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			Introduction

			Towards an Interdisciplinary Understanding of Childhood

			Bernadett RAPOSA – Balázs Péter HÁMORNIK

			1. Introductory Thoughts

			This book aims to serve as a comprehensive guide for legal professionals engaged in the field of working with children. It assists them in navigating the complexities of children’s social and personality development. Designed in collaboration with the Ferenc Mádl Institute of Comparative Law and the Association for Children’s Rights, this guide not only provides knowledge on children’s social and personality development but is also crafted meticulously to address today’s nuanced challenges and evolving landscape concerning children. By equipping lawyers with deeper understanding of children’s developmental milestones and psychological needs, this guide aims to enhance law professionals’ effectiveness and advocacy on behalf of young clients.

			In cooperation of the Ferenc Mádl Institute of Comparative Law and the Association for Children’s Rights, we devoted many hours to define the goal and focus of this book’s first edition.

			We talked to several law professionals, inquiring their needs in the field of their work with children. We obtained insights into the enormous variety of practices and experiences encompassing the lawyers’ work. Whether practicing in family law, juvenile justice, education law, or other specialised areas, lawyers often encounter unique legal and ethical considerations when representing children. This book discusses many psychological aspects that need to be considered when making a decision about a child’s life. We are pleased to say that our invitation to contribute to this book was accepted by all the neighbouring countries in Central-Europe. Academics from noted universities participated in our endeavour to offer landscapes from developmental psychology.

			

			Before we delve into the content of our book, we would like to show how profoundly psychology and law intersect in safeguarding and promoting the well-being of children. This collaboration is essential as it integrates insights from both disciplines to address the complex needs of young individuals in legal contexts, ensuring that their rights and development are prioritised. Psychology provides invaluable understanding of a child’s development, behaviour, and mental health. Psychologists utilise empirical research and clinical expertise to assess the psychological and emotional well-being of children involved in legal proceedings. They provide assessments that inform decisions about custody, visitation rights, and interventions aimed at supporting the child’s adjustment and resilience. Psychologists also offer therapeutic interventions to help children cope with trauma, manage emotions, and navigate the challenges associated with legal processes. Law, on the other hand, establishes the legal framework that protects children’s rights and determines their best interests. Legal professionals, including judges, lawyers, and child advocates, rely on psychological assessments and expert testimony to make informed decisions in cases involving child custody, abuse, neglect, and adoption. They interpret and apply laws that ensure children are provided a safe and nurturing environment that is free from harm and conducive to their overall well-being.

			In the book, we will explore various theoretical schools within developmental psychology, each offering unique perspectives on the journey from childhood to adulthood. These theories provide frameworks for understanding the complex processes involved in human development, from cognitive and emotional growth to social and moral maturation. One overarching framework that professionals often utilise is the bio-psycho-social approach. This comprehensive model is not new to the field of human studies, including psychology, but it remains fundamental in contemporary practice. The bio-psycho-social approach emphasises the interconnectedness of biological, psychological, and social factors in shaping an individual’s development. Biologically, this framework considers genetic predispositions, brain development, physical health, and other physiological processes. Psychologically, it examines cognitive functions, emotional regulation, personality traits, and mental health. Socially, it considers the influence of family, peers, culture, and societal structures. The bio-psycho-social approach ensures that no facet of a child’s development is overlooked. By integrating insights from various domains, professionals can provide more comprehensive and effective support. For instance, understanding how a child’s anxiety might be linked to both genetic factors and stressful social environments can lead to more targeted and multifaceted interventions. Moreover, this holistic perspective is crucial because it aligns with the understanding that development is a dynamic and interactive process. Children do not grow and develop in isolation; their experiences are continuously shaped by the interplay of their biological makeup, psychological state, and social context.

			In summary, the bio-psycho-social approach provides a valuable meta-framework for professionals working with children. It underscores the importance of addressing the whole child, ensuring that interventions are well-rounded and considerate of all factors influencing development. This approach promotes a more nuanced and effective understanding of how to support children in their journey towards adulthood, acknowledging their complex and multifaceted nature as developing human beings.

			In the last few years, thanks to the Ferenc Mádl Institute of Comparative Law and the Association for Children’s Rights, two international conferences were held in 2022 and 2023 in Hungary devoted to the main and most urgent issues in the field of children’s rights and children’s well-being. We enjoyed the attendance of many law theorists, practitioners, and other child professionals who gathered and shared knowledge and experience on interdisciplinary thinking about children’s life today.

			One most noted child professional who participated in the Children’s Rights Days in Hungary in 2023 is Dr Beáta Pászthy. She is a paediatrician, child psychiatrist, family psychotherapist, and associate professor of the 1st Department of Paediatrics, and she was awarded the Prima Prize in the Hungarian Science category in 2021. She often refers to the bio-psycho-social well-being in her statements:

			A nation’s development, its community mentality, its ability to unite, its present and, above all, its future, are determined by how it treats the most downtrodden, the most underserved, and among them most of all children. In welfare societies with declining populations, the HEALTH of children and the growing generation is particularly important, which does not mean the absence of disease, but physical, mental, social and spiritual well-being. I think the Hungarian language expresses this complexity in the most beautiful way. In this sense, authentic and coherent programs aimed at the health and well-being of children carry unquestionable positive content, encourage the unity of society, direct attention to the future, and even their short-term results directly improve the individual and social feeling of well-being. In the long term, they improve the health indicators of the society from child to adult, reduce the occurrence of self-destructive behaviors, the number of unproductive life years spent in illness, and significantly increase the nation’s competitiveness. Society’s investment in children’s ENTIRE is the surest investment in the future. Children’s HEALTH is therefore the most important strategic issue for the consumer societies1.

			Professionals who work with children, particularly in fields such as education, social work, and healthcare, frequently encounter the necessity of adopting this holistic view. They recognise that children must be seen and healed in a manner that addresses all aspects of their being. This means considering the child’s physical health, mental well-being, emotional needs, and social environment. As read above, the term “bio-psycho-social” inherently suggests an interdisciplinary framework, a key concept central to our working group. This interdisciplinarity was a guiding principle in designing the book’s structure and main messages. While the term “interdisciplinary” is often associated with academic settings, its application extends beyond universities and research institutions. In practical settings, such as healthcare, social services, and education, interdisciplinary collaboration is crucial for addressing the complex needs of individuals and communities. Professionals from different backgrounds work together to develop comprehensive strategies and interventions, ensuring that all relevant aspects of a problem are considered. This holistic perspective is essential for addressing the complex and interconnected factors that influence the growth and well-being of individuals, particularly children, as they navigate their developmental pathways. Through an interdisciplinary approach integrating psychological understanding with legal protections and advocacy, professionals from both disciplines can collaborate effectively to safeguard children’s rights, promote their development, and ensure they grow up in environments that nurture their potential and well-being. This can not only strengthen legal decision-making but also enhance the support systems available to children and families, fostering healthier and more resilient communities overall.

			The collaboration between psychology and law is particularly crucial in cases where the child’s welfare is at stake. For instance, in cases of abuse or neglect, psychologists may evaluate the impact on the child’s development and recommend appropriate interventions to safeguard their welfare. Legal professionals use this psychological insight to advocate for protective measures and ensure the child’s safety through legal proceedings. Furthermore, psychology and law work together to advocate for policies and practices that promote children’s rights and well-being on a broader scale. This includes advocating for laws that protect children from exploitation, ensuring access to mental health services, and promoting educational opportunities that support their development.

			Cases of child maltreatment, current youth mental health issues, and even children’s everyday life in educational settings all need an interdisciplinary lens to fully address their complexity and provide effective solutions.

			In many countries increasing focus on child abuse led to remarkable changes in recent years. child protection laws, medical guidelines provide effective means for child protection services. Sound knowledge of the clinical manifestations, the parties involved, and the legal situation are required in order to provide effective child protection interventions.2

			In cases of child maltreatment, an interdisciplinary approach is crucial for comprehensively understanding and addressing the issue. Medical professionals, psychologists, and counsellors play a vital role in assessing the physical and emotional impacts of maltreatment, offering therapeutic support to help the child process and heal from trauma. Social workers evaluate the child’s living conditions and family dynamics, ensuring that the child’s environment is safe and supportive. Legal experts navigate the complexities of child protection laws, advocating for child’s rights and ensuring that justice is served. This coordinated effort among various professionals ensures that all aspects of the child’s well-being are addressed, leading to more effective interventions and long-term support. Current youth mental health issues also demand an interdisciplinary approach. The rising incidence of mental health challenges among young people, such as anxiety, depression, and behavioural disorders, requires the collaboration of mental health professionals, educators, parents, and policymakers. Psychologists and psychiatrists develop and implement therapeutic interventions tailored to the individual needs of each child. These interventions may include cognitive-behavioural therapy, medication management, and other evidence-based treatments. Educators create inclusive and supportive classroom environments that promote mental well-being and accommodate students’ emotional and psychological needs. Parents are integral to this process, offering support at home and working closely with schools and mental health professionals to ensure a consistent and comprehensive approach to their child’s well-being. Policymakers advocate for and implement policies that increase access to mental health resources, reduce stigma, and promote mental health awareness within the community. This collective effort helps to create a robust support system for young people, addressing their mental health needs from multiple perspectives and fostering resilience and well-being. In educational settings, an interdisciplinary perspective is equally vital. Teachers, school counsellors, psychologists, and administrators must collaborate to create an environment that supports all aspects of a child’s development.

			In summary, developing and sustaining partnerships within and across professions that intersect in the lives of children and families are essential in various cases related to children. Interdisciplinary teams try to bridge gaps between child welfare and well-being research, policy, teaching, and service. Achieving a comprehensive understanding of a child’s inner and outer circumstances is a complex and challenging task. Understanding the inner world of a child requires sensitivity and expertise to interpret their thoughts, emotions, and behaviours accurately. Psychological assessments, interviews, and observations help in unravelling the underlying issues contributing to the child’s difficulties. Equally important is comprehending the outer situation—assessing family dynamics, living conditions, and social environment that may impact the child’s development and well-being. Once the diagnosis is established, finding the safest and most effective intervention becomes paramount. This intervention should be tailored to meet the specific needs of the child and their family, considering their unique circumstances and challenges. This involves developing a holistic treatment plan that not only addresses the immediate concerns but also supports long-term healing and growth. Besides the work of psychologists and medical professionals, the role of legal experts is also crucial in advocating for children’s best interests in legal proceedings. Ultimately, the goal is to create a supportive and nurturing environment where the child can thrive. This requires a holistic approach that considers all facets of the child’s life and engages all relevant stakeholders in collaborative decision-making.

			1.1. Key Concepts: Children’s Well-Being and Best Interests of the Child

			After establishing our initial thoughts, let us delve into the key concepts that form the foundation of this book. A central concept in discussions about children is their well-being, a term frequently used in children’s law, psychology, and protection. We aim to clarify how we define this concept in our book. UNICEF’s definition of children’s well-being encompasses indicators across six dimensions: material well-being, health and safety, educational well-being, family and peer relationships, behaviour and risks, and subjective well-being. In recent years, because of the efforts of international organisations and the civil sector, several developed countries have begun adopting a child well-being approach in their policies and services regarding children. This approach parallels the growing understanding of human well-being and reflects the principle, enshrined in the United Nations Convention on the Rights of the Child (UNCRC).

			Well-being is not solely about avoiding child poverty. Regardless of material circumstances, children can only truly thrive if they are loved and cared for; enjoy good physical and mental health; develop their skills and abilities; live in safe and pleasant homes and environments; and benefit from opportunities for learning, play, leisure, social and cultural life, and personal development. They must also receive information; express their own identity and opinions; participate in decisions that affect their lives; and be protected from violence, neglect, exploitation, and discrimination. Additionally, they should be free from psychological problems and risky behaviour.

			An important feature of child well-being is its inclusion of both objectively measurable dimensions, such as income or school performance, and subjective dimensions, such as time spent with friends or opportunities to be creative. Listening to children themselves is crucial for identifying the issues that most affect their well-being at any given time. The relative importance of the different dimensions of child well-being will undoubtedly vary from one age group to another. Moreover, enhancing the well-being of children facing the greatest obstacles will most quickly elevate the well-being of children in the society as a whole.

			The multi-dimensional, dynamic nature of child well-being calls for commitment and cooperation from all those responsible for children, including parents and other caregivers, families, the community, the private sector, civil society, government, and professionals responsible for delivering social assistance, education, health, child protection, and other public services. Beyond our individual responsibilities, we can all contribute to the full spectrum of child well-being. Since child well-being is a positive concept that focusses on opportunity rather than deprivation, there is always room for improvement.3

			In psychology, child well-being encompasses a holistic state of health and development that includes physical, emotional, social, cognitive, and spiritual dimensions. It is defined by not only the absence of illness or adversity but also the presence of positive experiences and nurturing relationships that promote growth. Emotional well-being involves the ability to understand, express, and manage emotions, contributing to resilience and fostering positive self-esteem. Social well-being refers to the establishment of healthy relationships with peers, family, and the community, which enhance social skills and create a sense of belonging. Cognitive well-being is achieved through opportunities for learning and intellectual growth, encouraging curiosity and active engagement with the world. Spiritual well-being in childhood refers to a child’s sense of connection to themselves, others, and the larger world. It encompasses a child’s ability to explore and understand existential questions, find meaning and purpose, and foster values that guide their behaviour. Finding meaning and purpose in life experiences and understanding one’s role in the world as well as developing personal values and beliefs that influence decisions and behaviour are core components of spiritual well-being. Additionally, children require safety and stability to thrive. This entails a secure environment that protects them from harm and provides a consistent context for their development.

			1.2. Best Interests of the Child

			The other important concept in our book is the best interests of the child. This term originates from Art. 3 of the UNCRC, which states that ‘In all actions concerning children, whether undertaken by public or private social welfare institutions, courts of law, administrative authorities, or legislative bodies, the best interests of the child shall be a primary consideration’.2

			The UNCRC includes provisions designed to support a child’s needs for safety; health; family relationships; physical, psychological, and emotional development; identity; freedom of expression; privacy; and agency to form and express their own views. Among these provisions is the well-being of the child. In essence, the best interests of the child are whatever is best for that individual child. The UNCRC explicitly recognises the role of parents and caregivers (including extended family, guardians, and others with legal responsibility) in protecting and promoting the child’s best interests.4

			Although the UNCRC does not provide a strict definition of the best interests concept, it emphasises the importance of child protection. This concept underscores the idea that children have rights but does not grant them decision-making power. Judicial or administrative authorities in states that have ratified the UNCRC are obligated to consider “the child’s best interests” during all official decision-making processes pertaining to children.

			The flexibility of the UNCRC makes the concept adaptable to different situations. However, this broad discretion can also enable decision-makers to impose their own interpretations of the principle, potentially at the child’s expense. The role of psychology is significant in these contexts. Prioritising the best interests of the child as a “primary consideration” acknowledges that these interests must be balanced against other interests.

			2. Book Content

			The Social and Personality Development of the Child serves as a comprehensive guide tailored for lawyers, intended to be a definitive textbook on children’s development spanning from birth through late adolescence. Each article within the book is designed to be comprehensible on its own, allowing readers to explore specific areas or topics of interest without needing to read the entire volume. However, we emphasise that reading the entire book offers a unique perspective on developmental child psychology. Its diverse content not only covers classical and modern developmental theories and key debates in developmental psychology but also encourages readers to adopt an integrative approach to contemporary issues such as children’s mental health, parenting in the 21st century, and trauma-informed care in child welfare institutions.

			Some readers may encounter psychological concepts for the first time. It is important to note that academic and applied child psychology employs specialised terminology, akin to other scientific disciplines. Readers may initially find it challenging to synthesise diverse psychological theories into a cohesive framework. We encourage readers to not be discouraged early on. The investment in reading the entire book is worthwhile, as overlapping discussions and repeated exposure to terms and concepts gradually bring clarity and applicability to everyday practice.

			While primarily intended for lawyers, this book may also pique the interest of professionals curious about contemporary issues related to children.

			In the pages that follow, we will delve into three distinct parts that structure the book:

			Part one: Children in the 21st Century: This section explores the evolving contexts in which children grow up today, encompassing societal, technological, and cultural influences.

			Part two: Child Development: Social and Emotional Considerations in Personality Development: This part examines key stages of child development, including insights into social and emotional growth. Topics include trauma and resilience in development, as well as methods for assessing a child’s mental health.

			Part three: Future Perspectives: Parenting and Societal Outlook: The final part provides a forward-looking perspective on parenting practices and societal trends that shape children’s futures.

			That means that the content is divided into three parts, based on thematic considerations. These sections are designed to provide comprehensive insights into the multifaceted world of child-related issues, offering valuable knowledge and perspectives for both legal professionals and other interested professionals. As mentioned above, our exploration necessarily entails some repetition and overlapping discussion.

			2.1. Part One: Children in the 21st Century

			The first part starts with a review chapter on children’s mental health issues and psychological well-being in our days. Before the reader dives into detailed explanations on developmental stages, it is important to gain an up-to-date picture of the outer and inner contexts of children’s life in Central Europe these days. Marina Merkas et al. present a broad overview on this very important area.

			As the authors of this chapter note, professionals in the 21st century recognise that children face an unprecedented set of challenges that were unimaginable just a few decades ago. Every day, children encounter increased stress from social pressures, academic demands, and the omnipresent digital environment. The changing dynamics of family life, peer relationships, and cultural influences can pose significant challenges for children’s well-being and mental health. Recent studies indicate a significant rise in mental health issues among children in this era. The authors first define mental health issues; then, they explain how these issues arise and develop, identifying factors that make children vulnerable to developing mental health problems. Third, they provide a detailed overview of the prevalence of the most common mental health issues among children and adolescents. Finally, some strategies are presented that might contribute to the protection and well-being of children in the modern era.

			2.2. Part Two: Social and Emotional Considerations in Personality Development

			This second and longest part of the book is composed of nine chapters. These texts form the largest section of our book, focussing on social and personality development as the main aspects of human development. Let us pause for a moment and examine these two concepts from a psychological point of view. What is personality, and why do we devote so much attention to social development in childhood?

			2.2.1. Social Context of Child Development

			The most important aspect of a human being’s development is the social context. The process of socialisation begins very early in a child’s life3. It is the process by which children acquire the language and culture of their family and the community into which they are born. Within this community, children learn the language, norms, values, behaviours, expectations and social skills that are appropriate for their “world”. Social interactions are an important component of nearly every aspect of our lives. The development of skills necessary to form positive and lasting social interactions begins in infancy and continues to evolve as an individual grows and develops. Skills, such as trust, empathy for others, cooperation, and channelling of emotions (e.g. joy, anger, sadness, and frustration) develop throughout childhood. For most children, the skills needed for social interaction develop naturally. That is, they are acquired through the process of natural interactions within their environment—primarily home and early education settings. They listen, observe, practice, and internalise. By the time children reach adolescence, they begin to test the values and ideas that have shaped their childhood. Friendships and peer groups gain significant importance during adolescence, and social status is related to their conformity to these groups4.

			Self-esteem is considered the most critical skill affecting friendships and other social interactions by the time children reach adolescence. Self-esteem is how we perceive our value to the world and how valuable we think we are to others. Self-esteem affects our trust in others, our relationships, our work—nearly every part of our lives. Positive self-esteem gives us the strength and flexibility to take charge of our lives and grow from our mistakes without the fear of rejection5. Individuals with high self-esteem are more likely to persist in the face of failure6, while research has revealed that low self-esteem can result in long-term poor outcomes, including depression, eating disorders, delinquency, and other adjustment problems. Low self-esteem develops if there is a gap between one’s self-concept and what he or she believes one “should” be like. Self-concept—also referred to as self-identity—is the collection of beliefs one has about him or herself. Self- concept is cognitive and descriptive and reflects our perceptions of our behaviours, abilities, and unique characteristics. It answers the question, “Who am I?”. Early on, this view of one’s “self” is concrete and descriptive of what the children believe about themselves. Over time, the self-concept changes as children make new discoveries about who they are and what is important to them7.

			One of the most modern scientific studies on social development can be found in Sue Gerhardt’s book Why Love Matters8, which explains how early social experiences shape our emotional and mental development. It highlights the profound impact of love and nurturing in the future well-being of a person. One of her key messages is that, from an evolutionary perspective, our brain evolves in stages, with the so-called “social brain” developing in the last stage. In everyday speech, we usually refer to “the brain”, but this is not quite accurate. We actually have what neuroscientists call a “triune brain”, or three brains in one. Each of these brains reflects a different stage in our evolution. In the third and final stage, we develop the cerebral cortex in the outer layers of the brain. This is where the social brain—the thing that makes humans human—is formed. The social brain is activated when we control our emotions, follow social cues, and experience empathy. It also allows us to go beyond instinctive ways of behaving. A newborn baby’s brain has several systems to ensure survival. It has a functioning nervous system that makes it possible for her to breathe, a visual system that lets her track movement, and a core consciousness in the brainstem that enables her to react to sensory stimuli such as temperature. However, the social brain is missing. It only begins developing after the baby is born. After the birth, the baby is an active and interactive agent—an interactive project and not a self-powered one. Various systems in her brain are ready to go, but many more are incomplete and will develop in response to other human inputs. From baby-parent interactions patterns, attachment styles arise and evolve. This means that our earliest experiences are not simply laid down as memories or influences: they are translated into precise physiological patterns of response in the brain that then set the neurological rules for how we deal with our feelings and those of other people for the rest of our lives. It is not nature or nurture, but both. How we are treated as babies and toddlers determines the way in which what we are born with turns into what we are. According to Gerhardt, ‘There is nothing automatic about it. The kind of brain that each baby develops is the brain that comes out of his or her particular experiences with people’. This also means that good parenting is not just nice for the baby; it leads to good development of the baby’s prefrontal cortex, which in turn enables the growing child to develop self-control and empathy and to feel connected to others. Interaction, it turns out, is the high road from merely human to fully humane.

