PART FIVE
Adolescence

Physical and Cognitive
Development
in Adolescence

ighth-graders Aisha and Michelle had been best frienclis since'
second grade. Now that they were on the verge of going to high
school, the girls felt that they needed a lot more inc.iependence
than their parents were willing to give them. Both had their own com-
puters and cell phones that their parents allowed them to use as they
pleased. But when their parents denied the girls’ request to attend a
concert, Aisha and Michelle concluded that their parents lacked re-
spect for their emerging maturity. “They just don't \{vant us to grow y
up, the girls agreed, and they made a mutual promise that each wou
beg, bargain, and nag until their parents finally agreed to' let them go
to the concert. “All our friends will be there,” pleaded Aisha to ‘}‘1er un-
yielding parents. “Even Sally is going,” Michelle told her father, _andd
she’s just a seventh-grader.” But all their pleading W?S tono avayl, an
both concluded their failed negotiation sessions with the tragic ado-
lescent refrain, “You never let me do anything!”
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“Time for Plan B, Aisha told Michelle one night as the pair lamented the
severe state of deprivation that their parents had imposed upon them. |
looked up the bus schedule online, and the 7:30 bus goes to the arena.
We can sneak out and ride the bus to the concert” Michelle had her
doubts, though. “How can we get out early enough without anyone know-
ing about it?” she asked. Aisha smiled, “That’s the best part of my plan.
You tell your parents that you're spending the night at my house, and I'll
tell mine that I'm sleeping over at your house” Michelle grinned broadly,
“What a great ideal But how do we get the tickets?” Aisha responded with
the confidence of an accomplished petty larcenist, “I'll use my mom’s
credit card to buy the tickets online. I'll print out the receipt, and we can
-exchange it for the tickets when we get there.” The girls could hardly con-
tain their excitement as they contemplated what seemed to be a perfect
plan. “Okay,” said Michelle, moving on, “so, what are we gonna wear?”

On the night of the concert, Aisha and Michelle executed their plan flaw-
lessly and were riding high on an exhilarating wave of self-congratulation.
As it turned out, there was just one flaw in Aisha’s and Michelle’s plan: The
bus route that they had planned to take from the arena back to their
neighborhood stopped running at 10:00 p.m. As the girls stood at the bus
stop in front of the arena, shivering in the cold night air and growing in-
creasingly anxious as the street became utterly deserted, Aisha had to
admit that she had forgotten to check the return route schedule. They fi-
nally reached the conclusion that they had no choice but to call their par-
ents, who, as you might imagine, were furious. Aisha’s and Michelle’s
parents confiscated the girls' computers, cell phones, and other posses-
sions that they regarded as luxuries, and it was quite a long time before
the girls were allowed to go anywhere but to school again.

Are Aisha and Michelle budding criminals? Not likely, but their actions
arose from a new form of thinking that is characteristic of adolescence,
the transitional period between childhood and adulthood. The powerful
intellectual tools that emerge in the early teens allow adolescents to
make plans and to mentally project themselves into those plans as a way
of testing them. The process is somewhat akin to that of a scientist who
formulates a hypothesis and devises an experiment to test it. Armed with
this new way of thinking, young adolescents embark upon a period of de-
velopment that is characterized by risks and opportunities that compete
for their attention. Some of their choices are good ones, but others, like
those made by Aisha and Michelle, reflect poor judgment. Most of

- teenagers’ poor choices turn out to have little effect on the rest of their

lives, but others can significantly alter the developmental trajectory of an
adolescent’s life. How these risks and opportunities are manifested in the

- Physical and cognitive domains is the topic of this chapter.
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Learning Objective 111
How do the brains and cther body
systems of adolescents differ from
those of younger children?

Physical Changes

When we think of the physical changes of adolesce-:nce,
of attention to the reproductive system. Reproductive ch
point out. But momentous changes occur in other systems,

we usually give the greatest amount
anges ate important, as the text will
and we will discuss those as well.

Brain Development and Physical Growth

Have you noticed that you are much better able to make realistic plans n?wg thar:f
you could when you were 13 or 147 If so, then you have first-hand knowiedge o

Adolescent girls reach adult
height sooner than boys do
because their bones grow
and their joints develop more
rapidly.

the changes in the brain that facilitate planning and logic that occur a;iuncll'lg zi(;-:
Jescence. Likewise, you were probably better coordinated and had more physic her; }1;1‘ c
at 18 than you did at 13, thanks to changes in the body’s other organ systems that happ

during the teen years.

The Brain There are two major brain growth spurts in the teer}llaged yle)a:;. Thiefirsl;tez(c):;lzz
. During this spurt, the cerebral cor ;
between 13 and 15 (Spreen et al, 1995) - £ :
thicker, and the neuronal pathways become more efficient. Ell adchtloi, inore :él:;;g}; 1;011311;%
: i i i t than in the years that prec
duced and consumed by the brain during this spur e e
it (Fi t, these growth and energy spurts p
it (Fischer & Rose, 1994). For the most par , e D e by e
i 1 spatial perception and motor functions. quently,
parts of the brain that contro g
i ' abilities i far exceed those of school-ag
mid-teens, adolescents’ abilities in these areas . e St
i i d Samuel Rose believe that a qualitatively
Neuropsychologists Kurt Fischer an Dy
i i wth spurt that occurs between ages |
neural network emerges during the brain gro : b her
i i flect on their cognitive processes (1S
hich enables teens to think abstractly and to re ; :
\Ijo;e 1994). As evidence, these researchers cite numerous neurological and psycli;og%lclaél
studi,es revealing that major changes in brain organization show up betv'\;i:n aglt:jm i
and that qualitative shifts in cognitive functioning appear after age 15. They ¢
i ings i elling to ignore. ‘
stency of these research findings is too comp . . "
conF’}L"he secycond brain growth spurt begins around age 17 and con;lt?lues mg) elarly ::itioti !
This time, the frontal lobes of the cerebral COTteX ;
(van der Molen & Molenaar, 1994). o o
i . You may recall that this area o
focus of development (Davies & Rose, 1999) . .
t?ols logic and glanning. Thus, it is not surprising that older teer{s.chffer frc-)m younger teens
in terms of how they deal with problems that require these cognitive functions.

