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Opioid-Related Disorder 

Sedative-, Hypnotic-, or Anxiolytic-
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Neurocognitive Disorders
Delirium
Major and Mild  
Neurocognitive Disorders
Major or Mild Neurocognitive 

Disorder Due to Alzheimer’s Disease
Major or Mild Frontotemporal 

Neurocognitive Disorder
Major or Mild Neurocognitive 

Disorder with Lewy Bodies
Major or Mild Vascular 

Neurocognitive Disorder
Major or Mild Neurocognitive 

Disorder Due to Traumatic Brain 
Injury

Substance/Medication-Induced 
Major or Mild Neurocognitive 
Disorder

Major or Mild Neurocognitive 
Disorder Due to HIV Infection

Major or Mild Neurocognitive 
Disorder Due to Prion Disease

Major or Mild Neurocognitive 
Disorder Due to Parkinson’s Disease

Major or Mild Neurocognitive 
Disorder Due to Huntington’s 
Disease

Major or Mild Neurocognitive 
Disorder Due to Another Medical 
Condition

Major and Mild Neurocognitive 
Disorders Due to Multiple Etiologies

Unspecified Neurocognitive Disorder

Personality Disorders
Cluster A Personality Disorders
Paranoid Personality Disorder/

Schizoid Personality Disorder/
Schizotypal Personality Disorder

Cluster B Personality Disorders
Antisocial Personality Disorder/

Borderline Personality Disorder/
Histrionic Personality Disorder/
Narcissistic Personality Disorder

Cluster C Personality Disorders
Avoidant Personality Disorder/

Dependent Personality Disorder/
Obsessive-Compulsive Personality 
Disorder

Other Personality Disorders
Personality Change Due to Another 

Medical Condition/Other Specified 
Personality Disorder/Unspecified 
Personality Disorder

Paraphilic Disorders
Voyeuristic Disorder/Exhibitionist 

Disorder/Frotteuristic Disorder/
Sexual Masochism Disorder/
Sexual Sadism Disorder/Pedophilic 
Disorder/Fetishistic Disorder/
Transvestic Disorder/Other 
Specified Paraphilic Disorder/
Unspecified Paraphilic Disorder

Other Mental Disorders
Other Specified Mental Disorder 

Due to Another Medical Condition/
Unspecified Mental Disorder Due 
to Another Medical Condition/
Other Specified Mental Disorder/
Unspecified Mental Disorder

Medication-Induced 
Movement Disorders and 
Other Adverse  
Effects of Medication
Neuroleptic-Induced Parkinsonism/

Other Medication-Induced 
Parkinsonism/Neuroleptic 
Malignant Syndrome/Medication-
Induced Acute Dystonia/
Medication-Induced Acute 
Akathisia/Tardive Dyskinesia/
Tardive Dystonia/Tardive Akathisia/
Medication-Induced Postural 
Tremor/Other Medication-Induced 
Movement Disorder/Antidepressant 
Discontinuation Syndrome/Other 
Adverse Effect of Medication

Other Conditions That May Be 
a Focus of Clinical Attention
Relational Problems
Problems Related to Family 

Upbringing
Other Problems Related to Primary 

Support Group

Abuse and Neglect
Child Maltreatment and Neglect 

Problems
Adult Maltreatment and Neglect 

Problems
Educational and Occupational 
Problems
Educational Problems
Occupational Problems
Housing and Economic Problems
Housing Problems
Economic Problems
Other Problems Related to  
the Social Environment
Problems Related to Crime or 
Interaction with the Legal System
Other Health Service Encounters for 
Counseling and Medical Advice
Problems Related to Other 
Psychosocial, Personal, and 
Environment Circumstances
Other Circumstances of  
Personal History
Problems Related to Access to 

Medical and Other Health Care
Nonadherence to Medical Treatment
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xix

DSM-5-TR  Disorders for Further Study

The DSM-5 Task Force judged that these disorders do not currently have sufficient supporting data for inclusion 
in DSM-5 and therefore require further study. In fact, only a few of these proposed disorders will ultimately meet 
criteria, and others will be excluded from further consideration. Many of the more interesting disorders are 
discussed in one or more appropriate chapters.

Source: American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Arlington, VA: American Psychiatric Association.

Attenuated Psychosis Syndrome
Key features include delusions, 

hallucinations, or disorganized 
speech that distresses and disables 
the individual; the symptoms are 
like psychosis but not extreme 
enough to be considered a full 
psychotic disorder.

Depressive Episodes with  
Short-Duration Hypomania
Key features of this disorder are 

depressive episodes and episodes 
resembling hypomanic episodes 
but having a shorter duration (at 
least 2 days but below the 4-day 
minimum for hypomanic episodes).

Caffeine Use Disorder
Key features of this disorder are 

constant caffeine use and an 
inability to control use.

Internet Gaming Disorder
Key features of this disorder are the 

fixation on Internet games and 
continually playing them, at the 
expense of school, work, and/or 
social interactions.

Neurobehavioral Disorder 
Associated with Prenatal Alcohol 
Exposure
The key feature is diminished 

behavioral, cognitive, or adaptive 
functioning due to prenatal alcohol 
exposure.

Suicidal Behavior Disorder
Key feature is a suicide attempt 

within the past 2 years that is not 
related to confusion or delirium.

Nonsuicidal Self-Injury
Key feature is repeated, yet 

nonserious, self-inflicted bodily 
damage. The individual engages 
in these acts due to interpersonal 
problems, negative feelings, or 
uncontrollable and/or intense 
thoughts about the act of injuring 
themselves.
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We are delighted with the momentous success of Child 
Psychopathology (formerly Abnormal Child Psychol-
ogy) leading to the release of this eighth edition . The 
title was changed to reflect the understanding that the 
term “abnormal” has become pejorative and stigmatiz-
ing, which can then serve as a significant barrier for 
individuals seeking help for mental health concerns 
(Samara et al ., 2022) . Because language plays a role 
in perception and behaviors in how people are viewed 
and treated in our society, it is important to take ac-
tion when using a term is causing the “othering” of 
individuals affected by mental distress (Hermaszewska, 
2022) . Therefore, we have changed the title to Child 
Psychopathology .

Over the past 20 years, we have closely connected to 
the diversity and significance of topics covered by this 
vibrant and active field, which (in our humble opinion) 
has established essential core knowledge for students 
interested in the many diverse areas of psychology that 
are influenced by typical and atypical developmental 
processes . To keep pace with this expanding knowledge 
base, we have reviewed literally thousands of new studies 
across major and minor areas in this field, resulting in the 
most up-to-date and comprehensive text on the market .

The positive reception to previous editions of our 
book and the helpful feedback from students and in-
structors continues to shape Child Psychopathology 
into a comprehensive yet student-friendly textbook . 
The eighth edition maintains its focus on the child, not 
just the disorders, while continuing to keep the text on 
the cutting edge of scholarly and practical advance-
ments in the field . Because reading textbooks can be 
demanding, we think you will find that the full color 
presentation, graphics, and artwork increase your en-
gagement with and enjoyment of the material from the 
moment you pick up the book .

Changes in diagnostic terminology, modifications, 
and descriptions are reflected throughout this eighth 
edition, consistent with the Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition, Text Revi-
sion (DSM-5-TR) . These changes include the addition 
of diagnostic entities, and modifications and updated 
terminology in diagnostic criteria and specifier defini-
tions for relevant diagnoses . For example, significant 
changes to criterion A for Autism Spectrum Disor-
der were noted in order to reflect the high diagnostic 

threshold . Another example is the diagnosis of intel-
lectual developmental disorder (intellectual disability) . 
It was revised from the DSM-5 diagnosis, and thus, the 
changes are now reflected in this eighth edition . The 
term “intellectual developmental disorder” is used to 
clarify the disorder’s relationship with the World Health 
Organization’s International Classification of Diseases, 
eleventh revision (ICD-11) classification system, which 
uses the term “disorders of intellectual development .” 
The equivalent term “intellectual disability” is placed 
in parentheses for continued use .