			

			2.2.2. Short Notes About Personality

			Personality psychology is the scientific study of individual differences in people’s thoughts, feelings, and behaviours. It explores the patterns and traits that make each person unique, focussing on how these characteristics develop and influence various aspects of life, including behaviour, relationships, and mental health.

			Let us see one of the most common definitions of personality: The American Psychological Association (APA) defines personality as follows: ‘Personality refers to individual differences in characteristic patterns of thinking, feeling, and behaving. The study of personality focusses on individual differences in particular personality characteristics and how the parts of a person come together as a whole’. This definition emphasises the distinct and consistent patterns in how individuals think, feel, and behave, highlighting the uniqueness of each person’s personality. It also underscores the integrative nature of personality, considering how various traits and characteristics combine to form a cohesive personality structure. Based on the APA’s considerations, the field of personality psychology studies the nature and definition of personality as well as its development, structure and trait constructs, dynamic processes, variations (with emphasis on enduring and stable individual differences), and maladaptive forms.

			Various theories explain the structure and development of personality in different ways, but all agree that personality refers to enduring characteristics and helps determine behaviour that comprises a person’s unique adjustment to life. While there is no single agreed-upon definition of personality, it is often thought of as something that arises from within the individual and remains fairly consistent throughout life.

			Formation of personality components such as major traits, interests, drives, values, self-concept, abilities, and emotional patterns during childhood involves a complex interplay of genetic, environmental, and social factors. The reader can find detailed texts about these processes in our book, but let us take a glimpse at some of the components, where we can see how socialisation and personality formulation connect with each other. For example, the emotional regulation component shows as how children learn to regulate their emotions through their years of socialisation: interactions with caregivers act as a model and teach children coping strategies. Another very important aspect of human personality and emotional life is the attachment style: secure attachment to caregivers provides a foundation for healthy emotional development and resilience.

			2.2.3. Measuring Personality

			Psychologists measure personality using different primary methods. The main methods involve projective tests and questionnaires. Projective tests, such as the Rorschach test or the children’s apperception test, involve presenting ambiguous stimuli to individuals. The idea is that people project their own thoughts, feelings, and experiences onto these stimuli, revealing underlying personality traits and conflicts. Questionnaires, such as the Minnesota Multiphasic Personality Inventory or different inventories applied to children, consist of structured items that assess specific traits and behaviours. Participants respond to standardised questions, allowing for reliable scoring and comparison across individuals. Both methods provide valuable insights into personality, although they have different strengths and limitations. Projective tests offer depth and qualitative data, while questionnaires provide quantitative measures and ease of administration. Lawyers may encounter the psychological assessment process and its findings in their practice. Therefore, it is essential to understand what occurs during a child’s assessment and how to evaluate and utilise a report to support decision-making processes related to children. The chapter presented by Dr Dominik Gołuch (Chapter 2 in Part II) discusses basic issues related to the process of psychological assessment of children and adolescents.

			2.2.4. Pathological Ways of Social and Personality Development

			Experts focus on not only the many influences that contribute to normal child development but also various factors that might cause psychological problems during childhood.

			Research in applied psychology helps us understand how healthy personality development evolves throughout childhood and by which risk factors a pathological way of development unfolds. When talking about personality pathologies, it is important to understand that based on research, standardised processes and personality assessment methods, we can determine the subclinical and clinical categories of mental health problems. The so-called classification of mental disorders, also known as psychiatric nosology or psychiatric taxonomy, is central to the practice of psychiatry and other mental health professions. Children’s classifications systems are part of these nosologies. The two most widely used psychiatric classification systems are the 11th Edition of the International Classification of Diseases (ICD-11) produced by the World Health Organization (WHO), and the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5), produced by the American Psychiatric Association.

			The DSM is the handbook used by healthcare professionals in the United States and much of the world as the authoritative guide for the diagnosis of mental disorders. The DSM contains descriptions, symptoms, and other criteria for diagnosing mental disorders. It provides a common language for clinicians to communicate about their patients and establishes consistent and reliable diagnoses that can be used in research on mental disorders. It also provides a common language for researchers to study the criteria for potential future revisions and to aid in the development of medications and other interventions.

			DSM-5 is the latest edition of DSM and includes changes to some key childhood disorders. For example, a diagnosis of attention-deficit/hyperactivity disorder now requires symptoms to be present prior to the age of 12 years (rather than 7 years, the age of onset in DSM-4).

			The other classification system was developed by the WHO in the early 1960s. The WHO Mental Health Gap Action Programme became actively engaged in a programme aiming to improve the diagnosis and classification of mental disorders. At that time, WHO convened a series of meetings to review knowledge, actively involving representatives of different disciplines, various schools of thought in psychiatry, and all parts of the world in the programme. It stimulated and conducted research on criteria for classification and reliability of diagnoses, and it produced and promulgated procedures for joint rating of videotaped interviews and other useful research methods. WHO released the latest version of ICD, ICD-11, which was presented at the World Health Assembly in May 2019 and implemented from 1 January 2022. The recent ICD-11 has met with great interest worldwide. As the most widely used classification system globally that is approved by the WHO, the changes will have direct implications for clinicians and researchers in the field of child psychology.

			Note that child and adolescent psychiatry sometimes uses specific manuals in addition to the DSM and ICD. The Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood was first published in 1994 by Zero to Three to classify mental health and developmental disorders in the first four years of life. It has been published in nine languages. The Research Diagnostic Criteria-Preschool Age were developed between 2000 and 2002 by a task force of independent investigators for developing clearly specified diagnostic criteria to facilitate research on psychopathology in this age group. The French Classification of Child and Adolescent Mental Disorders, operational since 1983, is the classification of reference for French child psychiatrists.

			2.2.5. Psychological Developmental Theories

			Before reading the developmental theories in these chapters, some core supplemental notes from the editor might be useful: it is important to understand that psychological thinking does not mean one clear theory of human beings. The science of psychology experienced sequential eras, each answering the earlier era’s questions and critics questioning the earlier theories of human development. Human development is a complex process, and we still do not understand it fully. Psychology has old questions: How does a personality develop? Why does one person get mentally ill while another does not under the same circumstances?

			In the second chapter of this part of the book (Chapter 3) the reader can become acquainted with one of the oldest debates of developmental psychology, the so-called nature-nurture controversy. Not easy but very worth a read is the chapter by Prof. Dr. Jovan Miric, Ph.D., which discusses classical developmental theories as well as some additions about modern theories. Some of the presented theories focus on the personality as a whole, while others refer to mainly cognitive development, socialisation, etc. In the chapter, you can read about the greatest theorists in developmental psychology—Freud, Erikson, and Piaget—as well as the core concepts and evolution of attachment theories of Bowlby and Ainsworth. The chapter is specially designed for lawyers. To make this serene theoretical text easier to consume, we asked the author to add some research examples of how the nature-environment debate is reflected in concrete personality developmental patterns, such as antisocial behaviour.

			

			The next chapter of this part of the book (Chapter 4) presents a profound description of children’s development by separated areas. It discusses the stages of social, emotional, and cognitive development, which are three main areas of human development besides physical changes. According to the Author,

			“because child psychology is so vast and tries to answer so many questions, researchers and practitioners often separate development into these specific areas. Broadly, these tend to map onto children’s physical, cognitive (thinking, learning, memory, etc.), and social/emotional development. Child psychologists attempt to make sense of every aspect of child development, including how children learn, think, interact, and respond emotionally to those around them; make friends; and understand emotions and their own developing personalities, temperaments, and skills”.

			The chapter emphasises the first two years of life as a crucial period for cognitive, emotional, and social development. Experiences during this time shape subsequent developmental stages. Positive experiences and a nurturing social environment foster the development of adaptive cognitive schemas, which support balanced social and emotional growth later in life. Conversely, negative experiences and lack of support can lead to schemas that heighten the risk of emotional and social difficulties; hinder the resolution of age-specific challenges; and may increase the likelihood of developing psychopathologies such as anxiety, depression, and personality disorders.

			The longest section of our book presents a detailed exploration of the four main developmental stages in childhood (Chapters 5, 6, 7, and 8). These chapters encompass extensive and diverse knowledge on children’s development, drawing from research, applied work, neuroscience, and brain mapping techniques.

			Child psychology typically defines several key periods before reaching adulthood at the age of 18 years. Some frameworks refer to the four main stages, while others divide childhood into five stages. The five stages of development in child psychology are newborn, infancy, toddlerhood, preschool age, and school age. For practical purposes, we chose a simplified version of this division in our book. We designate infancy as a separate phase, combine toddlerhood and preschool years into one chapter, and divide school age into two phases: early school age and adolescence.

			The stages and corresponding ages (in years) are as follows:

			
					Infancy (0–1);

					Toddlerhood and preschool age (1.5–6/7);

					Early school age (6/7–11/12);

					Adolescence (12–18).

			

			2.2.6. Trauma and Resilience as Two Important Components of Human Development

			This section of the book delves into two crucial topics: trauma and resilience. Both are inherently part of human development, with negative effects and protective factors playing significant roles in psychological growth. The concept of trauma, as understood today, is thoroughly examined. Noémi Vigh (Chapter 9) presents a comprehensive overview, offering insights into the basics and relevance of the trauma framework. The focus is on developmental trauma, which has revolutionised our understanding of the symptoms, dynamics, and treatment of mental health issues in both children and adults. Additionally, the chapter explores the connections between trauma, the society, human rights, and the legal system.

			Following the discussion on trauma, the next chapter (Chapter 10) provides an overview of the findings from positive psychology, particularly in relation to children’s resilience. Positive psychology, which emerged in the late 1990s, aims to shift the focus of psychological research from merely repairing damage to cultivating positive qualities in people and societies. The chapter outlines the historical development of the construct of resilience and elaborates on the contributions of positive psychology to this field. It highlights protective factors and the concept of posttraumatic growth. The chapter concludes with a brief overview of interventions designed to enhance resilience in children and adolescents, along with final remarks.

			One major contribution of positive psychology to the field of resilience is the identification and elaboration of protective factors. These conditions or attributes help buffer individuals against the negative effects of stress and adversity. The chapter discusses various protective factors that have been found to be particularly relevant for children, including supportive relationships with family and peers, positive self-esteem, a sense of mastery or competence, and effective coping strategies. By understanding these protective factors, researchers and practitioners can develop targeted interventions to bolster resilience in young people.

			A significant portion of the chapter is dedicated to the concept of posttraumatic growth. This concept, which has its roots in positive psychology, refers to positive psychological changes that can occur because of struggling with highly challenging life circumstances. The chapter explores how children and adolescents can experience personal growth and develop new strengths in the aftermath of trauma. It discusses factors that contribute to posttraumatic growth, such as finding meaning in the experience, increasing appreciation for life, and the developing deeper relationships with others.

			The chapter concludes with final remarks that underscore the importance of fostering resilience in children and adolescents. It emphasises that building resilience is about not only helping individuals cope with difficulties but also empowering them to thrive and reach their full potential. By integrating the principles of positive psychology into practice, educators, mental health professionals, and policymakers can create supportive environments that nurture the resilience and well-being of the next generation.

			2.2.7. Spirituality, a Component of Resilience

			The editor of the book finds it essential to add a crucial amendment to these previous chapters. Besides moral development introduced in the chapters, there is one further important field in children’s development—spiritual development—which, based on bio-psycho-social and spiritual models, contributes to human wholeness and thriving.

			A huge amount of psychological research reveals the role of spiritualty in human resilience and well-being. A consensus report prepared by a panel convened by the National Institute for Healthcare Research defined spirituality as behaviours, cognitions, and emotions that arise as part of an individual’s search for connection with a divine being, a higher power, or an ultimate truth.9 So, spirituality refers to a broad concept that encompasses a sense of connection to something greater than oneself. It often involves personal growth, meaning making, and the pursuit of inner peace. In psychology, spirituality can be seen as the way individuals seek purpose and fulfilment, which can contribute to overall well-being. It is not confined to organised beliefs and can be expressed through personal practices such as meditation, nature appreciation, or creative expression.10

			It may be helpful to examine how this intriguing subject has been approached over centuries. Many parents and educators are nowadays are voicing their conviction that, in our turbulent society, we must provide youngsters a strong moral sensibility and deep respect for their natural environment. In the fields of counselling and psychotherapy, mechanistic approaches to personality study and treatment are giving way to the notion that human spirituality is an important and inborn characteristic. More and more practitioners are realising that unless we recognise our higher longings, self-fulfilment is likely to remain elusive.

			The notion that childhood may harbour special intuitive and spiritual sensitivities has long flourished in Western European traditions. Carl Gustav Jung decisively broke with psychoanalyst Sigmund Freud’s theory to forge his own systematic explanation of the human psyche. In his system of psychology, spirituality became an important, if not the most important, part of human existence. He introduced a core concept called the “self”, which, according to him, is the central archetype in the collective unconscious, embodying the entirety of the psyche and serving as a guiding force towards personal wholeness and individuation. Jung viewed the self as the ultimate goal of psychological development, where an individual achieves a harmonious integration of all aspects of their personality. This process of individuation is a journey towards self-realisation, involving the acknowledgment and integration of one’s inner experiences and potentials. The self is thus seen as both the totality of the psyche and the driving force behind an individual’s quest for balance and completeness. Through understanding and embracing the self, individuals can achieve a deeper sense of meaning, purpose, and connectedness within their lives.

			More recently, interest in spirituality during the early years has emerged from two rather different spheres of psychology. The first comes from therapeutic work with children who are terminally ill or have nearly died as a result of sickness or accident. Dr. Elisabeth Kübler-Ross has been a key pioneer in this domain. Her work led directly into the realm of transcendent experience and the field of psychological research. The second comes from investigators who have reviewed countless reports, some by children as young as 2 years, that consistently describe a common series of extraordinary events close to the moment of physical death, called near-death experiences. Kübler-Ross observed, ‘I can only say that these (episodes) come from every corner of the world – from religious and non-religious people, believers and non-believers, from every conceivable cultural and ethnic background’.11

			We have to make a distinction between the terms spirituality and religiousness. The latter may also involve a search for the spiritual, as it is undertaken within a collective (i.e. a church or some other type of religious community) that provides guidance, validation, and support for the methods with which that search is conducted12. In summary, both spirituality and religiousness are explored in psychology for their effects on mental health, coping mechanisms, and overall life satisfaction. While spirituality refers to a broad concept that encompasses a sense of connection to something greater than oneself, religiousness typically refers to adherence to specific organised beliefs, practices, and rituals associated with a particular faith or religion. It involves community participation, doctrine, and structured forms of worship. In psychology, religiousness is often studied in relation to community support, moral frameworks, and the impact of faith on mental health.13

			Religious and faith development are described by some notable theorists in psychology. David Elkind’s work focusses on the cognitive and emotional development of children in relation to their understanding of religion. He emphasised the role of imagination and how children use symbolic thinking in religious contexts. Elkind noted that as children grow, their capacity to understand abstract religious concepts evolves, moving from concrete representations to more abstract thinking.14 James W. Fowler describes the stages of faith development, outlining a progressive framework from early childhood through adulthood:

			
					Stage 1: Intuitive-projective faith (ages 3–7 years): Children rely on intuition and imagination. Their faith is shaped by stories, images, and symbols.

					Stage 2: Mythic-literal faith (ages 7–12 years): Children start to understand religious stories more literally. They begin to distinguish between fantasy and reality but still think in concrete terms.

					Stage 3: Synthetic-conventional faith (Adolescence): Adolescents start to see the world from perspectives outside their own and begin to form a more coherent belief system influenced by their peers and authorities.15

			

			These theorists collectively highlight that children’s faith and religious development involve a gradual and complex process, influenced by their cognitive and emotional growth as well as their social environment. Each stage reflects a deeper and more abstract understanding of faith and religion as children mature.

			

			2.3. Part Three: Future Perspectives: Parenting and Societal Outlook

			In part three of our book, readers will find two significant articles addressing current and future questions related to parenting and societal dynamics.

			The first article (Chapter 11) addresses a crucial aspect of children’s well-being at the societal level: development of trauma-informed childcare institutions and educational systems. Establishing trauma-informed environments represents a significant shift in our approach to prioritising the safety and well-being of children, thus fostering healing, growth, and resilience. The journey towards implementing trauma-informed practices in childcare and education is ongoing across the Central-European Countries. This chapter explores the concept of trauma-informed care in both childcare and education, highlighting the fundamental principles that underpin this approach. It also provides guidelines for creating systems that promote healthy developmental conditions, which are essential for children’s daily lives.

			The second and final article (Chapter 12) explores the question, How can the society best support future parents in caring for their children? Merkas et al. examine the transformations in societal expectations and living conditions over the past 50 years that have influenced perceptions of parenting. They note that the evolving role of mothers as primary caregivers, increased involvement of fathers in family duties and childcare, and impact of digital life are all contributing to a new era of parenting. Today, parents are more likely to seek advice online and look for support from family members or neighbours before consulting professionals. This shift has led to a complex environment where misinformation and public debates about parenting practices are prevalent, making it challenging to navigate the landscape of modern parenting.

			3. Psychological Development in a Broader Context, And the Changing Image of the Child

			The working definition of childhood in our book refers the period from birth to the age of 18 years. This is an internationally agreed definition of childhood as specified in the UNCRC. This definition encompasses enormous diversity, from small infants to young people. It is not strange to ask the question, What is a child? The answer is by no means as obvious as it may appear in modern societies in which childhood is so powerfully taken for granted. Understanding of what is a child is not fixed. It has differed over historical time and varies from society to society, culture to culture, and time to time. Children are part of families, communities, and nations.

			Philippe Aries argued that European childhood is a specific, modern construction dependent on the particular social and historical factors in Europe. Sociologist Chris Jenks aptly described the complex Western discourses around childhood. He commented that ideas about children are so contradictory over time that it is possible to take one adjective to describe childhood and believe it to be true, and then take its opposite and also believe this. Some of the complex Western contemporary ideas about children are inherited from past philosophical, artistic, and scientific discourses.

			The discourse surrounding childhood has evolved significantly over time, with key contributions from philosophers such as Hobbes, Locke, and Rousseau. Each of these thinkers presented a distinct perspective on the nature of children, reflecting broader societal beliefs and shaping contemporary views. Hobbes portrayed children as inherently evil, emphasising a Puritan discourse that suggests the need for strict control and guidance. This perspective highlights a view of childhood as a state requiring intervention to prevent moral decay, framing children as beings in need of discipline. In contrast, Locke introduced the idea of the child as a tabula rasa, or blank slate. According to his theory, children are neither inherently good nor evil but are shaped entirely by their experiences and upbringing. This discourse emphasises the importance of education and the environment in fostering a child’s development, suggesting that nurturing and positive influences can lead to moral growth. Rousseau, on the other hand, presented a more optimistic view, seeing children as inherently good. This Romantic discourse celebrates the innate potential of children and advocates for a naturalistic approach to upbringing, encouraging freedom and exploration as essential components of healthy development.

			These foundational ideas continue to resonate in contemporary debates about childhood, influencing how children are perceived and treated today. The legacy of these discourses informs current discussions about parenting, education, and child welfare, highlighting the enduring impact of historical perspectives on modern practices. Understanding these evolving discourses is crucial for grasping the complexities surrounding childhood in today’s society.

			The contemporary world is often said to be going through a period of globalisation, and it clearly influences theories and policies on modern childhood. Beliefs and values about childhood are also becoming globalised. Notions of childhood inevitably become part of this process. In 1997, the World Bank published a report on early child development called Early Child Development: Investing in the Future. The report aimed to have worldwide significance and be applicable to all children. It divided children under 8 years into four categories: infants (0–1 years), toddlers (1–3 years), pre-schoolers (3–6 years), and young school age children (6–8 years). It then listed the expected developmental stages that every child, regardless of their whereabouts in the world, should be expected to reach. Its recommendations were meant to be universal and based on scientific facts, and the report spelled out standards that children should meet. Not only was a universal image of the child born that time, but the ideal childhood was also standardised and exported globally. If there are universal processes and standardised childhood developmental phases, it is foreseen that the construct of the “problem child” will arise.16

			Not only has contextual thinking about childhood changed throughout the decades, but psychology itself has also made a huge journey, since child development became a topic of interest in psychology. Our current scientific knowledge has travelled far from the beginnings of child psychology. Although we are still in search for many answers regarding human development, a lot of empirical research from the last 150 years supports our knowledge on the complex process from the moment of conception to a child reaching 18 years of age.