Other Body Systems  An adolescent may grow 3 to 6 inches a year for s}e}:v:hra.l yezl;sl.tAsi;;ir

i ight slowly until they reach their a .

the growth spurt, teenagers add height and weig . : 7
Girlf attain nIl)ost of their height by age 16, while boys continue to grow until they are 18

1d (Tanner, 1990). - ‘ ‘

YearST(l}le s(hape and proportions of the adolescent’s body also go through a series of changes

i i rsed.
i al cephalocaudal and proximodistal patterns are reve
i e — Th?ls, a teenager’s hands and feet are the first body parts

to grow to full adult size, followed by the arms and legs;
the trunk is usually the slowest-growing part. In fact, a
good signal for a parent that a child i_s entering putf)i;ty
is a rapid increase in the child’s shoe size. Because 0 : is
asymmetry in the body parts, adole'scents are often
stereotyped as awkward or uncoordinated. Howeven
adolescents may look awkward, but they are better co-
ordinated than school-aged children (Malina, 1990)..
Joint development enables adolescents to achieve
Jevels of coordination that are close to those of adults.
As they do at younger ages, boys continue to lag ber;
hind girls. You may remember from earlier C‘hal’jtl:e-
that boys’ fine-motor skills are poorer than gitls
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e

. stimulate the growth of the ovaries in girls and the testes in boys. As they grow, these glands

cause their wrists develop more slowly. In early adolescence, this sex difference is very large;
girls achieve complete development of the wrist by their mid-teens (Tanner, 1990). A sim-
ilar pattern of sex differences is evident in other joints as well, enabling early-adolescent
girls to outperform boys of the same age on a variety of athletic skills that require coor-
dination, such as pitching a softball. However, by the late teens, at age 17 or 18, boys fi-
nally catch up with girls in joint development and, on average, gain superiority over them
in coordinated movement.

Muscle fibers become thicker and denser, and adolescents become quite a lot stronger in
just a few years. Both boys and girls show this increase in strength, but it is much greater in
boys (Buchanan & Vardaxis, 2003). This difference in strength reflects the underlying sex dif-
ference in muscle tissue that is accentuated at adolescence: Among adult men, about 40% of
total body mass is muscle, compared to only about 24% in adult women. This sex difference
in muscle mass (and accompanying strength) seems to be largely a result of hormone differ-
ences. But sex differences in exercise patterns or activities may also be involved.

During the teenaged years, the heart and lungs increase considerably in size, and the
heart rate drops. Both of these changes are more marked in boys than in girls—another of
the factors that make boys’ capacity for sustained physical effort greater than that of girls. Be-
fore about age 12, boys and girls have similar endurance limits, although even at these earlier
ages, when there is a difference, it is usually boys who have greater endurance, because of their
lower levels of body fat. After puberty, boys have a clear advantage in endurance, as well as in

size, strength, and speed (Klomsten, Skaalvik, & Espnes, 2004).

Learning Objective 112

What are the major milestones of
puberty?

Milestones of Puberty

The growth and development of teenagers’ brains and bodies is remarkable.

However, the physical change that most people associate with adolescence is the DS T
attainment of sexual maturity. Puberty is a collective term that encompasses all of the
changes, both seen and unseen, that are needed for reproductive maturity. It begins when the
pituitary gland, the gland that controls all of the body’s other glands, signals a child’s adre-
nal gland to step up its production of androgen (See Table 11.1). This milestone is called

adrenarche and occurs around age 7 or 8. Next, the pituitary begins secreting hormones that puberty collective term for

the physical changes which

secrete hormones that cause the sex organs to develop, testosterone in boys and a form of es-  culminate in sexual maturity

trogen called estradiol in girls.
The pituitary also secretes two other hormones, thyroid stimulating hormone and general
growth hormone; these, along with adrenal androgen, interact with the specific sex hormones

pituitary gland gland that
triggers other glands to re-
lease hormones

-“'I_‘ahle 1.1 _Ma}or_‘Hofmonés 'That Contribute to Phy’s;i-cal Growth and De\}elopmen't

: G!and e Hormone(s) Aspects of Growth Influenced
g Thyroid gland ThY{dxine W * Normal b_raih development and overall rate of growth
'Adr'éna_l'g{a'nd .Adf_éﬁal_ androgen * Some changes at puberty, particularly the development of secondary sex
oo e g T - charaderistics in girls e M :
 Testes (boys) Testosterone , :Cfu_cia'l‘ in_'the formation of male genitals prenatally; also triggers the se-
SR * quence of changes in primary and secondary sex characteristics at puberty
dANEEE, Sea I ; - inthemale G : :
 Ovaries (girls) ~ Estrogen (estradiol) Development of the menstrual cycle and breasts in girls; has less to do with
e -~ other secondary sex characteristics than testosterone does for boys
Pitutary gland ~ General growth hormone, thy- ~ Rate of physical maturation; signals other glands to secrete
SR oid sumillating ormene, and St ERREEReE SRR T R i
~ other activating hormones
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primary sex characteristics
the sex organs: ovaries,
uterus, and vagina in the
fernale; testes and penis in
the male

secondary sex characteris-
tics body parts such as
breasts in fenales and pubic
hair in both sexes

menarche the beginning of
menstrual cycles

stage 1.

310

=2 ' Breast bud stage: elevation of breast and the .'ni{i)pIg as A
- small mound. Areolar diameter increases comparedto

3 Breastand areola both enfarged and ethatedere: than'in

_  stage 2, but no separation of their contours. - :
4 - Areola and nipple form a secondary mound projecting
: - above the contour of the breast. . M

5 Mature stage: Only the nipple pfo}ects, with the areola re-
o essed fo the general contour of the breast.

and affect growth. Adrenal androgen, which is chemically very similar to testosterone, plays a
triggering the growth spurt and affecting development
of pubic hair. For boys, adrenal androgen is less significant, presumably because boys already
have so much male hormone in the form of testosterone in their bloodstreams. These hor-
monal changes trigger two sets of body changes: development of the sex organs and a much
broader set of changes in the brain, bones, muscles, and other body organs.

The most obvious changes of puberty are those associated with sexual maturity. Changes
in primary sex characteristics include growth of the testes and penis in the male and of the
ovaries, uterus, and vagina in the female. Changes in secondary sex characteristics include
breast development in girls, changing voice pitch and beard growth in boys, and the growth
of body hair in both sexes. These physical developments occur in a defined sequence that is
customarily divided into five stages, following a system originally suggested by J. M. Tanner
(Tanner, 1990), examples from which are shown in Table 11.2.

particularly important role for girls,

Sexual Development in Girls Studies of preteens and teens in both Europe and North

America show that the various sequential changes are interlocked in a particular pattern in
girls. The first steps are the early changes in breasts and pubic hair, closely followed by the
peak of the growth spurt and by the development of breasts and pubic hair. First menstrua-
tion, an event called menarche (pronounced men-ARE-kee), typically occurs 2 years after the
beginning of other visible changes and is succeeded only by the final stages of breast and
pubic hair development. Among girls in industrialized countries today, menarche occurs, on
average, between 12 and 13; 99% of all girls experience this event between the ages of 9 and
12 (Adelman & Ellen, 2002).