Also, this edition continues to expand on impor-
tant new developments over the past few years, such as 
the coronavirus pandemic and its wide-ranging impact 
on child and adolescent mental health . There are addi-
tional substantial updates and additions in areas such 
as efficacy of treatments, role of culture/socioeconomic 
status/race and ethnicity, as well as LGBTQIA+ consid-
erations in mental health .

At the same time, the eighth edition retains the hall-
mark features that make it one of the most successful 
texts in courses on child psychopathology, developmen-
tal psychopathology, behavior disorders of childhood 
and adolescence, and child psychology . Among these 
features are engaging first-person accounts and case 
histories designed to create powerful links between key 
topics and the experiences of individual children and 
their families . The features that follow are also founda-
tional to the text .

Attention to Advances in Child and 
Adolescent Psychopathology

The past decade has produced extraordinary advances 
in understanding the special issues pertaining to child 
and adolescent psychopathology . Today, we have a 
much better ability to distinguish among different dis-
orders of children and adolescents, as well as increased 
recognition of common features and underlying mecha-
nisms for these supposedly different disorders . Research 
advances have given rise to increased recognition of 
poorly understood or underdetected problems such as 
intellectual developmental disorders, autism spectrum 
disorder, communication and specific learning disor-
ders, attention-deficit/hyperactivity disorder, motor 
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A Comprehensive and Integrative 
Approach

To reflect the expansion of this field, the causes and 
effects of various childhood disorders are explained 
from an integrative perspective that recognizes bio-
logical, psychological, social, and emotional influ-
ences and their interdependence . This strategy was 
further guided by a consideration of developmental 
processes that shape and are shaped by the expres-
sion of each disorder . Considering the broader con-
texts of family, peers, school, community, culture, and 
society that affect development is also important for 
understanding child and adolescent disorders; they 
are a critical feature of this text .

We use both categorical and dimensional ap-
proaches in describing disorders because each method 
offers unique and important definitions and view-
points . Each topic area is defined using DSM-5-TR 
criteria accompanied by clinical descriptions, exam-
ples, and empirically derived dimensions . The clinical 
features of each disorder are described in a manner 
that allows students to gain a firm grasp of the basic 
dimensions and expression of the disorder across its 
life span . Since children and adolescents referred for 
psychological services typically show symptoms that 
overlap diagnostic categories, each chapter discusses 
common comorbidities and developmental norms that 
help inform diagnostic decisions .

Attention to Both  
Developmental Pathways  
and Adult Outcomes

To provide balance, we approach each disorder from 
the perspective of the whole child . Diagnostic criteria 
are accompanied by added emphasis on the strengths 
of the individual and on the environmental circum-
stances that influence the developmental course of 
each disorder, which is followed from its early begin-
nings in infancy and childhood through adolescence 
and into early adulthood . We highlight the special is-
sues pertaining to younger and older age groups and 
the risk and protective factors affecting developmental 
pathways . In this manner, we examine developmental 
continuities and discontinuities and attempt to under-
stand why some children with disorders continue to 
experience difficulties as adolescents and adults and 
others do not .

disorders, oppositional and conduct disorders, depres-
sive and bipolar disorders, youth suicide, substance 
use, anxiety disorders, obsessive–compulsive disorder, 
trauma- and stressor-related disorders, feeding and eat-
ing disorders, and disorders stemming from chronic 
health problems . Similarly, the field of child psychopa-
thology is now more aware of the ways children’s and 
adolescents’ psychological disorders are distinguishable 
from those of adults, and how important it is to main-
tain a strong developmental perspective in understand-
ing the course of childhood disorders over the life span .1

In a relatively short time, the study of child and 
adolescent psychopathology has moved well beyond 
the individual child and family to consider the roles 
of community, social, and cultural influences in an in-
tegrative and developmentally sensitive manner . Simi-
larly, those of us working in this field are more attuned 
to the many struggles faced by children and adoles-
cents with psychological disorders and their families, 
as well as to the demands and costs such concerns 
place on the mental health, education, medical, and  
juvenile justice systems .

A Focus on the Child, Not Just  
the Disorders

We believe that one of the best ways to introduce 
students to a particular problem of childhood or ad-
olescence is to describe a real child . Clinical descrip-
tions, written in an accessible, engaging fashion, help 
students understand a child’s problem in context and 
provide a framework in which to explore the complete 
nature of the disorder . In each chapter, we introduce 
case examples of children and adolescents with dis-
orders from our own clinical files and from those of 
colleagues . We then refer to these children when de-
scribing the course of the disorder, which provides the 
student with a well-rounded picture of the child or 
adolescent in the context of their family, peers, com-
munity, and culture .

In addition to clinical case material, we use ex-
tracts, quotes, and photos throughout each chapter to 
help the student remain focused on the real challenges 
faced by children with disorders and their families . 
First-person accounts and case descriptions enrich the 
reader’s understanding of the daily lives of children and 
adolescents with problems and allow for a more real-
istic portrayal of individual strengths and limitations .

1Note: Child Psychopathology (8th ed.) spans the age period from infancy through 
young adulthood. “Child” often is used as shorthand for this broader age range.
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Emphasis on Diversity

The importance of recognizing diversity in under-
standing and helping children with problems and their 
families is emphasized throughout . New research con-
tinues to inform and increase our understanding of 
the crucial role that factors such as socioeconomic 
status (SES), gender identity, sexual orientation, 
race, ethnicity, and culture play in the identification, 
expression, prevalence, causes, treatments, and out-
comes for child and adolescent problems . To sharpen 
our emphasis on these factors, Katherine Nguyen  
Williams, Ph .D ., of University of California, San Diego 
School of Medicine, was brought on as co-author  
to substantially revise the text with a focused aim to 
incorporate diversity and culturally relevant infor-
mation throughout the entire book . She is an expert 
in diversity and child psychology, and recognized 
as a Faculty Champion of Diversity at University of 
California, San Diego . Moreover, we were fortunate 
to receive input from Sumru Erkut, Ph .D ., of Wellesley 
College, and Khalima Bolden, Ph .D ., of University of 
California, Davis, both experts in diversity and child 
development . As a result of their input, we examine 
differences related to SES, gender, race, ethnicity, and 
culture for each childhood disorder under discus-
sion . In addition, we also recognize the importance of 
studying distinct groups in their own right as a way of 
understanding the processes associated with specific 
problems for each gender, ethnic, or cultural group . 
While emphasizing new knowledge about diver-
sity issues and childhood disorders, we also caution 
throughout this text that relatively few studies have 
examined the attitudes, behaviors, and biological 
and psychological processes of children and adoles-
cents with disorders across different cultures, and  
we indicate places where this situation is beginning 
to change . 