			In the year 1799, in the rural region of Aveyron, France, a remarkable and mysterious event captured the attention of local villagers. It began with sporadic sightings of a wild, dirty, and naked boy who appeared to be living alone in the nearby dense woods. Upon his capture, it became clear that the boy had been living in the wild for a significant period. He was covered in dirt and scars, likely from his time surviving in the harsh conditions of the forest. The boy, who would later become known as Victor of Aveyron, was unable to speak and exhibited behaviours that suggested he had little to no human contact during his formative years. The case intrigued many, including Dr. Jean-Marc-Gaspard Itard, a young physician who specialised in the education of the deaf. Dr. Itard saw an opportunity to study Victor and possibly rehabilitate him, hoping to understand more about human development and the impact of social isolation on children. With permission from the authorities, Dr. Itard took Victor under his care and began a rigorous programme aimed at teaching him language, social norms, and basic human behaviours. Over the years, Victor made some progress, learning to understand basic words and perform simple tasks. However, he never fully acquired language or integrated completely into society. Despite the limited success, Victor’s case provided valuable insights into child development, the effects of isolation, and the human capacity for learning and adaptation. Victor of Aveyron’s story remains a poignant example of the resilience of the human spirit and the profound impact of early social experiences on development.17

			The study of children as an empirical science was conducted as early as 1840 when Charles Darwin began to form a record of the growth and development of his child. Following Darwin, the study of human childhood became firmly established as a respected subject for scientific scrutiny, detailed description, theorisation, and experimentation.

			Now, thanks to modern brain mapping techniques, we know that babies from the very beginning of life are interactive human beings. Each one comes with a genetic blueprint and a unique range of possibilities. Through the mirror neurons in our brain, we are connected to other people from the start of life, already resonating with other people from the very beginning. The active baby seeks out interactions with others. Well-managed babies come to expect a world that is responsive to them to bring intense states back to a state of comfort. This is what we call the competent baby, or the image of the competent infant.

			We must note that most of the detailed descriptions of the many stages and transitions that take place in childhood are based on developmental psychology in the context of Western childhoods. On the other hand, much scientific research on childhood, especially in developmental psychology, has been criticised for presenting its conclusions as universal truths, even though that research was based on children and young people growing up in industrialised societies, especially in Europe and North America. The social constructivist approach emphasises that there is no universalist approach. We must consider that knowledge, beliefs, and understanding about childhood are culturally situated.

			Beliefs and debates about how children should develop opened discussions on how to treat and educate them properly. Developmental concepts had a huge impact on how to treat children at home, in schools, or even in hospitals and childcare centres. Developmental concepts have just become a common part of everyday language. In the second half of the 20th century, parenting became an everyday topic. Current research on parent-child characteristics focusses heavily on understanding the dynamics, influences, and outcomes of the relationships between parents and their children in contemporary society. Studies explore how different parenting styles (authoritative, authoritarian, permissive, etc.) impact children’s cognitive, emotional, and social development. Research often examines the balance between warmth and control in parenting and its effects on children’s outcomes. Researchers emphasise the importance of considering cultural variations and socioeconomic factors in understanding parent-child relationships. This includes how cultural beliefs and practices around parenting influence child-rearing practices and child outcomes. Studies explore how digital media use by parents and children affects family dynamics, parent-child interactions, and child development outcomes, including social skills, language development, and behavioural patterns. Current studies also focus on identifying factors that contribute to parental stress, resilience, and coping mechanisms in the face of various challenges, such as economic hardships, divorce, or parenting children with special needs18.

			Overall, contemporary research on parent-child characteristics aims to provide insights into effective parenting practices, familial relationships, and factors contributing to healthy child development in diverse contexts.

			3.1. Towards an Integrated Image of the Child

			Although the definition of children can change across time and place, their presence does not. Childhood is part of the human experience, and children influence our world. Children are fully human, yet they are also developing beings in need of instruction and guidance. They are vulnerable orphans, yet they are also social agents with gifts and strengths that contribute to our world. They are members of the community who are nurtured by adults, and yet they also serve as models for adults.19

			While psychology provides clear guidance on what constitutes an ideal childhood—love, attachment, and nurturing environments—the reality of addressing individual child cases can be significantly more complex. When a child is already facing challenges, finding the best solution becomes difficult, and the clear, idealistic concept of the child’s best interest can become complicated. As discussed in the Introductory Thoughts in this chapter, since the rights of children were declared, a legal component of how we think about childhood was added and a new image of children emerged—the child with rights.

			While children’s rights emphasise the importance of ensuring safety, development, and well-being for every child, psychology offers insights into the emotional, cognitive, and social needs of children. The challenge lies in connecting the ideal legal concepts with the realistic circumstances each child faces. Can we bridge the gap between ideal and realistic solutions to truly serve a child’s best interests? Can we bridge law and psychology to truly serve a child’s best interests?

			A key question can be raised about the status of young humanity—their needs, competences, responsibilities, and rights. Put simply, how far are children seen as innocents who need protection, nurture, and training as well as social actors who engage with and contribute to their development and have the right to be heard?20

			Only an interdisciplinary practice can attend to children’s challenges and contributions that can honour their vulnerabilities and strengths as well as emphasise adult duties and responsibilities to children. Quoting from Marina Merkas et al. in this book

			“The goal of this interdisciplinary connection is to ensure that children receive the care, support, and protection they need for their optimal development and happiness. This means that legal decisions are not made in isolation but are informed by psychological insights. It acknowledges that the well-being of children goes beyond just meeting their basic needs; it includes their emotional and psychological health, which can significantly impact their future well-being. In conclusion, when psychology and law work together to promote children’s well-being, a thorough and child-centred strategy is produced, with legal choices being based on a thorough comprehension of the psychological requirements of children to support their best possible growth and well-being.”

			By the end of this book, we hope that readers will be well-acquainted with the major concepts in developmental child psychology presented here. Our goal was not just to present the fundamental models of psychological thinking about childhood. It is important to note that psychological thinking cannot be separated from its cultural and historical contexts. Additionally, we aim to provide insights into children’s mental health issues, highlighting mainstream concepts that shape the trajectory of developmental psychology, such as the concepts of trauma and resilience. We also explore the roles of parenting and society, examining how these factors influence child development and well-being.

			

			At the second Children’s Rights Days conference in Budapest, a new aspect of the interdisciplinary concept of childhood was briefly introduced to the public by the editor of this book. Because human beings, and especially the child, are a truly remarkable entity, they cannot be treated as being mere objects of a single science or based on one isolated social construct. Only professionals who have participated in interdisciplinary teamwork concerning a child’s case can truly appreciate the numerous facets and perspectives that emerge. Each of these professionals, whether having medical, psychological, social, legal, or spiritual backgrounds, contributes their unique viewpoints, illuminating different aspects of the child’s complex and integrated being. The integrated image of the child we refer to involves the concept of restoring the child to their whole existence. It is a state the child often recalls and expresses through symbols in psychotherapeutic settings. This holistic aspect is inherent in everyone, including adults, often referred to by various names such as the “inner child” or “archetypal child” within ourselves. Understanding and addressing this integrated nature is crucial in providing comprehensive care and support for the child’s development and well-being.

			Hans Urs von Balthasar emphasised the importance of recognising and integrating the sacred aspects of early childhood into adulthood. He believed that elements present from the very beginning of our lives hold a profound significance that should not be lost as we grow older. Balthasar’s theological perspective suggests that the innocence, wonder, and inherent sacredness of childhood are crucial components that shape our spiritual and moral development throughout life. This view underscores the continuity between the sacredness of childhood and responsibilities of adult life, advocating for an ongoing integration of these early experiences within our mature selves.21

			Therefore, it is the duty and responsibility of anyone who holds these opinions to consider how these definitions apply in children’s daily lives and our work.

			We hope you enjoy your journey through our book!
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			CHAPTER 1

			Children in the 21st Century: A Brief Overview of Children’s Mental Health Issues and Psychological Well-Being in Contemporary Society

			Ana ŽULEC IVANKOVIĆ – Matea Bodrožić SELAK – Marina MERKAŠ

			Abstract

			In the 21st century, children face a unique set of challenges that were inconceivable a few decades earlier. Daily, children confront heightened stress from social pressures, academic demands, and the pervasive digital environment. The changing dynamics of family functioning, peer relationships, and cultural influences might be challenging for children’s well-being and mental health. Recent studies show a significant rise in mental health issues among children in the 21st century. Before we outline how the society can help, it is important to gain some understanding of mental health issues. First, we define mental health issues, and second, we explain how mental health issues arise and develop, and which factors make children vulnerable to the development of mental health issues; third, we provide a detailed overview of the prevalence of the most common mental health issues in children and adolescents. Finally, some strategies that might contribute to the protection of children in the modern era are presented.

			Keywords
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			1. Mental Health and Mental Health Issues

			1.1. What Are Mental Health and Mental Health Issues?

			Individuals’ good mental health is not only important for their own functioning but also a benefit for the whole community. The World Health Organization (WHO)22 defines mental health as ‘a state of mental well-being that enables people to cope with the stresses of life, realise their abilities, learn well and work well, and contribute to their community’. Mental health issues (MHIs) can be defined as difficulties in coping with stress, realising abilities, learning, working, or contributing to the community. The International Classification of Diseases 11th Revision (ICD-11)23 defines mental disorders as

			“…a syndrome characterized by clinically significant disturbance in individual’s cognition, emotion regulation, or behaviour that reflects a dysfunction in the psychological, biological, or developmental processes that underline mental and behavioural functioning. These disturbances are usually associated with distress or impairment in personal, family, social, educational, occupational, or other important areas of functioning.”

			MHIs and mental disorders are heavily intertwined. One distinctive difference between them is that MHIs are often presented on a continuum, while mental disorders have some specific diagnostic criteria that last for a longer time period.24, 25 MHIs can vary in severity and impact a person’s daily life, relationships, and ability to function effectively.

			1.2. Prevalence of Mental Health Issues

			In this chapter, MHIs in children and adolescents are divided into the following categories:

			
					Internalised problems,26 which include anxiety and depression

					Externalised problems,27 which include aggressive behaviour and conduct disorder

					Attention and regulation problems,28 which include attention-deficit/hyperactivity disorder (ADHD) and specific learning difficulties

					Problems related to digital technology use, which include problematic smartphone use and internet gaming disorder

			

			In 2022, WHO published a World Mental Health Report with the subtitle Transforming Mental Health For All. In this report, WHO takes a closer look into specific MHIs and points to the worsening of the situation in children’s mental health. WHO stated that 22% of children aged 5–19 years have some MHIs.29 WHO points out that ADHD is the most common problem among younger children (4.6% of children); anxiety is the most common problem among adolescents of both genders (around 4.5%) and even more prominent in adolescent girls (around 5.5%), and is sometimes linked to depression.30 In 2021, according to UNICEF, among children aged 10–14 years, 13.5% of boys and 11.2% of girls had some mental disorder, while among children aged 15–19 years, 14.1% of boys and 13.9% of girls had some mental disorder.31 When considering both age groups, the most common mental disorders were anxiety and depression (42.9%) in both boys (31.4%) and girls (56.3%).32

			Recent literature reviews33, 34, 35, 36 have shown that the COVID-19 pandemic highly influenced the mental health of children and adolescents worldwide. Especially, elevation was observed in children’s and adolescent’s anxiety and depression, as well as in irritability, attention problems, and problematic use of smartphones.37, 38, 39 UNICEF points out that, after anxiety and depression, the most prevalent MHIs in children and adolescents are conduct disorder (20.1%) and ADHD (19.5%); both are more prevalent among boys (24.3% and 26.7%, respectively) than girls (20.1% and 19.5%, respectively).40

			In some cases, severe anxiety and depression can lead children and adolescents to take their own lives, that is, commit suicide.41, 42 Recent data by WHO on children and adolescents worldwide show that suicide is a leading cause of death in adolescents, with UNICEF reporting that ‘almost 46,000 children and adolescents between the ages of 10 and 19 end their own lives – about 1 every 11 minutes’.43, 44 Data for the whole of Europe show that suicide is the second most common cause of death in young people aged 15–19 years, right after road injuries, with 6 deaths a year for every 100,000 population.45 Eurostat data show that in 2020, of all European countries, Estonia had the highest percentage of adolescents aged 15–19 years who committed suicide (18.86%), followed by Iceland (13.47%), while Cyprus and Malta did not report any death by suicide in this age group in 2020.46 UNICEF reported that suicide in childhood and adolescence is more prevalent in boys (59% and 71%, respectively) than girls (41% and 29%, respectively).47 On the other hand, conduct disorder is, as will be discussed later, more focussed on doing harm to other people and violating the rights of others; as such, it can be a risk factor for and an early sign of delinquency and some criminal behaviour. Research on this topic shows that adolescents are more prone to some delinquent behaviour (e.g. drinking alcohol or using drugs) than severe criminal behaviour.48 Data from Europe are somewhat scarce, mainly because children aged below 14 years49 are rarely sent to prison.50 The most recent data on all European countries show that there are around 4,000 juvenile or minor inmates, who make up 0.1–6.9% of the total prison population in specific countries.51, 52 European countries are more focussed on the prevention and rehabilitation of child and adolescent delinquents, so most of the offenders are sent to rehabilitation centres for some form of community service.53, 54

			Research has shown that MHIs in children are related to less positive and more negative affects (i.e. daily, weekly, or monthly) and lower life satisfaction and well-being.55 Well-being is most often defined as an affective and cognitive evaluation of one’s life.56 In this context, affective evaluation refers to the presence of positive affect and absence of negative affect,57 while cognitive evaluation refers to life satisfaction—cognitive judgement of one’s life and life experiences.58, 59 Life satisfaction and the overall well-being of children and adolescents reduced during the COVID-19 pandemic.60, 61, 62, 63, 64, 65

			These data should be considered seriously in terms of policymaking and intervention and prevention programmes. This is because childhood and adolescence are crucial life phases in which most mental health disorders begin, usually starting with milder MHIs.

			

			2. Evolution of Mental Health Issues: Understanding Their Development

			One most well-known and comprehensive theory for the development of MHIs, which is based on both biological and psychological approaches, is the biopsychosocial model (BPS). This model represents the integration of and interaction between several factors in the aetiology of MHIs: biological, psychological, and social components. The BPS model defines MHIs as emerging from a human system that includes both physiological components (biological nervous system) and psychosocial components (e.g. relationships, family, and community).66 Biological factors encompass the genetic predisposition to certain mental disorders, neurochemical imbalances in the brain, and other biological elements that may contribute to the development of MHIs (e.g. individuals with a family history of mental health disorders may have higher risk for development of the same disorders). Psychological factors involve the emotional, cognitive, and personal characteristics of an individual, such as stress, trauma, low self-esteem, anxiety, and depression, which contribute to the development of MHIs. Social factors are all environmental factors such as social support, family dynamics, economic circumstances, and cultural factors. Within the BPS model, MHIs develop and result from a complex interplay of multiple factors.

			Factors that impact the likelihood of specific MHIs are commonly known in the literature as risk and protective factors. Risk factors are characteristics, traits, or features of an individual that increase the likelihood of them developing a particular problem.67 Biglan et al. identify fundamental risk factors for the development of multiple MHIs, including individual, family, peer, school, community, and economical factors.68 Table 1 presents the most common risk factors for MHIs in children in the 21st century.

			The mere presence and impact of risk factors do not always result in negative outcomes. Protective factors mediate and/or moderate the effects of risk factors, thereby reducing the incidence of behavioural problems.69 While there are numerous protective factors, some of them are mentioned and emphasised more frequently in the literature, including individual, family, school, and community strengths.70 The risk and protective factors coexist, and their dynamic interaction usually leads to the manifestation of (un)favourable patterns and experiences. Table 1 presents the most common protective factors for MHIs in children in the 21st century.

			
			Table 1. Some risk and protective factors for the development of MHIs among children today71
				
					
					
					
					
					
				
				
					
							
							
							Personal characteristics

						
							
							Family dynamics

						
							
							School environment

						
							
							Community influence

						
					

				
				
					
							
							Risk factors

						
							
							Genetics72, 73, 74

						
							
							Insecure attachment

						
							
							High academic pressure75

						
							
							COVID-19 pandemic76, 77, 78, 79, 80

						
					

					
							
							Onset at a young age81

						
							
							Low socioeconomic status82

						
							
							Unsupportive and abusive teachers83

						
							
							Poverty84, 85

						
					

					
							
							Female gender86, 87

						
							
							Parental conflict88

						
							
							Financial barriers89

						
							
							War

						
					

					
							
							Personality traits (neurotic, irritable, depressive, and affective temperament)

						
							
							Parental divorce90

						
							
							High peer pressure91, 92, 93, 94

						
							
							Easily available digital technology95, 9697

						
					

					
							
							Protective factors98

						
							
							Intelligence

						
							
							Positive family communication

						
							
							School connectedness

						
							
							Effective prevention policies

						
					

					
							
							Positive self-image

						
							
							Parental support

						
							
							Active participation in school activities

						
							
							Clear norms and values

						
					

					
							
							Empathy

						
							
							
							
					

					
							
							Problem-solving skills

						
							
							
							
					

				
			

			3. Overview of Mental Health Issues in Children and Adolescents

			3.1. Internalised Problems

			In most cases, internalised problems affect just the person with the problem and are sometimes harder to detect. The most common internalised problems in children are anxiety and depression, which are related to feelings of stress and loneliness.

			3.1.1. Anxiety

			The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (American Psychiatric Association, 2013) defines anxiety disorders as problems ‘that share features of excessive fear and anxiety and related behavioral disturbances’.99 What defines generalised anxiety disorder in both children and adults is persistent and excessive anxiety about various life domains, with the combination of some physical symptoms, such as difficulty concentrating, sleep disturbance, and muscle tension, for at least six months.100 The prevalence of generalised anxiety disorder in children is relatively small, as about 4–5% of children and adolescents are diagnosed with it.101, 102 This is because children often have some other forms of anxiety (i.e. separation anxiety or social phobia) that are more prevalent in specific stages of childhood and adolescence and have to be distinguished from generalised anxiety disorder. The general prevalence of anxiety symptoms in children and adolescents is 15–25%, depending on the sample and country. It is also observed in research and diagnostics that girls are more prone to experiencing anxiety symptoms and being diagnosed with a disorder than boys.103

			

			3.1.2. Depression

			According to the American Psychiatric Association (2013), the ‘presence of sad, empty or irritable mood, accompanied by somatic and cognitive changes that significantly affect the individual’s capacity to function’104 is a sign of some depressive disorder, such as major depressive episode or disorder.

			When people suffer from some depressive disorder, they experience no pleasure in daily activities, have trouble sleeping, lose energy daily, and feel worthless or guilty. To diagnose a child or adolescent with a depressive disorder, symptoms must be present for at least one year.105 The prevalence of depression in childhood is rather small. Research shows that around 2% of children suffer from some form of depression or experience some depressive syndromes.106, 107, 108 Any type of depression symptoms, including disorders, is more prevalent in adolescence. Research has shown that during adolescence, 15–20% of boys and girls suffer from some type of depression, which is more prevalent among girls.109, 110, 111 Results also confirm gender differences in the prevalence of depression in adolescents: In one sample, 29.2% of girls and 11.5% of boys had at least one major depressive episode in the previous year.112

			3.2. Externalised Problems

			In children and adolescents, the most prominent form of externalised problems is aggressive behaviour, usually in the form of bullying. However, some children can also be diagnosed with conduct disorder.

			According to the American Psychiatric Association (2013), the most basic symptom of conduct disorder is a repetitive pattern of behaviour that is marked with a violation of basic rights or societal norms for at least 12 months.113 This behaviour is described as physical cruelty to people or animals, deliberate engagement of fire, breaking into someone’s house, staying out late despite parental rules, bad relationships with peers, and so on. Regarding externalised problems and conduct disorder during childhood and adolescence, boys are more likely to express this type of behaviour and be diagnosed with conduct disorder.114, 115 Generally, conduct disorder is diagnosed in 5–10% of children, mainly boys. Different research points to the fact that the ratio of conduct disorder is 2:1 for boys, with around 7% of girls and 11% of boys having conduct disorder.116, 117

			3.3. Attention and Regulation Problems

			ADHD is an impairment involving inattention, disorganisation, and hyperactivity-­impulsivity. Children often have problems with focussing on certain tasks; have problems with listening, sitting still, and waiting; and often intrude on other people’s activities. In diagnosing ADHD, it is very important for the symptoms to significantly interfere with everyday activities and normative development. Research shows that ADHD is more prevalent in boys than girls, in both childhood and adolescence. The global prevalence of ADHD is 7.2%. Different national surveys and global research show that its prevalence is around 2% in young children (i.e. aged 3–5 years), around 10% in older children (i.e. aged 6–11 years), and 5–13% in adolescents (i.e. aged 12–17 years).118, 119, 120, 121 It is also noticed that around 13% of boys are diagnosed with ADHD, compared to around 6% of girls, with the ratio being consistent in all age groups.

			Children can also have other problems affecting their schoolwork and academic achievement, known in the literature as specific learning difficulties.122 The most common ones are dyslexia, dysgraphia, and dyscalculia. These problems or difficulties are the result of neural development and/or brain functioning and are related to problems in reading or writing (dyslexia123 and dysgraphia)124 and mathematics (dyscalculia).125 Research has shown that the general prevalence of specific learning disabilities is relatively high (around 20%).126 Literature shows that 15–20% of children have dyslexia, 10–30% have dysgraphia, and 3–7% have dyscalculia.127, 128, 129 The literature also suggests that specific learning difficulties are more prevalent in boys than girls, more during the childhood than adolescence. Moreover, specific learning difficulties are highly related to ADHD: Around 40% of children with some learning difficulty also have ADHD, and around 25% of children with ADHD will be diagnosed with some learning difficulty.130

			3.4. Problems Related to Digital Technology Use

			Recent research shows that around 25% of older children (i.e. aged 7–11 years) and nearly 90% of adolescents (i.e. aged 12–17 years) have their own smartphones and use them for long periods during the day.131, 132 These percentages were even higher during the COVID-19 pandemic, as children attended school via online platforms and spent even more time in front of screens, with some data pointing to a rise in screen time for 50% of children compared to the time before the pandemic.133, 134, 135 Previous studies identify two major concerns when discussing technology use and children’s mental health: problematic smartphone use and excessive online gaming.