It is possible to become pregnant shortly after menarche, but irregular menstrual cycles
are the norm for some time. In as many as three-quarters of the cycles in the first year and
half of the cycles in the second and third years after menarche, the girl’s body produces no
ovum (Adelman & Ellen, 2002). Full adult fertility thus develops over a period of years. Such
irregularity no doubt contributes to the widespread (but false) assumption among younger

teenaged girls that they cannot get pregnant.

The Secular Trend Interestingly, the timing of menarche changed rather dramatically be-
tween the mid-19th and the mid-20th centuries. In 1840, the average age of menarche in
Western industrialized countries was roughly 17; the average dropped steadily from that time

Table 11.2  Examples of Tanner's Stages of Pubertal Development
‘Stage  Female Breast Development ! :
1 Nochange except for some elevation of the nipple.

' Male Genital Development ‘
: ‘,'Tes'tes,' scrotum, and penis are all about the same size and.
~ shape as in early childhood. - _
 Scrotum and testes are slightly enfarged. Skin of the scro-
tum reddens and changes texture, but little or no eniarge-
- ment of the penis. iR o
~Penis slightly enfarged, at first mainly in length. Testes and .
i scrotum are further enlarged. First ejaculation. -
- penis further enlarged, with growth in breadth and devel-
opment of glans, Testes and scrotum further enlarged, and -
.~ scrotum skin still darker. : i

Genitalia achieve adult size and shape.

(Source: Petersen & Taylor, 1980, p. ny
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until the 1950s at a rate of about 4 months per decade among European populations, an ex-
ample of what psychologists call a secular trend (Roche, 1979). The change was mo;t likel
caused by significant changes in lifestyle and diet, particularly increases in protein and fat i d
take, that resulted in an increase in the proportion of body fat in females. o
.D.ata collected over much shorter periods of time in developing countries support the
nutritional explanation of the secular trend. In one study, researchers found thatptie aver-
age age of menarche was 16 among North Korean girls who lived in squalid refugee camps
(Ku et al,, 2006). By contrast, studies involving impoverished groups in which %ood § :
Phes suddenly increase reveal that the age of menarche can plummet from 16 to 13 witllil')r;
Just a few years after improvements in nutrition are experienced (Khanna & Kapoor. 20041)
Con‘sequently, any change in eating patterns that affects girls’ body fat, which mus)t reacI;
afcrltical value of 17% before menarche can occur, is likely to lead to 2)1 change in the age
sanrr;eiirrc?he (Adelman & Ellen, 2002). But is there a lower limit on how early menarche
Exaggerat-ed media accounts of the secular trend would have us believe that girls ma
some day attain sexual maturity during infancy (Viner, 2002). However, there is stron evi}—{
denc_e for a genetic limit on the age range within which menarche may occur. For one tghi
.studles involving thousands of girls indicate that the average age of menarche' for White E%’
in the United States is currently about 12.8 years and that it has not changed since the ?mc?
1940s (Kaplowitz & Oberfield, 1999; Viner, 2002). Moreover, the average age at menarche
standsl at 12.1 among African American girls and 12.2 among Hispanic American girls, both
of which represent a drop of about 2 months since the mid-1960s {(Kaplowitz & %be;ﬁeld
1.999; Wu, Mendola, & Buck, 2002). Thus, the average age at menarche for the whole po ulaj
tion of girls in the United States was stable from 1945 to 1965 and declined about 2.5 o th
between 1965 and 1995 (Kaplowitz & Oberfield, 1999). o
In contrast to the stability of menarche, the average ages at which girls show second-
ary sex characteristics, such as the appearance of breast buds and pubic hair, have dropped
significantly in recent decades (Anderson, Dallal, & Must, 2003). On avera’ge irls ngara-
daysls shgw these signs 1 to 2 years earlier than their mothers and grandmot’hfrs did, re-
sulting in a lengthening of the average time between the appearance of secondar )sex
.chal;icltsnst]ijs and 1Il'nen.arche (Parent et al., 2003). Researchers have found that this :{rend
1s attributable to the increased i i
chaspis ot oo 4o 2002})).revalence of overweight among children that you read
Overweight is both a cause and a consequence of early secondary sex characteristic de-
velop{nent, because the hormonal changes that trigger the appearance of these characteristics
also signal the body’s weight regulation mechanisms to increase fat stores (Pierce & Leon
2905; Remsberg et al., 2004). Little is known about how these early hormonal shifts aff 'E
g1rlsl’ !ater health. Several studies are underway to determine whether overweight girls wic
exhibit early secondary sex characteristic development are at increased risk for breait can :
adl‘llt obesity, and heart disease (National Cancer Institute, 2006; Pierce & Leon 2005) In‘f .
Fstingly, too, researchers are also investigating why overweight delays pubertal,develo. ef;
in boys and whether such delays affect boys’ health later in life (Wang, 2002). P

Sexual Development in Boys In boys, as in girls, the peak of the growth spurt typi

cally comes fairly late in the sequence of physical development. Studies suggest thit OIEYEI; 1:
erage, a boy completes stages 2, 3, and 4 of genital development and stages 2 ar’1d 3 vf
pubic hair development before reaching the peak of the growth spurt (Adelman & ElI ,

2002). His first ejaculation, or spermarche, occurs between 13 and 14 years of age, but :1?’
plroduct‘lon of viable sperm production does not happen until a few months aftir}the fi i
gaculatmn. Most boys do not attain adult levels of sperm production until stage 5 of N

ital development. The development of a beard and the lowering of the voice occur Iglen_
the enc} of the sequence. Precisely when in this sequence the boy begins to produce viagli;
i};:;r:ellls very f;fﬁcult to determine, although current evidence places this event some time
e Ir;lg;sEue ;?(2103:-12,) .usually before the boy has reached the peak of the growth spurt
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secular trend a change that

occurs in developing nations

when nutrition and health
improve—for example, the
decline in average age of

menarche and the increase in

average height for both chil-
dren and adults that hap-

pened between the mid-18th

and mid-19th centuries in

Western countries
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Learning Objective 11.3
What are the consequences of early,
“on time,” and late puberty for boys
and girls?

Timing of Puberty

Although the order of physical developments in adolescence seems to be highly
consistent, there is quite a lot of individual variability. In any random sample of
12- and 13-year-olds, you will find some who are already at stage 5 and others
still at stage 1 in the steps of sexual maturation. We have already discussed the contribution
of diet, exercise, and body fat to the timing of puberty. Researchers think that hereditary and
behavioral factors also contribute to hormonal secretions in the bodies of individual
teenagers, thereby controlling the timing of puberty (Dorn et al., 2003). Discrepancies be-
tween an adolescent’s expectation and what actually happens determine the psychological ef-
fect of puberty. Those whose development occurs outside the desired or expected range are
likely to think less well of themselves, to be less happy with their bodies and with the process
of puberty. They may also display other signs of psychological distress.