Coverage of Trauma- and  
Stressor-Related Disorders,  
Child Maltreatment, and 
Relationship-Based Disorders

A distinguishing feature of this textbook is its expan-
sion and emphasis on several of the more recent and 
important areas of developmental psychopathology 
that do not easily fit into a deficits model or a cat-
egorical approach . One of these new areas concerns 

trauma- and stressor-related disorders, which are now 
recognized in DSM-5-TR as specific disorders stem-
ming from many forms of tragic events that affect chil-
dren’s development and life course . The eighth edition 
expands on the role of stressful and traumatic events 
in children’s lives and how such events may be direct 
or contributing causes to psychological disorders . We 
discuss the nature of child maltreatment to illustrate 
how major forms of childhood stress and trauma of-
ten stem from unhealthy relationships with significant 
others . Along with recognition of the importance of 
biological dispositions in guiding development and 
behavior, we discuss the strong connection between 
children’s behavior patterns and the availability of a 
suitable child-rearing environment and how early ex-
perience can influence both gene expression and brain 
development . Students are made aware of how chil-
dren’s overt symptoms can sometimes be adaptive in 
particular settings or in caregiving relationships that 
are atypical or abusive and how traditional diagnostic 
labels may not be helpful .

Integration of Treatment  
and Prevention 

Treatment and prevention approaches are integral 
parts of understanding a particular disorder . Applying 
knowledge of the clinical features and developmen-
tal courses of childhood disorders to benefit children 
with these disorders and their families always intrigues 
students and helps them make greater sense of the 
material . Therefore, we emphasize current evidence-
based approaches to treatment and prevention in each 
chapter, where such information can be tailored to the 
particular childhood problem . Consistent with current 
health system demands for accountability, we discuss 
best practice guidelines and emphasize interventions 
for which there is empirical support .

A Flexible, Even More  
User-Friendly Text

The book is organized into a logical four-part frame-
work to facilitate understanding of the individual dis-
orders and mastery of the material overall . Following 
the introductory chapters that comprise Part I, the con-
tents can be readily assigned to students in any order 
that suits student needs and the goals and preferences 
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diagnostic criteria; bullet points guide students to key 
concepts throughout the chapters; and “Objectives” to 
help students consolidate each chapter’s key concepts . 
In addition to the lists of key terms, students will find a 
listing of “Section Summaries” and “Section Summary 
Questions” at the end of each section for easy refer-
ence while studying .

For this book, we can highlight that it is aimed 
at upper-division undergraduate and graduate stu-
dents who have completed a general or introductory 
psychology course . We can say that the approachable 
writing style and numerous examples/learning aids 
help students comprehend the nuanced topics .

Although Child Psychopathology, eighth edition 
covers complex issues and difficult topics, clear, con-
cise, and understandable language is used throughout . 

The text is aimed at upper-division undergradu-
ate students and graduate students . Although it will 
be helpful if students have completed an introductory 
psychology or life-span human development course, 
the text does not assume this background . 

Summary of Key Features
 ● “A Closer Look” features, mentioned earlier, are 

found throughout the book to draw students into 
the material and enrich each topic with engaging 
information . Some examples include: “What Are 
the Long-Term Criminal Consequences of Child 
Maltreatment?” “Common Fears in Infancy, 
Childhood, and Adolescence,” and “Did Darwin 
Have a Panic Disorder?”

 ● Visual learning aids such as memes, tables, and 
eye-catching chapter- and section-opening quotes, 
as well as numerous photos and figures, in full 
color, illustrate key concepts throughout the text to 
complement student understanding .

 ● The authors’ in-depth coverage of the role 
of the normal developmental process in 
understanding each disorder, as well as their 
close attention to important socioeconomic 
and cultural determinants, and outcomes of 
child and adolescent disorders, promote greater 
understanding .

 ● Current findings regarding the reliability and 
validity of DSM diagnostic criteria for specific 
disorders are discussed, with attention to issues, 
features, and disorders that are new to DSM-5-TR .

of the instructor . The following is an overview of the 
book’s four parts:

I. Understanding Child Psychopathology (defini-
tions, theories, clinical description, research, as-
sessment, and treatment issues)

II. Neurodevelopmental Disorders (intellectual devel-
opmental disorder, autism spectrum disorder and 
childhood-onset schizophrenia, communication 
and specific learning disorders, attention-deficit/
hyperactivity disorder)

III. Behavioral and Emotional Disorders (conduct 
problems, depressive and bipolar disorders, anxi-
ety and obsessive–compulsive disorders, trauma- 
and stressor-related disorders)

IV. Problems Related to Physical and Mental Health 
(health-related and substance-use disorders, feed-
ing and eating disorders)

The overall length of the text is completely student-
centered and manageable without sacrificing aca-
demic standards of content and coverage . Dozens 
of first-person accounts and case histories help stu-
dents grasp the real-world impact of disorders . Two 
guides—“Cases by Chapter” and “Cases by Clinical 
Aspect”—have been provided at the front of the text 
to help teachers and students navigate the book as 
easily as possible .

In addition, chapters are consistently organized 
to help instructors avoid assigning sections of each 
chapter (e .g ., biological causes) that may not appeal 
to the level of their students or that address particular 
subtopics that fall outside the parameters of a given 
course (e .g ., childhood-onset schizophrenia or pediat-
ric bipolar disorder) . For instructors wanting a more 
detailed presentation of research findings, supplemen-
tary readings can be drawn from the many up-to-date 
citations of original research .

Related but less critical information that enhances 
each topic appears in the “A Closer Look” features, 
so that students can easily recognize that the material 
is presented to add further insight or examples to the 
major content areas of the chapter .

Finally, chapters provide many useful pedagogical 
features to help make students’ encounters with and 
learning of the material an agreeable experience: key 
terms are highlighted and defined where they appear 
in the text, listed at the chapter’s end, and defined in a 
separate glossary at the back of the book to help stu-
dents grasp important terminology; DSM-5 tables are 
provided in addition to general tables to summarize 
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Notable Content Changes and 
Updates in the Eighth Edition

Highlights of the content changes and updates to this 
edition include the following:

 ● Coverage of the most recent significant 
developments that have broadly affected child 
and adolescent mental well-being, such as the 
coronavirus global pandemic .

 ● Updated terminology that reflects appropriate 
language to reduce stigma and pejorative 
connotations .

 ● Enriched coverage of socioeconomic and cultural 
factors in the diagnosis, associated features, and/or 
interventions for disorders .

 ● Updated diagnostic criteria as indicated by 
DSM-5-TR .

 ● The most current information concerning 
prevalence, age at onset, and gender distribution 
for each disorder .

 ● Clear and concise learning objectives to aid in 
students’ focus, set student expectations, and guide 
their learning processes for each section .

 ● Section Summary Questions to reinforce the most 
important points in each section and provide an 
aid to learning .

 ● Updated artwork including the addition of memes . 
Inclusion of ecological and cognitive theories of 
child psychopathology (Chapter 1) .

 ● Added coverage of Bronfenbrenner’s Ecological 
Systems Theory (Chapters 1 and 2) .

 ● Inclusion of explanation on mental disorders 
and violence along with APA Position Statement 
(Chapter 1)

 ● Updated prevalence rates for child and adolescent 
disorders (Chapter 1) .

 ● Updated stressors for children and adolescents, 
including newer developments on social media use 
and technology (Chapter 1) .

 ● Role of implicit bias in diagnostic considerations 
(Chapter 1) .

 ● Inclusion of LGBTQIA1 and the role of stigma in 
child and adolescent mental health (Chapter 1) .

 ● Inclusion of Adverse Childhood Experiences Study 
(ACES) data (Chapter 1) .

 ● Added discussion on misinformation and 
proliferation of mental health information on 
social media, e .g ., TikTok (Chapter 3) .

 ● Inclusion of specific resources for locating 
evidence-based interventions for child disorders 
(Chapter 3) .

 ● Discussion of strength-based approach to clinical 
assessment (Chapter 4) .

 ● Case-conceptualization process in clinical 
assessment (Chapter 4) .

 ● Role of therapeutic alliance in clinical assessment 
(Chapter 4) .

