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Preface

Current Diagnosis & Treatment in Psychiatry reflects the current dynamic state of psychiatric
knowledge. New discoveries from the basic biomedical and psychological sciences are having a ma-
jor impact on psychiatric practice today. The task is to translate these new discoveries into a form use-
ful to clinicians. This text is intended to be practical, succinct, and useful for all health care profes-
sionals who encounter and provide care for individuals with psychiatric symptoms and behavioral
disturbance.

The field of psychiatry has undergone a gradual change in the last several decades. It has moved
from a body of medical and psychological knowledge that was theory-bound, to an empirical approach
that is more flexible with regard to reasoning about etiology. This change came about as it became ap-
parent that developments in neurobiology, genetics, and cognitive and developmental psychology
would make unanticipated inroads into our understanding of the etiology and pathogenesis of psychi-
atric syndromes. Furthermore, a more flexible philosophy evolved regarding the description and defi-
nition of psychiatric syndromes. Some syndromes have indistinct boundaries and shade into each
other. In addition, the idea of discovering a single underlying biochemical characteristic of a psychi-
atric syndrome, which would in turn clarify the diagnostic description and predict treatment, was rec-
ognized as being hopelessly simplistic. Moreover, through the complexity of behavioral genetics, we
now understand that those genotypes which are becoming highly significant in understanding psy-
chopathology and developmental psychology may lead to unexpected phenotypes which do not fit our
current conception of the psychiatric syndromes.

Section I of Current Diagnosis & Treatment in Psychiatry identifies some of the major tributaries of
scientific knowledge that inform the current theory and practice of psychiatry. Sections Il and IV pre-
sent specialized settings and techniques for the delivery of psychiatric treatment. Sections Il and V de-
scribe the syndromes of psychopathology as we understand them today and discuss current standards
of treatment for each.

Current Diagnosis & Treatment in Psychiatry is written from an empirical viewpoint, with recogni-
tion that the boundaries of psychopathological syndromes may change unexpectedly with the emer-
gence of new knowledge. Eventually, the accumulation of new knowledge will sharpen our diagnostic
techniques and improve the treatment of these illnesses that have such a high impact on normal devel-
opment, health, and society.
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Section |.

Scientific Areas Relevant to Modern Psychiatry

Developmental Psychology

Kenneth A. Dodge, PhD

DEVELOPMENTAL CONCEPTS

The concept of development forms the backbone of
modern behavioral science. Psychiatric practitioners
and behavioral scientists are concerned primarily with
change, and developmental psychology is the scien-
tific study of the structure, function, and processes of
systematic change across the life span. Even systems
of classification of behavior (including psychiatric
nosology) take into account not only contemporane-
ous features and formal similarities among current
symptoms but also past qualities, immediate conse-
quences, and long-term outcomes.

Whereas developmental psychology is concerned
with species-typical patterns of systematic change
(and central tendencies of the species), the emerging
discipline of developmental psychopathology is con-
cerned with individual differences and contrib-
utes greatly to our understanding of childhood dis-
orders.

The organizing framework of developmental psy-
chopathology is a movement toward understanding the
predictors, causes, processes, courses, sequelae, and
environmental symbiosis of psychiatric illnesses in or-
der to discover empirically effective forms of treat-
ment and prevention. This movement is girded in a
developmental framework that integrates knowledge
from multiple disciplines (eg, psychobiology. neuro-
science, cognitive psychology, social psychology) and
levels of analysis (eg, neuronal synapses, psychophys-
jologic responses, mental representations, motor be-
haviors, personality patterns). The relationship be-
tween developmental psychology and developmental
psychopathology is reciprocally influential: The study
of normal development gives context to the analysis of
aberrations, and the study of psychopathology informs
our understanding of normative development.

A developmental orientation forces a scholar to ask
questions that move beyond the prevalence and inci-

dence of disorders. Table 1-1 lists some of these ques-
tions.

