Opper, cited 
in Crain, 2005, p. 139). In fact, the American ‘new marhs’ curriculum of the 1950s 
and 1960s was judged to be largely unsuccessful, and this was attributed to the 
fact that it ignored the developmental level of the children being taught (Ginsberg 
and Opper, cited in Crain, 2005). 

Many attempts have been made to develop educational approaches that apply 
Piaget’s ideas to classroom activity. An excellent example of such an application is 
the work of Constance Kamii (1985, 1994, 2004) who has applied Piagetian ideas 
to the teaching of mathematics. She argues that children need to rediscover and 
reinvent mathematical principles for themselves, but that the ways in which 
numbers are represented (by digits) and the mathematical procedures that are 
taught inhibit children’s ability to do so. 

Piaget believed that the ability to reason in an abstract way did not emerge until 
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a The result is that children learn mathematical procedures in the absence of 
genuine conceptual understanding of why the answer they have produced is 
‘correct’. By teaching children ‘adult’ procedures for representing numbers and 
making calculations, children are forced to reject their own ways of reasoning 
about numbers, and become dependent on tools and methods that can be 
counterproductive, such as the spatial arrangement of digits, the use of pen and 
paper to solve problems, or the presence of adults. For example, Kamii notes that 
when children, aged around 9 years, begin to add or subtract numbers such as: 

SG 

18 + 
17 - 

the children’s preference is to add the columns working from left to right, 
whereas the adult procedure is opposite. 

Children’s first methods are admittedly inefficient. However, if they are 
free to do their own thinking, they invent increasingly efficient procedures 
. , . by trying to bypass the constructive process, we prevent them from 
making sense of arithmetic. 

(Kamii, 1994, p. 32) 

Her position is supported by evidence from US classrooms where 8-year-old 
children were either taught standard adult procedures for solving addition 
problems, or were encouraged to develop their own approaches to mathematical 
reasoning. They were later given some written addition problems to solve 
verbally and overall there was little difference between the groups in terms of the 
number of problems solved correctly. However, one of the problems: 

7 + 52 + 186 
was presented twice, once in a ‘vertical’ format (as shown earlier) and once in the 
‘horizontal’ format (shown in this paragraph). Again, there were no differences in 
the children’s ability to solve the problem when it was presented in the vertical 
format, but when it was presented in the more unfamiliar horizontal format some 
striking differences emerged. Forty-five per cent of the children who had not been 
taught adult procedures for solving addition problems (and who were not coached 
at home in them, as the teacher was in contact with the parents and actively 
prohibiting this) solved the problem correctly. These children typically began their 
solution along the lines of ‘180 and 50 is 230 ...’. Their incorrect answers were more 
often than not in an appropriate number range (between 255 and 235). 

In the class where the children had been taught formal procedures, the children 
typically got around 12 per cent of the answers right, with some children 
protesting that they needed a pencil, or ‘We haven’t had this kind in class’ or ‘I 
forgot what the teacher said. Their incorrect solutions were either very high 
(between 9308 and 295) or very low (200 to 291, with none in the mid-range. 
Their difficulties appeared to be the result of adding numbers in the wrong way 
(e.g. adding the ‘7’ to the ‘1’ in ‘186‘), or adding them as if they were single digits 
(i.e. 7 + 5 + 2 + 1 + 8 + 6 = 29) and not realizing that this cannot be possible 
because the answer they arrived at was lower than two of the numbers they had 
started with! 
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Kamii argues that instead of teaching children ‘accepted’ adult procedures for 
solving mathematical problems, children should be allowed to devise their own 
procedures. Teachers are encouraged to provide the children with activities that 
they enjoy and are motivated to complete for their own sake. The role of the 
teacher during these activities is to prompt the children to reflect on their own 
thinking, rather than correct errors or provide answers. Kamii (1994) notes that 
children particularly like spontaneously occurring ‘problems’ in which the teacher 
prompts the children to answer a question that is part of the classroom activity 
they are currently engaged in, such as calculating how many things are needed 
for a particular type of activity, or working out how many people will be going on 
the class trip from the amount of money that has been paid in. 

Kamii (1994) also uses commercially available number orientated games (e.g. 
Yahtzee, Rummhb) and has devised some of her own (see Box 1) that are 
intended to stimulate children into spontaneously thinking about and reflecting 
on number and calculations. 

Leap frog 

Materials: Any commercially made or home-made board; one or more markers for each 
player; two 10- or 12-sided dice. 

Plar The players take turns rolling the dice. If the total is an even number, the player 
advances by half of this total. (For example, if a 6 and an 8 are rolled, the player 
advanced 7 spaces). If the total rolled is an odd number, the player does not move at all. 
The first person to reach the goal is the winner. The total of I3 is lucky, and the player 
can advance I 3  spaces. 

Source: Karnir, I994, p. I07. 

Kamii describes the advantages of activities like those in Box 1 as follows: 

Few children ever ask for worksheets, but they often beg to play math 
games and protest when the teacher’s response is ‘no’. For children’s 
development of autonomy, it is important that they work and learn for 
their own satisfaction, without being manipulated with extrinsic 
motivators. 
Games are better than worksheets also because feedback is immediate 
and from peers. Immediate feedback is obviously more effective than a 
reaction that comes the next day, when children do not care what 
happened any more. Moreover, with games, unlike with worksheets, each 
child has the possibility of supervising everyone else’s work and learns to 
be critical and self-reliant. Furthermore, games provide opportunities for 
creating strategies. 

(Kamii, 1994, p. 99) 

Kamii’s (1994, 2004) evaluations of her approach show that there is little 
difference in the levels of attainment achieved by the children who experienced 
her methods of teaching compared to those who experienced traditional teaching 
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approaches. However, as the children’s performance during the verbal problem 
solving assessments described earlier demonstrated, the children taught by her 
methods showed greater levels of understanding, and demonstrated a more 
autonomous approach to their learning. 

3.2 The significance of peer interaction 
Piaget’s account of the development of human reasoning paid little attention to 
the question of what particular types of experience were necessary to facilitate 
progress. Where particular experiences were referred to these tended to be 
encounters between the child and the physical world. Piaget and his co-workers 
paid limited attention to the social dimensions of experience, such that the 
Piagetian child could be regarded almost as a child-scientist, single-handedly 
(re)discovering physics and mathematics by grappling with the puzzles and 
paradoxes of the natural world. 