Research in the United States indicates that girls who are early developers (who experi-
ence major body changes before age 10 or 11) show consistently more negative body images,
such as thinking of themselves as too fat (Sweeting & West, 2002). Such girls are also more
likely to get into trouble in school and at home, more likely to become sexually active and to
be depressed than are girls who are average or late developers (Kaltiala-Heino, Kosunen,
Rimpela, 2003). Among boys, both very early and very late puberty are associated with de-
pression (Kaltiala-Heino, Kosunen, Rimpela, 2003). However, researchers have also consis-
tently found that boys who are slightly ahead of their peers in pubertal development often
occupy leadership roles and are more academically and economically successful in adulthood

(Taga, Markey, & Friedman, 2006). In addition, substance use is associated with early puberty
in both girls and boys, because, based on

their appearance, early maturers are often
invited to join groups of older teens among
whom substance use is an important social
activity (Costello, Sun, Worthman, & An-
gold, 2007).

Research also indicates that pubertal
timing interacts with a number of other
variables to produce both positive and neg-
ative effects on adolescents’ development.
For instance, personality traits contribute to
the effects of pubertal timing (Markey,
Markey, & Tinsley, 2003). It appears that
girls who experience early puberty and who
are high in the Big Five trait of openness
to experience are more likely to be sexually
active at an early age than are girls who are
early but who do not possess this trait.
Moreover, parenting moderates the effects of pubertal timing such that both
early-maturing boys and girls who are more likely to become involved in sex-
ual activity and substance abuse if their parents are permissive (Costello, Sun,
Worthman, & Angold, 2007).

Perhaps the most important variable that moderates the effects of pubertal
timing, however, is the social context in which an adolescent experiences the
physical changes associated with puberty. Consider the case of girls who are in-
volved in activities that, by their nature, inhibit development of the proportion of
body fat required to initiate puberty, such as ballet and gymnastics. In these con-
texts, girls who are late by general cultural standards are on time for the reference
group with which they spend most of their time. Thus, early puberty may cause
them to believe they can no longer be successful in their chosen pursuit and may
devastate their self-esteemn, whereas late puberty may enhance their self-
confidence and self-esteem (Brooks-Gunn, 1987; Brooks-Gunn & Warren, 1985).

Girls who develop early report
much less positive adolescent
experiences and more depres-
sion than girls who develop
“on time” or later.
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Adolescent Sexuality

PuberFy brings with it the hormonal changes that underlie both sexual attraction and sexual
behavior. Still, these important domains of experience are not entirely controlled by hor-
mones. Each has psychological and social components, as you will see.

Sexual Behavior Learning Objective 11.4

What are the patterns of adolescent

sexual behavior in the United States?

s L s S SR L= T

Do-you remember your first sexual experience? Nowadays, most people have
their first sexual encounter in the mid- to late teens (Fryar et al., 2007). However,
teens vary widely in how often they have sex and in how many partners they have.

Prevalence of Sexual Behavior Figure 11.1 graphs findings from a 2005 national survey
of high school students in the United States (CDC, 2006). As you can see, boys were found to
l.ae more sexually active than girls. Furthermore, the proportion of sexually experienced teens
increased across grades 9 to 12.

Consistent with earlier surveys, sexual experience was found to vary across racial and
ethnic groups. About 67% of African American high school students reported having had
sexual intercourse at least once in their lives. The rates among Hispanic American and White
students were 51% and 44%, respectively. African American students were also more likely
than Hispanic American and White teens to have had
their first sexual encounter before age 13 (17% versus
7% and 4%, respectively).

There were also age and ethnic differences among
students who were currently sexually active—defined as
having had sex at least once within 3 months of respond-
ing to the survey. For example, roughly 41% of eleventh-
grade females reported recent sexual activity, while only
20% of ninth-grade females did so. Researchers also
found ethnic differences: 49% of African American stu-
dents reported being currently sexually active, compared -
to 35% of Hispanic Americans and 32% of Whites.

Although sexual activity among boys is somewhat
correlated with the amount of testosterone in the blood,
social factors are much better predictors than hormones

Television programs aimed at
adolescent audiences often
portray teens in sexual situa-
tions, such as these two from
the popular show Hannah
Montana.

Figure 111
70 b Females who have ivi
had sex at least once S?xua! Actinry ariong
. High School Students
< 60 |- Males who h
3 Fod et Ie::teonce The graph illustrates the data
r from a representative sample of
& 50 more than 15,000 high school
= students interviewed in 2005.
5 el {Source: CDC, 2006.)
B
£
g 30|
= Males who have had
v more than four partners
8 20 |- e
c
o / : Females who have had
K i more than four partners
o1 | | I
9th 10th Tith 12th
Grade
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of teenagers’ sexual activity (Halpern, Udry, Campbell,
& Suchindran, 1993; Udry & Campbell, 1994). In fact,
cross-cultural evidence suggests that the samelfactors
are related to sexual behavior even in societies w1th-very
low rates of teenaged sexual activity, such as Tallwlan
(Wang & Chou, 1999). Those who begir.l sexual act1v1jcy
early are more likely to live in poor nc?lghborhoods in
which young people are not well monitored by _afiLﬂt_S‘
They come from poorer families or frorg families in
which sexual activity is condoned and dating rules are
lax. They are more likely to use alcohol. Many were
abused and/or neglected in early childhood (Her-
renkohl, Herrenkohl, Egolf, & Russo, 1998). .

Among girls, those who are sexually active are also

Teens who date in early ado-
lescence, as these middle-
schoolers may be doing, are
more likely to become sexually
active while still in school than
peers who begin dating later.

more likely to have experienced early menarche, to have
problems in school, to have had their first date at a relatively early age, and to lllaveoz(i) énsli;rly
of sexual abuse (Buzi, Roberts, Ross, Addy, & Markharn', 2{?0-3; Ompad et al.l, 2 t} the
greater the number of risk factors present in the life of an individual tf’:enager, t f‘ gfrea e; the
likelihood that he or she will be sexually active. However, adole:@,c’ents moral belle s and the
activities in which they participate also predict their sexual activity. ]_?or exammple, f‘rceenziillcs
who believe that premarital sex is morally wrong and‘who attend rehglous dse:fvhlce?d (i(dl]:lﬂl " ;
are less likely than their peers to become sexually active before reachmg_a ult 30' Her et
al., 1998). Rates of sexual activity are also lower among teens who are involve 1111-1 sp:: i
other after-school pursuits than among their peers who do. not pa%'t1c1pate 1? sug ;OISSCEM
(Savage & Holcomb, 1999). Moreover, alcohol use is assocmte.d with 25-30 /c;l ;) a Pl
sexual encounters; thus, teens who do not use alcohol are less likely to be sexually activ

are their peers who drink (CDC, 2000c).