THE ORTHOGENETIC PRINCIPLE

Human growth is not linear. Behavioral and psy-
chological change is not marked merely by quantita-
tive advances or declines. The organizational perspec-
tive on development offers a powerful theoretical
framework for depicting the organism as an integrated
system with hierarchically ordered subsystems and
for understanding change as a progression of qualita-
tive reorganizations within and among subsystems.
The human being is a coherent integration of neural,
physiologic, hormonal, affective, information-pro-
cessing, mental representational, behavioral, and so-
cial subsystems. Change occurs both within these
subsystems and in the relations among them.

The orthogenetic principle proposes that develop-
ment moves from undifferentiated and diffuse organi-
zation toward greater complexity, achieved through

Table 1-1. Questions related to a developmental
orientation.

How and why do some at-risk individuals become psycholog-
ically ill, whereas others do not?

How do the capacities and limitations of the human species
at various life stages predispose individuals to disorder?
(For example, why are females at relatively high risk for
depression during adolescence?)

How are various disorders related developmentally? (For ex-
ample, how does oppositional defiant disorder lead to
conduct disorder, which leads to antisocial personality
disorder?)

Where are the natural boundaries between normal and ab-
normal?

Are there critical periods, and if so, why? (For example, why
is a high lead level in the blood more detrimental early in
life?)

What does the concept of multifactorial causation imply for
the likely success of intervention efforts?




2 / CHAPTER 1

both differentiation and consolidation within and
across subsystems. The newborn infant is relatively
undifferentiated in response patterns, but through de-
velopment this infant achieves greater differentiation
(and less stereotypy) of functioning. Each period of
development is characterized by adaptational chal-
lenges resulting from environmental demands (eg, a
mother who has become unwilling to breast-feed) and
from emerging internal influences across subsystems
(eg, growing recognition of the self as able to exert
control). The challenges are best conceptualized not
as mere threats to homeostasis; rather, change and the
demand for adaptation define the human species, and
challenges push the individual toward development.
The inherent adaptational response of the species is
toward mastery of new demands. The mastery motive
is as yet unexplained by science, although it is para-
digmatic of the human species (see “Adaptation and
Competence” section later in this chapter).

Thus development is characterized by periods of
disruption in the homeostasis of the organism brought
on by a new challenge, followed by adaptation and
consolidation until the next challenge is presented.
The adaptive child uses both internal and external re-
sources to meet a challenge. Successful adaptation is
defined as the optimal organization of behavioral and
biological systems within the context of current chal-
lenges. Adaptation requires the assimilation of past
organizational structures to current demands as well
as the generation of new structures equipped to meet
the demands.

Consider the toddler who is confronted by an envi-
ronment that becomes less indiscriminately giving
(eg, a mother who needs to feed her toddler on a
schedule). The toddler may respond initially with
temper tantrums to indicate his or her displeasure and
needs, but tantrums evolve into verbal communication
as the toddler learns how to achieve desired outcomes
most efficiently. Thus environmental challenge and
internal chaotic responses (eg, temper tantrums) may
be steps in the orthogenesis of language.

Piaget described two types of change: assimilation,
which involves incorporation of the challenge into ex-
isting organizational structures (eg, an infant might
treat all adults as the same kind of stimulus); and ac-
commodation, which involves reorganization of the
organism’s structures to meet the demands of the en-
vironment (eg, a developing infant learns to discrimi-
nate among adults and to respond differently to dif-
ferent adults) (see “Organismic Theory” section later
in this chapter). Accommodation is more complex
than assimilation, but successful adaptation requires a
balance of assimilation and accommodation.

Maladaptation, or incompetence in responding to
challenge, may be characterized by the inadequate
resolution of developmental challenges (as in the psy-
choanalytic concept of fixation). Maladaptation may
be evidenced by developmental delays or lags, such as
the continuing temper tantrums of an emotionally

dysregulated child beyond the period when such be-
havior is normative. At any phase, the organism will
seek some form of regulation and functioning, even if
it is not advantageous for future development. Thus
the child’s tantrums might serve to regulate both a
complex external environment of marital turmoil and
an internal environment of stress. However, nonopti-
mal regulation will prevent or hamper the individual
from coping with the next developmental challenge.
Continuing the example of the dysregulated child, the
repetitive pattern of anger may lead to poor peer rela-
tions, which prevent the child from acquiring new so-
cial skills through friendships.