Although this is something of a simplification of Piaget’s position, it serves to 
contrast this later Piagetian work with his earliest research conducted in the 1920s 
and 1930s. In these early studies, based for the most part on observations of his 
own children, Piaget developed the key concept of egocentrism. Both in his work 
on i%e Language and mought of the Child (1926) and on i%e Moral Judgement of 
the Child (19321, he saw the principal barrier to the pre-school child’s progress as 
being an inability to ‘decentre’; to take account of other people’s points of view. 
The egocentric child, he suggested, does not understand other points of view, 
and takes his or her own view for reality. This egocentrism limits moral thinking 
and communication in fairly obvious ways, but it also limits cognitive 
development in other more subtle ways. Since children cannot appreciate that the 
first thing that strikes them about a problem might not be the only way the 
problem can be thought about, they cannot reflect on alternatives or understand 
how different factors might interact with one another. Importantly, Piaget saw this 
egocentrism of children’s thinking as being overcome through social experience 

Piaget regarded children’s relations with adults (whether parents or others) as 
inherently asymmetrical, and the difference in power and status was such that 
children could not balance their own views against those of adults. However, in 
more symmetrical relationships between the child and his or her peers, 
differences of viewpoint could provide the foundations for intellectual progress. 
When children interact with one another on more or less equal terms there are 
opportunities for a divergence of views and also a social need to reach a 
resolution of this difference of view. Thus, peer interaction was seen to hold a 
very special potential for helping egocentric (‘pre-operational’) children to 
overcome their egocentrism and make progress towards higher level 
(‘operational’) thinking. 

This idea lay dormant for many years, little explored in subsequent work either 
by Piaget or by his co-workers. However, in the 1970s, at a time when social 
psychology was establishing itself in Geneva, these social dimensions of Piaget’s 
theory began to be researched more systematically. In these explorations some of 
the ‘classic’ tests of operational thinking devised by Piaget were used to explore 

Egocentrism 

The to of a particular kind. 
understand the 
existence andor 
nature of points of 
“lew Other *an 
one’s own. 
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the argument that he had himself advanced many years earlier regarding the 
facilitatory role of peer interaction. The principal architect of these experiments 
was Willem Doise, together with Gabriel Mugny and Anne-NeUy Perret-Clermont. 
These researchers used the three mountains task, in which the children were 
required to indicate what could be seen from the viewpoint of another person, 
and adapted the procedure so that the effects of peer interaction on children’s 
developing cognition could be directly assessed (see Research summary 1). 

’‘ 

Egocent r ism a n d  socio-cognit ive conf l ic t  

As a pre-test, I00 children, aged between 5 and 7 years, were shown, on their own, a 
model village with buildings arranged around a pond. On another table next t o  the child 
was a base, with the pond marked on it, but no buildings. The orientation of the pond 
might be the same as the original, or rotated by I80 degrees (see Figure 2). The child 
was then asked to  reconstruct the village on the second board so that the two were 
identical. Generally, the children found it difficult t o  reconstruct the village accurately 
when the board was rotated. Such difficulties indicate a degree of egocentrism, as the 
correct arrangement required the children t o  decentre from their own viewpoint. 
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Socio-cognitive 
conflict 
Exposure to 
conflicting ideas 
presented by a 
peer that force a 
child to 
reconsider their 
own 
understanding. 

Figure 2 Village representations. (a) The pond In the same position for viewing two tables. 
(b) The pond has been rotated I80 degrees. 

The next phase of their study involved the children either working alone on the task 
(the control group) or  working in pairs. Some of the pairs were constructed so that the 
children working together were of the same ability and some of the pairs were based 
on a mismatch of ability on the task There were two types of mismatched pairs - in one 
case the least able children (Level I) were matched with children at the next level of 
ability (Level 2), in the other case the least able children were matched with children 
who were even more advanced in their understanding of the task (Level 3). The 
mismatched pairs would expose the Level I children t o  a different viewpoint, thereby 
inducing a degree of socio-cognitive conflict. 

Finally, the children were all re-assessed on the task individually as they had been in the 
pre-test to see if there was any change in their individual ability to solve the task. The 
results indicated that the Level I children who gained the most from pre to  post test 
were those who were paired with a Level 2 partner. Those children working with a 
Level 3 child gained little from this exposure, as the Level 3 children tended to impose 
their solution rather than engage in the discussion and disagreement that characterized 
the Level I 4 e v e l 2  pairs. 

Source: adopted from Dose and MugnF 1984. 
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Doise and colleagues interpreted their findings in terms of socio-cognitive 
conflict. A Level 1 child paired with a Level 2 child finds themselves confronted 
with a solution which conflicts with their own. This conflict, and the socially 
engendered need to resolve it, prompts the child to re-examine his or her own 
initial response, and may lead the child to recognize a higher order solution to the 
problem which resolves the apparent conflict (Mugny et al., 1981). Note that for 
this to occur, it is necessary that the children’s initial solutions differ, but it is not 
necessary for any one solution to be more advanced than another, or for any of 
them to be correct. What drives the process is that resolution of children’s partial 
or centred solutions can in the end only be found by adopting a higher level, 
more decentred solution, thus ensuring cognitive progress. 

Figure 3 
viewpoints. 

Peer interaction offers children the opportunity to experience a variety of different 

This work and other related studies lent weight to the idea that peer facilitation 
could have effects on children’s cognitive development. More generally, it also 
helped to stimulate a much wider interest in research into the ways that peer 
interaction can facilitate individual cognitive development, some of which will be 
considered in Section 4. 

3.3 Evaluating constructivism 
Piaget’s theories are not without their critics. Some have highlighted an over- 
emphasis on the cognitive and individualized nature of development and 
learning, indicating that it is also possible, as we shall see in the next section, to 
conceive of these as primarily social activities tsking place between individuals 
situated in specific cultural contexts. 
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Cultural transmission becomes identified with a coercive social process of 
direct instruction. The possibility that there are cultural transmission 
processes that are (in part) not experienced coercively and that these 
processes require the child’s active participation are not considered. 

(Newman et al., 1989, p. 92) 

Another criticism of Piaget’s view of development and learning is that it offers a 
very limited view of the intellectual ‘product’. Piaget’s theory was rooted in his 
interest in how intelligence is a form of ‘adaptation’ to the environment. His 
theory implies that by the time we reach physical maturity we also reach 
intellectual maturity, and that this is characterized by the use of reasoned logic 
and ‘scientific’ thought. However, it has been suggested that this is a highly 
ethnocentric view as other types of intelligence and thought, such as the ability to 
reflect on one’s own thought processes, are valuable but not acknowledged in 
Piaget’s conception of intellectual development (Kincheloe and Steinberg, 1993). 