			Problematic smartphone use is defined as the use of a smartphone for longer time periods during the day, which affects daily functioning and basic needs (e.g. eating and sleeping).136, 137 The prevalence of children who can be categorised as problematic smartphone users is 10–30%. This problem is more prominent in adolescents than in younger children, as they gain more independence as they grow older and tend to disobey parental rules. Problematic smartphone use affects different aspects of functioning in children and adolescents and can trigger MHIs.

			Research shows that online gaming is an upcoming problem for mental health in children and adolescents as it shows high correlation with some MHIs.138, 139 In the latest version of the Diagnostic and Statistical Manual of Mental Disorders, internet gaming disorder has been categorised as ‘other condition that may be a focus of clinical attention’,140 but it has not yet been classified as a disorder. It is defined as ‘a pattern of excessive and prolonged Internet gaming that results in a cluster of cognitive and behavioral symptoms, including progressive loss of control over gaming, tolerance, and withdrawal symptoms, analogous to the symptoms of substance use disorders’.141 Similar to any other addiction, basic human needs, social relationships, and daily functioning are generally affected in people with an online gaming problem.142, 143, 144, 145 Even though gaming addiction is not yet classified as a disorder, research shows that around 3% of children and adolescents worldwide meet the criteria for gaming addiction, and this is more prevalent among boys than girls.146, 147, 148

			4. What Can We Do?

			4.1. Promoting Children’s Well-Being and Preventing MHIs

			Poor mental health has significant negative consequences on the global society and the overall economic situation because it leads to job loss, which in turn brings poverty, stigma, and discrimination. Social exclusion, violent victimisation, and human rights violations are more common among individuals with MHIs compared to the general population according to WHO.149 A study on 30 countries in the European Union revealed that the total cost of mental, neurological, and neurodegenerative disorders in 2010 amounted to 798 billion euros.150 A study in the United Kingdom calculated that total expenses over a person’s lifetime reach 97,490 euros per child for a moderate behavioural issue and 2,981,190 euros for a severe behavioural problem.151 Because of such consequences, it is of great importance to work on promoting mental health and well-being at an early age and on prevention, which includes timely recognition of symptoms of mental illnesses, as well as on reducing risk factors and strengthening the effects of protective factors among vulnerable groups. Mental health is a necessary precondition for the development of a sustainable society.152, 153 To protect the mental health of children and adolescents, it is necessary to invest in the promotion of mental health and prevention of MHIs.

			Promotion of mental health involves all efforts to strengthen an individual’s ability to respond to developmentally appropriate tasks as well as develop competencies, a sense of self-confidence, abilities, well-being, social inclusion, and the strength to cope with adversity.154 It entails creating individual, social, and environmental conditions that are empowering and thus enable optimal health and development. Promotion that relies on a competence-enhancement model that is aimed at enhancing competencies and positive mental health should be implemented.155 Such initiatives seek to involve individuals in processes to achieve positive mental health and improve the quality of life.

			Prevention is defined as the process aimed at reducing the incidence and prevalence of behavioural problems and risky behaviours in children and youth.156 It focusses on reducing modifiable risk factors and strengthening protective factors, with the goal of such preventive interventions being risk reduction. It focusses on specific MHIs, with the aim of reducing the frequency, prevalence, and severity of problems.157 Foxcroft (2014) outlines three functions of universal, selective, and indicated prevention, which are environmental, developmental, and informational.158 Environmental prevention includes interventions aimed at limiting the availability of opportunities for risky behaviours through various policy programmes and legal restrictions. Developmental prevention aims to promote adaptive behaviours and prevent maladaptive ones by supporting the development of skills crucial for adequate functioning in everyday life. Informational prevention relates to education and raising of awareness, thus increasing awareness of the consequences of specific risky behaviours.

			Foxcroft (2014) assumes that environmental prevention will be effective for various risky behaviours.159 It is often equated with universal prevention, but these constructs are not synonymous, primarily because environmental prevention can take on the characteristics of selective and indicated prevention. An example of environmental prevention in the context of digital technology is the introduction of a ban, legal restrictions, or activation of social media profiles for individuals aged below 18 years (children and adolescents) to prevent the negative effects of social media on the well-being of children. In this way, environmental prevention is universal but also takes on characteristics of selective prevention as it targets a specific, vulnerable group.

			4.2. How Can We Protect Children in the Modern World?

			Certain subgroups are at higher risk of MHIs due to increased exposure and susceptibility to unfavourable social, economic, and environmental conditions.160 Such disadvantages are usually persistent and accumulate throughout a person’s life.

			Below are some recommendations and ways in which we, as a society, can contribute to promoting children’s well-being and preventing MHIs in childhood. First, it is important to emphasise the significance of early intervention for children who are at higher risk of developing MHIs. Early intervention involves identifying and addressing MHIs in children as soon as possible through regular screenings and assessments in schools and healthcare settings.161 Schools are ideally positioned to identify and address MHIs because they provide lots of opportunities for contact with children and they have staff who are familiar with children and their families and are likely to notice some changes in a child’s behaviour.162 They also have access to most children, including hard-to-reach groups and children, and children identified in schools are more likely to receive support and have better outcomes. In this context, there are two types of screening: universal and selective.163 Universal screening involves assessing all students using questionnaires that provide an indication of a person’s MHIs. These questionnaires can also be completed by their parents or teachers (using one or multiple gates). Selective screening, on the other hand, assesses only students known to school staff as being at higher risk. One recommendation regarding this question is the development and implementation of a systematic method of identifying children with mental health problems in schools or healthcare institutions. However, numerous obstacles hinder the implementation of screening in schools, including (1) inadequate financial resources, (2) inadequate training and supervision staff, (3) difficulty coordinating a full continuum of prevention and intervention services, (4) maintenance of quality and empirical support of services, and (5) limited evaluation of outcomes of services to improve programmes and contribute to policy improvement.164

			The next recommendation is to educate and inform the public, as well as children, about factors that pose risks to mental health and those that provide protection, in addition to raising awareness about the symptoms and prevalence of MHIs. We can promote mental health literacy which is defined as knowledge and beliefs about MHIs that aid their recognition, management, and prevention.165 A possible effective approach is the integration of mental health education into school programmes. Education increases awareness but also fosters empathy, reduces the stigma surrounding mental health, and equips children with healthy coping skills. Through such educational initiatives, individuals might become more proficient at identifying signs of distress, which may manifest as alterations in behaviour, mood swings, withdrawal from social activities, or a decline in academic performance. Moreover, creating an environment where open discussions about mental health can take place and reducing the associated stigma are essential. Moreover, such education has a pivotal role in sensitising the public to the importance of seeking professional help promptly, thus mitigating the potential development of severe MHIs. Nearchou et al. (2018) showed that young people’s beliefs about other people’s stigma towards MHIs were a stronger predictor of help-seeking intentions than their own stigma beliefs.166 Furthermore, ensuring that children and parents have access to mental health services and eliminating barriers that hinder them from seeking help (e.g. lack of information about services, inflexible services, wait times, complex pathways, and cost) when needed are crucial. This ensures that appropriate support is readily available.

			Another important recommendation is to consider the implementation of programmes designed to cultivate resilience in children, enabling them to effectively cope with challenging life circumstances. Resilience is usually defined as a positive or protective process that reduces maladaptive outcomes under conditions of risk.167 Resilience is nurtured by providing children opportunities to confront challenges and learn from their experiences.168

			It is important to provide parents resources and support to enhance their parenting skills and create a nurturing family environment through some evidence-based prevention programmes. Prioritising quality family time and being free from screens can strengthen familiar bonds and reduce screen dependence.169 Promoting physical activity and a healthy family lifestyle is also paramount, as these factors are linked to improved mental health outcomes. Establishing tech-free zones or designated times during the day and modelling healthy tech habits for children foster a balanced approach to technology.

			Community engagement initiatives, such as educational campaigns and support groups within the community, are needed. Encouraging children to participate in clubs, sports, volunteering, and hobbies that may facilitate social connections with local communities can significantly contribute to their mental health and overall well-being.170 Such activities provide opportunities for social interaction, development of socio-emotional skills, and a sense of belonging, all of which may contribute to a positive mental health outcome.

			Lastly, advocating for policies and legislation that prioritise children’s mental health is essential. The developed systematic mental health policy refers to the future vision of the population’s mental health defined by action plans, guidelines for actions and strategies, measurable objectives, and detailed areas to which activities relate.171 Modern mental health policy should be holistic and multisectoral, consisting of five areas that encompass

			
					prevention and

					treatment of MHIs,

					positive mental health and promotion,

					social policies for the equality of people with MHIs, and

					the fight against stigmatisation and discrimination.172

			

			The implementation of such a policy requires the collective efforts of all organisations and sectors with the responsibility for mental health such as professional associations, prevention research groups, international organisations, governments, nongovernmental organisations, the health industry (e.g. pharmacy industry), and donors (e.g. volunteers).

			Preventive interventions/programmes are often not comprehensive and are directed towards individual programme investments, making it challenging for them to address the existing needs of the society and achieve the desired or expected outcomes.173 Prevention efforts are typically targeted at individuals (children), families (parents), schools (peers and teachers), or the community or neighbourhood. Such preventive activities that focus on isolated systems reflect occasional pressures and crises a community may face at a particular time, resulting in a perception of the situation’s severity and the problem’s prevalence. At times, issues may escalate into more significant crises that communities must subsequently grapple with. These crises, which shed light on the challenges confronting communities, serve as catalysts for the development of preventive programmes. To prevent issues from evolving into larger crises, it is crucial to proactively investigate both the risk and protective factors within the community. Efforts should be directed towards mitigating risks while enhancing protective factors. By doing so, we can not only address the immediate concerns but also work towards fostering a more resilient and mentally healthy community.
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			CHAPTER 2

			Understanding the Psychological Report of a Child: What Happens During the Psychological Assessment Process?

			Dominik GOŁUCH

			Abstract

			A child psychological assessment is a comprehensive process designed to understand and assess a child’s psychological, emotional, cognitive, and behavioural functioning. The aim of this chapter is to present basic information about the typical structure of psychological reports and to present important issues related to the process of diagnosing children and adolescents. This will make it easier to understand how the assessment is carried out and what to focus on when getting acquainted with the report.

			The chapter discusses basic issues related to the process of psychological assessment of children and adolescents. To better understand what happens during the assessment, the standards that research tools should meet (in terms of objectivity, standardisation, validity, reliability, and normalisation) are discussed briefly. Moreover, various purposes of diagnoses and forms of diagnoses are indicated. Standards for conducting psychological diagnoses are discussed, and typical elements of the diagnostic process are described. It is indicated how children may perceive a psychological assessment situation, and, referring to the transactional model of psychological stress, the most typical factors influencing the perception of the situation are described. The roles of parents, guardians, and the psychologist-diagnostician in the entire process are indicated, along with how they can shape the process to make it more comfortable for the child. General issues related to diagnosing children at various stages of development are also discussed.

			Keywords

			psychological diagnosis; psychometric tools; diagnosis of children and adolescents; fear of evaluation; psychological stress

			1. Introduction: Diagnostic Goals, Types, and Report

			A child psychological assessment is a comprehensive process designed to understand and assess a child’s psychological, emotional, cognitive, and behavioural functioning.174 This process typically involves several steps and the use of various assessment tools to collect information. Depending on the area under study, the process may vary, especially when it comes to the selection of specific methods. Nevertheless, many aspects are similar, regardless of the culture, education system, or legal system. To understand what happens during the process of psychological assessment of a child, we need to not only look at the process itself, but also first discuss the standards and good practices in conducting psychological diagnoses. Only then can we look at the child’s psychological situation. The child psychological assessment will differ due to the process itself and the tools used in the diagnostic process, and the broadly understanding of development and awareness of the situation will also determine the child’s mental state.

			Psychological diagnosis is almost always the first stage of a broadly understood intervention. Some countries conduct systematic psychological screening tests for children and adolescents.175 Such studies may include all people in each country of a certain age to find children who deviate from the norm. Therefore, actions can be initiated to support their development. However, in many countries, the psychological evaluation process begins when either the parent, physician, teacher, or other specialist believes that something is wrong. Therefore, the purpose of the examination is to describe the child’s mental, emotional, social, cognitive, and behavioural state to determine the next steps in the procedure. Having obtained information about specific undesirable symptoms or behaviours that the diagnostician identifies in an interview with caregivers or within the environment, as well obtaining the results after using appropriate research tools on the child, the diagnostician can perform the so-called differential diagnosis to check what may be the source of “abnormal” behaviour. Considering a combination of various factors, the specialist looks for the most probable cause. It is important to remember that one symptom can be an indicator of many things and not just clinical problems in the child. For example, if a child behaves aggressively, it may indicate emotional disorders or developmental problems (e.g. autism spectrum disorders);176 it may also be related to personality traits177 or be a reaction to the (possibly stressful) situation in which the child finds themselves.178 When issuing an opinion in her/his report, the diagnostician should analyse all aspects comprehensively and find the most probable cause, referring to her/his experience, theory, and scientific research (evidence based diagnosis), as well as medical classifications if needed (e.g. International Classification of Diseases [ICD] or Diagnostic and Statistical Manual of Mental Disorders [DSM]).179

			Having information about the condition of the examined person and the reasons for specific functioning will make it possible to undertake appropriate intervention. This intervention may be of a psychological, medical (including psychiatric), social, institutional, or legal nature. Of course, the intervention will depend on the circumstances in which the diagnostic process was initiated. It should always be borne in mind that the process very rarely starts with the child’s initiative. Most often, the cause of the diagnosis is “abnormal” behaviour in the child, which is observed by specific people, and they are the ones who report to specialists. These people can be broadly divided into the following groups:

			A)	Parent/parents/legal guardians with whom the child lives daily: They may be concerned, for example, about changes in behaviour (‘Until now, he was a calm child, but now he has attacks of aggression’, ‘The child has always liked to play with others, but now he prefers to play away from others’, etc.) or differences between their child and other children of similar age (e.g. ‘My neighbour’s child is already crawling/walking/talking, but mine is not, even though mine is older’, ‘Other children are doing well at school, but mine is doing poorly’, ‘My cousin’s child can recite poems very nicely, but mine has trouble remembering songs’, etc.). Depending on the legal system of a given country, the consent of both180 of the child’s guardians is needed or one guardian’s consent is enough181 to start the diagnostic process.

			B)	Employees of the education system (nurseries, kindergartens, schools, and psychological clinics), that is, teachers, school psychologists, pedagogues, etc.: These are specialists who have knowledge in the field of child development and, at the same time, can observe the child’s behaviour in a group of peers and determine whether it is within the developmental norm. The competence of these people to initiate the diagnostic process may vary depending on the legal system. Ultimately, it is the parents/guardians who must consent to the child being examined. It is a customary practice that, at the stage of enrolling the child in a facility, parents must sign an “in advance” consent for the child’s participation in broadly understood psychological activities, including assessment. The reasons for this group of people starting diagnosis may include, for example, maladaptive behaviour in kindergarten/school among peers; social or emotional problems such as reacting with aggression or withdrawal inappropriate to the situation; and significant school problems, including learning and cognitive problems.

			C)	Health care system employees, including doctors, paediatricians, and specialists: Such employees may pay attention to certain unusual behaviours of the child during periodic examinations or if caregivers take the child to the doctor because of the child’s illness. Depending on the child’s condition, especially in the case of an immediate threat to life, these professionals may take appropriate actions, such as hospitalisation, beyond diagnosis, sometimes without obtaining the consent of the guardians/parents.

			

			D)	Broadly understood group of people associated with state authority, particularly courts: This group most often has no direct contact with the child at the beginning, and the diagnosis initiated by the child appears during a specific procedure/process. The court may order a psychological examination in matters such as those related to divorce and the issue of establishing parental authority. Depending on the legal system, the court or prosecutor may order a psychological assessment in criminal cases: This involves, on the one hand, an assessment of the child as a victim (e.g. to assess the qualification of the act depending on the degree of mental health damage suffered or, on the other hand, assessment of the child as the perpetrator of a criminal act (e.g. to what extent they were aware of the threat or consequences they caused or, in the case of youth, whether they can be held responsible for a given act as an adult). Relevant, authorised authorities may order a diagnostic process in other cases, such as in the adoption procedure or when granting institutional (material and non-material) assistance to a child or family.

			The result of the diagnoses in cases A, B, and C will most often be an intervention, which may be in the form of psychological assistance, additional forms of education, psychotherapy, medical therapy, or other interventions aimed at supporting the child’s development and independent functioning. Such intervention may also involve parents—through education, therapy, and work with children.

			In case D, the diagnosis will be aimed at facilitating the decision by the appropriate authority regarding the child’s future. In particular, the authority will decide on appropriate legal solutions that will be aimed at the greatest possible good of the child. The diagnosis here is helpful for decision-makers, thanks to which they gain a better, more comprehensive insight into the child’s mental functioning. Often, thanks to the diagnosis, the child’s best interests (which may get lost during various legal procedures) can be considered.

			Psychological diagnosis is the process of assessing and understanding a person’s emotional, behavioural, and mental problems. Many diverse types of psychological diagnoses are used in psychological and psychiatric practice depending on their purpose and context.182 Clinical diagnosis is the process by which a psychologist or psychiatrist evaluates and identifies mental disorders or emotional problems in a patient. The result of a clinical diagnosis may lead to a diagnosis such as depression, anxiety disorder, or schizophrenia. Neuropsychological diagnosis focusses on assessing the patient’s brain function and cognitive skills to identify possible brain damage or cognitive disorders such as dementia or attention deficit disorders. In this form of diagnosis, it is possible to use medical devices that enable examination of the structure or functioning of the brain, such as an electroencephalogram, tomograph, or magnetic resonance imaging. For psychological diagnoses of children and adolescents, psychologists who specialise in working with children and adolescents diagnose developmental, behavioural, and emotional disorders in children such as attention-deficit/hyperactivity disorder, autism, and conduct disorder. For personality diagnoses, the psychologist evaluates the personality traits or dispositions of the patient to understand his style of functioning (i.e. social or emotional), behaviour (i.e. maladaptive or problematic), and thinking. In social diagnoses, psychologists analyse the impact of social and cultural factors on the patient’s mental health and emotional and behavioural problems. In some cases, career counselling psychologists may perform career assessments to help individuals choose or adapt their career paths based on their skills, interests, and goals.183

			After completing the diagnosis process, the specialist prepares a report that will be presented to the appropriate people: parents, teachers, doctors, authorities, etc. The report should contain key information that will be necessary to understand the situation of the examined child. Reports can have different structures, just as the goals and types of diagnosis can vary. Nevertheless, several elements should be included in the report. The first includes identification data of the child, parents/legal guardians, and the diagnostician. The child’s date of birth and date of examination should be included. Additional demographic data may be included. The report must indicate the purpose of the study: What is the reason for the study, and who directed it? Next, the diagnostician should present basic information obtained in an interview with parents/legal guardians, in a community interview if needed, and may include important information from medical records (if it is related to the purpose of the examination). These data may include, for example, information about previous diagnoses, treatments, and therapies; child development history (physical, emotional, social, and cognitive); information about family, home, and school environments; and any significant life events affecting the child. The next element of the report is a description of the research methods used. This should be done in such a way that readers can have a general overview of the study situation. It is worth having the diagnostician justify the use of specific tools. Next, the diagnostician records the significant behaviour of the child observed during the examination (e.g. whether the child cooperates or avoids the researcher, disturbing behaviour, and whether there is any interaction). In the next part, the specialist presents the research results. They should be presented in a descriptive manner, in as much detail as required for the purpose of the study. The child’s results are compared to standards appropriate for the child’s age. This part may end with a profile interpretation of the results (e.g. the child’s strengths and weaknesses, possible difficulties, and disorders). If the purpose of the study requires it, a diagnosis and description of the problem (if any) are provided and assigned to an appropriate classification (e.g. ICD or DSM). Moreover, if the purpose of the diagnosis justifies it, the diagnostician may provide recommendations for further proceedings (e.g. therapy, additional tests, or interventions) or tips for parents/guardians/teachers. Finally, the diagnostician may attach additional materials or information if they are important for the diagnosis.184

			2. Psychometric Tools: The Concept of Norm and Health

			The psychologist assesses the patient’s functioning most often through observation, interview, and psychological tests.185 While the first two methods should be considered qualitative (except for somewhat structured methods), psychological testing provides primarily quantitative information. The best tools for this purpose are those that meet psychometric standards: objectivity, standardisation, validity, reliability, and normalisation.186 Such tools provide objective, quantitative information about the person being diagnosed. It is worth comparing the tools to a medical diagnosis: The doctor, in an interview with the patient, collects information about what is wrong with the patient. The doctor can observe certain symptoms himself and based on them, deduce the disease with which he is dealing. However, laboratory tests will play an objective and decisive role in diagnosing whether the patient is suffering from a cold, flu, cancer, or something else.