Contraceptive Use Despite their high levels of sexual activity, teenagers klllowbr;r;:a;%:fsz
little about physiology and reproduction (Car.r‘era.et al., 2000). At bes;, 0;1 y a ialimry
teenagers can identify the time of greatest fertility in the menstrual cye ed {d ‘reems p
els, 1993). Many teens are also woefully ignorant f)f sexually transmitte 1s;ase' el
potential consequences, although about 90% of high school students rz;folr‘t :‘mr;i S
about sexually transmitted diseases in school (CDC, 2000c; Rosenthd, aﬂs,bom 5'113*133
Burklow, 1997; Sharma & Sharma, 1997). Even \fvhen they are knowledgeable a o arme;
many teens lack the assertiveness necessary to resist sexual pressure from a romantic p
i condom use. _

" tOAiIS;;;Sstudents who reported recent sexual activity,.only 63% said thfay ila(; usec}c 3 (f;r;
dom in their most recent sexual encounter. Afric(an ./}mencan; ;vcyerefrlf_llti):; i;kli };n Zfi zans e
i s to report having used condoms (69% versus 5>/% 0

16%;:}::; ‘;5\;}?;55}‘ Bir’gl control ;g)ﬂls were used even le‘ss frequently. Only 21% of sexrlllzllzoa;
tive fernales reported being on the pill. In addition, p11.1 usage was far more commc;m mone
White high school girls (27%) than among their African Ax?lerlcan or ?15};:21:&; Fig
peers (9% and 11%, respectively). Thus, many developmentalists and pub ;; e :ams s
say that more effective sex education programs are needed. Mo§t sugges'g atbprothTDS oo
include training in social and decision-making skills, as well as information al oatll b
pregnancy, are more likely than information-only approaches to reduce the prev ) Z e
ual activity and to increase the number of teens v.vho protect themselves agamsb e
pregnancy when they do have sex. Programs that involve parents also appear tzcz) : ; 2o
cessful than those that target only teenagers themselves (Lederman & Mian, ) ; ey
Donenberg, 2004). However, no clear consensus about the effectiveness o fuzfla ik,

hes to sex education has emerged, and some studies show that even c)are y design :

s tle or no long-term effect on adolescents sexual behavio

sex education programs have lit

Henderson et al., 2007). . P
( Many adults object to sex education because they believe it will cause teenagers who a

not sexually active to become so. Research

suggests that such fears are unfounded (Berne &
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Huberman, 1996). There are also debates over the degree to which sex education programs
should emphasize abstaining from sex or using contraceptives (Santelli et al., 2006). Studies
examining several types of programs indicate that abstinence-based sex education is most
likely to result in delay of first sexual intercourse when it is initiated with younger students—
seventh- or eighth-graders—who are not yet sexually active (Borawski et al., 2005). More-
over, students who participate in multi-session programs are more likely to remain abstinent
than those who are exposed to single-session presentations about abstinence (Postrado &
Nicholson, 1992). |
Sex education advocates suggest that abstinence and contraceptive education should not
be thought of in either/or terms (Borawski et al., 2005). They point to research suggesting
that programs that both encourage abstinence and provide basic information about repro-
duction and contraception appear to influence teen participants both to delay sexual inter-
course and to use contraception when they do decide to become sexually active (St. Pierre,
Mark, Kaltreider, & Aiken, 1995). Indeed, finding a way to encourage teens to avoid becom-
ing sexually active too early may be critical to influencing contraceptive use. The older
teenagers are when they become sexually active, the more likely it is that they will be cogni-
tively capable of weighing the various options and consequences associated with intercourse.

Adolescent Pregnancy

The rate of pregnancy among adolescents is higher in the United States than

Learning Objective 11.5

Which teenaged girls are most likely
to get pregn

many other industrialized countries (Ambuel, 1995; Singh & Darroch, 2000). For
example, the overall annual rate is about 40 pregnancies per 1,000 teens in the United States:
it is only 17 pregnancies per 1,000 in Israel and 4 per 1,000 in Japan (Martin et al., 2006; Mer-
rick & Morad, 2002). Ethnic differences exist within the United States as well (U.S. Bureau of
the Census, 1998). Births to teenagers represent about a quarter of all births to African Amer-
ican women. Among Whites, only 11% of births involve teenaged mothers; among Hispanic
women, about 17% of all births are to teenagers.

However, teen pregnancy statistics can be confusing, because they usually refer to all preg-
nancies among women under age 20. To clarify the extent of the teen pregnancy problem, it is
useful to break down the statistics by adolescent subgroups. For example, in the United States,
the annual pregnancy rate is less than 1 pregnancy per 1,000 for girls younger than 15; 22 per
1,000 among girls aged 15 to 17; and 70 per 1,000 among 18- to 19-year-olds (Martin et al.,
2006). Looking at the numbers this way shows that teen pregnancy is far more frequent among
older adolescents and, in fact, is most likely to happen after a girl leaves high school.

The age at which an adolescent becomes a parent is only one aspect of the teen pregnancy
issue. Birth rates among teenagers have actually dropped in the entire U.S. population since
the 1960s, including among 15- to 19-year-olds. What has increased is the rate of births to
unmarried teens. During the 1960s, more than 80% of teens who gave birth were married. By
contrast, in 2003, only 20% of teenaged mothers were married (CDC, 2004).

The proportion of teenaged mothers who eventually marry the baby’s father has also de-
clined in recent years, and, again, there are ethnic differences. Less than 5% of African Amer-
ican teen mothers marry the baby’s father, compared to 26% of Hispanics and 41% of whites
(Population Resource Center, 2004). Moreover, across ethnic groups, only 17% of teen moth-
ers maintain romantic relationships with their babies’ fathers beyond the first few months
after birth (Gee & Rhodes, 1999, 2003).

Whether a girl becomes pregnant during her teenaged years depends on many of the
same factors that predict sexual activity in general (Miller, Benson, & Galbraith, 2001). The
younger a girl is when she becomes sexually active, the more likely she is to become pregnant,
Among teenaged girls from poor families, from single-parent families, or from families with
relatively uneducated parents, pregnancy rates are higher (Vikat, Rimpela, Kosunen, &
Rimpela, 2002). Likewise, girls whose mothers became sexually active at an early age and bore
their first child early are likely to follow a similar path.