 ● Interpreting screening measures from a culturally 
competent perspective (Chapter 4) .

 ● Expanded discussion on cultural humility 
(Chapter 4) .

 ● How to interpret varied observations of a child’s 
behavior during evidence-based clinical assessment 
(Chapter 4) .

 ● Expanded strategies and tips in engaging children 
and families in clinical assessment (Chapter 4) .

 ● Inclusion of achievement tests in assessment 
(Chapter 4) .

 ● Reliability and validity of projective tests, and 
limitations with BIPOC population (Chapter 4) .

 ● Addressing majority cultural perspective and issue 
of negative stereotypes and biases (Chapter 4) .

 ● Addition of Parent Management Training 
(Chapter 4) .

 ● Updated information on Intellectual 
Developmental Disorder (IDD), including 
Facilitated Communication (FC) (Chapter 5) .

 ● Enhanced discussion on reducing stigmatizing 
language for IDD (Chapter 5) .

 ● Expanded discussion on socioeconomic factors, 
including redlining and colonialism, on diagnosing 
IDD, including historical and sociopolitical context 
(Chapter 5) .

 ● Inclusion of role of coronavirus pandemic in 
societal disparities in considering intellectual 
developmental disability, as well as impact on fetal 
alcohol spectrum disorders (Chapter 5) .

 ● Enhanced information about time out from 
reinforcement in behavioral interventions 
(Chapter 5) .

 ● Updated DSM-5-TR information on Intellectual 
Developmental Disorder (Chapter 5) .

 ● Addition of identify-first language in autism 
spectrum disorders (Chapter 6) .

 ● Updated evidence-based assessment information, 
e .g ., ADOS (Chapter 6) .
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 ● Updated DSM-5-TR information on trauma 
(Chapter 12) .

 ● Inclusion of Adverse Childhood Experiences Study 
(ACES) and its far-reaching impact on health 
and development of chronic disease and illness 
(Chapter 13) .

 ● Inclusion of discussion on statistics on 
socioeconomic and race/ethnicity factors in health 
disparities (Chapter 13) .

 ● Updated data on socioeconomic and race/ 
ethnicity factors in substance use among children  
and adolescents, including prevalence rates 
(Chapter 13) .

 ● Enhanced discussion on substance use on cognitive 
functioning and neurodevelopment (Chapter 13) .

 ● Inclusion of case study on coronavirus and health 
conditions (Chapter 13) .

 ● Updated DSM-5-TR information on substance  
use disorders (Chapter 13) .

 ● Inclusion of transgender youth and risk for 
substance use disorders (Chapter 13)

 ● Updated review on psychosocial treatments for 
eating disorders (Chapter 14) .

 ● Updated epidemiology and prevalence rates for 
ARFID (Chapter 14) .

 ● Latest research on etiology and treatments for 
ARFID (Chapter 14) .

 ● Updated prevalence rates for PICA (Chapter 14) .
 ● Inclusion of coronavirus pandemic’s impact on 

pediatric obesity (Chapter 14) .
 ● Addition of cultural lens for assessment and 

sequelae for pediatric obesity (Chapter 14) .

Cengage Infuse for Child 
Psychopathology

Many instructors struggle with moving their courses 
online quickly and easily . Whether it’s for a last-minute 
class or total change in course delivery, the ease with 
which you can organize your class and get yourself 
and your students acquainted with the materials is key . 
That’s why we built Cengage Infuse, the first and only 
embedded course kit that lives inside your Learning 
Management System (LMS) .

Cengage Infuse embeds your eTextbook, simple 
auto-graded comprehension checks and end-of-
chapter quizzes right in your LMS—no need to learn 
a new technology . As an instructor, you can customize 

 ● Inclusion of role of gender variance and gender 
dysphoria in ASD (Chapter 6) .

 ● Addition of cognitive symptoms in psychosis and 
schizophrenia (Chapter 6) .

 ● Inclusion of role of ACES and socioeconomic 
factors in schizophrenia (Chapter 6) .

 ● Updated DSM-5-TR information on Autism 
Spectrum Disorder and Language Disorder 
(Chapter 6) .

 ● Enhanced discussion of language disorders and 
social/school functioning (Chapter 7) .

 ● Discussion of impact of coronavirus pandemic 
on assessment and interventions for children with 
communication problems (Chapter 7) .

 ● Addition of information on “twice exceptional” 
children and adolescents (Chapter 7) .

 ● Research on MRI and imaging on ADHD 
(Chapter 8) .

 ● Impact of coronavirus pandemic on ADHD 
symptoms (Chapter 8) .

 ● Inclusion of implicit bias, socioeconomic factors, 
and environment in ADHD diagnosis (Chapter 8) .

 ● Updated statistics on conduct-related behaviors 
(Chapter 9) .

 ● Enhance discussion on socioeconomic factors 
relating to conduct disorder (Chapter 9) .

 ● Updated statistics on social and economic costs of 
conduct disorder (Chapter 9) .

 ● Inclusion of discussion on epigenetics and 
externalizing disorders (Chapter 9) .

 ● Updated statistics on child and adolescent 
depression (Chapter 10) .

 ● Updated DSM-5-TR information on Persistent 
Depressive Disorder and Major Depressive 
Disorder (Chapter 10) .

 ● Updated statistics on child and adolescent anxiety, 
including for LGBTQIA+ youth (Chapter 11) .

 ● Enhanced discussion of socioeconomic factors in 
anxiety, including structural racism and cultural 
mistrust (Chapter 11) .

 ● Updated DSM-5-TR information on Social Anxiety 
Disorder (Chapter 11) .

 ● Inclusion of impact of coronavirus pandemic and 
trauma in youth (Chapter 12) .

 ● Updated statistics on child abuse (Chapter 12) .
 ● Inclusion of discussion on research on racial 

trauma, its effects on youth from marginalized 
backgrounds, and interventions (Chapter 12) .
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the content and personalize student feedback, or use 
it as is to complement your existing course materials . 
From course setup to course management and tracking 
student progress, you and your students never have to 
leave your LMS to access high-quality, pre-organized 
publisher content . 

Cengage Infuse helps you get your course online in 
15 minutes or less—and provides you with everything 
you need and nothing you don’t—all within the LMS 
you already use .

Learn more at https://www .cengage .com/cengage 
-infuse

A Comprehensive Teaching  
and Learning Package

Child Psychopathology, eighth edition, is accompa-
nied by an array of supplements developed to facilitate 
both the instructors’ and the students’ best possible 
experience, inside as well as outside the classroom . 
Cengage Learning invites you to take full advantage 
of the teaching and learning tools available to you and 
has prepared the following descriptions of each .

Online Instructor’s Manual 
The Instructor’s Manual, fully aligned with Child Psy-
chopathology, eighth edition, consists of:

 ● Discussion Questions
 ● Helpful Websites
 ● Helpful Videos, DVDs, and Films
 ● Helpful YouTube Videos
 ● Handouts
 ● Chapter Summaries, Learning Objectives, and 

Chapter Outlines

Online Microsoft PowerPoint  
Lecture Outlines
Lecture outlines, both handy and accessible, are a great 
starting point for helping instructors prepare for and 
present to the class .