If you reconsider the various dimensions of education outlined in Figure 1 at 
the beginning of the chapter, you can see that Piaget’s discussion of children’s 
intellectual development centres on a very different set of concerns compared to 
those of Skinner. In Piaget’s account the emphasis is very much on learning to the 
exclusion of teaching, which he considered to be potentially detrimental. This 
learning was primarily conceived of as informal and incidental, with the focus on 
the individual child leading their own learning experiences, which are sometimes 
influenced by contact with peers, although the resolution of cognitive conflict is 
always a personal process. However, there appears to be an equal emphasis on 
processes of learning and the outcomes of those processes. 

Piaget’s approach to child development, referred to as constructivism, 
emphasizes the cognitive processes that underpin learning and sees the 
child as actively constructing their own learning, independently of adults. 
Constructivism leads to an emphasis on learning rather than teaching in 
classrooms. Activities from which children are able to develop their own 
strategies and ideas are valued. 
Peer interaction is seen as important in leading children to overcome 
egocentric ways of reasoning. 
Kamii has demonstrated that a constructivist approach to teaching 
mathematics promotes greater understanding of mathematical concepts 
than traditional approaches. 
Constructivist approaches have been criticized for emphasizing learning 
as an individualized process, thereby downplaying the social and cultural 
context it occurs within. 
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Socio-cultural approaches 

SC 

‘Socio-cultural’ approaches have their origins in the work of the Russian 
developmental psychologist Lev Vygotsky (18961934). Like Piaget, Vygotsky was 
interested in the development of cognitive processes (which he termed the 
‘higher mental functions’- thinking, reasoning and understanding) and adopted a 
constructivist approach. However, there are some important differences between 
the two theorists. Piaget viewed development as a process which starts from an 
infant who is ‘autistic’ (not in the clinical sense we tend to use today but in the 
sense of being inwardly focused), ‘wrapped up in himlherself and in this sense 
profoundly separate from others. Development is seen as progressing through a 
long period in which the child remains relatively egocentric, to an eventual 
condition in which the child’s thinking and behaviour effectively becomes 
socialized. Development thus proceeds from the individual to the social. 
Vygotsky, however, turns this process on its head, seeing even the youngest 
infant as a comprehensively social organism. From this perspective it is through 
interaction with others that the child comes to have a growing awareness of self 
and a capacity for reflection. For Vygotsky, development proceeds from the social 
to the individual. 

Furthermore, the achievement of individuality and mental maturity depends 
not only on interaction with others (as in the peer interactions we described in the 
previous section), but on interaction with others who are more advanced and 
capable members of the society in which the child is growing up. Any society 
contains a wealth of ‘tools for thought’, the most obvious example being its 
language. The developmental task is conceived as a kind of apprenticeship, 
served by the child under the tutelage of adults, whereby these ‘cultural tools’ 
become part and parcel of the child’s own mental resources. Consider, for 
example, the interaction reproduced in Box 2 where a 4-year-old child is learning 
how to trace the shape of letters with his finger. 

T r a c i n g  l e t t e r s  m a d e  f r o m  s a n d p a p e r  

Teacher: Do it one more time Matty because you did it so nicely (pause) always 
s t a r t  at the top (pause) that’s it 

Matty: [While tracing the letter ‘p’ with his index finger] /p/ /p/ /p/ 

[NB. ‘/ /’ denotes that the child is making the sound associated with the letter] 

Teacher: Beautiful so we’ve got /p/ (pause) and 

Matty: /e/ 

Teacher: /el and (pause)? 

Matty: /s/ 

Teacher: /g/ I’m going to move them right in front of you Matty okay so you can 
see them more easily sit back a little bit [moves letters in front of 
Matty] okay /p/ /e/ and /g/ 
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Matty: Ip l  /el Igl 
Teacher: Yes 

Matty: Do you know what? 

Teacher: What Matty? 

Matty: 

Teacher: Ip l  /el /g/ 
Matty: 

Teacher: It doesn’t spell ‘trace’. It does spell a word though funnily enough. 

Matty: 

Teacher: Let’s see Ip l  /el Igl (pause) Ip l  /el Igl 
Matty: Mud! 

Teacher: [Laughs] Good try! 

Matty: Er ‘mud’ has M in it 

Teacher: It does doesn’t it. Does this one have M in it? 

Matty: No 

Teacher: No it does l p l  l e i  jgl (pause) lpl leg1 lp l  leg/ 

Matty: Egg (pause) peg! 

Teacher: Yes you’ve actually got ‘peg’ there. 

In this example, the adult is teaching the child how to form letters as an introduction to 
writing, as well as teaching him about letter sounds in readiness for learning to  read. 
Although she is not attempting to teach him to read, the context of the activity prompts 
the child to  guess at the meaning of the shapes he is forming. Although his initial guess is 
wrong, with help from the adult he arrives at the correct answer without being told it 
first. The child is clearly ‘apprenticed‘ to the adult and the various forms of learning 
going on in this extract (learning how to write, the sounds made by letters, how to 
‘decode’ words from letters) all are literacy skills learned in a specific cultural and 
interpersonal context, rather than an indwidual one. 

Source. The Open Univerxv, 2002. 

Does that spell ‘trace’? /PI /el /g/ 

Ip l  /el Igl does does that spell ‘trace’? 

Erm what does it spell? 

m 
Vygotsky proposed that the processes whlch go on between the child and others 
become the basis for processes which subseq 
Discussion, interaction and argument be 
reflection and logical reasoning. Language is seen to hold the key to the processes 
of internalization. Language originally is a social means of communication, but it 
becomes the chief means by 
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Consequently, meanings cm&wt.ed 
embedded in individual thought p m e m s .  
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Zone of 
Pro- 
development 
(ZPD) 
The difference 
between what a 
child can do 
unaided, and 
what the same 
child can do with 
the help of more 
able others. 

Vygotsky’s approach proposes a more central and positive role for adults in 
fostering children’s learning. The learning process is, as in Piaget’s theory, seen as 
a constructive one, but it is not the child alone who is doing the constructing. 
Instead, the construction of knowledge and understanding is seen as a 
fundamentally social activity, through which the cognitive resources of society are 
gradually made available to the child. In this way Vygotsky offers the possibility of 
keeping Piaget’s emphasis on the constructive and creative aspects of mental 
development without relegating ‘social transmission’ and ‘instruction’ to the status 
of irrelevant and interfering factors. 