			The previously mentioned psychometric criteria can be broadly and briefly developed as follows: Objectivity means that the test result and its interpretation are independent of the diagnostician. That is, two or more psychologists independently examining the same patient with the same test should reach the same conclusions. Standardisation means that all people diagnosed undergo the same testing procedure: They receive the same order or instructions on what to do, answer the same questions or perform the same tasks, and receive the same materials as other people who take such a test. Validity means that the test measures what its creators intended it to measure (in a more current approach, the test creators have data that authorise a specific interpretation of the test results). Reliability means the accuracy of measurement. Normalisation, on the other hand, means that certain thresholds have been established for test results, thanks to which we can interpret these results in low/medium/high categories by comparing the points obtained by the tested person with the average results of people in a given population (e.g. general population, children, and people with specific disorders, depending on the groups for which specific normalisation tests were carried).187

			Let us dwell on this last criterion for a moment longer. While a diagnostician can determine how a patient behaves in an interview or observation, without relating these behaviours to norms, he cannot state that a given behaviour or symptom is, for example, normal/abnormal, healthy/pathological, or good/not good. Only thanks to knowledge about how people from a given population behave or what features they have is it possible to determine whether we are dealing with a behaviour or symptom that requires intervention. Therefore, when analysing reports from the psychological assessment process, it is necessary to know what norms or criteria the diagnostician used to determine whether the child’s functioning is “normal” or “pathological”. It is worth noting that according to the World Health Organization’s general definition, ‘Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity’.188 In this context, the researcher will pay attention to specific behaviours or symptoms that make it difficult to achieve well-being in the areas listed in the definition. These symptoms may be described within the framework of a medical classification (e.g. ICD189 or DSM190) or the psychological theory on which the tools used in the diagnostic process are based (e.g. developmental models, theories of intelligence, or personality concepts). Knowledge of the classification and theory makes it much easier to understand the report itself as well as its interpretation in terms of health or pathology.

			Research tools, even those that examine similar functions, may differ from each other on many levels. The first step is defining the study area. Intelligence or social behaviour may be defined and operationalised using different methods. For example, intelligence as defined by Raymond B. Cattell191 is one thing and intelligence as measured by the Stanford-Binet Intelligence Scale192 is another. Second, tools can use different standard models. In psychology, these may be developmental norms or the relative position of an individual in a group (statistical model). Developmental norms assume that children have specific skills or abilities at a specific level of development or age. Many classifications are available, and they may also vary in distinct cultures. For example, if children start school at the age of 6 years in a given education system, they are expected to have the so-called school readiness, which refers to specific features and skills that enable them to function at school so they can focus on the lesson for a longer time, develop gross motor skills, etc.193 Older children can be expected to have competence in counting, performing mathematical operations, or having knowledge of words or knowledge, in accordance with the education programme of the given country. The second type of norms determines the relative position of the child’s results compared to the normalisation sample. For example, consider that a child’s results in an intelligence test are higher than average, but they are much lower than average in memory tests. In this model, various scales194 can be used, such as the standard, percentile, and intelligence quotient (IQ) scales. Regardless of the type of norms scale used, the diagnostician must use standards that are best suited to the patient—based on normative groups most similar to the patient. The more closely matched the norms, the more reliable the diagnosis. The diagnostician should use tools and methods that have specific standards for the population to which his patient belongs. The norms should first consider age, as what is typical for four-year-olds may be too difficult for three-year-olds. Norms should also consider intercultural195 and intergender differences.196

			To sum up, for the obtained diagnosis to have an objective basis and be as close to reality as possible, the researcher should use tools for which psychometric properties have been defined and tested. In his report, the researcher should list the diagnosis methods and, if possible, write something more about them, so that the reader can be sure that the diagnostic process is not based only on the diagnostician’s subjective feelings. The diagnostician should also indicate to which standards the results or observations were referred, so that the reader is clear about the interpretation of the results in terms of health/norm pathology.

			3. Standards in Conducting Psychological Assessment of Children

			Minors should be treated in a unique way. The basic principle for a psychologist when working with minors is their well-being, which means that minors have no less rights than adult clients in contact with a psychologist. The psychologist has the right and obligation to respect the decision of the minor as a human person regarding contact with them.

			The diagnostic process may vary depending on the purpose, tools used, or culture. Nevertheless, to obtain a reliable diagnosis that is as close to reality as possible, standards should be followed. They may be specified in, for example, the codes of ethics,197 guidelines,198 or publications.199 Following the guidelines will help in implementing the principle of primum non nocere, which can be translated as “above all, do no harm”. Most standards and guidelines often concern the following ethical areas related to diagnosis: informed consent to participate in the process, information obligation, right to privacy, and professional competences of the psychologist. This applies to the diagnosis of both adults and children.

			All these areas are obviously interconnected: There can be no fully informed consent to participate in the study unless the patient is informed about all stages of the process and the patient’s sense of security and privacy is guaranteed. In the diagnostic process, these elements should be carefully considered at various stages by the diagnostician.

			The first two areas should be discussed extensively in the first stage of the process of diagnosing children and adolescents. This can be defined as the referral of a child for examination, most often by parents, teachers, physicians, or other specialists who are concerned about the child’s behaviour or development. The diagnostician tries to obtain as much information as possible from parents or guardians regarding the child’s behaviour, symptoms, history, possible diseases, previously observed problems in development or functioning, etc. The scope of information will depend on not only the reasons for the diagnosis but also its purpose. Parents or guardians will be asked to consent to the assessment, which includes understanding the purpose, procedures, and potential benefits and risks of the assessment; the results that can be obtained; and how they will be shared (e.g. if the diagnosis needs to be shared with a school, care facility, court etc.). Moreover, the diagnostician presents what information will be forwarded and in what form and what will remain only in the diagnostician’s confidential documentation.

			In the case of children, information about the diagnostic process must be presented to the child’s guardians, who consent to the tests in most legal systems. However, regardless of who ultimately makes the legally binding decision to consent to the test, the diagnostician should also present all information to the patient and obtain his/her acceptance. This has both ethical and practical dimensions. The patient’s consent to conduct tests, even if it may not be required under the law, significantly facilitates the diagnostic process. The patient is then more willing to cooperate and follow instructions. However, in the case of lack of patient acceptance, the examinee may interfere with the diagnosis, not perform tasks and commands, or even mislead by giving false answers. The approach of informing the patient about the diagnostic process should be adapted based on the patient’s level of development. For example, when examining a four- or five-year-old, the diagnostician may talk about what games they will play, and they will involve or say that he will ask the child to draw certain things.

			After obtaining the guardians’ consent and patient’s acceptance, collecting information about what worries the parents, and conducting an initial conversation with the patient, the diagnostician selects the assessment tools and methods. He considers the child’s age, developmental stage, and social and intellectual capabilities (e.g. even though the child may be at the appropriate age to use a given test, according to the authors’ assumptions, the patient’s developmental deficits may be so profound that he or she will not be able to perform any tasks). The diagnostician has a wide range of methods to choose from, such as the already mentioned standardised tests, interviews, observations, and questionnaires.

			After selecting the methods, the diagnostician presents the procedure to the caregivers and patient and obtains their acceptance. He then moves on to the study session. It may involve a single session, various tests spread over time, or the same tests repeated after a certain period. Depending on the purpose, the tests most often assess cognitive, emotional, and behavioural functioning. Cognitive assessments may include IQ, academic achievement, or cognitive processing tests. Emotional assessments may include self-report questionnaires, projective tests, or structured interviews. Behavioural assessments may include observations of a child’s behaviour in various environments, such as home or school. Parents or teachers can participate in the assessment at not only the initial interview stage but also later, thanks to which the diagnostician receives information about the child’s behaviour, development history, and functioning in various contexts. Several standardised methods have been developed for parents of younger children and teachers, such as the Adaptive Behaviour Assessment System-3200 or Conners™201 test. The psychologist may also conduct direct observations of the child in natural environments, such as at home or school, to assess how the child interacts with others, copes with everyday challenges, and exhibits specific behaviours.

			Once the research phase is complete and all relevant data are collected and analysed, the psychologist typically meets with parents or guardians to discuss the results and provide feedback. This meeting is an opportunity for parents to ask questions, clarify concerns, and gain insights into the child’s psychological functioning. A formal written report is usually provided. Often, there are no strict regulations on what the report should look like. However, it is recommended that it include the following elements: reasons for starting the diagnosis, description of the examined child and his/her history, main results of the research conducted, diagnosis (often also including definitions included in legal regulations), summary, and recommendations. It should summarise the results of the assessment, diagnosis (if appropriate), and recommendations for parents or guardians. If a child is referred for examination by an authorised body, the psychologist issues an opinion, certificate, or judgement in accordance with the legal order prevailing in each country. Eventually, this document may be limited to providing short, general information, in accordance with the templates adopted or issued by the relevant authorities. However, besides describing the child’s functioning, the report may also include specific recommendations for intervention, therapy, or further assessment, if necessary. In this case, the final stage involves constantly monitoring progress and adapting treatment plans.

			4. Psychological Situation of the Child

			When trying to understand a child’s psychological situation, we can consider it in terms of psychological stress. Referring to, for example, the transactional model of stress,202 it can be assumed that stress will be stronger the more a child perceives the whole test situation as a threat or challenge. This will depend on elements such as the reason for the diagnosis, attitude of the child and parents towards the examination (awareness of the situation, newness of the situation/previous experience, voluntariness/coercion, and fear of evaluation), contact with the diagnostician, and place of the examination.

			Regardless of the specific reasons for the diagnosis, the common element is that virtually every time a child is subjected to a psychological assessment, the cause is some problem noticed by parents, guardians, a doctor, a teacher, etc. A psychological diagnosis is conducted because one of the above-mentioned people stated that the child does not behave as children should behave in each developmental period (e.g. ‘Why doesn’t my three-year-old talk yet?’, ‘Why doesn’t my six-year-old play with other children?’, ‘Why does he behave aggressively when other children in a similar situation behave ‘normally’?’ ‘Why isn’t he paying attention to what I’m saying?’). In most cases, the problem and its consequences can be defined in negative terms: disorders, developmental deficits, diseases, and problems with dealing with emotions. However, sometimes, the problem may have a more positive connotation, for example, the child’s intelligence level is much above average, which makes the child bored in class. However, as even such a “problem” may have negative consequences for the child, it requires appropriate treatment. Another exception may be situations in which a child is referred for mandatory psychological testing, for example, if a given country carries out psychological screening tests of the population (in most countries, these are currently recommendations rather than policies).203 Therefore, children who are subjected to a psychological examination most often find themselves in some problematic, demanding situation. Depending on the child’s level of development and knowledge as well as how the parents and the environment relate to the problem, the child may perceive the entire situation as a greater or lesser threat. They may also not perceive the entire situation based on such categories at all if their awareness or knowledge about the problem is low or they have not noticed any disturbing signals from their parents or guardians. In such a situation, the diagnostic process may be perceived as, for example, playing with an adult.

			The child’s attitude towards the examination is an essential element that will not only involve experiencing unpleasant emotions (e.g. fear of being judged) but also translate into motivation to cooperate with the diagnostician. People with a positive attitude towards the process will be more willing to follow instructions reliably, and they can also more easily control unpleasant emotions caused by stress. They will not treat the whole situation in the same category of stress as when they had a negative attitude. In such a situation, subjects may refuse to cooperate; follow instructions unreliably, sloppily, or randomly; and may even be misleading.

			Attitude will depend on, first, the reason for the diagnosis and how other adults relate to the problem. Children who observe anxiety and fear in their parents may also approach the whole situation with fear and distance. General situational awareness is important: Does the child know why he/she is seeing a diagnostician and needs to perform certain tasks? Does the child understand what the possible consequences for him/her could be? In younger children, such awareness is lacking, but with subsequent development stages (which will be discussed later), this awareness increases. For babies and young children, the whole situation may be considered as just playing with a new person. In such a case, the stressful nature of the situation will be determined by issues such as how the child relates to newly met people? Is the child withdrawn, afraid, or rather interested and trusting? Is it time for the diagnosticians themselves to establish good contact and inspire trust or not? Is the examination taking place in a familiar or child-friendly place, or is it completely new and unfriendly? In the case of older children and adolescents, they may already be aware that they are taking part in the diagnostic process but may not fully understand that further actions, such as therapeutic or educational treatment, will depend on the diagnosis. The more awareness of the consequences is developed and the more serious the children are, the more likely it is that the study is considered a threat. At the same time, poor understanding of the research situation and procedure may lead to anxiety and a sense of stress. Situational awareness also involves knowing your own rights. Children may not know or be aware of the laws that protect them. Therefore, in situations that are uncomfortable or threatening to them, they cannot resort to the rights to cope with the demanding situation. In this respect, the knowledge of rights and their use to protect children rests with both parents and guardians as well as the diagnostician.204

			Another issue concerns coercion and voluntariness of participation in the study. Most people do not like being forced to do anything. The feeling of coercion will make the person being assessed feel negatively towards the entire process. At the same time, in the case of children, from the legal point of view, the parents, guardians, or authorised institutions (e.g., courts) are the ones deciding to conduct a psychological examination, even if the person being examined does not want to consent. Therefore, we return to the issue of obtaining acceptance for activities conducted by the person being examined. If the psychologist has not obtained acceptance of specific methods from the person being examined, he/she should not begin the assessment. This concerns both ethical issues and the quality of the results obtained. This may also lead to incorrect conclusions and damage in the future. In the report, the diagnostician should indicate whether he/she obtained not only the consent of authorised persons but also acceptance of the examined person. If he/she did not receive it, it should be described what circumstances supported further diagnosis and how the problem was solved.

			Older children who have developed sufficient self-awareness may develop the fear of being judged. Children may understand that, during the examination, they will reveal information, sometimes very intimate and sensitive information, about themselves. At the same time, they are at a stage of development in which they are just getting to know themselves and developing their competences, interests, and skills. Therefore, they may feel afraid that they, as persons or certain parts of them, will be assessed as “bad”, “not good enough”, “sick”, etc. This may arouse the fear of rejection, desire to quickly complete the research process, and even aggression (‘What right does someone have to judge me?’). On the other hand, it may give rise to the desire to show oneself in the best possible light, which again leads to falsified research results. Appropriate behaviour by a psychologist and building of positive contact can largely eliminate the impact of anxiety on test results.205

			The purpose of a psychological assessment is to provide a clear understanding of the child’s strengths and weaknesses, guide appropriate interventions, and support the child’s healthy development. It is important that the assessment process be carried out with sensitivity, empathy, and consideration of the child’s age and developmental stage. The ultimate aim is to meet the child’s best interest, through education, therapy (psychological or medical), or legal processes (the diagnosis is used as a tool that helps authorities make decisions about a child’s future). Therefore, it requires appropriate professional competences on the part of the diagnostician, who will not only have substantive knowledge about the research tools used and the diagnostic process but also have an appropriate level of soft skills in building contact and managing the patient. Developing an appropriate relationship with the patient and a favourable atmosphere during the examination will result in the patient’s increased motivation and a more positive attitude towards the situation. It may also help the patient cope with unpleasant emotions that may accompany the diagnostic process. The diagnostician himself should avoid becoming a source of stress through unprofessional behaviour. If there are no justified circumstances, such as safety, health, or level of development of the child, the person being examined should be alone with the diagnostician during the examination process. The researcher may not be able to obtain or observe some information about the child’s development and functioning in the presence of caregivers, especially if the behaviour of parents or guardians is responsible for some of the children’s disturbing behaviour. Parents may also unconsciously try to help their child perform better. Thus, absence of parents during the test may be beneficial for the research process, but it may also raise concerns or fear in the children. Therefore, it is necessary for the diagnostician to take appropriate actions to build a positive atmosphere at the meeting. This requires appropriate interpersonal skills and appropriate level of assertiveness.206

			To sum up, the diagnostic process can be both an incredibly stressful experience and a positive challenge for the child. The behaviour of parents or guardians, as well as of the diagnostician himself, will play a significant role in how children perceive the situation. The psychologist’s report should include information about the child’s mental state and attitude, as well as the physical environment in which the diagnosis was made. This information will allow the report’s recipient to assess both the diagnostic process, quality of the data obtained, and veracity of the conclusions.

			

			5. Situations Requiring Psychological Assessment of Children

			Situations in which the diagnostic process is initiated by parents or legal guardians (group A) can be called voluntary. However, in many situations, mainly during legal processes, psychological assessment of the child is mandatory. Without it, it may be impossible to determine the child’s best interests. The most common situations of this type of concern are described below.

			5.1. Child Custody and Visitation

			Divorce or separation of parents is an extremely stressful situation for a child. This is a situation of change in the current life, which will cover most—if not all—areas of the child’s functioning. If the parents cannot agree on further care of the child, it is necessary for specialists (on the court’s order) to determine what will be in the child’s best interest. The court will assess what situation will ensure the child’s well-being and safety and provide an environment for stable development. Diagnosticians examine children, their needs, and how they develop.207 They assess parents to consider their personality conditions to create a safe environment for the child. They also examine the relationship between the child and each parent. Their recommendations may indicate whether the child develops a stronger bond with one or the other parent, with both parents, or (less often) with neither parent. The authority may consider this information when issuing a decision on divorce or separation, considering who will continue to take custody of the child and the issue of visits and contact with the other parent.

			5.2. Adoption

			In the case of adoption, the child and potential adoptive parents are subject to a psychological assessment. It is important to determine the child’s development needs. However, the authorities must ensure that the adoptive parents have the appropriate predisposition to create a stable and loving environment for the child. In this regard, specialists should also assess the motivation of adoptive parents and their awareness of the responsibility of raising an adopted child.

			5.3. Abuse and Neglect

			Too often, parents, legal guardians, or people around children neglect them or commit various abuses. To protect the child’s well-being, the authority or appropriate institution must defend it. Some abuses are subject to criminal liability in various legal systems, and procedures are in place to ensure the safety of children. Psychological examination of children is necessary here to check what damage to mental health has been caused by the parents’ actions and what actions (e.g. medical and psychological therapies) must be taken so that the child can continue to develop and function well in the world. Parents/guardians may also be examined to determine whether leaving the child in their care will not cause the child further harm. It is not difficult to find a situation in which parents neglect children, but at the same time the children are strongly attached to them. In such a case, the court must assess and make a difficult decision on whether it is more important for the child’s good to maintain the bond or place the child in a safe environment.208

			5.4. Juvenile Justice System

			The legal system for minors is often distinct from that for adults. Decisions about whether a child should be tried as a juvenile or an adult, and the appropriate consequences, require a thorough assessment of the child’s circumstances. In addition to assessing the harmfulness of the act itself, the court, based on the diagnosis of specialists, must determine, among other things, how aware the child was of the dangerous consequences of his actions and whether they acted consciously, whether they intentionally caused damage, whether any clinical disorders could have affected the child’s performance,209 etc.

			5.5. Education and Special Needs

			The Convention on the Rights of the Child210 indicates in Art. 28 that access to education is one of the rights of the child. Many countries have included access to education as the right of every citizen. Unfortunately, due to various limitations—congenital (e.g. developmental disorders and deficits) or acquired (e.g. disability resulting from an accident and post-illness complications)—access to education may be limited. Many educational systems have introduced opportunities and systemic solutions for such children to facilitate education. The psychological diagnosis aims, on the one hand, to assess deficits, determine special needs, and indicate which programmes or activities should be addressed to this person. On the other hand, in legal terms, it assesses whether a person qualifies for such assistance at all.

			5.6. Medical Decision-Making

			There are situations in which it is necessary for a child to undergo treatment, but parents or guardians do not consent to it (e.g. due to their own beliefs, views, or religion). The child’s psychological assessment will consider, on the one hand, his needs and the risks if treatment is not undertaken. On the other hand, it will consider the possible consequences for the child’s development as a result of violating the value system of the caregivers. The court will have to assess, considering the diagnostic report and other circumstances, what will be in the child’s best interests.

			5.7. Guardianship Proceedings

			There are various reasons why parents cannot continue caring for their children, such as incapacity or death. Therefore, the authority must determine who should have custody of the child, with whom the child will be able to develop properly, and who will provide a stable environment for upbringing. The psychological assessment will look at the child’s personality and mental state, for example, whether and to what extent the child experienced trauma after the death of the parents. Accordingly, the person taking over care will also have to make efforts to provide appropriate treatment. On the other hand, the person taking over parental authority may be subject to examination, similar to the case of adoption.

			5.8. Cases of Child Immigration

			Child immigrants may appear in legal proceedings as people who are (1) arriving in a new country and applying for asylum/citizenship or (2) already located and operating in a given state. The proceedings may concern issues other than permission to stay in a given territory (i.e. civil or criminal matters).211 In the first case, authorities may assess the child’s safety, well-being, and eligibility for asylum or other forms of protection. In the second case, issues arise related to, particularly, cultural differences or children’s adaptation to the new environment and education system.

			5.9. Child Testimony in Legal Proceedings

			During various proceedings, children may appear as not only subjects of the cases but also as, for example, witnesses. The question here arises regarding the reliability and effectiveness of such testimony.212 The court may order an assessment to determine a child’s competence to testify in legal proceedings, considering their age, maturity, and ability to understand and communicate.

			5.10. Child Labour and Exploitation

			The Convention on the Rights of the Child213 states in Art. 32 that children should be protected from economic exploitation and hazardous work. However, this does not mean that children are prohibited from working. Legislators in countries that have adopted the convention have passed laws protecting children from exploitation and regulating child labour. To check whether these rights are being violated, a psychological assessment will sometimes be necessary, in which specialists will assess the impact of the work undertaken for the development and health of children.