In contrast, the likelihood of pregnancy is lower among teenaged girls who do well in
school and have strong educational aspirations. Such girls are both less likely to be sexually
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active at an early age and more likely to use contraception if they are sexually active. Girls who
have good communication about sex and contraception with their mothers are also less likely

to get pregnant.
When teenaged girls become pregnant, in most cases, they face the most momentous set

of decisions they have encountered in their young lives (see the Real World). About one-third

Learning Objective 11.6

What are some of the causes that
have been proposed to explain
homosexuality?

Sexual Minority Youth

The eme y i i [ 0 e Sex, 01 -
.gerllce Of a Ph Slcal attraction to memb s f the OppOSit het
et OSExualIE | or the great majorl
Of tEEIlagEI‘S. FOI‘ some, though, ﬂdOEESCenCe 18 the timE i‘\'hen thE}‘ dlSCO\rel’ or
3

of teen pregnancies across all ethni
riages (Alan Guttmacher Institute,
and place it for adoption, but only
adoptive families.

The children of teenaged mother
ers to grow up in poverty, with all the accompanyt
optimum development (Burgess,
milestones more slowly than infants of
2003). However, the children of teenage

care, finances, and parenting skills are less

Uno, Florsheim, & Uchino, 1998). Moreover, social programs t
hey need to remain in schoo

ers with child care and the support t
grams also Improve

these mothers and their babies. Such pro

(Kost, 1997).

 become sexually active. She fears that sheis -

pregnant, but she doesn't know where to tim IS

for help. Finally, after a great deal of agonzing
over her situation, Brianna visited the clinicat. -
her schoal, pretending to be suffering froma. .
stomach ache. In her conversation with the .~
nurse, Brianna casually asked about whethera
il who thought she was pregnant could talk o
the school nurse abotlt it without fearing that ’
the nurse-would tell her parents. The nurse rec
ognized that Brianna was actually talking about .
herself. After some initial awkwardness, the
nurse succeeded in establishing 8 trusting rela-
tionship with the girl through which she was -
able to use her s intervention skilis to help °
Briafina deal with her siuation. =

A crisis intervention model propased 'ﬁ_no,re g
than four decades ago continues 1o be helpful .~

to health professionals,‘ teachers, and parents_i'nl
understanding and helping teens in crisis

- (Caplan, 1964). The first stage in-a Crisis, calle'd_' )

* the initigl phase, 1S charadterized by anxiety and

confusion. Thus, the first step in crisis interven- .

tion in many teenaged pregnancies aften hap-
pens when a significant adult in the teenagers .

[ife recognizes & change in behavior and ques- -
- tify short-term and long-term goals in each -

category and assist her in finding the answers to

fions the girl about it However, mental health

professionls recommend gentle confrontation

3 during this phase (Blau, 1996). For rle,xamplle, a

i 5 ~ ~THE REAL"
~ Crbs Inferveon for
cent ‘bféghéntteendgerﬁight be_férﬁindedt_hat e

Brianna is a high school junior who has recently
- isn't passible to keep a pregnancy s et for.

. The second stage of a crisis the escalation
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very long, but this is dearly not thetimeto
bormbard them with questions such 8 “How = ¢
are you going to support a baby? What about:.
school? Are you going to go to college?”

phase, happens as the teenager begins to try-

< to confront the crisis. In many cases, adoles-
cents in this phase feel too overwhelmed to

maintain daity. functions such as getting 10
<choal and keeping track of homework. Teens
“in this phase may be responsive to helpers
who simplify their decision-making by direct

 telling them what to do. For example, a preg-
- nant teen's,.mother may make doctor’s ap- '
. poirtment for her and see that she keeps it

‘instead of nagging her fo do it herself.

pition phase. Those who are providing emo-
tional support for the pregnant teen in this
stage can help by guiding her through the

* process of breaking the problem down into
small pieces. For the teen who wants © raise
her baby, counselors or parents can divide the

~dedisions to be made info financial and educe-

tional categories: They can help the teen iden-

' important questions. For example, in the finan-

c groups end in abortion,

2004). Among Whites, 7% ©
1% of African American teens relinquish their babies to

2005). For instance, they ten
older mothers (Pomerleau, Scuccimarti,
d mothers whose own parents
likely to suffer such negative effects (Birch, 1998;

WORED == -
¢ Pregnant Teen

The third stage of a crisis is called the rgdeﬁ-'

and about 14% result in miscar-
f teens carry the baby to term

s are more likely than children born to older moth-
ng negative consequences for the child’s

d to achieve developmental
& Malcuit,

help with child

hat provide teenaged moth-
| positively affect both
outcomes for teenaged fathers

cial category, the girl must find out how much
financial support she can expect 10 receive from

* the baby's father. With respect to continuing her

education, she must determine the available

day-care. options.

" Teerss who leave the redefinition phase with
a realistic plan of action are typically no longer
in & crisis mode. However, teens who fail to re- -

. define their problem appropriately enter the

fourth crisis stage, the dysfunctional phase. In

" this stage, either the pregnant adolescent gives
" up hope or she goes into denial. The goal of

crisis intervention is o prevent either of the

'- stage-four-@uttomes. Yet the entire process ;
.+ probably depends on whether a pregnant teen ‘
- has a sensitive adultin her fife who will recog-~
nize the signs.of the iniial phase—just ane

more reason why teenagers, who may seem
very grown up, stil need warm, authoritative
- parenting. - R

| Queéticins fql'-“Re'fi'éction

1. In which crisis phase was Brianna when she

visited the school dinic?

- 2. Think about how the crisis phases might be
manifested in 2 difterent kind of erisis. For - -
stance, what phase-related behaviors might
be shown by a teenager who has been ar=

rested for under-age drinking?

confi - i ici
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gical gender is inconsistent with their biological sex (transgenderism) -

Ga i i
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Resnick, Blum, & Har f Slaén e- or opposite-sex partners (Austin et al, 2004; Remafeéli
il Orientat,ion an;i;/ 98). About 7% o.f teens report that they are still unsure of thei;
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. omet. ing beyond biology must be at work, although devel ; ’
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it sih el i foevamb (MejfepBalﬂburg et al., 1995). These studies are con-
A eh ypothesis thaF homosexuality is programmed in at birth o
PR He:c‘st ; s is:lz?e ofhvanatlons in lsexual orientation, the process through which an in-
S thxze that he or ‘she.1s hc?mosexua.l appears to be a gradual one. Some re-
heteroscxuality (Carve: ;él;ocess begins in middle childhood as a feeling of doubt about one’s
ram 2 e i recan,h gan, i Perry, 2004). Retrospective studies have found that many gay
accepfed Hhdit hotmose aa‘il.ng a(% hon‘los‘exual fantasies during their teen years, but few full
final steps toward full ;:;f_:lzaWhﬂe still in adolescence (Wong & Tang, 2004). Instead, thz
place i autly adulthood. reness and acceptance of one’s homosexuality appear to take
As ho : :
feling isorlz»?:;xflrlgl H:ezllz g;;zfiz ;;? l;;;i;‘u?ns abou(tl\;clheir sexual orientation, many report
kg . ; : eir peers (Martin & D’Augelli, 2 . Thi
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418, 7003 war Wormmes &Plj\/[cKin;e ;I;}()Og;a;c.ual teens (Rostosky, Owens, Zimmerman, & Rig-