Cognero 
Cengage Learning Testing Powered by Cognero is a 
flexible, online system that allows you to author, edit, 
and manage test bank content from multiple Cengage 

Learning solutions, create multiple test versions in an 
instant, and deliver tests from your Learning Manage-
ment System (LMS), your classroom, or wherever you 
want .
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Part 1 Understanding Child Psychopathology2

After centuries of silence, misunderstanding, 
and outright abuse, children’s mental health 

concerns and needs now receive greater attention, 
which corresponds to society’s recent concern 
about children’s well-being. Fortunately, today 
more people like you want to understand and 
address the needs of children and adolescents. 
Perhaps you have begun to recognize that children’s 
mental health concerns differ in many ways from 
those of adults, so you have chosen to take a 
closer look. Maybe you are planning a career in 
teaching, counseling, medicine, law, rehabilitation, 
or psychology—all of which rely somewhat on 
knowledge of children’s special needs to shape their 
focus and practice. Whatever your reason is for 
reading this book, we are pleased to welcome you 
to an exciting and active field of study, one that we 
believe will expose you to concepts and issues that 
will have a profound and lasting influence. Child 
and adolescent mental health issues have become 
highly relevant to many of us in our current and 
future roles as professionals, community members, 
and parents, and the needs for trained personnel 
are increasing (McLearn, Knitzer, & Carter, 
2007). For the purpose of this book, we will be 
using the term “mental health” to encompass our 
emotional, psychological, and social well-being. 
In recent years, the term “behavioral health” has 
emerged and is increasingly adopted to refer to 
the scientific study of the emotions, behaviors and 
biology relating to a person’s mental well-being, 
with a nod to the role of brain and biology in 
psychological well-being. Many professionals use 
this term interchangeably with “mental health.” 
Because “behavioral health” has not yet become 
widespread in its usage, we will use the term 
“mental health” for the remainder of this book.

In December 2021, the U.S. Surgeon General issued 
an Advisory to highlight the urgent need to address the 
youth mental health crisis exposed by the COVID-19 
global pandemic. “Mental health challenges in 
children, adolescents, and young adults are real and 
widespread. Even before the pandemic, an alarming 
number of young people struggled with feelings of 
helplessness, depression, and thoughts of suicide—and 

rates have increased over the past decade,” said Surgeon 
General Vivek Murthy. “The COVID-19 pandemic 
further altered their experiences at home, school, 
and in the community, and the effect on their mental 
health has been devastating. The future wellbeing of 
our country depends on how we support and invest in 
the next generation” (Office of the Surgeon General, 
2021). This significant announcement was on the 
heels of an unprecedented declaration of a national 
emergency in child and adolescent mental health by 
three key U.S. organizations, the American Academy 
of Child and Adolescent Psychiatry, the American 
Academy of Pediatrics, and the Children’s Hospital 
Association (AAP, 2021). After centuries of being 
ignored, children’s mental health and well-being have 
finally been highlighted as an issue of paramount 
concern for the United States and the world. Let’s 
begin by considering Georgina’s problems, which raise 
several fundamental questions that guide our current 
understanding of children’s psychological disorders. 
Ask yourself: Does Georgina’s behavior seem unusual, 
or are aspects of her behavior normal under certain 
circumstances?

How would you describe Georgina’s issue? 
Is it an emotional concern? A learning issue? A 
developmental disability? Could something in her 
environment cause these rituals, or is she more likely 
responding to internal cues we do not know about? 
Would Georgina’s behavior be viewed differently 
if she were a different gender, or Black or Latino? 
Will she continue to display these behaviors and, if 
so, what can we do to help?

When seeking assistance or advice, parents often 
ask questions similar to these about their child’s 
behavior, and understandably they need to know 
the probable course and outcome. These questions 
also exemplify the following issues that research 
studies in child psychopathology seek to address:

 ● Defining what constitutes psychopathology 
for children of different ages, sexes, and racial/
ethnic and cultural backgrounds from a Western 
medical perspective

 ● Identifying the causes and correlates of child 
psychopathology
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3Chapter 1 Introduction to Psychopathology in Children and Adolescents

 ● Making predictions about long-term outcomes
 ● Developing and evaluating methods for treatment 

and/or prevention

How you choose to describe the behavioral 
concerns that children show, and what harm or 
impairments they may lead to, is often the first 
step toward understanding the nature of their 
behavioral concerns. As we discuss in Chapter 11, 
Georgina’s symptoms fit the diagnostic criteria for 
obsessive–compulsive disorder. This diagnostic 
label, although far from perfect, tells a great deal 

about the nature of her disorder, the course it may 
follow, and the possible treatments.

Georgina’s behavioral concerns also illustrate 
important features that distinguish most child and 
adolescent disorders:

 ● When adults seek services for children, it often is 
not clear whose “concern” it is. Children usually 
enter the mental health system as a result of 
concerns raised by adults—parents, pediatricians, 
teachers, or school counselors—and the children 
themselves may have little choice in the matter. 

Georgina

Counting for Safety
At age 10, Georgina’s unusual symptoms had reached 
the point where her mother needed answers—and 
fast. Her behavior first became a concern about two 
years ago, when she started talking about harm befall-
ing herself or her family. Her mother recalled how 
Georgina would come home from the third grade 
and complain that “I need to finish stuff but I can’t 
seem to,” and “I know I’m gonna forget something so I 
have to keep thinking about it.” Her mother expressed 
her own frustration and worry: “As early as age 5, I 
remember Georgina would touch and arrange things 
a certain way, such as brushing her teeth in a certain 
sequence. Sometimes, I’d notice that she would walk 
through doorways over and over, and she seemed to 
need to check and arrange things her way before she 
could leave a room.” Georgina’s mother had spoken to 
their family doctor about it back then and was told, 
“It’s probably a phase she’s going through, like step-
ping on cracks will break your mother’s back. Ignore it 
and it’ll stop.”

But it didn’t stop. Georgina developed more elabo-
rate rituals for counting words and objects, primarily 
in groups of four. She told her mom, “I need to count 
things out and group them a certain way—only I know 
the rules how to do it.” When she came to my office, 
Georgina told me, “When someone says something 
to me or I read something, I have to count the words 
in groups of four and then organize these groups into 
larger and larger groups of four.” She looked at the pile 

of magazines in my office and the books on my shelf 
and explained, matter-of-factly, that she was counting 
and grouping these things while we talked! Georgina 
was constantly terrified of forgetting a passage or 
objects or being interrupted. She believed that if she 
could not complete her counting, some horrible trag-
edy would befall her parents or herself. Nighttime was 
the worst, she explained, because “I can’t go to sleep 
until my counting is complete, and this can take a long 
time.” (In fact, it took up to several hours, her mother 
confirmed.) Understandably, her daytime counting 
rituals had led to decline in her schoolwork and friend-
ships. Her mother showed me her report cards:  
Georgina’s grades had gone from above average to 
near failing in several subjects. (Based on Piacentini & 
Graae, 1997)

Even at age 5, Georgina’s unusual counting ritual was a 
symptom of her obsessive–compulsive disorder.
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Part 1 Understanding Child Psychopathology4

Children and adolescents do not tend to refer 
themselves for treatment, which has important 
implications for how we detect children’s mental 
health concerns and how we respond to them.

 ● Many child and adolescent behaviors of concern 
involve failure to show expected developmental 
progress. The concerning behaviors may be 
transitory, like most types of bedwetting, or it 
may be an initial indication of more severe issues 
ahead, as we see in Georgina’s case. Determining 
the concerning behavior requires familiarity with 
the ages and typical stages in child development.

 ● Many behaviors of concern shown by children and 
youths are not entirely atypical. To some extent, 
most children and youth commonly exhibit certain 
behaviors of concern. For instance, worrying from 
time to time about forgetting things or losing 
track of thoughts is common; Georgina’s behavior, 
however, seems to involve more than these usual 
concerns. Thus, decisions about what to do also 
require familiarity with known psychological 
disorders and behaviors of concern.