			6. Conclusions

			The child assessment process can take many forms. The tests may consider correctness of the child’s development and the motor, cognitive, emotional, and social functions. The specific methods used will vary depending on the purpose of the study, circumstances, and available standardised tools, as well as the legal and educational system in each country, the method of educating diagnosticians, and social expectations from the diagnosis itself. For the child himself, the examination situation may be something new, interesting, and intriguing. It may also be perceived as a threat and may result in fear, hostility, or aggression. This chapter omits issues related to the psychological examination of children with profound developmental deficits and certain diseases (e.g. congenital or acquired brain damage and mental disorders). In such cases, contact with children is very limited or it may be even not possible to communicate with them. The psychological assessment procedure will require the use of specific methods, or it may turn out that it will not be possible to carry it out at all. However, this issue is very extensive and goes beyond the scope of this work. In such cases, observation and interviews with parents or guardians and the environment are most often used.

			When discussing a child’s psychological situation, we must remember the issues discussed earlier and the task of the psychologist, who should act appropriately in each area. The process of psychological diagnosis can be a source of stress and anxiety. Children often do not understand the full situation and may fear that something is wrong with them. Therefore, it is important for the psychologist to create an atmosphere of trust and safety. Parents play a key role in the child’s diagnostic process. They must provide the psychologist with relevant information about the child’s behaviour and problems. However, their own emotions and expectations can influence the diagnostic process. The psychologist should support parents and help them understand that the diagnosis is intended to help the child. The child’s age is important in the diagnostic process. Children of different ages understand and express their emotions differently. For a young child, the diagnosis may be difficult to understand, while older children may be more aware of their problems. Psychologists use various methods for diagnosis, such as interviews, observations, psychological tests, and therapeutic conversations. The choice of the appropriate method depends on the child’s age, type of problem, and purpose of diagnosis. It is important that the methods are adapted to the individual needs of the child. Psychological diagnoses cannot be isolated from the context of the child’s life. The psychologist must consider family, social, and educational factors that may influence the child’s behaviour and emotions. This may require collaboration with other specialists, such as educators and psychiatrists. During a psychological diagnosis, the psychologist should ensure the child’s comfort. This means creating a friendly and safe environment and adapting the pace of work to the child’s needs. Children may become tired or bored, so it is important that the diagnosis is not too long or exhausting. The psychologist should communicate clearly with the child, using understandable language and avoiding medical terminology. Children should be informed about the purpose of the diagnosis and the research process. This will help reduce anxiety and build trust. Whenever possible, the psychologist should try to involve the child in the diagnostic process, allowing him/her to express his/her feelings and opinions. A psychological diagnosis may trigger various emotions in a child, such as sadness, shame, and anger. The psychologist should be ready to provide appropriate emotional support and indicate ways of dealing with difficult feelings. It should also be remembered that psychological diagnosis is usually conducted only at the beginning of the process. A child is referred for a psychological evaluation because of a problem. The diagnosis aims to describe and explain problems in the child’s functioning. The child should receive appropriate therapy or support based on the diagnosis. Parents and guardians, as well as recipients of the psychological report, should be aware that a diagnosis is a step towards helping the child.

			Having a report on the child’s diagnosis does not end the process of helping him. It only ensures that appropriate persons or services are included as an element in decision-making. Therefore, diagnostic specialists should create communicative reports that are understandable to the recipients—not only psychological specialists but also parents and authorities. Nevertheless, sometimes, understanding the report is not easy because it uses knowledge and terminology typical of social or medical sciences, which may differ from the methodology of legal sciences. It is in the child’s best interest that those responsible for his/her future clearly understand the report. This may require not only familiarisation with its content but discussion with specialists so that there is no room for ambiguity.
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			CHAPTER 3

			Developmental Theories: The Role of Genetic and Environmental Influences in Childhood, Classic and Modern Developmental Theories

			Jovan MIRIĆ

			Abstract

			This text begins with an outline of the nature-nurture debate. Next, it introduces the six key theories of developmental psychology: Freud, Erikson, Piaget, Vygotsky, and Bowlby, and the social learning theory (SLT). Some of the theories presented focus on personality as a whole, while others refer mainly to cognitive development, socialisation, etc. Some take firm positions on stages (Piaget, Freud, and Erikson), others do not (Vygotsky and Bowlby), and some do not even include stages in their conceptual corpus (SLT). Erikson’s theory covers the entire life course, while other theories cover stages up to maturity. Sources of the individual theories are indicated: clinical work for the theories of Freud and Erikson, the epistemological problem for Piaget’s theory, Marxism for Vygotsky’s theory, and a combination of two traditions (stimulus-response learning theory and psychoanalysis) for SLT. The general propositions of the key theories are presented, followed by specific issues of psychological development. The text comments on each theory’s developmental factors: biological, environmental (physical, social, cultural), and individual activity. An outline of two further orientations in developmental psychology is provided at the end.
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			1. Nature vs. Nurture

			Developmental psychology was established as a separate discipline214 in the last quarter of the 19th century. Since then it has added many theories to its ’’fund’’. These theories differ based on the solutions they offer to several fundamental questions about development. Is development quantitative or qualitative, continuous or discontinuous, modular or holistic, and contextual or universal? What is the role of the individual and what is the role of social interaction in development?

			

			Is psychological development determined by heredity or the environment? This remains a question of the greatest and timeless importance. It is even older than developmental psychology itself.

			In the field of development, this question often arises in terms of maturation and experience: Does novelty in the developmental course appear because of genetically programmed neurophysiological maturation or learning? In the beginnings of the developmental psychology fields, biological science was used as a model for psychological theorising about development. The theory of embryogenesis served as the basis for theories about stage-like psychological development:215 That is, development has stages, which are invariable in order and universal, and the final stage is reached before maturity. Freud, Erikson, and Piaget incorporated such a conception. However, not one of them adhered to the principle of preformism, the idea that everything that will appear later on in life exists in prototypical form in the germ cell. Instead of preformism, these theorists accepted, in one way or another, the principle of epigenesis, according to which development is determined not only by the initial content but also moments (experiences) that appear later during interaction with the environment. Piaget attached more importance to the later experiences than Freud; Freud believed that the most important experiences occurred in the first five years, and that they permanently determined the personality (hence the saying, ‘’The child is the father of man’’).

			With the principle of epigenesis, the biology-culture, nature-nurture, and innate-acquired relationships are not set in the form of either-or, but rather inclusively, in the form of and-and. In other words, the principle of interaction between genes and the environment was adopted. Of the theorists presented below, Vygotsky and social learning theorists attributed the least significance to inheritance in that interaction.

			If it is considered that genes and the environment are not independent but correlated, then there are three types of interaction216. Passive interaction occurs where parents provide the child with an environment that matches his genotype. If the parents are intelligent, they will provide the child with various books and engage in intelligent conversation. Thus, the child receives not only genes similar to the parents, but also a suitable environment. Active interaction occurs when a child seeks an environment that matches his genotype: if intelligent, he will spend time with intelligent peers, and if he likes sports, he will join sports groups. Reactive-evocative interaction occurs when a child with certain genetic tendencies influences a positive reaction from the environment that further strengthens those tendencies.

			The role of individual activity is not seen only in postnatal life. For example, if the egg shell is removed and the chick is injected with an agent that immobilises its leg movements, the chick will not develop normal walking after hatching.

			The extent to which genes and the environment influence behaviour is examined, among other things, through the methods of behavioural or quantitative genetics. These studies especially egzamine monozygotic twins raised in the same and different environments. Statistical procedures determine the extent to which of the variance in the measured values of a phenotypic trait can be attributed to genetic or to environmental variability. The results show that 40–50% of the phenotypic variance can be explained by genetic variability. It is important to know that the influence of an intrauterine environment also exists (it accounting for up to 20% of the non-genetic variance). Various nutrients reach the mother’s bloodstream. If they are harmful, they may cause permanent damage to the embryo. The case of the drug thalidomide is well known, as it leads to severe damage if the mother takes it 20–37 days after conception.

			
			Table 1. Genetic and environmental influences on anticosial behaviour217
				
					
				
				
					
							
							Behavioural genetic studies on antisocial behaviour (AB) of children and young people have been conducted on families, twins and adopted children. These studies convincingly demonstrated that approximately 50% of the phenotypic variance in AB can be explained by genetic influences; the remaining half of the variance can be attributed to both shared and non-shared environmental influences218. The genetic origin of variance was estimated statistically by using phenotypic similarity across individuals with different degrees of genetic and environmental sharing. We can call these studies G+E studies, because they treat the genetic and environmental components additively. However, genes and the environment can be correlated, and studies that estimates G and E interaction (GxE) are needed. Gard, Dotterer and Hyde219 believed that research with a more complex design is needed, because AB is not homogeneous (aggression is dominant in some subtypes, and rule-breaking is dominant in others) and because aversive environmental events associated with AB occur at different ages.

							Behavioural genetic studies cannot identify specific genetic markers for AB. Advances in molecular genetics have made it possible to identify individual genomic variants (candidate genes [–cG]) associated with a risk for AB. Thus, cGxE studies appeared. Of particular importance are hypothesis-free genome-wide association studies, which involved surveying the genomes of many people. They used large samples sizes (even tens and hundreds thousands of individuals), to identify genes with small but significant contribution to AB. The first cGxE studies focused, as expected, on genes involved in the regulation of dopamine, serotonin, and epinephrine hormonal systems. It can be said that this field of research is very dynamic today.

						
					

				
			

			2. Psychoanalytic Theory of Sigmund Freud

			Sigmund Freud (1856–1939) was a neurologist who dealt with the psychotherapy of adults who were neurotic. Based on the gained knowledge, he applied hypnosis and then the free association technique, to formulated and over time refined one of the most influential theories of personality development.220

			

			Freud did not believe that the environment played a significant role in development, but that the role of instinctual drive forces was crucial. He distinguished two groups of drives. One group consists of self-preservation drives, including the sexual drive. Freud called those drives Eros, and the energy of the drives as libido. Freud’s sexual drive is understood very broadly, far from what is directly or indirectly connected with reproduction. The second group consists of death or self-destruction drives, which were later called Thanatos. Drives strive for unconditional satisfaction, and the death drive, under the early influence of Eros, turns outward and manifests itself as aggressiveness.

			These drives meet the demands of the social environment early in childhood, primarily in the form of parental prohibitions. Freud’s work with adults showed that the origin of neurotic disorders lies in early childhood and the ways in which parents treated children’s drives. Freud believed that experiences during the first five years were crucial.

			Development takes place through stages. Each stage is marked by one dominant feature, the body’s erogenous zone. In the first (oral) stage, the oral cavity becomes the dominant zone. In the beginning, libido has no object: it is free-floating, and so it relies on the function of feeding, that is, taking milk from the mothe’s breasts. Thus, sucking becomes the first pleasure source in life, and the mother’s breast becomes the primary object. Near the end of the first year, the libido moves to the anus, and so retention of faeces or emptying of bowels (anal stage) acquires libidinous value. The third stage is phallic (3–5 years). With the transfer of libido to the genital organ, the male child enters an Oedipal situation: sexual desire towards the mother and rivalry with the father appear (in girls, a similar situation is called the Elektra complex). The Oedipal situation is resolved around the age of five by identifying with the father (more precisely, with the father’s superego) and later shifting sexual interest from the mother to other persons. By resolving the Oedipal situation, the child enters the stage of latency, the state of rest of the driving forces. In adolescence, the sexual drive and Oedipal conflict are reawakened, after which the fifth, genital, stage is reached, wgich is the most mature stage in normal psychosexual development. The young person transfers the sexual drive from the opposite-sex parent and identifies with the same-sex parent’s superego.

			Freud’s theory is not structuralist like Piaget’s, but Freud talks about the three-part structure of personality: id, ego and superego. These parts are not distinctly separated from each other but are mutually merged. Driving forces do not go to the muscular system and external objects directly: they are mediated by these structures and their interrelationships. At the beginning of development, there is only the id, made up of driving forces and desires. The id is the basic source of psychic energy. It strives for immediate and prompt satisfaction, in accordance with the pleasure principle. It contains the primary-process thought: when the object that provides satisfaction (e.g., the mother’s breast) is not immediately available, hallucinatory satisfaction is resorted to. Over time, the ego develops, because the id is not always able to produce satisfaction. The ego uses energy borrowed from the id. The ego has the secondary-process thought (perception, thinking, and problem solving) whose goal is to test reality (the reality principle). The ego also provides a delay in satisfaction and adaptation. The ego serves three masters: the id, superego, and reality. When rational processes fail to find the solution, anxiety arises, which is overcome by defence mechanisms: suppression, projection, reactive formation, and fixation. The superego develops last. It arises from the resolution of the Oedipal situation and identification with the same-sex parent. It has two parts. One is conscience (i.e. parental prohibitions) which is mostly negative. The other part, the ego ideal, is positive.

			In the topological sense, Freud distinguished three types of processes: conscious, preconscious, and unconscious. Consciousness is what a person perceives at one moment. The preconscious is not distinctly separated from consciousness and, under certain conditions, gains access to consciousness. Unconsciousness was created in the course of individual history by mechanical suppression and can come to the consciousness by dialling down the ego, weakening the defence mechanisms or undergoing the conditions of psychotherapy.

			During Freud’s lifetime, there were minor or major deviations by some of his students and collaborators, such as A. Adler, S. Ferenczi, K. Horney, M. Klein, and C. G. Jung. Carl Gustav Jung went the furthest of all of them, creating his original theory called analytical psychology. Today, psychoanalysis has moved very far from Freud’s ideas.

			3. Theory of Erik Erikson

			Erik H. Erikson (1902–1994) was also a psychoanalyst. He did not create a psychosexual theory but a theory of psychosocial development, because he gave the social relationships of the developing child the greatest importance.221 Relationships with the caretaker, usually the mother, are especially important in early childhood. Erikson also differed from Freud as his theory encompassed the entire life, from birth to death, and not just the genital stage. In addition, Erikson did not believe that the early years are crucial or that nothing significant happens afterwards: development is influenced by what happens during the entire life course. According to Erikson, development takes place through eight stages, which cannot be skipped or changed in order. At each stage, the child encounters a new, specific developmental task. At the centre of each stage is a normative crisis. Each well-solved crisis leads to further development and better coping with the next crisis and the next developmental tasks. Unresolved crises can halt the development and cause major or minor problems in life. Erikson distinguised the following eight developmental stages:

			

			
					Stage 1: Trust vs. mistrust (birth to 18 months)

					Stage 2: Autonomy vs. shame and doubt (18 months to 3 years)

					Stage 3: Initiative vs. guilt (3 to 5 years)

					Stage 4: Industry vs. inferiority (6 to 11 years)

					Stage 5: Identity vs. confusion (12 to 18 years)

					Stage 6: Intimacy vs. isolation (18 to 40 years)

					Stage 7: Generativity vs. stagnation (40 to 65 years)

					Stage 8: Integrity vs. despair (65 years to death)

			

			Erikson was not the first psychologist to talk about identity, but he was the one who strongly demonstrated the importance of identity.222 His ideas about identity and identity crisis inspired numerous empirical studies on identity formation, the most significant of which are linked to the name of Gabriel Marcia.223 Marcia singled out two basic dimensions of achieving identity in Erikson’s work: exploration (crisis) and commitment. By crossing them, he obtained empirically validated four identity statuses: identity achievement, foreclosed, moratorium,224 and identity diffusion. From his first works until today, research has spread worldwide in terms of different aspects of identity, such as sexual, professional, and religious.

			4. Theory of Jean Piaget

			Initially interested in biology, Jean Piaget (1896–1980) turned his attention to the epistemological issues surrounding the origin of knowledge. Disputes between rationalists and empiricists in epistemology led Piaget to conclude that the solution to this problem should be sought in human ontogenesis, not through philosophical speculation but through the scientific method (hence, his theory is also called genetic epistemology).225 This led Piaget to the field of developmental psychology.

			Piaget’s theory is one of the best examples of the theory of stages. Each stage is a complete and qualitatively different organisation of intellectual functioning. Stages are defined by a specific structure and degree of equilibrium reached. Development involves moving from one stage to another, without skipping or detours. Piaget distinguished the following four global stages:226

			
					Sensorimotor stage, from birth to 1.5 to 2 years of life

					Preoperational stage, from 1.5 or 2 to 7 years

					Concrete operational stage, from 7 to 11–12 years

					Formal operational stage, from 11–12 to 14–15 years.

			

			

			The initial point of ontogeny for Piaget is biological. The birth of a child brings the processes of assimilation and accommodation, as well as the factor of equilibration, which is both a motivational and formative factor of development. Along with the physical and social environment and the individual’s activity, equilibration acts during the entire course of development. Thus, cognitive development is in a way an extension of the biological one: equilibration continues to balance the processes of accommodation and assimilation (giving adaptation) and maturational and environmental factors. This is why Piaget’s theory is labeled as interactionist; it is about the interaction between heredity and the environment.

			Development in the first, sensorimotor period takes place through six phases.227 Immediately after birth, innate reflexes start to function. Over time, action schemes emerge from reflexes as the first mental units. They are capable of generaliсation (i.e. transfer to a new stimuli) and of combining with other schemes, building the first topological structure at the end of the sensorimotor period. In this period, the whole psychic life is limited to the ‘’here and now’’- situation and consists of the coordination of perception and movement. In the fourth phase, several different action schemes are coordinated into complete acts – such as when the first intelligent acts arise, and when there is a distinction between objects-means and objects-goals and intentions. This is also when the first epistemic categories emerge: scheme of object permanence, objectified causality, and continuous space and time. At the end of the sensorimotor period, semiotic means appear, especially words, and so mental development is transferred from the sensorimotor to a new, symbolic level.

			In the preoperational period, the units the intellect deals with are symbolic (mental images, and words). Thinking in this period is guided by prominent perceptual dimensions and is called intuitive. Intuitive thought is neither reversible228 nor composable, but it is, like the operation, interiorised, from the action plan to the mental one. The child is not sensitive to contradictions and does not distinguish between a verbal symbol and a referent.

			Indicators of the concrete operations are the concepts of conservation: conservation of quantity, weight and volume of matter, conservation of surface, etc. The operations of classification and seriation also arise around the age of seven years, as does the operational concept of number. Reversible, interiorised and composable operations are called concrete because they are performed and depend on the content: they will be performed successfully for some contents but not for others.

			
			Table 2. Consevation of quantity229
				
					
				
				
					
							
							Piaget constructed about 400 tasks to examine thinking during the child’s development. One most famous is the task for testing the conservation of the quantity of matter. Two glasses of the same size and shape, A and B, are taken, and the same amount of juice is poured into each of them in front of the child. When the child confirms that there is the same amount of juice in both glasses, juice from one of those glasses, B, is poured in front of the child into the third glass, C, which is thinner and taller than the first two. The child must now compare the amounts of juice in glasses A and C. The child under the age of 7 claims that there is more juice in glass C, pointing to the level of liquid in it. The child’s judgment is guided by the perceptually prominent difference. A child older than 7 years will claim that there is the same amount of juice in glasses A and C and will justify his judgement by claiming that it is the same juice or that nothing has been added or taken away or by claiming that if we pour the juice back in glass B, there will be the same amount of juice (clear evidence of mental reversibility). Weight conservation is tested with other material, but it occurs later, at the age of 8–9 years. Volume conservation occurs even later, at 10–11 years of age.230 

						
					

				
			

			Formal operations are performed with propositions. At this stage, understanding of the relationship between real and the possible has changed: now, the real is only a part of the possible. Numerous innovations in intellectual functioning are emerging, such as: hypothetical-deductive thinking, understanding of probability, experimental thinking, and building theories.

			Piaget attempted to apply his theory to the development of moral reasoning231 but failed to confirm the existence of stages. Instead, he found that there were two processes, heteronomy and autonomy,232 where autonomy gradually overpowers heteronomy with age. However, the Piagetian theory of the development of moral thinking was developed by Lawrence Kohlberg, who empirically confirmed the existence of six stages defined structurally.233 It should be noted that studies regularly confirm that moral reasoning lags behind logical-mathematical reasoning by several years.

			Over time, there were certain changes in Piaget’s theory. Moreover, two neo-Piagetian authors tried to combine Piaget’s theory with the information-processing theory.234

			The theories of both Piaget and Vygotsky have been applied significantly in education.235

			

			5. Social Learning Theory

			Social learning theory (SLT) started taking shape in the years before the World War II in the USA, through the works of Dollard, Miller, Sears, and others. Although the SLT cannot be attributed to one author, Robert Sears,236 and Albert Bandura have played a special role in its formation. Emergence of the SLT can be understood as an effort to combine two traditions, the stimulus-response (S-R) learning theory and psychoanalysis. The first social learning theorists took the concepts and constructs from psychoanalysis (dependency, identification, aggression, conscience, and guilt), and objective methods of registering and measuring variables from the learning theory, as well as the S-R principles of learning for explanation. Experimental laboratories, as well as non-experimental research are used in the verification of hypotheses selected from the field of psychoanalysis. In addition, the SLT introduced social reinforcers, such as the presence of the mother, verbal praise, non-verbal signs of approval, and peers, as very important. Over time, researhes began to explore another direction of influence, from the child to the parent.237

			Early research was driven by these autors’ ambition to objectively collecting data on a large number of environmental factors, so as to explain personality entirely. Hereditary factors were given minimal importance. ‘The guiding belief of social learning theorists was that personality is learned’.238 However, researchers (e.g. Sears, Maccoby, and Levin)239 often obtained low correlations between parental practices and children’s behaviour.