Trans
al geﬁggrd;!‘fhd Teens. Transg.em.iered teens and adults are those whose psychologi
e opposite of their biological sex. Some studies suggest that tranng:ndergelc_i
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transgendered a person
.Whose psychological gender
is the opposite of his or her

biological sex
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individuals may have been exposed to atypical ?mounts of andm%ens 1181 S;ed ;vrci)sr;brii;a}fj;
2005). However, most do not have suzlh kilis’lcones, S0 theal T;urs:pgrttzztg o 4
a mystery. Nevertheless, transgendere' a o‘es‘,c'ents usu i Wi,th e ses
hood, they have been more interested in act1v1lt1es that are assocl B s
than in those that are typical for their own (Lippa, 2005). However, m pildren who &
ed to cross-gender activities, and even those who express a d‘esue to be PP
Zztrrlz(;, do not exhgibit transgenderism after puberty (Coheln—Kettem}i & vagig:;zzrfl,ﬂllzig_.
Thus, such behaviors on the part of children are not considered to be predi
nt of transgenderism in adolescence.
velopol?li of fear of ieing stigmatized, most tegns x,v}mhsus.pec:i;ct the;; ;l'rl:; :;e]zj ;rgli?;nizi
keep their feelings to themselves. The denial an anger thatis ften i )
bers when transgendered adolescents do venture to come out” amp N
i It, like gay, lesbian, and bisexual teens, transgen ‘ei-re cen
i 21(‘)13511; ?ﬂie?yrtec?l;uffer frgnzr depression azr;.)c(l) ;)re at higher risk of suicide than het-
adolescents are (Rosenberg, . ‘
erosc‘ggi individuals accept their transgendered status, some choose.to hlx\rz ai
the opposite gender on a full-time basis, a pattern called tran.ss}fxz{e;hsnt;.e ' (;)r?_
transsexuals are content with their lives, but others are so anguished by o
flict between their sex and their psychological gender that they éeek sex reass;gnd
ment—a process involving hormonal tregtment, reconstructlvet }furti:y:r -
psychological counseling—in order to achieve a match betwee.n eem S. eziil :
cally, sex reassignment is reserved for adults, but some sex reasglinrz e at}; e
ists accept teenaged patients (Smith et al,, 2005). Regardless o tl’1 e gtion e
sex reassignment is sought, at least half of .thos‘e fwho explore t :is opt : W,a i
the help of skilled counselors, ultimately reject it in favor of 1513155 ra}: tlhe 12; <y
coping with their dilemma. Among those who dp actuaﬂy got rm;g- eg e
dure, most are happy with the results and experience relief from their preop

tive emotional distress.
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Adolescent Health

i i i doles-
For most individuals, adolescence is one of the healthiest per'mds of life. However, as a
cents gain independence, they encounter numerous health risks.

Learning Objective 11.7
How does sensation-seeking affect
risky behavior in adolescents?

Sensation-Seeking
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The messages conveyed in the popular media about sex, violence, and drug and alcohol
use may influence teens’ risky behavior. In the United States, 13- to 17-year-olds spend more
time watching television, listening to music, and playing video games than they do in school
(Collins et al., 2004). Surprisingly, most teenagers report that their parents have few, if any,
rules regarding media use (Mediascope Press, 2000). However, research indicates that media
messages interact with individual differences in sensation-seeking (Greene, Krcmar, Rubin,
Walters, & Hale, 2002). Thus, teens who are highest in sensation-seeking are those who are
most strongly influenced by media portrayals of risky behavior.

Prime-time television programs contain about five sexual incidents per hour, and only
4% of these impart information about the potential consequences of sex (Henry J. Kaiser
Family Foundation, 2005). Drugs and alcohol are even more prevalent than sex in the pop-
ular media. One survey found that 98% of 200 movies surveyed portrayed characters using
some kind of substance, and in most cases characters used more than one substance (Me-
diascope Press, 1999c). Another group of researchers found that 51% of flms they sur-

veyed depicted teenagers smoking (Mediascope Press, 1999¢). In another 46%, teenagers
were shown consuming alcohol, and 3% contained images of teens using illegal drugs.

Again, references to the consequences of drug or alcohol use were rare; they occurred in
only 13% of films surveyed.

Drugs, Alcohol, and Tobacco

The story about Aisha and Michelle at the beginning of the chapter may have re-
minded you of some of the poor decisions that you made when you were

Learning Objective 11.8
What patterns of drug, alcohol, and
tobacco use have been found among
adolescents in the United States?

TEERRT

younger. As we noted, most such decisions turn out to have little impact on teens’
later lives. However, the choices that teenagers make about substance use can have life-long
consequences.

As you can see in Figure 11.2, illicit drug use is far less common among recent than in
past cohorts of teenagers (Johnston, O’Malley, Bachman, & Schulenberg, 2007). Researchers
attribute this trend to declining approval of drug use among adolescents and to contempo-
rary teens’ better understanding of the negative consequences of taking drugs. Still, experts
agree that drug use among teens continues to be a significant problem because of the risks to
which teens expose themselves, such as drunk driving and the possibility of life-long addic-
tion, when they use these substances.

Table 11.3 on page 320 lists the percentages of 8th-, 10th-, and 12th-grade students
who reported using each drug listed in the 12 months preceding the survey. Clearly, as was
true in earlier cohorts, marijuana is the illicit substance that teens use most often, but a sur-
prising number of teenagers are using prescription drugs such as Ritalin, OxyContin, and Vi-
codin. Similar percentages of teens use over-the-counter drugs such as cough medicines.
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Figure 11.2
lllicit Drug Use Trends
among Teenagers

This figure shows the percentage
of teens who admitted to using
illicit drugs in the previous 12
months. As you can see, drug use
rates have declined since the
1970s.