 ● Interventions for children and adolescents often are 
intended to promote further development, rather 
than merely to restore a previous level of functioning. 
Unlike interventions for most adult disorders, the 
goal for many children is to boost their abilities and 
skills, as well as to eliminate distress.

Before we look at today’s definitions of psycho-
pathology in children and adolescents, it is valuable to 
discover how society’s interests and approaches to these 
concerning behaviors during previous generations 
have improved the quality of life and mental health of 
children and youths. Many children, especially those 
with special needs, fared poorly in the past because 
they were forced to work as coal miners, field hands, 
or beggars. Genuine interest in children’s needs, rights, 
and care requires a prominent and consistent social 
sensitivity and awareness that simply did not exist 
prior to the twentieth century (Aries, 1962). As you 
read the following historical synopsis, note how the 
relatively short history of child psychopathology has 
been strongly influenced by philosophical and societal 
changes in how adults view and treat children in 
general (Borstelmann, 1983; V. French, 1977). ■

1.1  Historical Views 
and Breakthroughs

Learning Objectives
 ● Summarize the perspective of “childhood” before the 

18th century.
 ● Describe John Locke’s view of children
 ● Define behaviorism.
 ● Describe how behaviorism affected the way children 

were treated.

Childhood, after all, is the first precious coin that poverty 
steals from a child. 

—Anthony Horowitz (2011)

We must recognize children as valuable, indepen-
dent of any other purpose, to help them develop their  
lives and competencies. Although this view of chil-
dren should seem self-evident to us today, valuing 
children as persons in their own right—and providing 
medical, educational, and psychological resources to 
encourage their progress—has not been a priority of 
previous societies. Early writings suggest that children 
were considered servants of the state in the city-states 
of early Greece. Ancient Greek and Roman societies 
believed that any person—young or old—with a phys-
ical or mental handicap, disability, or deformity was 
an economic burden and a social embarrassment, and 
thus was to be scorned, abandoned, or put to death  
(V. French, 1977).

Prior to the eighteenth century, children’s mental 
health concerns—unlike adult disorders—were 
seldom mentioned in professional or other forms of 
communication amongst Western scientific and med-
ical societies. Some of the earliest Western historical 
interest in child psychopathology surfaced near the 
end of the eighteenth century. The Christian Church 
used its strong influence to attribute children’s 
unusual or disturbing behaviors to their inherently 
uncivilized and provocative nature (Kanner, 1962). 
In fact, during this period, nonreligious explanations 
for disordered behavior in children were rarely given 
serious consideration because possession by the devil 
and similar forces of evil was the only explanation 
anyone needed (Rie, 1971). No one was eager to chal-
lenge this view, given that they too could be seen as 
possessed and dealt with accordingly.

Sadly, during the seventeenth and eighteenth centu-
ries, as many as two-thirds of children died before their 
fifth birthday, often because there were no antibiotics 
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5Chapter 1 Introduction to Psychopathology in Children and Adolescents

or similar medications to treat deadly diseases (Zelizer, 
1994). Many children were treated harshly or indiffer-
ently by their parents. Cruel acts ranging from extreme 
parental indifference and neglect to physical and sexual 
abuse of children went unnoticed or were considered an 
adult’s right in the education or disciplining of a child 
(Radbill, 1968). For many generations, the implied view 
of society that children are the exclusive property and 
responsibility of their parents was unchallenged by any 
countermovement to seek more humane treatment for 
children. A parent’s prerogative to enforce child obedi-
ence, for example, was formalized by Massachusetts’ 
Stubborn Child Act of 1654, which permitted parents 
to put “stubborn” children to death for misbehaving. 
(Fortunately, no one met this ultimate fate.) Into the 
mid-1800s, specific laws allowed children with severe 
developmental disabilities to be kept in cages and cel-
lars (Donohue, Hersen, & Ammerman, 2000).

The Emergence of Social Conscience

It is easier to build strong children than to fix broken men.

—Attributed to Frederick Douglass

Fortunately, the situation gradually improved for chil-
dren and youths throughout the nineteenth century 
and progressed significantly during the latter part of 
the twentieth century. With the acuity of hindsight, 
we now know that before any real change occurs, 
it requires a philosophy of humane understanding 
in how society recognizes and addresses the special 
needs of some of its members. In addition to humane 
beliefs, each society must develop ways and means 
to recognize and protect the rights of individuals, 
especially children, in the broadest sense (UN Con-
vention on the Rights of the Child, 1989). An over-
view of some of these major developments provides 
important background for understanding today’s 
approaches to children’s mental health concerns.

In Western society, an inkling of the prerequisites 
for a social conscience first occurred during the sev-
enteenth century, when both a philosophy of humane 
care and institutions of social protection began to take 
root. One individual at the forefront of these changes 
was John Locke (1632–1704), a noted English phi-
losopher and physician who influenced present-day 
attitudes and practices of childbirth and child rearing. 
Locke believed in individual rights, and he expressed 
the novel opinion that children should be raised with 
thought and care instead of indifference and harsh 
treatment. Rather than seeing children as uncivilized 
tyrants, he saw them as emotionally sensitive beings 

who should be treated with kindness and under-
standing and given proper educational opportunities 
(Illick, 1974). In his words, “the only fence* against 
the world is a thorough knowledge of it.”

Then, at the turn of the nineteenth century, one of the 
first documented efforts to work with a special child was 
undertaken by Jean Marc Itard (1774–1838). A Closer 
Look 1.1 explains how Itard treated Victor (discovered 
living in the woods outside Paris) for his severe devel-
opmental delays rather than sending him to an asylum. 
Symbolically, this undertaking launched a new era of a 
helping orientation toward special children, which ini-
tially focused on the care, treatment, and training of the 
people then unfortunately termed “mental defectives.”

As the influence of Locke and others fostered the 
expansion of universal education throughout Europe 
and North America during the latter half of the nine-
teenth century, children unable to handle the demands 
of school became a visible and troubling group. Psy-
chologists such as Leta Hollingworth (1886–1939) 
argued that many of these children were actually suf-
fering from emotional and behavioral issues primarily 
due to inept treatment by adults and lack of appro-
priate intellectual challenge (Benjamin & Shields, 
1990). This view led to an important and basic dis-
tinction between persons with intellectual disability 
and those with mental health concerns, although this 
distinction was far from clear at the time. Essentially, 
local governments needed to know who was respon-
sible for helping children whose cognitive develop-
ment appeared normal but who showed serious 
behavioral health concerns. The only guidance they 
had previously had in distinguishing children with 
intellectual deficits from children with behavioral 
health concerns was derived from religious views of 
immoral behavior: children who had normal cogni-
tive abilities but who were disturbed were thought 
to suffer from “moral insanity,” which implied a 
disturbance in personality or character (Pritchard, 
1837). Benjamin Rush (1745–1813), a pioneer in psy-
chiatry, argued that children were incapable of true 
adult-like insanity, because the immaturity of their 
developing brains prevented them from retaining the 
mental events that caused insanity (Rie, 1971). Con-
sequently, the term moral insanity grew in acceptance 
as a means of accounting for nonintellectual forms of 
child psychopathology.

The implications of this basic distinction created a 
brief yet significant burst of optimism among profes-
sionals. Societal interest in the plight and welfare of 

*Archaic use, meaning “defense.”
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Part 1 Understanding Child Psychopathology6

children with mental health concerns began to rise in 
conjunction with two important influences. First, with 
advances in general medicine, physiology, and neu-
rology, the “moral insanity” view of psychological dis-
orders was replaced by the organic disease model, which 
emphasized more humane forms of treatment. This 
advancement was furthered by advocates such as U.S. 
journalist and columnist Dorothea Dix (1802–1887),  
who in the mid-nineteenth century established 32 
humane mental hospitals for the treatment of trou-
bled youths previously relegated to cellars and cages 
(Achenbach, 1982). Second, the growing influence of 
the philosophies of Locke and others led to the view 
that children needed moral guidance and support. 
With these changing views came an increased concern 

for moral education, compulsory education, and 
improved health practices. These early efforts to assist 
children provided the foundation for evolving views of 
child psychopathology as the result of combinations of 
biological, environmental, psychological, and cultural 
influences.