Sometimes apparently effective responses to a par-
ticular challenge lead to maladaptation at a more gen-
eral level. Consider a toddler who responds to the
withdrawal of a mother’s undivided attention by ig-
noring her. Although this pattern of response may
mean calmer evenings temporarily, the toddler will be
ill equipped to respond to other challenges later in de-
velopment. Consistent social withdrawal may cause
the child to fail to acquire skills of assertion; however,
continued ignoring of the mother may lead to a phe-
notypically distinct response in the future (eg, depres-
sion in adolescence). Thus the orthogenetic principle
calls to mind the functioning of the entire organism
(not merely distinct and unrelated subsystems) and
the readiness of that organism to respond to future
challenges.

Horowitz FD: Exploring Developmental Theories: Toward a
Structural/Behavioral Model of Development. Lawrence
Erlbaum Assoc, 1987.

MAJOR PRINCIPLES OF ONTOGENY
& PHYLOGENY

Cairns and Cairns outlined seven principles that
characterize the human organism in interaction with
the environment over time: conservation, coherence,
bidirectionality, reciprocal interaction, novelty,
within-individual variation, and dynamic systems.
The first principle is that of conservation, or connec-
tivity in functioning across time. Even with all the
pressure to change, social and cognitive organization
tends to be continuous and conservative. The con-
straints on the organism and the multiple determinants
of behavior lead to gradual transition rather than
abrupt mutation. Observers can recognize the conti-
nuity in persons across even long periods of time; that
is, we know that a person remains the same “person.”
For Piaget, who began his career by writing scien-
tific papers on the evolution of mollusks, this within-
person continuity principle is consistent with his
view that species-wide evolution is gradual. Piaget
believed that development within individuals reflects
development of the species (ie, ontogeny recapitulates
phylogeny).
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The second principle is coherence. Individuals
function as holistic and integrated units, in spite of the
multiple systems that contribute to any set of behav-
iors. One cannot divorce one system from another be-
cause the two systems function as a whole that is
greater than its component parts. This fact is another
conservative force, because an adverse effect on one
part of a system tends to be offset by compensatory
responses from other parts of the system. This phe-
nomenon applies to all human biological systems and
can be applied to psychological functioning.

The third principle is a corollary of the second: In-
fluence between the organism and the environment is
bidirectional. The person is an active agent in con-
tinuous interaction with others. Reciprocal influences
are not identical; rather, at each stage of development,
the person organizes the outer world through a mental
representational system that mediates all experience
with the world. Nevertheless, reciprocity and syn-
chrony constrain the person, and the relative weight of
these constraints varies at different points in develop-
ment. At one extreme, it is possible to speak of sym-
biosis and total dependency of the infant on the
mother; at the other extreme, behavior geneticists re-
fer to genetic effects on environmental variables (such
as the proposition that genes produce behavior that
leads to the reactions that one receives from others in
social exchanges).

Another corollary of the second principle is the
principle of reciprocal interaction between subsys-
tems within the individual. Behavioral, cognitive,
emotional, neurochemical, hormonal, and morpho-
logic factors affect each other reciprocally. Mental
events have biological implications and vice versa.
Even though this principle has been embraced by sev-
eral areas of biology (eg, ethology, behavioral zool-
ogy), psychology and psychiatry sometimes persist in
a war between biological and mental camps.

The fifth principle of ontogeny is that novelty
arises in development. Change is not haphazard. The
forces of reciprocal interaction within the individual
and the environment lead not only to quantitative
changes in the individual but also to the emergence of
qualitatively distinct forms, such as locomotion, lan-
guage, and thought. These changes represent growth
rather than random events, in that previous forms typ-
ically remain and are supplemented by novel forms.