As noted above, Vygotsky clearly saw interaction with adults as a key element 
of successful mental development. In relation to this he talked about children’s 
zone of proximal development (ZPD), which refers to the difference between 
what a child can do unaided, and what they can achieve with the support of a 
more knowledgeable other. While ‘ability’ is typically measured by what children 
can achieve by their own efforts, Vygotsky argued that what they could achieve 
with support was a more sensitive measure of children’s intellectual potential. 
The ZPD is well illustrated by Matty and his teacher in Box 2, where the adult 
guides Matty to answer his own question through careful use of repetition and 
verbal prompts, but without actually telling him the answer. 

that supports learners in their progress through the ZPD is that of ‘scaffolding’. 
Introduced by Wood et al. (1976), it captures the sense in which, through 
encouragement, focusing, demonstration, reminders and suggestions, a learner 
can be supported in mastering a task or achieving understanding. As the name 
suggests, scaffolding is strictly temporary, although without it the child’s learning 
would have been impossible to construct. The role of the adult in scaffolding the 
child’s learning is to lend support to the child’s own constructive activity. 

Psychologists have attempted to study scaffolding in order to define what 
constitutes ‘effective tuition’. Related to this is the notion of contingency, which 
refers to the way that the degree of help offered by the adult is adjusted in 
response to the progress of the child. For example, Wood and Middleton (1975) 
carried out an experimental study designed to capture how adults give over more 
of a task to a child as they becomes more competent (see Research summary 2). 

The metaphor that has been most widely used to capture the sort of guidance 

Studying cont ingent  instruction 

In a classic study, Wood and Middleton (I 975) looked at the different ways in which an 
adult can help a child to complete a task. They asked the mothers of 4-year-olds to 
teach their child to complete a three dimensional jigsaw puzzle in the shape of a stepped 
pyramid. The task is a complex one for a child of this age, and those who attempt it 
alone are not usually successful until the age of 7-8 years. However, when asked to 
complete the puzzle alone just after having been taught how to do it, those 4 year olds 
who were taught well by their mothers were able to complete most or all of the puzzle. 

In order to decide what being taught ‘well’ entailed, Wood and Middleton classified the 



5 PSYCHOLOGY AND EDUCATION: UNDERSTANDING TEACHING AND LEARNING 21 3 

different types of tuition into five levels as follows: 

Level I General verbal encouragement. 

Level 2 Specific verbal instruction. 

Level 3 

Level 4 

Level 5 Demonstrates an operation. 

Note that as the level increases, the specificity of the help given t o  the child also 
increases, whilst the amount of responsibility taken by the child lessens. 

The children who were most successful had mothers who used a variety of these levels 
of instruction. However, what was important was that the type of instruction used by 
the adult was dependent on the preceding success of the child. If the child could not 
understand the last instruction, his mother would immediately offer a higher level of 
help. For example, a child who could not correctly put together the pieces of the puzzle 
his mother had pointed out for him (Level 3) would get more help. His mother might 
put the correct pieces next t o  each other in the correct orientation (Level 4). On the 
other hand, if the child was successful with the ‘Level 3 ‘ instruction, she might tell him 
what type of pieces he needed to  put together next, but would leave him to  select them 
(Level 2). In this way, the mother ensured that her response was contingent on the 
child’s previous action. A failure by the child resulted in an instruction from the mother 
that increased the level of control, whereas a success resulted in a decrease in control: 
this is what Wood and Middleton refer t o  as contingent instruction. 

Source Wood and Middleton, 1975. 

Assists in choice of material. 

Prepares material for assembly. 

Although contingent instruction sounds easy, in practice it is quite hard to 
achieve. In a later study Wood and his colleagues (1978) found that an 
experimenter who had been trained to teach contingently did so only 85 per cent 
of the time. 

Monitoring children’s activity, remembering what one had said or done to 
prompt that activity, and responding quickly to their efforts at an 
appropriate level is a demanding intellectual feat. Effective teaching is as 
difficult as the learning it seeks to promote. 

(Wood, 1998, p. 164) 

4.1 Teaching as assisted performance 
Two researchers, Tharp and Gallimore (19981, have extended Vygotsky‘s notion 
of the ZPD and have drawn upon Wood et ad.% (1976) conception of ‘scaffolding’ 
to present what they call a theory of teaching as assistedperfmance, Tharp and 
Gallimore characterize the ZPD not as a single growing point for an individual, 
but as a multitude of ‘growing edges’ which relate to all areas of developing 
competence: 
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There is no single zone for each individual. For any domain of skill, a ZPD 
can be created. There are cultural zones as well as individual zones, 
because there are cultural variations in the competencies that a child must 
acquire through interaction in a particular society ... Boys in Micronesia, 
where sailing a canoe is a fundamental skill, will have a ZPD for the skills 
of navigation, created in interaction with the sailing masters. A girl in the 
Navajo weaving community will have experiences in a zone not quite like 
any encountered by the daughters of Philadelphia. Whatever the activity, 
in the ZPD we find that assistance is provided by the teacher, the adult, the 
expert, the more capable peer. 

(Tharp and Gallimore, 1998, p. 96) 

Figure 4 Progression through the  ZPD and beyond. 

Tharp and Gallimore also see progression through the ZPD in terms of four stages 
(see Figure 4). In Stage 1 performance is directly assisted by more capable others 
through scaffolding of one kind or another. In Stage 2 the learner effectively takes 
over the role of the scaffolder in relation to his or her own learning. This often means 
‘talking oneself through’ a task, remembering requests, reminders and injunctions 
previously given, and so on. Stage 3 is marked by the falling away of such self- 
guidance, as performance becomes automatic. The fourth stage recognizes the fact 
that individuals can be thrown back to earlier stages of the acquisition process by 
such stressors as tiredness, or by changes in the precise conditions of the task. 

A c t i v i t y  3 L e a r n i n g  a s k i l l  
Allow about This activiry will help you to consider how well Tharp and Gallimore’s account relates to your own 

experiences of learning. 10 minutes 

Go through some of your more recent learning experiences, particularly any which involved 
new skills such as learning to drive a car, or use a new piece of equipment or other 
technology. How well does an account in terms of a ZPD, or more specifically in terms of 
Tharp and Gallimore’s stages, fit with your recollection of your learning experience? 
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Ontogenetic 
Relating to the 
developmental 
history of an 
individual. 

Microgenetic 
Relating to the 
developmental 
history of a 
particular 
psychological 
process, at a 
particular point in 
time and in a 
particular context. 