Table 113 Percentages of Teens Who Have Used illici_t Drugs in

the Past 12 Months i : _
Drug ' gth-graders ~ 10th-graders 1;th-graders
Alcohol 3406 5600 67%
Marijuana 2% Fo 320
Vicodin* Elon 300 % _10%
 Diet pills* Bl ey S BT 8%
Tranquilizers* P 3% 5% _ 7%
Over thecounter cold medicines® 4% 500 7%
‘Cocaine : 2% 3o B0 500
OxyContin* : 3 4% : 4
MDA (Ecstasy) s S
Crack cocaine : 1% 10/? e ¥ ?%
Rl 30 an 49
" Méthamphetamine i 2%% _' 2 L
15D o Caae e e T il
. A e e S R B e e (O

*Recreational usage outside the scope of the purpose for which drug is medically approved.
Source: Johnston ef al., 2007.
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(Note: Inclusion of such drugs in this discussion refers only to their use ff)r. p(:llrl:)os,e;e ci)s e
than those for which they have been medically approved.) Nevertheless, 1]:113111 frll;%h\f s
less prevalent than alcohol use among teenagers. Moreover, nearly one-third o g
i i h prior to the survey. ‘
eported having been drunk in the mont _
“ What makgs a teenager want to use alcohol or drugs? Those who express the mos;cljl Lr;tﬁ:) 1
est in sensation-seeking are those who are most likely to use drugs and consume

individual levels of sensation-
d, researchers have found that individua .
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i edict peer associations—that 1s, . '
o ; med, sensation-seeking becomes a central

friends who are similar. Once such groups are for

; o fa
feature of their activities. So, for example, : ol
do so as well. However, teens who spend a lot of time alone may also be vulnerable to

i igh in
stance abuse. Researchers have found that shy adolescents, particularly those who arzéltlgomg
neuroticism, are more likely to use alcohol and drugs than are peers who are more outg

Kirkcaldy, Siefen, Surall, & Bischoff, 2004). ' . o -~
( Sensztion-seeking also interacts with parenting style to increase the hkehhoc?i 0 mtef
use. Authoritative parenting seems t0 provide high sensation-seeking te;n?gzrs :\T}for ifr e

; i i i ilerim, Luo, Urberg, & Fang, 1999). In fact,
tion against their reckless tendencies (Pllgn?n, \ - act, e
Amerigcan adolescents, authoritative parenting may entirely negate the pc;t:}rll:a; ::Vfilll:;lce o
i ho have realistic perceptions 0
drug-using peers. Moreover, parents w : ! oy e
inki ikely to have teenaged children who are ; '
teenaged drinking are also less like ks, ot s
alcohol use among adolescents, try to p
ts, who are aware of the prevalence of : : . o

:ﬁilsdren from getting into situations, such as attending unsupervised social events, W

drinking is likely to happen (Bogenschneider, Wu, Raffaelli, & Tsay, 1998). t
Sensation-secking seems to be less important in tobacco use. S‘urveys sugges
of U.S. adolescents are regular smokers, and 30% have tried smoking (Johnston,

that 12%
O'Malleys

g ; 244
Bachman, & Schulenberg, 2007). Smoking rates have dropped considerably since the mi
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if one member tries marijuana or alcohol, others
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1970s when about 30% of older teenagers were regular smokers. Researchers argue that,
thanks to public education campaigns and the inclusion of anti-smoking information in
school curricula, more teenagers are aware of the health consequences of smoking than ear-
lier cohorts. Moreover, many teens report that they oppose smoking because of its potential
effect on their attractiveness to potential romantic partners.

Peer influence plays an important role in teen smoking. A non-smoking teenager who
begins associating with a cohesive group of adolescents among whom smoking is a promi-
nent behavior and a sign of group membership is likely to take up the habit, too. In fact,
some developmentalists advise parents that if their teenaged child’s friends smoke, espe-
cially close friends with whom the child spends a lot of time, parents should probably as-
sume that their child smokes as well (Urberg, Degirmencioglu, & Pilgrim, 1997). Moreover,
the period between ages 15 and 17 seems to be the time during which a teenager is most
susceptible to peer influences with regard to smoking (West et al., 1999). Clearly, then, by
monitoring the friends of their 15- to 17-year-olds and discouraging them from associat-

ing with smokers, parents may help prevent their teens from smoking (Mott, Crowe, Richard-
son, & Flay, 1999).

Eating Disorders

Have you ever tried to lose weight? Surveys show that, at any given time, about

Learning Objective 11.9
What are the characteristics and

S sty

half of women and a third of men in the United States are on some kind of
weight-loss diet (Bish et al., 2005). Thus, it isn’t surprising that 40% of teenagers diet regu-
larly, and 20% of them use extreme measures such as taking diet pills (CDC, 2006; Neumark-
Sztainer et al., 2006). However, dieting is quite different from an eating disorder, which is a
category of mental disorders in which eating behaviors go far beyond most people’s everyday
experience with trying to lose weight (American Psychiatric Associa-
tion, 2000). Most importantly, individuals with an eating disorder have
a distorted body image that, in extreme cases, causes them to believe
that they are overweight when they are actually on the verge of starva-
tion. These disorders, which can be fatal, tend to make their first appear-
ance in individuals’ lives during the mid- to late teens. They are more
common among girls than boys, but gay and lesbian youth, as well as
teens who are unsure about their sexual orientation are also at higher

risk than their heterosexual peers of developing eating disorders (Austin
et al., 2004).

Anorexia Nervosa Teenagers who suffer from anorexia nervosa
usually have a more distorted body image than those who have
bulimia. This eating disorder is characterized by extreme dieting, in-
tense fear of gaining weight, and obsessive exercising. In gitls or women
(who are by far the most common sufferers), the weight loss eventu-
ally produces a variety of physical symptoms associated with star-
vation: sleep disturbance, cessation of menstruation, insensitivity to
pain, loss of hair on the head, low blood pressure, a variety of cardio-
vascular problems, and reduced body temperature. Between 10% and
15% of those with anorexia literally starve themselves to death; oth-

ers die because of some type of cardiovascular dysfunction (Deter &
Herzog, 1994).

Bulimia Nervosa Bulimia nervosa involves an intense concern about weight combined
with twice-weekly or more frequent cycles of binge eating followed by purging, through self-

- induced vomiting, excessive use of laxatives, or excessive exercising (Attie, Brooks-Gunn, &

Petersen, 1990). Teens with bulimia are ordinarily not exceptionally thin, but they are ob-
- Sessed with their weight, feel intense shame about their abnormal behavior, and often expe-
 Tience significant depression. The physical consequences of bulimia include marked tooth
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causes of eating disorders?

When this 15-year-old with
anorexia looks at herself in the
mirror, chances are she sees
herself as "too fat," despite
being obviously emaciated.

anorexia nervosa an eating
disorder characterized by
self-starvation

bulimia nervosa an eating
disorder characterized by
binge eating and purging
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