The sixth principle of phylogeny is that of within-
individual variation in developmental rates across
subsystems. Change within a subsystem occurs non-
linearly, as in language development or even physical
growth. Some of this nonlinearity can be explained by
species-wide phenomena, such as puberty, but much
of it varies across individuals. In addition, rates of
change vary within an individual across subsystems.
Consider two young children, identical in age. Child
A may learn to crawl before child B, but child B
might catch up and learn to walk before child A.
Likewise, child B might utter a recognizable word be-

fore child A, but child A might be talking in sentences
before child B. This unevenness within and across in-
dividuals characterizes development and makes pre-
dictions probabilistic rather than certain. Some of the
variation is attributable to environmental factors that
have enduring personal effects (such as the lasting ef-
fects on cognitive achievement of early entry into for-
mal schooling) or biological factors that have endur-
ing psychological effects (such as the effect of early
pubertal onset on social outcomes), whereas other
factors may have only temporary effects (such as ef-
forts to accelerate locomotion onset) or no effects.

Finally, according to the seventh principle, devel-
opment is extremely sensitive to unique configura-
tions of influence, such as in dynamic systems.
Growth and change cannot be reduced to a quanti-
tative cumulation of biological and environmental
units. Also, development is not simply hierarchical,
with gradual building of functions on previous ones.
Rather, development often follows a sequence of or-
ganization, disorganization, and then reorganization
in a different (possibly more advanced) form. In phys-
ical sciences, this principle is called catastrophe the-
ory, reflecting the hypothesis that during the dis-
organization, events are literally random. But reor-
ganization occurs eventually, in lawful and pre-
dictable ways. Dynamic systems models are now be-
ing used to describe the acquisition of novel functions
such as locomotion and language. In theory, the same
models could be used to describe individual differ-
ences in development, as in psychopathology. Even
though the concept of stage-based development has
lost favor because of the global nature and nonfalsifi-
ability of some stage theories, these dynamic-system
qualities have been captured in stage-based theories
of change.

Cairns RB, Cairns BD: Lifelines and Risks: Pathways of
Youth in Our Time. Cambridge University Press, 1994.

Dodge KA, Bates JE, Pettit GS: Mechanisms in the cycle of
violence. Science 1990;250:1678.

AGE NORMS

A simple but powerful developmental concept that
has affected psychiatric nosology is that of age
norms. Rather than evaluating a set of behaviors or
symptoms according to a theoretical, absolute, or
population-wide distribution, diagnosticians increas-
ingly use age norms to evaluate psychiatric problems.
Consider the evaluation of temper tantrums. In a 2-
year-old child, tantrums are normative, whereas in an
adult, angry outbursts could indicate an intermittent
explosive disorder or antisocial personality. More
subtle examples have begun to affect the diagnosis of
many disorders in the Diagnostic and Statistical Man-
ual of Mental Disorders, 4th edition (DSM-1V), such
as attention-deficit/hyperactivity disorder, mental re-



4 / CHAPTER 1

tardation, and conduct disorder. With regard to major
depressive episodes and dysthymic disorder, age
norming has resulted in consideration of different
symptoms at different ages in order to diagnose the
same disorder (eg, irritability and somatization are
common in prepubescent depression, whereas delu-
sions are more common in adulthood). DSM-IV ex-
plicitly requires consideration of age, gender, and
culture features in all disorders, suggesting the impor-
tance of evaluating symptoms within the context of
their expression.