C o m m e n t  

The fact that we can see some of these processes at work in our own experiences as adults 
raises an important issue. The whole history of development in the child could be viewed as a 
single, age-related process, going from Tharp and Gallimore’s Stage I (where assistance is 
provided by more capable others) through Stage 2 (where assistance is provided by the selr) 
to eventual internalization in Stage 3. In some ways this seems to  fit facts: infants and younger 
children are obviously heavily dependent on others for help; around 4 to  6 years of age they 
engage in a great deal of ‘talking to themselves’ out loud, which diminishes as they become 
more self-sufficient learners during the school years. Equally, however, we could take the view 
that these stages apply to learning at whatever age it occurs. Even as adults when we 
encounter a new learning situation our learning experience can be described in the same 
terms. Looked at from this point of view, age may in fact make rather little difference and what 
is at issue is the level of one’s expertise in relation to a particular problem. Tharp and 
Gallimore suggest that while there is an overall ontogenetic development which follows the 
course that they outline, this outline will also apply equally well t o  the microgenetic processes in 
learning at any point in the lifespan. 

4.2 The application of Vygotsky’s ideas to classroom 
practice 

Much of the research conducted from a Vygotskian standpoint has tended to see 
effective teaching and learning exchanges as essentially incidental to ongoing 
joint engagement in activities. These exchanges can be between mothers and 
children in the home (e.g. Rogoff and Gardner, 1984, Rogoff, 1990) or between 
experts and novices in traditional craft practices such as tailoring or weaving 
(Greenfield and Lave, 1982; Lave and Wenger, 1991). Such work has typically 
emphasized the interpersonal, informal and incidental nature of teaching and 
learning. It has also stimulated a strong tradition of research that seeks to 
understand teaching and learning as both cultural activity, and one that is 
necessarily ‘embedded‘ in an immediate social context which enables children to 
make sense of their new experiences. Efforts have been made to use a Vygotskian 
approach to illuminate what goes on in the classroom and this line of work has 
reported mixed success. For example, attempts to apply the concept of 
‘scaffolding’ more directly in relation to classroom practice have, in at least some 
cases (e.g. Bliss et al., 1990, been unable to find any evidence of scaffolding by 
teachers. 

One of the most successful applications of Vygotskian theory to classroom 
practice has involved researchers exploring 
discussion, the class teacher can establish and maintain a focus of shared 
attention, provide children with a language in which to describe their own 
experiences and, using that language, build up a body of ‘common knowledge’ 
about the topic in hand (Edwards and M e w s ,  1987; Mercer, 1995,2000). Mercer’s 
work (1995, 2000) places pafiicular emphmb on the communication process he 

, by skilfully guiding classroom 
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calls the guided construction of knowledge - a process encompassing both 
teaching and learning (which he suggests are often talked about as though they 
are two separate processes) and which sits at the heart of ‘education’. He has 
drawn on detailed observations of teaching-learning interactions made in 
classroom contexts to highlight a number of key strategies used by teachers to 
guide the construction of knowledge (see Box 3). 

G u i d i n g  t h e  c o n s t r u c t i o n  of  k n o w l e d g e  

Teachers in schools and other educational institutions use language to  pursue their 
professional aims and goals. One of their aims is t o  guide the learning activity of their 
students along directions required by a curriculum, and to try t o  construct a joint, 
shared version of educational knowledge with their students. There are certain 
common techniques that teachers use to  try to  achieve this. Teachers may not 
necessarily be self-consciously aware of the techniques they use; and teachers will vary 
as to  how much and how well they use any of them. But these techniques are 
intentional, goal-directed ways of talking nevertheless, which reflect the constraints of 
the institutional setting in which schoolteachers work. In attempting to  guide learning, 
they use talk to  do three things: 

elicit knowledge from students, so that they can see what students already know and 
understand and so that the knowledge is seen to  be ‘owned’ by the students as well as 
teachers; 

respond to things that students say, not only so that students get feedback on their 
attempts but also so that the teacher can incorporate what students say into the flow of 
the discourse and gather students’ contributions together to  construct more 
generalized meanings; 

describe the classroom experiences that they share with students in such a way that the 
educational significance of those joint experiences is revealed and emphasised. 

Source, Mercer, I995  pp 25-6. 

While the emphasis in guiding the construction of knowledge is on the teachers’ 
contribution, Mercer’s ongoing programme of work, inspired by Vygotskian 
theory, also considers the learners’ contribution and the educational significance of 
the collaborative talk between learners. As has been seen, Vygotsky‘s work directs 
attention to asymmetrical interactions; that is, those that occur between individuals 
who differ in knowledge or ability. His theory offers an account of tutoring, and 
draws attention to the fact that most of what children have to learn, the adults 
around them already know. But the concepts of negotiation of meaning and co- 
construction of shared understanding can be applied to peer interaction as well as 
to adult-child interaction. This leads us to consider the significance of collaborative 
processes and in particular to focus on the constructive role of discussion. 
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Since the early 1990s, Mercer and his colleagues have analysed the talk of 
children working together in classroom settings (see Mercer, 1995, 2000) and he 
has suggested that ‘while encouraging talk between learners may help the 
development of understanding, not all kinds of talk and collaboration are of equal 
educational value,’ (Mercer, 1995, p. 98). Mercer’s (1995) analyses reveal that 
three types of talk can be identified in children’s joint discourse, namely, 
disputational, cumulative and eqloratory talk. Disputational talk is characterized 
by disagreement and individualized decision-making. Cumulative talk is positive 
but uncritical comment, usually indicated by repetition, agreement and 
elaboration of what has already been said. Exploratory talk is where there is 
constructive criticism of other people’s ideas; any challenges are justified, 
explained and solutions or fresh ideas are offered. Progress thus emerges from 
the joint construction of solutions and acceptance of suggestions. Mercer argues 
that exploratory talk, although infrequent, is an ideal form of educational 
discourse as it makes thought processes explicit for all children participating in 
the group such that reasoning is visible in talk. 

v 
A c t i v i t y  4 Classifying c l a s s r o o m  ta lk  
Allow about 
10 minutes 

This activity will help you consider the use of diferent types oftalk identified by Mercer. 

Read the extract below of four children classifying animals into ‘herbivores’ or ‘carnivores’. 
Which of Mercer’s different types of talk can you see evidenced in this exchange of ideas? 

Emmeline: 

Oliver: 

Emmeline: 

Maddy: 

Oliver: 

Maddy: 

Emmeline: 

Oliver. 