			Much information was gathered on environmental factors, particularly regarding parental activities, in non-experimental studies. Different writers proposed different approaches to organise the huge amount of gathered data on parental activities into more manageable units (variables). Some created parenting styles and some disciplinary techniques,240 while others singled out special dimensions. Diana Baumrind241 combined the two dimensions of parental disciplinary behaviour towards children (demanding-undemanding and warmth-cold), thus identifying four parenting styles: authoritative (demanding with warmth and accepting), authoritarian (demanding with cold and unaccepting), permissive (undemanding with warmth and accepting), and neglectful (undemanding with cold and unaccepting). Her approach inspired a research practice still relevant242 in different cultural groups.243

			The use of unidirectional transparent glass gave a great boost to SLT researchers, which, among other things, led to the flourishing of SLT, especially during the 1960s and 1970s. A mobile laboratory with two rooms was constructed, one in which the experimenter and child created experimental conditions and the other in which the experimenter went to observe and measure the child’s behaviour without being noticed. In such investigations of children’s morality, different indicators of conscience244 were used, which were connected with experimentally manipulated finer variables, such as various parameters of punishment (intensity, timing, and delay), relationship with the child (warm-cold), and rationale (or reasoning), to determine their influence on the strength of resistance to temptation as an indicator of conscience.

			SLT is not just one theory but several theories of a wider and narrower domain. SL theorists do not see development as occurring through stages: they believe that learning mechanisms are also developmental mechanisms, and development consists of modifying a behaviour and creating a new one. Socialisation, as a process of matching behaviour with the demands of the social environment and acquiring internal control over behavior, is the main subject of interest of these authors.245 Through decades of work, these authors expanded the forms of social learning by adding observational and imitative learning.

			The morality and social behaviour of children are affected by not only rewards and punishments directly assigned to them but also by indirect punishments and rewards assigned to the observed models.246 Albert Bandura and his collaborators studied the influence of the model the most. In a classic experiment, a group of children was shown the behaviour of an adult hitting a Bobo rubber doll in a specific way, while using specific verbal statements. When the children were then left alone with the Bobo doll, it was noticed that they imitated the model’s behavior, hitting the doll in the same way and saying what they heard: ‘Stupid ball’, ‘Right in the nose’ etc.247 Bandura called this method of learning vicarious conditioning. In this way, children can acquire completely new forms of behavior, which cannot be done through classical or operant conditioning. In numerous experiments, various characteristics of the model were identified that increase or decrease imitation, such as: consequences to the model (reward or punishment); the model’s reputation, power, competence, resemblance to the child, and attitude towards the child; and characteristics of the child (intelligence, personality traits, and self-esteem).

			Over time, Bandura developed the view that developing children acquire and change behaviours in very complex ways, including through cognitive processes. Accordingly, he called his theory the social cognitive theory.248 Bandura attributed a central role to observational learning, saying that children learn the most by observing different models (live and in the media), reading books, etc. Children combine information gathered from these different sources, creating behaviours that get increasingly complex with age.

			6. Socio-Cultural Theory of Vygotsky

			Lev Semyonovich Vygotsky (1896–1934) was a Soviet psychologist, one of several who sought to create the Marxist psychology.

			For Vygotsky, the organic evolution of the animal species occurred, until man emerged, accompanied with the evolution of behaviour.249 Instincts, conditioned reflexes, and (practical) intelligence emerged during evolution as a form of behaviour. All these behaviours before the emergence of man are subject to the principle of signalisation (I.P. Pavlov) and the S-R scheme. With the emergence of Homo sapiens, the structure of behaviour changed so that a sign was inserted between the stimulus and reaction as an intermediary (principle of signification), which corresponds with the new scheme ‘’stimulus-sign-reaction’’ or S-Sg-R.250 Then, history begins, in which changes in behaviour and psychological functioning rested on historically changing sign systems and tools (culture). Vygotsky believed that all organic changes were completed with the emergence of Homo sapiens, that evolution was completely replaced by history, and that human nature as a whole is a historical product.

			This is the most general framework for several particular theories on mental ontogeny. The main and most developed theory has as its subject the development of higher psychological functions (HPFs). In each HPFs, speech has the most important place and the greatest attention is paid to speech, as well as its relations with thinking. Besides, another mediator in man’s relationship with the environment are tools, which also determine ontogenesis. Further, Vygotsky provided a periodisation of development, with an elaborate study of stable and crisis periods.251 His theory252 also includes detours, that is, paths that culture has introduced into the development of persons with disabilities.

			Unlike evolution and history, where the transition is sudden and sharp, the transition in ontogenesis is gradual. For the first year of life, Vygotsky talks about the natural type of development. This type corresponds with evolution. Natural development comprises neurophysiological maturation, with the principle of signalisation and the S-R scheme. At the end of the first year, with the development of speech, the cultural type of development begins, involving the principle of signification and the S-Sg-R scheme. However, neurophysiological maturation continues, so Vygotsky speaks of the dual influence of ‘the child’s activity system’.253 Still, cultural development is as clearly different from natural development as history is from evolution.

			The second intermediate assumption is regarding the source of development, which is determined differently, as the: ideal cultural form,254 social environment,255 learning,256 or training.257 The next middle-level assumption speaks of the allomorphic principle of cultural development,258 which means that development rests on something that is external to the personality – on sign systems and tools, which are of external, socio-cultural origin. Of course, along with such statements, there is an appropriate solution to the issue of the mechanism of development: Vygotsky sees it in imitation.259 Along with imitation as the main mechanism of development, there is also an assumption about the necessity of asymmetric interaction. Asymmetric interaction occurs between a child and someone else (adult or older child) with higher developmental achievement. Finally, this group of assumptions also includes learning that precedes and drives development. The concept of the zone of proximal development (ZPD) is also in line with the middle-level assumptions. ZPD is defined as the difference between what a child can do alone (e.g. in solving some type of task) and what he can do with the help of an adult. The size of the zone determines the dynamics of individual development.260

			These propositions provided adequate reasons for many to consider Vygotsky’s theory as a theory of cultural acquisition and not a theory of development.

			With the main assumptions regarding the sociogenesis of the HPF, we move on to the field of individual functions. This assumption is understood as a kind of formula and is core statement of the Marxist Vygotsky: ‘every function in the child’s cultural development appears twice: first, on the social level, and later, on the individual level; first, between people (interpsychological) and then inside the child (intrapsychological)’.261. Each HPF arises in a real social relationship and then interiorises at a certain age. Here are two examples. Thinking arises from disputes between children,262 while will arises from commanding.263 Therefore, the real social relationship and the speech used in that relationship are the root of every HPF. Speech is the basic content of every HPF, thanks to which a person gains awareness, willingness, and self-regulation of his psychological processes and behaviour.

			Since speech is of central importance for development, it is natural that Vygotsky paid special attention, through empirical research, to the development of speech and the relationship between speech and thinking at certain ages.

			Both these functions have separate roots in the natural period,264 and for a while, the development of these two functions takes place independently. At some point, they partially merge when a spoken thought or intellectual speech arises.

			When we observe only the development of speech as HPF, we see that, at the beginning, there is social speech (loud speech addressed to others), after which (around the age of three) egocentric speech (a term taken from Piaget) appears as a private loud speech not directed to others but as speech for oneself.265 Egocentric speech disappears around the age of seven years with ‘transitions inside’, and inner speech arises; along with it comes thinking in the true sense of the word. Private loud speech is the middle link between social and inner speech. Thus, we see how the former social relationship (interpsychic category) is transformed into an intrapsychic category through individualisation of the function (private speech).

			
			Table 3. Empirical research on the development of concepts266
				
					
				
				
					
							
							Vygotsky used the so-called dual stimulation test to investigate the development of concepts. The test consists of 22 figures with six different shapes, painted with five different colours. It is a perceptual stimulation. Each figure has one of four different words written on the bottom: fik, lag, sev and mur. This is another stimulation. Figures can be classified into four groups using two parameters, height and size. The child should sort all the figures into 4 groups and explain each of his decisions. In this way, syncretism (the connection between elements is random, subjective and unstable), complexes (the connection is perceptible and unstable) and concepts (the connection is stable and abstract) were discovered.267

						
					

				
			

			The development of spontaneous and scientific concepts also attracted Vygotsky’s attention.268 Spontaneous concepts arise in everyday life through spoken interactions, they are rich in experience but are unconscious. Scientific concepts, on the other hand, are concepts of science, they are brought into children’s lives at school through verbal definitions, but they lack experience and are self-conscious (i.e. the child can define them). According to this author, scientific concepts surpass the development of spontaneous concepts and make the latter develop faster than they would on their own, because they are part of the system and act within the ZPD.

			Today, Vygotsky’s work is considered one of the most influential in developmental psychology, and education. Together with related theoretical approaches, it belongs to the category of co-constructivist approaches in psychology. 

			

			7. Bowlby’s Theory of Attachment

			John Bowlby (1907–1990) was a British psychiatrist and psychoanalyst who did not create a broader theory like Freud or Piaget, but his narrow-scope theory had and still has a great influence on the psychology field. Bowlby has long dealt with problems arising from the child’s tie to his mother. While working on them, he realised that the theoretical solutions of psychoanalysis and SLT were not adequate. Bowlby turned to the ethological theory and the theory of control systems, where he found more adequate theoretical solutions. Based on his familiarity with these theories, in 1958, Bowlby published his new opinion in the work ‘The Nature of the Child’s Tie to his Mother’. The following year, zoo psychologist H. Harlow published his work investigating the attachment of young rhesus monkeys, with views close to Bowlby’s.269 Bowlby presented his theory in more detail in three volumes in 1959, 1973, and 1980.

			Starting from ethology, Bowlby defined attachment270 as a system of behaviour whose goal is to seek and maintain closeness with another individual. The system was created in the evolutionary past of the human species, when its basic function was protection from predators. The strongest emotions are included in that behavior system, which consists of five main components, joined later in the development by calling. The first group of three components (smile, cry, and calling) comprise signals, and their role is to bring the mother (caretaker) to the child. The second group (sucking, clinging, and following) is made up of approach behaviours whose role is to bring the child to the mother.

			Attachment is an evolving phenomenon. Newborns do not yet have a system of behaviour that establishes and maintains closeness with a particular person. Of the attachment components, they can only engage in crying, and later smiling, while the other components are not developed. In addition, the child does not yet have perceptive discrimination of one person. Bowlby described four stages in the development of attachment. The answer to the question of when the complete attachment system will be developed can be arbitrary, but it can be said that the system is established in most children at eight months for one or several persons. Then, one can notice the fear of strange persons, also one of the indicators of attachment. At the end of the first year, the child also develops internal working models as attachment representations created based on bonding experience. Internal models consist of a model of the other person (whether or not he/she is available when needed), a model of the self (whether or not I am worthy of someone’s care), and a model of the relationship.

			The intensity and frequency of the occurrence of attachment behaviour changes daily and depends on organismic and external factors. Organismic factors that activate this behavior system include hunger, fatigue, cold, illness, and pain. External factors are the mother’s departure, refusal to approach the child, holding of another child in her lap, etc. The termination of this behaviour is always the same: as soon as proximity is established.

			The attachment system is complementary to the mother’s caretaking, while the antithetical behaviours are the child’s play and exploration of the environment, as well as the mother’s dedication to other family members and responsibilities. During play and exploration of the environment, the crawling or walking child does not move outside the mother’s visual field. The mother functions as a secure base, and when the child is hurt or hit, the mother provides comfort as a safe haven.271

			Bowlby believed that after the child’s third birthday, the intensity of attachment to the mother begins to decrease, so that during the latency period, attachment to peers begins to develop. During adolescence, attachment to parents remains, and daughters are more strongly attached to their mothers than sons. That is the age when attachment to institutions (e.g. the state) appears, even more so in adults, as well as partner attachment. In old age, attachment is established to the young.

			7.1. Work of Marry Ainsworth

			Bowlby’s theory remained incomplete, especially because a methodological procedure for assessing individual differences in attachment was not developed. That was achieved by M. Ainsworth.272 She designed a strange situation, in a room with three chairs and toys in one corner. A child (about one year old) and his mother are greeted by a ‘stranger’ and brought into the room; the child is observed (through one-way transparent glass) in eight episodes, in which he is sometimes alone, sometimes with his mother, and sometimes with the ‘stranger’ and toys.

			By considering patterns and not individual behaviour, it is possible to distinguish three forms or attachment statuses. One of them is secure attachment (B), and two are insecure statuses: insecure-ambivalent attachment (C) and insecure-avoiding attachment (A).

			It should be said that it is not justified to assign the same attachment status to one child permanently. He/she can have one status with one parent and another with the other parent. In addition, the attachment status may change, even if a high rate of stability has been established over time.

			The original research included 106 children, with 23 (21.70 %) children being in group A, 70 (66.04%) in group B and 13 (12.26%) in group C. A meta-analysis summarising the results of several studies worldwide confirmed similar proportions.273

			7.2. Further Research on Attachment

			Bowlby’s theory and Ainsworth’s method strongly encouraged research on attachment around the world and in relationships with numerous variables.

			Observation of children in a strange situation also revealed a fourth form of attachment, disorganised or disoriented (Status D). A child with this status did not have coherently organised behaviour in a strange situation (coherence was a feature of statuses A, B, and C). He/she expressed contradictory behavior at the same time: he/she was calm and occupied with the game and suddenly becomes angry or he/she had a very stiff expression, slow movements, and stereotypical body posture but often reversed roles and told the parent what to do.274

			Numerous studies aimed to determine the antecedents and consequences of attachment, on the part of the child, the caretaker, and the environment.275 Moreover, numerous studies were conducted in various cultural environments276. Research has been extended to peer and partner attachment in young people and adults,277 stability of attachment over time.278 transgenerational transmission of attachment,279 etc. New methods for assessing attachment status were also created, of which Adult Attachment Interview should be mentioned. Even attachment to animals is being investigated.280

			It is natural to expect that insecure attachment relationships in early childhood predispose person to later mental disorders. Research confirmed these expectations.281 However, the correlations between insecure attachment styles and psychopathology are moderated by various biological, psychological, and socio-cultural factors.282

			8. Other Orientations and Theories

			8.1. Evolutionary Developmental Theories

			The general principles of evolutionary developmenta psychology (EDT) in terms of psychological development are derived from evolutionary theory, which serves as a distant explanatory framework. Evolutionary developmental theorists do not deny the determinants of behaviour that come from a closer framework, made up of the immediate environment and individual history; rather, they emphasise that the existence of childhood and development has an evolutionary significance, that is for adaptation and inclusive fitness.283 One main idea of EDT is that the mind consists of discrete modules that have specific developmental trajectories, as well as specific disorders. Modules should be understood as specific predispositions that facilitate development in special areas: language acquisition, face perception, mastery of the physical environment, and understanding of people. A special group within EDT is ethological psychology.284 Ethologists are especially known for their method, the observation of living organisms in the natural environment. Konrad Lorenz and Niko Tinbergen laid the theoretical foundations of ethological psychology before the World War II. For ethologists, the basic idea is that each living species possesses a set of inherent behavioural systems, which differ along the lines of environmentally stable/labile systems. One such system serves to establish and maintain attachment to another person. Ethologists point to the existence of sensitive periods in the development of these systems. Thes periods are the most favourable for the development of certain systems.

			8.2. Bioecological Theory

			Urie Bronfenbrenner is the main representative of this orientation in developmental psychology. This orientation, or model, as it is also called, has evolved over time.285 ‘Human development takes place through processes of progressively more complex reciprocal interaction between an active, evolving biopsychological human organism and the persons, objects, and symbols in its immediate external environment’. This concept emphasises that development takes place through interaction with the environment, and is not only observed within a concrete environment.286 A developing person is active; he/she participates with his/her dispositions as well as bio-ecological resources and demands; and development takes place in proximal processes, in interaction with other persons, objects, and symbols.287 The human environment is a system made up of special systems as layers. A microsystem is the closest system in which an individual participates in two-way, face-to-face interactions such as a family environment, kindergarten, and group of children at play. A mesosystem includes two or more connected microsystems, such as the family and school systems. The exosystem includes several environments, but the individual does not participate directly in at least one of them (e.g. the parent’ work environment). The macrosystem consists of the most general cultural patterns, symbolic and value systems, and customs that influence development through lower systems. Finally, the chronosystem indicates the degree of stability and changeability in the environment and the individual, such as changes in the family’s composition, working place of parents, and migration.

			9. Concluding Remarks

			Developmental theories can be evaluated and compared with each other according to several parameters: internal consistency, comprehensiveness, empirical testability, heuristic value, and practical usability. If we focus on practical usability, it is useful to first distinguish between competence and performance. Some theories (e.g. by Pieget, Freud, and Erikson) talk about development at the competence level, which means that development takes place at the level of basic dispositions. Other theories (e.g. SLT and Vygotsky’s theory) talk about changes at the performance level. It can be said that Piaget’s theory does not cover the situational variability of cognitive concepts, where SLT has the greatest strength (different models and different regimes of rewarding and punishing children’s behaviour). However, Piaget provides a reliable basis for knowing at what age certain concepts can appear,288 or when these concepts can be adopted. On the other hand, the psychoanalytic tradition (from Freud to Bowlby and beyond) can point to external factors (e.g. parental practices) that can lead to arrested development and various psychological disorders.
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			CHAPTER 4

			Main Areas of Human Development I: Emotional, Cognitive, and Social Growth From Birth to Late Adolescence

			Andrea BARTA

			Abstract

			This chapter provides an overview of human development, specifically focusing on the characteristics of cognitive, emotional, and social development from birth to late adolescence, through an overview of major foundational psychological theories. The goal of this chapter is to offer a comprehensive understanding of the diversity and relevance of emotional, cognitive, and social processes by presenting different, complementary theoretical approaches, illustrated with practical, real-life examples.

			Despite presenting aspects of emotional, cognitive, and social development separately within the chapter, numerous theories and approaches, as well as research evidence, are presented that emphasise the interconnected and reciprocal nature of these processes. Proper functioning of the cognitive system is necessary for the establishment of balanced emotional states and social relationships because, as detailed within the chapter, according to certain cognitive emotion theories, emotions arise based on the cognitive evaluation of external events and internal states. Similarly, a lot of empirical evidence demonstrates that the social environment plays a primary role in a child’s appropriate emotional, cognitive, and psychosocial development.

			The chapter also highlights the first two years of life as a critical period in not only cognitive and emotional but also social development. Experiences acquired during this period influence later developmental stages. Positive experiences and a supportive social environment lead to the development of adaptive cognitive schemas that contribute to later balanced social and emotional development. In contrast, negative experiences and an unsupportive social environment can result in the formation of schemas that increase the likelihood of difficulties in emotional and social development; unsuccessful resolution of age-specific crises; and likelihood of the emergence of psychopathologies such as anxiety, depression, and personality disorders.
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			1. Cognitive Development

			Cognition encompasses various intellectual abilities, activities, and processes. Cognitive development refers to changes in these abilities from birth to late adolescence. Cognitive processes include perception, attention, memory, categorisation, thinking, reasoning, and decision-making. These processes enable the acquisition, storage, manipulation, and utilisation of information in different contexts.289, 290

			The development of language is particularly remarkable, as significant differences in proficiency can be observed at various stages of life. Infants can only produce sounds, but by the age of around 1 year, they start using their first meaningful words. Language is the cognitive ability that allows us to express our thoughts and understand the thoughts of others using sounds, letters, and grammatical rules, a particularity of human cognition.291 The most influential periods of language acquisition are infancy and early preschool years.292 Language and thought develop side by side, with language helping us organise our internal thoughts and social interactions through communication.293 Thinking involves manipulating all forms of information, playing a significant role in problem-solving. Reasoning pertains to logical thinking and making deductions based on the provided information. During the process of decision-making, individuals focus their thinking on selecting among different alternatives.294, 295, 296

			According to the dual-process theory of decision-making, the decision-making process is realised through two parallel cognitive systems. The analytic or rational system provides logical, scientific thinking, which is associated with fewer cognitive biases, while the experiential or intuitive system enables quick, automatic thinking, utilising heuristics (shortcuts) that result in more cognitive biases. As age progresses, analytic and rational thinking becomes increasingly sophisticated. Research has shown that middle and late adolescents make more accurate and logical statistical inferences, displaying fewer cognitive biases than early adolescents. Developments in the rational system and decision-making can be explained by the maturation of metacognitive processes; this is because adolescents, with age, increasingly monitor, control, and correct their thinking processes and the strategies applied in various decision-making situations. However, concomitant with the development of the rational system, with advancing age, the experiential and intuitive system also becomes more prominent, and the application of heuristics becomes more frequent, especially in decision-making situations involving social contexts. 297

			1.1. Constructivist Cognitive Development Theory

			Jean Piaget’s theory of cognitive development emphasises the active role of children in creating new mental structures. Children assimilate their existing mental structures with environmental stimuli, thus creating new, more advanced, and complex mental structures that contribute to appropriate adaptation.298

			Piaget developed the stage theory of development, where qualitative changes occur in different stages, each building upon the previous one. The cognitive structures developed in one stage contribute to the creation of more complex structures in the next stage. These stages are associated with specific age periods and are not interchangeable; they follow a particular sequence. According to the theory, developmental stages are universal and appear in every individual, with the environment having a less determining role.299

			Mental structures and cognitive activities develop through the processes of assimilation and accommodation. Assimilation involves applying an existing cognitive structure to new situations. For example, seriation, a mental structure that develops in early school age, can be used for not only physically arranging objects in order of size but also mentally ordering tasks, such as scheduling homework or activities. Accommodation, on the other hand, entails changing mental structures to adapt to new environmental influences. A child’s seriation ability evolves and changes each time they apply it to different tasks. Thus, both assimilation and accommodation are present in every activity, facilitating successful adaptation and development.300

			Piaget identified four developmental stages. The first is the sensorimotor stage, which lasts from birth to 2 years. During this stage, infants are unable to mentally represent information or form conscious memories, so their development is based on sensory and motor actions. Without the presence of a perceivable object, infants lose interest because they have not formed a mental representation of the object. For example, if a hidden object is not visible to the infants, it effectively does not exist for them, a phenomenon explained by lack of the mental structure of object permanence. Infants respond to external stimuli through automatic reflexes, such as the grasping or sucking reflex. Through assimilation and accommodation, these reflexes develop into more complex schemas. For instance, infants start controlling the grasping reflex with visual cues, bringing the perceived object closer for further exploration. By the age of 2 years, they acquire the ability to mentally represent objects, including the concept of object permanence, understanding that objects and people exist even when they are not seen.301

			The second stage is the preoperational stage, which extends from around the age of 2 to 6. During this stage, children can use language to express their thoughts and perceive the past and future through mental representations.302 However, reversible mental operations are lacking in this stage. Children cannot consider multiple perspectives or concentrate on multiple characteristics of an object or situation. For example, when asked to group objects of different sizes, colours, and shapes, they may shift between different criteria and fail to hold onto their initial categorisation criterion. This one-sided focus is also evident in the concept of conservation, as children in this stage cannot understand that changes in appearance do not necessarily affect quantity. In one of Piaget’s conservation experiments involving plasticine, most 3- to 4-year-olds believe that a flattened piece of plasticine contains more plasticine than the original piece in ball form, simply because it appears larger. Egocentrism characterises their thinking, as they believe that others perceive the world exactly as they do. They cannot differentiate between their perspective and that of others, assuming that others know what they know, such as thinking that someone standing opposite them sees the same things they do, even when their viewpoint is different. For example, they might assume that their parents know what the toys at preschool look like or what happened at a birthday party they did not attend.