The importance of age norming suggests the need
for empirical studies of symptoms in large epidemio-
logic samples and the linking of research on norma-
tive development to psychopathology. In this way, de-
velopmental psychopathology is similar to psychiatric
epidemiology (see Chapter 5). Despite the increased
emphasis on age norming, ambiguity pervades current
practice. DSM-IV defines disorders in terms of symp-
toms that are quantified as “often,” “recurrent,” and
“persistent” without operational definition. Some
clinicians intuitively contextualize their use of the
term “often” relative to a child’s agemates (so that
“often displays temper tantrums’ might mean hourly
for a 2-year-old child and weekly for a teenager),
whereas other clinicians do not (so that “often” has
the same literal meaning across all ages). The specific
meaning of these terms is not clear in the context
of some DSM-IV disorders. Complete age norming
might imply the removal of all age differences in
prevalence rates (reducing disorder merely to the sta-
tistical extremes of a distribution at an age level),
whereas complete neglect of age norms implies that at
certain ages a disorder is ubiquitous. To resolve these
problems, developmental researchers need to learn
which patterns of symptoms ought to be examined
epidemiologically, and psychopathologists need to
compare their observations to empirical norms.

Cairns RB, Cairns BD: Lifelines and Risks: Pathways of

Youth in Our Time. Cambridge University Press, 1994.

DEVELOPMENTAL TRAJECTORIES

Diagnosticians must consider not only the age-
normed profile of symptoms but also the develop-
mental trajectories of those symptoms (both age-
normed and individual). For example, consider three
10-year-old children who exhibit aggressive behavior.
As depicted in Figure 1-1, child A has displayed a rel-
atively high rate of aggression historically, but the tra-
jectory is downward. Child B has displayed a constant
rate of aggressive displays, and child C’s aggressive
displays have accelerated geometrically. Which child
has a problematic profile? The diagnostician will un-
doubtedly want to consider not only current symptom
counts (in relation to age norms) but also the develop-
mental trajectory of these counts (and the age norm
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Figure 1-1. Three hypothetical developmental trajecto-
ries for aggressive behavior.

for the trajectory). Child C might be most problematic
because of the age trend, unless this trend were also
age normative (eg, some increase in delinquent be-
havior in adolescence is certainly normative). In con-
trast, child B’s constant pattern might be problematic
if the age-normed trend were a declining slope.

Some DSM-IV disorders explicitly take into ac-
count the trajectory of an individual’s symptoms. For
example, Rett’s disorder, childhood disintegrative dis-
order, and dementia of the Alzheimer’s type involve
deviant trajectories. The diagnosis of other disorders
may require trajectory information that is not yet
available. This information must be based on longitu-
dinal study of individuals and not cross-sectional
data, because only longitudinal inquiry allows for the
charting of growth curves within individuals over
time. Population means at various ages indicate little
about within-individual changes. Population-wide
symptom counts might grow systematically across
age even when individual trajectories are highly vari-
able.

Costello EJ: Developments in child psychiatric epidemiol-
ogy. J Am Acad Child Adolesc Psychiatry 1989;28:836.

BOUNDARY BETWEEN NORMAL
& ABNORMAL

One of the tenets of developmental psychology is
that a knowledge of normal development informs psy-
chopathology partly because the boundaries between
normal and abnormal are sometimes vague, diffuse,
or continuous. Many disorders (eg, conduct disorder,
dysthymic disorder) are defined on the basis of cut-
offs in dimensional criteria rather than on qualitative
distinctions that are more easily recognizable. Criteria
such as “low energy” and “low self-esteem” (for dys-
thymic disorder) and “marked or persistent fear” (for
social phobia) are matters of degree. One of the cen-
tral questions is where to locate the boundary between
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normal and abnormal when the criteria of psy-
chopathology are dimensional.

In some cases the boundary is arbitrary. In other
cases the “true” boundary might be identified on the
basis of three considerations: (1) a noncontinuous pat-
tern of the distribution of scores, (2) a qualitatively
distinct change in functioning that accompanies a
quantitative difference in a score, or (3) unique etiol-
ogy at the extreme of a distribution.

The first consideration is whether the population of
scores is distributed normally with a single mode or
bimodally with an unusually large number of cases at
one extreme. A large number of cases at one extreme
would suggest that a second causal agent is operating,
beyond whatever agent caused the normal distribu-
tion. A second causal agent might suggest a deviant
(ie, psychopathologic) process. Consider the relation
between the intelligence quotient (IQ) score (a con-
tinuous measure) and mental retardation. The distri-
bution of 1Q scores in the U.S. population is not nor-
mal. Far more cases of IQs below 70 occur than
would be expected by a normal distribution. Thus the
distinction between normal and abnormal 1Q scores is
not merely one of degree.