Maddy: 

Ben: 

Emmeline: 

Oliver: 

Emmeline: 

Oliver: 

Emmeline: 

Now we’ve got a fish - uh -the ... 
What sort, the piranha? 

No, the little, not the scaly one. 

Lun, lungf ... (hesitating) 

Lungfish. 

It probably feeds on things in the river, because it’s not going to  go out and 
catch a monkey or  something, is it? (all laugh) 

Yeah. Could bri ... 
(interrupting) There is of course river plants, some of them do feed on river 
plants, and leaves that fall in the river. 

Yeah, it’s probably a herbivore. 

W e  haven’t got anything to tell. 

What do you think it should be? 

No, actually I think we should put it in ‘carnivore’, most fish are. 

No, because, ma ... 
(interrupting) It’s our best, and most fish are, isn’t it? 

(interrupting) Yeah, but we’ve got this one here, and this one here (she indicates 
some fish cards in both karnivore’ and ‘herbivore’ pik  on the table). 

(Mercer, 1995, p. I I I )  
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Comment 

This extract reveals some cumulative talk (e.g. ‘Yeah, its probably a herbivore’) and also some 
evidence of exploratory talk For example, in the second half of  the extract Emmeline and 
Oliver disagree with each other and even intermpt each other, but provide reasons for their 
counter positions. 

A 
While Mercer and colleagues acknowledge that all three types of talk are 
appropriate in certain circumstances, their work has demonstrated that 
exploratory talk offers a potential for learning over and above that offered by 
the other types. This is because exploratory talk involves partners explicitly 
presenting ideas and reasoning together. According to this analysis, children 
should be inducted into educationally effective ways of talking and working 
together and collaborative activities should be designed to foster children’s use of 
exploratory talk. As Jackson (1987) stresses, until ‘children are able to use 
language as a resource for negotiation with others and as a means for 
establishing collaborative learning, the pattern of learning in the (primary) 
classroom remains inaccessible’ (Jackson, 1987, p. 85). 

Mindful of this, Mercer and colleagues have been involved in a sustained 
programme of classroom intervention work, called the Binking Together 
approach, in which children are explicitly inducted into the use of exploratory 
talk. The approach (see Dawes et al., 2000; Littleton et al., 2005) provides a 
framework for the direct teaching of the speaking and listening skills children and 
young people need in order to learn from and with each other. In this way, 
learners can add educationally effective ways of talking and thinking together to 
their talk repertoire. Key features of the approach are: 

1 Children follow a series of Binking Togetherlessons. Aims for group talk are 
made explicit in the whole class introduction. During plenary sessions, 
groups reflect on the quality of their talk. 
In these lessons, the class are directly taught speaking and listening skills 
(such as challenging with respect, reasoning, negotiating ideas) and are 
provided with contexts for collaboration in which they can apply such skills. 
Classes create and agree on a shared set of ground rules for exploratory talk 
to use when working with one another in groups. 

2 

3 

Children form specific expectations and beliefs about teaching and learning 
relationships and ‘are motivated to understand the social rules and relationships 
of their cultural world’ because they ‘need to get things done’ in classroom 
contexts (Dunn, 1988, p. 189)). Teachers make a powerful contribution to the 
creation of contexts for learning in their classrooms and the ways in which they 
talk, act and structure classroom activities convey powerful messages regarding 
how learning and talking are to be done in such contexts. The pedagogy inherent 
in the Binking Togetherapproach is thus designed to enable children’s 
participation in ongoing learning conversations where opportunities for 
structured dialogue with peers are frequent and where ground rules for 
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exploratory talk are modelled in the talk of the teacher. This is because, as Gee 
notes, ‘Any efficacious pedagogy must be a judicious mix of immersion in a 
community of practice and overt focusing and scaffolding from “masters” or 
“more advanced peers” who focus learners on the most fruitful sorts of patterns in 
their experience’ (Gee, 2000, pp. 201-2). 

4.3 Reflections on the socio-cultural approach 
The emphasis on instruction that characterizes much research undertaken within 
the post-Vygotskian tradition and the associated interest in the concept of 
‘scaffolding’ has attracted some critical comment from researchers. For example 
Mariette Hoogsteder and colleagues (Hoogsteder et al., 1998) argue that research 
in the post-Vygotskian tradition has emphasized the uni-directional transmission 
of skills and knowledge from adult to child. They suggest that the metaphor of 
scaffolding conveys an image of the child’s learning being ‘propped up’ by an 
omniscient adult who invariably directs and controls the interaction with the 
result that the contributions of the child have been ignored. The aIlocation of a 
passive role to the child, these researchers argue, oversimplifies the nature of 
teaching and learning interactions. Their own work suggests that teaching and 
learning interactions are ‘exercises in collectivity’ which involve both child and 
adult in processes of negotiation, disagreement, the exchange and sharing of 
information, judgement and decision making and evaluation of one another’s 
contributions. 

experience relative to both behaviourism and constructivism. It offers an account 
of both teaching and learning processes, with the emphasis firmly on 
understanding these as processes without undue emphasis on the products of 
those experiences. It values experiences that are either planned or incidental, 
although the emphasis is always on shared activity that is adult-led. 

We will now extend our discussion of teaching and learning to consider a way 
of viewing educational contexts that have become increasingly influential. Rooted 
in socio-cultural ideas, it emphasizes the need to see learning as situated in 
particular contexts and communities that have the potential to impact on what is 
learned, how it is learned and the identity of the learner. 

Socio-cultural research focuses on different dimensions of educational 

Socio-cultural approaches have their origins in the work of Vygotsky, 
who, like Piaget, was interested in cognitive development. However, 
according to this view development is seen as inherently social - it is 
through interaction with more able others that children acquire reasoning 
skills, which eventually become internalized. 
The zone of proximal development (ZPDI refers to the difference 
between what children can do unaided and what they can achieve with 
the support of a more knowledgeable other. 
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The term ‘scaffolding’ is used to refer to the support given to a child by a 
more able person. 
It is argued that for teaching to be effective it should be contigent on a 
child’s actions, supporting more if the child struggles with a task, and 
controlling less if the child is succeeding. 
A socio-cultural analysis of classroom talk has identified different kinds of 
peer dialogue, some of which are more desirable than others in an 
educational context. 
Aspects of the socio-cultural approach have been criticized for 
emphasizing the idea of a uni-directional transfer of knowledge and skills 
from adult to child. 