Early Biological Attributions
The successful treatment of infectious diseases during 
the latter part of the nineteenth century strengthened 
the emerging belief that illness and disease, including 
mental illness, were biological problems. However, 
early attempts at biological explanations for child 
psychopathology were highly biased in favor of the 

Victor of Aveyron
Victor, often referred to as the “wild boy of Aveyron,” was 
discovered in France by hunters when he was about 11 
or 12 years old, having lived alone in the woods presum-
ably all of his life. Jean Marc Itard, a young physician at the 
time, believed the boy was “mentally arrested” because of 
social and educational neglect, and set about demonstrat-
ing whether such delays could be reversed. Victor—who 
initially was mute, walked on all fours, drank water while 
lying flat on the ground, and bit and scratched—became 
the object of popular attention as rumors spread that he 
had been raised by animals. He was dirty, nonverbal, inca-
pable of attention, and insensitive to basic sensations of 
hot and cold. Despite the child’s appearance and behav-
ior, Itard believed that environmental stimulation could 
humanize him. Itard’s account of his efforts poignantly 
reveals the optimism, frustration, anger, hope, and despair 
that he experienced in working with this special child.

Itard used a variety of methods to bring Victor to an 
awareness of his sensory experiences: hot baths, mas-
sages, tickling, emotional excitement, even electric 
shocks. After five years of training by Dr. Itard, Victor had 
learned to identify objects, identify letters of the alphabet, 
comprehend many words, and apply names to objects 
and parts of objects. Victor also showed a preference 
for social life over the isolation of the wild. Despite his 
achievements, Itard felt his efforts had failed because his 
goals of socializing the boy to make him “normal” were 

never reached. Nevertheless, the case of Victor  
was a landmark in the effort to assist children with spe-
cial needs. For the first time an adult had tried to really 
understand—to feel and know—the mind and emotions 
of a special child, and had proved that a child with severe 
impairments could improve through appropriate training. 
This deep investment on the part of an individual in the 
needs and feelings of another person’s child remains a key 
aspect of the helping orientation to this day.

1.1 A Closer Look
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7Chapter 1 Introduction to Psychopathology in Children and Adolescents

cause being the person’s fault. The public generally 
distrusted and scorned anyone who appeared “mad” 
or “possessed by the devil” or similar evil forces. A 
Closer Look 1.2 describes “masturbatory insanity,” 
a good illustration of how such thinking can lead to 
an explanation of psychopathology without consider-
ation of objective scientific findings and the base rate 
of masturbation in the general population. The notion 
of masturbatory insanity also illustrates how the pre-
vailing political and social climates influence defini-
tions of child psychopathology, which is as true today 
as it was in the past. Views on masturbation evolved 
from the moral judgment that it was a sin of the flesh, 
to the medical opinion that it was harmful to one’s 
physical health, to the psychiatric assertion that sexual 
overindulgence caused insanity.

In contrast to the public’s general ignorance and 
avoidance of issues concerning persons with mental 
disorders, which continued during the late nineteenth 
century, the mental hygiene movement provides a 
benchmark of changing attitudes toward children and 
adults with psychopathology. In 1909, Clifford Beers, a 
layperson who had recovered from a severe psychosis, 
spearheaded efforts to change the plight of others also 
afflicted. Believing that psychopathology was a form 

of disease, he criticized society’s ignorance and indif-
ference and sought to prevent psychopathology by 
raising the standards of care and disseminating reliable 
information (M. Levine & Levine, 1992). As a result, 
detection and intervention methods began to flourish, 
based on a more tempered—yet still quite frightened 
and ill-informed—view of afflicted individuals.

Unfortunately, because this paradigm was based on 
a biological disease model, intervention was limited 
to persons with the most visible and prominent dis-
orders, such as severe psychoses or severe intellectual 
disability. Although developmental explanations were 
a part of this early view of psychopathology, they were 
quite narrow. The development of the disease was con-
sidered progressive and irreversible, tied to the devel-
opment of the child only in that it manifested itself 
differently as the child grew, but remained impervious 
to other influences such as treatment or learning. All 
one could do was to prevent the most extreme mani-
festations by strict punishment and to protect those 
not affected.

Sadly, this early educational and humane model 
for assisting persons with psychopathology soon 
reverted to a custodial model during the early part of 
the twentieth century. Once again, attitudes toward 

Masturbatory Insanity
Today, most parents hardly balk at discovering their 
child engaging in some form of self-stimulation—it is 
considered a usual part of self-discovery and pleasant-
sensation seeking. Such tolerance was not always the 
case. In fact, children’s masturbation is historically signifi-
cant because it was the first “disorder” unique to children 
and adolescents (Rie, 1971). Just over a 100 years ago, 
masturbatory insanity was a form of mental illness and, 
in keeping with the contemporaneous view that such 
problems resided within the individual, it was believed 
to be a very worrisome problem (Rie, 1971; Szasz, 1970).

By the eighteenth century, society’s objections to 
masturbation originated from religious views that were 
augmented by the growing influence of science (Rie, 
1971; Szasz, 1970). Moral convictions regarding the 
wrongfulness of masturbation led to a physiological 
explanation with severe medical ramifications, based on 
pseudoscientific papers such as Onania, or the Heinous 

Sin of Self-Pollution (circa 1710) (Szasz, 1970). The medical 
view of masturbation focused initially on adverse effects 
on physical health, but by the mid-nineteenth century 
the dominant thought shifted to a focus on the presumed 
negative effects on mental health and nervous system 
functioning. With amazing speed, masturbation became 
the most frequently mentioned “cause” of psychopathol-
ogy in children.

Interest in masturbatory insanity gradually waned 
toward the end of the nineteenth century, but the argu-
ment remained tenable as psychoanalytic theory gained 
acceptance. Eventually, the notion of masturbatory insan-
ity gave way to the concept of neurosis. It was not until 
much later in the twentieth century that the misguided 
and illusory belief in a relationship between masturbation 
and mental illness was dispelled. Let this example remind 
us of the importance of scientific skepticism in confirm-
ing or disconfirming new theories and explanations for 
psychopathology.

1.2 A Closer Look
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anyone with mental health concerns or intellectual 
disabilities turned from cautious optimism to dire 
pessimism, hostility, and disdain. Particularly, chil-
dren, youths, and adults with intellectual disability 
were blamed for crimes and social ills during the 
ensuing alarmist period (Achenbach, 1982). Rather 
than viewing knowledge as a form of protection, as 
Locke had argued, society returned to the view that 
psychopathology and intellectual disability were dis-
eases that could spread if left unchecked. For the next 
two decades, many U.S. communities opted to segre-
gate or institutionalize people with mental disabilities 
and to prevent them from procreating (eugenics). We 
will return to these important developments in our 
discussion of the history of intellectual disability in 
Chapter 5.

Early Psychological Attributions
To conceptualize and understand child psychopa-
thology, biological influences must be balanced 
with important developmental and cultural factors, 
including the family, peer group, school, neighbor-
hood, community, etc. Of course, this perception was 
not always the case. The long-standing, medically 
based view that psychopathology is a disorder or dis-
ease residing within the person unfortunately led to 
neglect of the essential role of a person’s surroundings, 
context, and relations, and of the interactions among 
these variables.