The second consideration is whether qualitative dif-
ferences in functioning occur with quantitative shifts
in a criterion. For example, if a decrement of 10 IQ
points from 75 to 65 makes it significantly more dif-
ficult for a child to function in a classroom than a
decrement from 100 to 90, then a case can be made
for locating the cutoff point near an 1Q of 70.

The third consideration is the possible distinct eti-
ology of scores at an extreme end of the distribution.
A single set of causes will ordinarily lead to a normal
distribution of scores. A disproportionate number of
scores at an extreme often suggests a separate etiol-
ogy for those scores. In the case of 1Q scores, one set
of forces (eg, genes, socialization) leads to a normal
distribution, whereas a second set of forces (eg, Down
syndrome, anoxia, lead toxicity) leads to a large num-
ber of cases at the low extreme.

American Psychiatric Association: Diagnostic and Statisti-
cal Manual of Mental Disorders, 4th ed. American Psy-
chiatric Association, 1994.

MULTIPLE PATHWAYS

One vexing problem highlighted by research in de-
velopmental psychology is that some disorders involve
multiple etiologic pathways. The principles of equifi-
nality and multifinality, derived from general systems
theory, hold for many disorders. Equifinality is the con-
cept that the same phenomenon may result from several
different pathogens. For example, infantile autism re-
sults from congenital rubella, inherited metabolic disor-
der, or other factors. Multifinality is the concept that
one etiologic factor can lead to any of several psy-

chopathologic outcomes, depending on the person and
context. Early physical abuse might lead to conduct dis-
order or to dysthymic disorder, depending on the per-
son’s predilections and the environmental supports for
various symptoms; poverty predisposes one toward con-
duct disorder but also substance abuse disorder.

The diversity in processes and outcomes for disor-
ders makes the systematic study of a single disorder
difficult. Unless scholars consider multiple disorders
and multiple factors simultaneously, they cannot be
sure whether an apparent etiologic factor is specific to
that disorder. Inquiry into one disorder benefits from a
conceptualization within a larger body of development
of normal adjustment versus problem outcomes. The
broad coverage of developmental psychology provides
the grounding for inquiry into various disorders.

Rutter M: Psychosocial resilience and protective mecha-
nisms. In: Rolf J et al (editors): Risk and Protective Fac-
tors in the Development of Psychopathology. Cambridge
University Press, 1990.

BIOSOCIAL INTERACTIONS

Not only are multiple distinct factors implicated in
the genesis of a disorder, the profile of factors often
conspires to lead to psychopathologic outcomes. Em-
pirically, this profile is the statistical interaction be-
tween factors (in contrast with the main effects of fac-
tors). Thus a causal factor might operate only when it
occurs in concert with another factor. For example,
the experience of parental rejection early in life is a
contributing factor in the development of conduct dis-
order but only among that subgroup of children who
also display a biologically based problem such as
health difficulties at the time of birth. Likewise, health
problems at birth do not inevitably lead to conduct
disorder; the interaction of a biologically based pre-
disposition with a psychosocial stressor is often re-
quired for a psychopathologic outcome.

Another example is the known effect of chronic so-
cial rejection by peers in early elementary school on
the development of aggressive conduct problems.
This social stressor leads to conduct problems only
among that subgroup of children predisposed toward
externalizing disorders prior to experiencing social re-
jection. Among the subgroup not predisposed, social
rejection does not result in conduct problems. Of
course, the experience of social rejection might well
incite another disorder (such as a mood disorder),
again, if a predisposition to such a disorder exists.

The importance of biosocial interactions suggests
the importance of examining multiple diverse factors
simultaneously, both in empirical research and clini-
cal practice.

Garber J, Hilsman R: Cognitions, stress, and depression in
children and adolescents. Child Adolesc Psychiatr Clin N
Am 1992;1:129.