Learning communities and cultures 
of learning 

While a concern with promoting effective reasoning in talk sits at the heart of the 
7Mzkring Together approach, the programme is based on more than just cognitive 
accounts of how group-work works. The processes of knowledge construction 
that Mercer and his colleagues aim to foster are inextricably interwoven with the 
construction of social understanding and the experience of being a pupil 
participating in the ongoing life of the classroom. Thus, while the Ebinking 
Together approach is concerned with promoting the guided construction of 
knowledge, it aims to do so in part through the creation of a positive culture of 
collaboration and community of enquiry in the classroom. Such a culture of 
collaboration is founded on mutual respect and trust among teachers and learners 
- such that learners feel able to take the risks inherent in opening up their 
thinking to their peer group (Underwood and Underwood, 1999). This approach 
therefore highlights a view that education is not about the transmission of specific 
bodies of knowledge and skills. Rather, as Wells and Claxton (2002) comment: ‘it 
is about the development of understanding and the formation of minds and 
identities’ (Wells and Claxton, 2002, p. 2). 

The notion of ‘community’ touched on briefly in the account of the ninking 
Together approach is an important one for researchers interested in understanding 
education. This is because ‘communities’ (which are defined as groups of people 
who share experiences and interests and communicate among themselves to 
pursue those interests) offer members distinctive resources for knowledge 
construction. Presented in Box 4 is a synopsis developed by Mercer (2000) which 
summarizes how he believes communities can enable collective thinking. 

Many of these ideas concerning the potential value of communities for learning 
are reflected in one contemporary and influential extension of Vygotsky‘s theory, 
namely the idea of situated learning (Lave and Wenger, 1991). 
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How c o m m u n i t i e s  resource  c o l l e c t i v e  t h i n k i n g  

The kind of groups I call ‘communities’ offer their members the following resources for 
joint intellectual activity: 

A history, Groups which persist over time accumulate a body of shared experience. 
Members will be likely to  recall that experience together and reflect on it, and so gain a 
history. Shared experience will generate information and expertise, on which members 
can draw and which can be passed to new members. 

A colfective identity. By sharing a history, knowledge, aims and the experience of doing 
things together, members can find meaning, purpose and direction for their own 
endeavours and relate these t o  the special contributions that others in the Community 
make. Joining the community may involve some initiation or admission process. 

Reciprocal obligations. Members will have responsibilities towards each other, and so can 
expect t o  have access to  each other’s intellectual resources. There will be roles and 
ground rules for specifying appropriate behaviour. 

A discourse. Communities use language to operate, but they do not simply take language 
‘off the peg’ and use it as given. One of the marvellous and distinctive design features of 
language is what is usually called its ‘openness’. That is, language can be reshaped to  suit 
new communicative demands as they emerge. New words and new ways of putting 
words together can be generated if people consider it necessary. If a group of people 
are striving to  communicate about their special interests, they can adapt and extend 
language as a tool for doing so. The specialized language of a community can be called its 
discourse. Fluency in the discourse is likely to  be one of the obvious signs of 
membership. 

Source Mercer. 2000, pp. I 0 6 7  

5.1 Situated Learning 
Lave and Wenger argue that learning is an inherently social activity. According to 
their account, learning occurs all the time, is an aspect of all activity and is usually 
unintentional. Learning occurs as a result of participating in what they call 
‘communities of practice’, in which novices are inducted into ways of thinking 
and doing things by more experi,enced members of the group. Participation leads 
to the transition from being a novice member to being able to participate fully in 
the community in question. So, for example, a family unit may be considered a 
community of practice in which children learn about various aspects of daily 
activity through interaction with their parents and siblings, and consequently 
come to participate fully in the various aspeeks of family life having acquired the 
skills and knowledge needed to do so. In W way, leamhg is seen as ‘situated in 
the social context and social practices of 

Schools too may be regarded as comMt ies  of practice. In this instance, both 
teachers and older pupils can be seen to induct children into full participation in 
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school activities. Teachers are often seen to limit access to resources and structure 
this access as part of the process of formal tuition, and this has led Lave and 
Wenger (1991) to note the element of power that is held by the experienced 
members of the community. Moreover, Lemke (1997) has attempted to broaden 
the idea of situated learning by noting that it is not just situated in its immediate 
social context, but in a cultural and historical one too. That is, Lemke argues that 
cultures and history attach certain meanings to objects, words and actions. 

Wenger has advanced what is described as a ‘social theory of learning’, which 
sees learning as a ‘process of being active participants in the practices of social 
communities and constructing identities in relation to these communities’ 
(Wenger, 1998, p. 4). The characterization of learning offered here moves beyond 
the emphasis on learning as a process of knowledge building. It recognizes, for 
example, that part of being seen as ‘knowledgeable’ is being competent in 
activities that are culturally valued. An example of this in British school culture 
might be the way that academic ability is often valued more highly than physical 
skills such as manual trades or sporting ability. 

5.2 Identity and learning 
Wenger’s account of learning (1998) also emphasizes how it is a process of 
‘becoming’ - it changes who we are. The significance of identity in accounts of 
learning is illustrated by recent work by Wirtanen and Littleton (2004), who 
interviewed adult students at the Sibelius Academy in Finland about their 
experiences in relation to their piano studies. 

processes involved in negotiating a position between the teacher’s suggested 
interpretation of a musical piece and his own creative ideas. His comments are 
made in the context of a discussion relating to learning together, with the teacher 
(see Box 5). 

In Box 5, one of the students, Tuomas, talks about the dilemmas and delicate 

L e a r n i n g  a n d  i d e n t i t y  

And in reality, if telling it straight now, so, I have very often had a kind of 
period of what t o  do when you don’t appreciate fully what the teacher says? 
It is quite dangerous. And even if you have a different opinion of things and 
you would like to  do it another way ... so you know that when you go to the 
next lesson, so, you play according to  your own ideas but that is not, like, 
right either. However, it is quite an uncomfortable situation when it doesn’t 
... like, how do you make sense of it that you play how another person 

wishes? It is the biggest possible deception that can exist. Let them play then 
like that ... but of course you have to  consider that there surely is a good idea 
behind it, but digging it out then. 