The recognition of psychological influences emerged 
early in the twentieth century, when attention was 
drawn to the importance of major psychological disor-
ders and to formulating a taxonomy (classification) of 
illnesses. Such recognition allowed researchers to orga-
nize and categorize ways of differentiating among var-
ious psychological issues, resulting in some semblance 
of understanding and control. At the same time, there 
was concern that attempts to recognize the wide range 
of mental health needs of children and adults could 
easily backfire and lead to the neglect of persons with 
more severe disorders. This shift in perspective and 
increase in knowledge also prompted the development 
of diagnostic categories and new criminal offenses, the 
expansion of descriptions of atypical behavior, and 
the addition of more comprehensive monitoring pro-
cedures for identified individuals (Costello & Angold, 
2006). Two major theoretical paradigms helped shape 
these emerging psychological and environmental influ-
ences: psychoanalytic theory and behaviorism. We’ll 
limit our discussion here to their historical importance, 
but additional content concerning their contemporary 

influence appears in the Chapter 2 discussion of theo-
ries and causes.

Psychoanalytic Theory
In Sigmund Freud’s day, near the beginning of the 
twentieth century, many child psychiatrists and psy-
chologists had grown pessimistic about their ability to 
treat children’s psychopathology other than with cus-
todial or palliative care. Freud was one of the first to 
reject such pessimism and raise new possibilities for 
treatment as the roots of these disorders were traced 
to early childhood (Fonagy, Target, & Gergely, 2006). 
Although he believed that individuals have inborn 
drives and predispositions that strongly affect their 
development, he also believed that experiences play 
a necessary role in psychopathology. For perhaps 
the first time, the course of psychiatric disorders was 
not viewed as inevitable; children and adults could 
be helped if provided with the proper environment, 
therapy, or both.

Psychoanalytic theory significantly influenced 
advances in our ways of thinking about the causes and 
treatment of psychiatric disorders. Perhaps the most 
important of these advances from the perspective of 
child psychopathology was that Freud was also the 
first to give meaning to the concept of psychiatric dis-
order by linking it to childhood experiences (Rilling, 
2000). His radical theory incorporated developmental 
concepts into an understanding of psychopathology at 
a time when early childhood development was virtu-
ally ignored by mainstream child psychiatry and psy-
chology spheres. Rather than focusing on singular, 
specific causes (a hallmark of the disease model in 
vogue at the time), psychoanalytic theory emphasized 
that personality and mental health outcomes had mul-
tiple roots. Outcomes depended to a large degree on 
the interaction of developmental and situational pro-
cesses that change over time in unique ways (Fonagy 
et al., 2006). In effect, Freud’s writings shifted the view 
from one of children as innocent or insignificant to 
one of human beings in turmoil, struggling to achieve 
control over biological needs and to make themselves 
acceptable to society through the microcosm of the 
family (Freud, 1909/1953).

Contributions based on Freud’s theory continued to 
expand throughout the early part of the twentieth cen-
tury, as clinicians and theorists broke from some of his 
earlier teachings and brought new insights to the field. 
His daughter, Anna Freud (1895–1982), was instru-
mental in expanding his ideas to understanding chil-
dren, in particular by noting how children’s symptoms 
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9Chapter 1 Introduction to Psychopathology in Children and Adolescents

were related more to developmental stages than 
were those of adults. Anna Freud’s contemporary,  
Melanie Klein (1882–1960), also took an interest 
in the meaning of children’s play, arguing that all 
actions could be interpreted in terms of unconscious 
fantasy. The work of both women made possible the 
analysis of younger children and the recognition of 
nonverbal communication for patients of all ages 
(Mason, 2003).

In recent years, psychoanalytic theory’s approach 
to child psychopathology has had less influence on 
clinical practice and teaching, largely because of the 
popularity of the phenomenological (descriptive) 
approach to psychopathology (Costello & Angold, 
2006). Nevertheless, it is important to remember 
that current nosologies (the efforts to classify psychi-
atric disorders into descriptive categories) are essen-
tially nondevelopmental in their approaches. Rather 
than attempting, as the Freudian approach does, to 
describe the development of the disease in the context 
of the development of the individual, nosologies such 
as those in the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5-TR; American Psychiatric 
Association, 2022) attempt to find common denomi-
nators that describe the manifestations of a disorder at 
any age (Achenbach & Rescorla, 2006). Despite valid 
criticism and a lack of empirical validation of the con-
tent of psychoanalytic theory and its many derivatives, 
the idea of emphasizing the interconnection between 
children’s typical and atypical development retains 
considerable attraction as a model for understanding 
child psychopathology.

Behaviorism
The development of evidence-based treatments for chil-
dren, youths, and families can be traced to the rise of 
behaviorism in the early 1900s, as reflected in Pavlov’s 
experimental research that established the foundations 
for classical conditioning, and in the classic studies on 
the conditioning and elimination of children’s fears 
(Jones, 1924; J. B. Watson & Rayner, 1920). Initially, 
John Watson (1878–1958), the “Father of Behav-
iorism,” intended to explain Freud’s concepts in more 
scientific terms, based on the new learning theory of 
classical conditioning.

Ironically, Watson was perhaps more psychoana-
lytically inspired by Freud’s theories than he intended. 
As he attempted to explain terms such as unconscious 
and transference using the language of conditioned 
emotional responses (and thereby discredit Freud’s 
theory of emotions), he in fact pioneered the scientific 

investigation of some of Freud’s ideas (Rilling, 2000). 
A Closer Look 1.3 highlights some of Watson’s scien-
tific ambitions and his famous study with Little Albert, 
as well as some of the controversy surrounding his 
career.

Watson is known for his theory of emotions, which 
he extrapolated from typical to atypical behavior. 
His infamous words exemplify the faith some early 
researchers—and the public—placed in laboratory-
based research on learning and behavior: “Give me a 
dozen healthy infants . . . and I’ll guarantee to take 
any one at random and train him to become any type 
of specialist I might select—doctor, lawyer, artist, 
merchant-chief and, yes, even beggar-man and thief, 
regardless of his talents, penchants, tendencies, abili-
ties, vocations, and race of his ancestors” (J. B. Watson, 
1925, p. 82).

Beyond the work in their lab, the Watson house-
hold must have been an interesting place. Consider the 
following contrasting views and advice on raising chil-
dren from one of America’s first “child experts” and 
his wife:

John Watson (1925): Never hug and kiss them, never 
let them sit in your lap. If you must, kiss them once 
on the forehead when they say goodnight. Shake 
hands with them in the morning.

Rosalie Rayner Watson (1930): I cannot restrain 
my affection for the children completely. … I like 
being merry and gay and having the giggles. The 
behaviorists think giggling is a sign of maladjustment, 
so when the children want to giggle I have to keep a 
straight face or rush them off to their rooms.

This example and the study of Little Albert illustrate 
the importance of keeping in perspective any new 
advances and insights that at first may seem like pan-
aceas for age-old problems. As any soiled veteran of 
parenting would attest, no child-rearing shortcuts or 
uniform solutions guide us in dealing with children’s 
behavioral issues—raising children is part skill, part 
wisdom, and part luck. Nonetheless, families, commu-
nities, and societal and cultural values play a strong 
role in determining how successful current child-
rearing philosophies are at benefiting children.

Ecological and Cognitive Theories
Watson’s work propelled the field of psychology for-
ward in other ways, specifically spurring psychological 
researchers to understand the underlying link of condi-
tion. Here we begin to see the rise of cognitive devel-
opmental theories such as that of Piaget and Vygotsky. 
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