(Tuomas) 
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In ‘telling it straight’ Tuomas discloses his dilemma about what to  do when he does not 
fully embrace the perspective on interpretation the teacher is advocating. He 
characterizes this as a dangerous situation, although he does not expand on the 
potential losses or  risks inherent in it. If he plays according t o  his own interpretation, it 
is deemed ‘not right’. It is an uncomfortable situation. Tuomas suggests that t o  play how 
another person wishes involves deception and perhaps a betrayal of one’s own self - it 
is the biggest possible deception that can exist. He struggles towards understanding the 
rationale for the teacher’s advocacy of his particular stance and uses the archaeological 
metaphor of having to  uncover, through ‘digging out’, the reasons underpinning the 
interpretation that his teacher is advocating. [...I Tuomas struggles t o  give voice to  his 
own interpretations. However, his own creative interpretations are in direct conflict 
with the guidance being given by the teacher who is working with the student within the 
framework afforded by a particular system of assessment carrying the weight of 
historical tradition, oriented to  the forms of expression valued by an established 
classical music community. To adhere unquestioningly to  these valued forms of 
expression is somehow considered by Tuomas to  be dishonest - and creates a situation 
in which inherent in the simple, unquestioning adoption of an interpretation, is the risk 
of taking on a troubled identity. 

Source: Wirtanen and Littleton, 2004, p p .  33-4. 

w 
Work such as this demonstrates how approaching the study of learning in social 
and cultural contexts involves abandoning ‘the conventional demarcation 
between cognitive, social and emotional development’ (Woodhead et al., 1999, 
p. 1). It would also suggest that it is perhaps inappropriate to talk about the social 
and emotional dimensions of learning as if such dimensions were analytically 
separate and distinct from the activity of learning itself. One of the key features of 
a situated approach to cognition is the recognition that the processes of thinking 
and identity construction go hand in hand: 

To think or to reason well in a situation is, by definition, to take on the 
forms as well as the substance of a community of reasoners and, thus, to 
join that community. Much of discourse, and thus [much] of cognition, 
serves to situate an individual with respect to others, to establish a social 
role or identity. 

(Resnick et al., 1997, p. 9) 

The importance of identity, and the way in which a learner positions him- or 
herself with respect to a task or their peers, is crucial. For example, from a very 
early age children are engaged in the construction of their identities as pupils. 
They construct and participate in discourses about ability and effort (Bird, 1994) 
and are motivated to understand what it means to be a learner and what it means 
to succeed at educational tasks. The social climate of comparison, competition, 
success, failure and issues of relative status in the classroom rapidly becomes 
established within the early years of schooling (Crocker and Cheesman, 1988) 
and remains a powerful interpersonal dynamic throughout learners’ educational 
careers. 
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5.3 Reflecting on psychological accounts of learning 
The view of development and learning being described here has far reaching 
implications for the way developmental psychologists ‘do’ their science. What 
moves to the fore is a detailed understanding of issues of subjectivity, 
intersubjectivity and social construction. Seen from this perspective, educational 
and developmental psychologists are not engaged in the activity of discovering 
the ‘real’ capabilities of the child. Rather they are involved in the business of 
constructing particular accounts and representations of the child and notions of 
competence (Woodhead et al., 1999). The representations they create are 
historically located, culturally determined and value laden, as are the very issues 
they choose to investigate. As Burman comments, ‘the developmental psychology 
we know is tied to the culture which produced it’ (Burman, 1999, 
p. 177). Much of the work reported in this chapter has clearly been shaped by 
unarticulated cultural preconceptions about the contexts, goals and processes of 
learning and development in Western society at this time (see also Woodhead et 
al., 1999). 

Seen from this perspective, psychologists do not exist in isolation from the 
social contexts they study. They too are ‘situated in particular institutional, 
cultural and historical contexts and it is in such contexts that they actively create 
their subject. Educational theories and research shape the environments in which 
children develop and learn, and to this extent psychologists participate in the 
construction of contemporary reality (Rose, 1990; Woodhead et al., 1999). Thus, 
learning, is a process of engagement with culturally elaborated and socially 
mediated reality. The social processes which shape and constitute learning can be 
powerful in their effects. The harnessing of these processes to support children’s 
learning holds the key to enhancing the effectiveness of their education, in the 
widest sense. 

of  Section 5 

Some socio-cultural researchers see communities as offering their 
members important resources for joint intellectual activity. The potential 
value of communities for learning is explored in one contemporary 
extension of Vygotskian theory known as situated learning. 
The notion of situated learning goes beyond an emphasis on learning as a 
process of knowledge building. It recognizes that part of being seen as 
‘knowledgeable’ is being competent in activities that are culturally valued. 
One of the key features of a situated approach is the recognition that 
thinking and identity formation go hand in hand. 
It is important to note that the concerns of developmental psychologists 
are shaped by unarticulated cultural preconceptions about the context, 
goals and processes of learning and development in their society and at 
that point in time. 
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Conclusion 
In this chapter you have been introduced to some different psychological 
traditions, each of which has something to say about the processes by which 
children develop and learn. Some of the salient characteristics of the approaches 
presented and their relevance to education are summarized in Table 1. 

Table I Approaches to teaching and learning: a summary 

Aspect Behaviourist Constructivist Socio-cultural and 
situational 

View of the learning Changes behaviour Process in the head of Interactiodobservation 
practice the learner (including in a group context, akm 

insight, information to an apprenticeship 
processing, memory 
perception) 

Site of learning External resources Making connections in Learning needs a 
and task are what learner's head IS relationship between 
matten what really matters people and 

environment 

Purposes in education Produce behavioural Develop capacrty and Full participation in 
change in desired skills to  learn better communities of practice, 
direction i.e. you graduate from 

apprentice to ctaftsman 

Source odopted from Kirnemuir and McFodone, 2004, p 13 

The preceding discussions of the psychological accounts of teaching and learning 
point to learning as being the result of multiple, embedded and interwoven 
influences. The complexity of teaching and learning is such that any single approach 
gives only a partial account of the nature of educational processes, as we conceived 
of them in Section 1. As a result, it is potentially problematic to rely on any one of 
these approaches to capture the full extent of teaching and learning processes. 

So, we return to the secondary school children's descriptions of learning that 
we presented at the outset of the chapter. You should now be able to see, and 
understand the reasons, why Extract 1 represents a limited view of learning that 
none of the approaches outlined in this chapter would advocate. Extract 2, in 
presenting a more self-motivated account of learning, is closer to an ideal, 
although it says little about the actual pmesses by which the student would go 
about gaining the knowledge they desire. In this way psychological theories go 
beyond such simple descriptions to attempt b capture and understand the 
processes of teaching and le 
psychological perspective complements aad extends our understanding of the 
various dimensions of educatiklflal 
complete account. However, e 1 work adds more detail to a 
picture that is necessarily 

. What this chapter has shown is that each 

gh no smgle theory offers a 
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