			The concrete operations stage extends from around age 6 to early adolescence, up to 11–12 years old. During this period, children develop the ability to understand conservation, categorisation, and seriation. They can consider multiple perspectives, distinguish between appearance and reality, and perform mental operations with the presence of concrete objects. In the concrete operations stage, children, as opposed to those in the preoperational stage, can not only determine that two differently shaped pieces of plasticine contain the same amount but can also provide logical reasoning for it. They often use reversibility as an argument, explaining that the flattened plasticine can be reshaped into a ball. They can categorise objects based on multiple criteria and, after selecting one criterion, disregard the others. Older children can even categorise using multiple criteria simultaneously. Piaget argued that children in this stage can perform these mental operations only when concrete objects are present.303

			The formal operations stage occurs during adolescence and is characterised by abstract and systematic theoretical thinking. Adolescents can engage in logical reasoning, conduct mental experiments to consider the consequences of their actions, and evaluate possible alternatives. Abstract thinking allows them to perform operations without the presence of concrete objects and to solve problems involving unknown variables. In the application of logical reasoning, significant differences emerge between individuals in the concrete and formal operational stages. When presented with syllogisms that contain empirically false premises, adolescents can disregard the truth value of the premises and focus solely on whether the conclusion follows logically. In contrast, children in the concrete operations stage cannot separate the truth of the premises from their content. Formal operational thinkers recognise the distinction between logical and empirical reasoning. Adolescents’ cognitive development enables them to understand that there are different ways to interpret the world, based on various rules and expectations. They question social norms and institutional systems.304

			1.2. Sociocultural Cognitive Development Theory

			According to Lev Vygotsky’s sociocultural development theory, the cultural environment determines the cognitive abilities a child develops. In contrast to Piaget’s theory, where children develop the mental structures necessary for adaptation on their own, in Vygotsky’s theory, these schemas are shaped through the interaction between the child and their environment.305 Cultural tools, available within the society, aid in the development of cognitive abilities, or their absence can result in underdeveloped abilities. The child’s parents, family, and school environment contribute to the formation of mental structures by assisting the child in learning through social interactions.306 The zone of proximal development refers to the difference between a child’s current level of development (what they can do and understand independently) and their potential level of development (what they can do and understand with the help of an adult or more experienced peer).307 Therefore, with the help of members of the social environment, a child can reach their potential level of development. The level of the zone of proximal development varies depending on the child’s current level of development. For instance, a parent can assist a child in learning basic mathematical operations, such as addition, by manipulating concrete objects or presenting real-life situations that require addition, such as “Sarah eats 3 slices of apple, her brother eats 5 slices of apple, how many slices of apple do the two siblings eat together?” The process through which new skills, schemas, and mental structures become integrated into the cognitive system through social interactions is called internalisation.308

			Culture influences which skills and mental structures a child will acquire. In Western societies, alongside basic education in math, writing, and reading, there is strong emphasis on teaching digital and practical skills that students can use in the labour market after leaving school. In contrast, other cultures focus on developing different skills and mental structures, such as fishing, hunting, agricultural skills, or craftsmanship, to ensure adaptation. Speech is one of the most important cultural tools, contributing to the formation of all mental structures and the development of cognitive abilities. Communication through speech enables assistance from the social environment, which facilitates reaching the potential level of development. Internal speech also helps children, adolescents, and adults perform complex tasks and guide themselves through the tasks.309

			1.3. Information Processing Approach

			According to the information processing approach, environmental stimuli go through various processes, interact with prior knowledge in long-term memory, and are organised into existing schemas or conceptual categories. When no prior knowledge exists on a topic, new schemas or conceptual categories are formed.310

			Information from different sensory modalities is processed and interpreted through perception in the cognitive system. Perception is the cognitive process through which information from the external world gains meaning. Attention is the cognitive ability that allows us to focus our mental resources on a specific task. It directs perception and helps differentiate between task-relevant and irrelevant information or stimuli. Complex, novel tasks require more attention and greater mental concentration, while well-practiced tasks can be performed almost automatically without significant attentional effort. Multitasking, or dividing attention between multiple tasks, is possible alongside automatic task performance.311

			Memory is the cognitive process that enables us to store relevant information selected for attention for long-term use. The active memory unit responsible for active information processing is called the working or short-term memory, which has limited capacity. Pioneering discoveries by George Miller showed that an individual with average intellectual abilities can store and manipulate around 7±2 chunks or units of information in the working memory. Chunking, which involves grouping information based on a logical rule, allows for efficient processing of larger amounts of information compared to handling individual units. For example, when memorising a series of numbers such as a phone number, chunking allows us to create groups of two or three digits, making it much easier to remember. The process of chunking is also activated during learning when we attempt to identify relationships between pieces of information by categorising and organising the material. Working memory capacity is notably lower in preschool-aged children, at around three or four chunks, and increases with age. Through active processing, information is transferred from the working memory to long-term memory.312

			In long-term memory, we organise our knowledge using categorisation. Significant differences exist in the amount of accumulated knowledge between younger and older children. How infants, preschoolers, young school-aged children, and adolescents organise and categorise information varies. Memory is constructive, influenced by prior experiences, knowledge, and memories. People tend to fill in missing information in their recall, often unintentionally. This phenomenon is particularly evident in the memories of children, who can be highly susceptible to manipulation through suggestive questions. 24 A study conducted with 8-year-old children found that the occurrence of false memories is not only triggered by children’s increased tendency to obey adults but is also influenced by the current memory traces. In the experiment, children who recalled false or partially false memories were more prone to agree with the misleading information provided by the experimenter in a deception task than did children who did not have false memories.313 In a review from 2016, research results were summarised regarding how the interviewer’s attitude can impact children’s testimonies, accuracy of their memories, and their susceptibility to influence. Creating a secure, supportive environment leads to more accurate recall than neutral, unsupportive conditions. The interviewer’s supportive attitude results in more accurate recall, less acquiescence, and greater resistance from the child regarding suggestive questions. For children who are less cooperative, anxious, insecurely attached, and cognitively deficient, a supportive environment and attitude during the interview are particularly important.314 The context of encoding is also highly relevant for retrieval performance. Numerous studies have shown that retrieval is more effective when the learning context, environment, learner’s emotional state, or mood at encoding matches the context during retrieval.315

			2. Emotional and Social Development

			2.1. Functions and Types of Emotions

			Besides their evolutionary functions, emotions play a prominent role in the 21st century as they influence our emotional and physical well-being, learning, everyday activities, decision-making, problem-solving efficiency, adaptability to different life situations, personal successes, social relationships, and moral decisions.316, 317 Sroufe categorised the functions of emotions into three major categories.318 From an evolutionary perspective, one primary function of emotions is to respond to emergencies, activating bodily physiological changes that trigger the fight or flight response.319 The communicative and social function of emotions is particularly relevant since we communicate with others through our emotions and their expressions and share our emotional states, as well as through the events and experiences that led to these emotional states.320 In infancy and childhood, the expression of emotions plays a crucial role in communication because children depend on their social environment during this period.321 Similarly, in childhood and adulthood, the exploratory function of emotions is essential as emotions motivate individuals to learn and discover new stimuli.322

			Emotional reactions arise from various mental processes, activities, and physiological changes. The perception, attention, motivation, thinking, learning, memory, and combined operation of these cognitive processes trigger emotional reactions. In addition to physiological reactions and the activity of the nervous and limbic systems, which ensure survival and adaptation from an evolutionary perspective,323 emotional reactions include an automatic, powerful subjective feeling and the expression of emotion, which can be influenced by culture, context, age, and gender.324, 325, 326

			Based on the interpretation of perceived events, we can distinguish between positive and negative emotions. Subjective interpretation influences whether we perceive certain emotions as positive or negative. Fear and fright are generally interpreted as negative emotions, even though feeling fear and the subsequent behaviour can have positive consequences in a dangerous situation. Similarly, love can be considered either positive or negative.327, 328 Emotions also differ in terms of their intensity and duration. Emotions are typically short-lived, intense reactions, while moods are weaker in intensity and longer-lasting states. Emotional expression also varies and is influenced by social, cultural, and gender expectations. The intensity of emotional expression does not necessarily match the intensity of the experienced emotion since individuals regulate and control the degree of emotional expression through their cognitive systems, which is a prerequisite for functioning social relationships.329, 330, 331 Additionally, primary emotions and secondary emotions can be distinguished.332, 333 Discrete emotion theories emphasise the presence of culture-independent basic emotions,334 while structural developmental theories focus on the explanation of secondary emotions.335

			

			2.2. Emotion Theories

			2.2.1. Discrete Emotion Theories

			Discrete emotion theories are based on Charles Darwin’s evolutionary emotion theory. According to Darwin’s approach, emotions served an adaptive function during evolution, ensuring survival, success, and reproduction. The correct interpretation of environmental stimuli and the behaviour and emotions of others increase the chances of the correct response. Darwin observed the emotional facial expressions of infants from different cultural backgrounds and concluded that there are universal basic emotions that are instinctive and innate.336, 337

			Similar to Darwin, Paul Ekman also examined emotional facial expressions in different cultures. He identified six basic emotions that appear in every culture: happiness, sadness, fear, anger, surprise, and disgust.338 Carroll Ellis Izard, in addition to the six basic emotions defined by Ekman, identified four more: shame, contempt, guilt, and interest.339 Like Izard, Silvan Tomkins suggested that emotions could originate from the interpretation of facial expressions, and that facial expressions could increase the intensity of experienced emotions, a concept known as facial feedback.340, 341

			2.2.2. Structural Developmental Theories

			Emotional development is inseparable from context and environment. Emotions develop through interactions with the social environment, so emotional development is closely related to social development. Individuals with limited social networks also have basic emotions, but secondary social emotions develop during social interactions. Representatives of structural developmental theories argue that emotional development occurs through the interaction of physiological, psychological, cognitive, and social environmental systems.342

			According to Sroufe, every secondary emotion has a preceding childhood emotion. The experience of a new emotion results from the structural transformation of a previous emotion due to the influence of the social environment. Simple early childhood emotions such as anger, joy, and fear evolve into complex emotions. Culturally and socially determined secondary social emotions include love, jealousy, anxious fear, bitterness, empathy, sympathy, and more. If early social interactions with caregivers and mothers are disrupted during infancy, the development of secondary emotions may also be negatively affected because infants learn that they cannot influence their social environment, which can lead to social and emotional developmental problems in the future.343

			2.2.3. Physiological Emotion Theories

			Physiological emotion theories consider the physiological component of emotions as the key factor in the formation of emotions, disregarding the study of emotional expression and facial expressions. Based on the James-Lange theory, emotions arise because of physiological and bodily reactions to an event, with emotions being triggered by the subjective perception and interpretation of these bodily reactions. According to this theory, for example, when a child is frightened by a barking dog on the street, it is not the feeling of fear that triggers the associated bodily reactions. The child begins to produce bodily reactions such as trembling, rapid heart rate, and crying as a result of perceiving the barking dog, and the perception of these bodily reactions then provokes the emotion of fear.344, 345, 346

			One criticism of the James-Lange theory, as noted by Walter Cannon, is that physiological changes do not always go hand in hand with the experience of emotions. For instance, physical work or sports activities can increase heart rate and sweating, but these physiological reactions often do not generate emotions such as fear.347 Another critique of the James-Lange theory is that emotions often appear simultaneously with the presentation of environmental stimuli, even before interpreting the bodily reactions. According to Philip Bard, emotions develop when the thalamus transmits information about the perceived environmental stimulus to the brain, which simultaneously results in physiological reactions.348 Based on these arguments, Cannon and Bard concluded that externally triggered emotions and physiological reactions occur simultaneously, and there is no causal relationship between physiological reactions and the appearance of emotions.349

			2.2.4. Cognitive Emotion Theories

			In their theory, Schachter and Singer emphasised the role of the cognitive factor, in addition to the presence of physiological reactions, in the formation of emotions. This cognitive factor involves the interpretation and labelling of bodily reactions. According to the two-factor theory, appearance of an environmental stimulus triggers a physiological response, and the emotion is then created after the response is interpreted cognitively.350 Therefore, if a child encounters the stimulus of a barking dog and feels fear, the perception of barking triggers increased heart rate and rapid breathing, and the child identifies and explains these bodily reactions as fear. The theory also highlights that cognitive interpretation and context play a crucial role in the creation of emotions, as the same physiological reactions can elicit different emotions. For example, a child’s rapid heartbeat and increased breathing, resulting from playing hare and hounds in the park, can evoke feelings of happiness, excitement, and joy, while the same physiological reactions during a test may result in feelings of fear.351, 352, 353

			The cognitive appraisal theory, represented by Richard Lazarus and Susan Folkman, posits that cognitive appraisal is a crucial factor alongside physiological responses in the development of emotions. According to the theory, when children are confronted with the stimulus of a barking dog, they first evaluate the situation and identify the potential danger. This cognitive appraisal triggers physiological reactions and the feeling of fear simultaneously. During primary appraisal, the individual evaluates whether an event or environmental stimulus is positive, negative, or neutral. If the person evaluates the event as positive or neutral, there will be no heightened physiological reactions. However, if the event is perceived as negative or dangerous, a secondary appraisal occurs, during which the individuals assess their abilities and coping strategies that can help them deal with the negative event. The secondary appraisal can result in the person perceiving the event as harmful, dangerous, or challenging. The perception of harm or danger occurs when the person does not possess the necessary coping skills for dealing with the event or is unable to apply these skills in a given situation. The presence of coping skills or confidence in using them can lead to the event being interpreted as a challenge. Reappraisal involves continuously reinterpreting the event based on new information that may be relevant to coping with the event.354, 355

			2.2.5. Theory of Primary Emotional Systems and the Role of Play in Children’s Development

			In Jaak Panksepp’s evolutionary theoretical approach, he distinguished between brain systems that elicit negative and positive emotions, which also influence personality traits such as agreeableness, extraversion, openness, and neuroticism (see Figure 1). Within positive emotions, he identified the brain emotional systems of seeking, lust, care, and play, while within negative emotions, he identified the brain emotional systems of fear, rage/anger, and sadness/panic. The brain’s emotional systems that elicit negative emotions have an adaptive role. The fear brain system helps recognise situations indicating a threat, allowing individuals, through learning in childhood, to avoid physically or emotionally dangerous situations. The anger system can be activated in not only situations where people are under attack and must defend themselves but also situations where achieving a goal is jeopardised, leading to frustration. For example, children might get angry at a sibling if they feel they are not getting enough attention from their parents. Panic or sadness arises in situations where a person feels alone, excluded, or abandoned.

			Similar to the negative emotional brain systems, positive emotional systems also play a crucial role in adaptation. The survival brain system fosters a child’s curiosity and exploratory behaviour, forming the basis for survival and learning. The lust and care systems enable the satisfaction of sexual desire and offspring care needs, allowing for the experience of associated positive emotions. Despite the initiation of sexual life typically occurring in adolescence or early adulthood, activation of these emotional brain systems can be observed in children’s play, such as roleplaying games where children take on roles, care for dolls, feed them, give them drinks, etc.

			
			Figure 1: Primary emotional systems and personality356
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			Social play is the most crucial emotional brain system in childhood, with an evolutionary role in forming and maintaining social relationships. The absence of social play in childhood and increased engagement in non-social forms of play, such as phone and computer games, can lead to reduced social skills.357

			Play involving objects emerges in infancy, leading to exploration and learning by allowing the child to discover the properties and behaviours of objects and their functions. From the age of 1.5 to 2 years, children begin to organise objects, laying the foundation for later categorisation. By the age of 4, they start building and creating new objects using available materials. These early play activities enhance children’s thinking, problem-solving strategies, language development, mathematical skills, and spatial abilities.

			Another early play activity involves engaging in physical games, such as those related to movement (e.g. cycling, jumping, dancing, and climbing), fine motor games (e.g. manipulating toys, colouring, and cutting), and games with other children or parents (e.g. hare-and-hounds and hide-and-seek). Physical play activities positively impact spatial-visual skills, eye-hand coordination, math performance, social acceptance, and social competence.

			Symbolic play develops through representational systems such as spoken language, writing, counting, and music. Language games, such as rhymes and tale reading, enhance children’s phonological awareness. Involvement in musical games, such as singing and dancing, develops prosocial behaviour. Through drawing activities and drawing games, children can express their emotions and thoughts.

			Roleplay, drama games, and fantasy games contribute to the development of children’s reasoning and social skills. Imaginative play is a key learning form for language, communication skills, and storytelling. Fantasy-based imaginative play, in particular, has a positive impact on executive functions, with children possessing more vivid imagination exhibiting higher attention-switching, inhibitory control, and working memory capacity. Several studies have demonstrated that the depth of engagement in roleplaying games influences children’s creativity.358

			2.3. Attachment as a Process Influencing Emotional and Social Development

			In an evolutionary approach, John Bowlby defined attachment as a genetically encoded process. This means that infants are born with the ability to form attachments, and these attachments serve an evolutionary purpose by promoting survival. Children can form attachments with multiple individuals, but one of these, primary attachment, is particularly significant and qualitatively different. Typically, primary attachment forms with the caregiver, usually the mother, during the sensitive period within the first two years of life. Infants and mothers instinctively seek proximity to each other, and the infant’s inborn attachment behaviours, such as crying or smiling, cause the caregiver’s attention and care.359

			The disruption or failure to develop attachment between the primary caregiver and the child, or inadequate emotional care from the primary caregiver, is referred to as maternal deprivation. This can have long-term negative consequences on the child’s social, emotional, and cognitive development. The cognitive schemas individuals form about themselves, the world, and social relationships are rooted in their early attachment experiences and determine their attachment style. Damage to primary attachment can negatively affect the establishment and maintenance of later social relationships. Children who experience maternal deprivation may have difficulty trusting others, perceive themselves as less lovable and valuable, and feel less capable of effectively managing social relationships. Early attachment representations can be altered by subsequent attachment experiences or by reinterpreting past events.

			Individuals with a secure attachment style trust the person to whom they are emotionally attached. They believe they deserve love, react adaptively to relationship disruptions, and can act independently when necessary. In contrast, individuals with anxious-ambivalent attachment assume that others do not reciprocate their love and intimacy, and they are uncertain in their relationships. This attachment style often results from inconsistent or unreliable responses from the primary caregiver to the child’s needs. Individuals with avoidant attachment style tend to avoid interaction with the primary caregiver and do not show signs of distress when the caregiver leaves. This style can develop when the caregiver rejects the child’s attempts at closeness or exhibits impatience or aggression in response to the child’s behaviour. These children learn to avoid interaction with their caregivers and believe they must rely on themselves for happiness and cannot effectively manage social relationships.360

			In Abraham Maslow’s theory regarding the hierarchy of needs, he enumerated the biological, social, emotional, and cognitive needs whose fulfilment is essential for mental well-being and ideal social and emotional development. As illustrated in Figure 2, after satisfying the basic biological needs, the next level includes the need for safety and security, the foundation of which is the presence of secure attachment. According to Maslow’s theory, if the needs at the lower levels of the hierarchy are not met adequately, such as the child, adolescent, or adult not feeling safe or loved, fulfilment of needs in the higher levels of the hierarchy may also be damaged. Consequently, a child with insecure attachment may experience impaired cognitive and self-actualisation abilities and low self-esteem. According to the theory, neglecting the biological and emotional needs of a child and providing inadequate responses during critical periods by the parent, such as ignoring the child’s cries, failing to comfort, or providing insufficient care for biological needs, may contribute to their school adjustment problems, low self-esteem, low academic performance, and difficulties in identifying and achieving individual potentials and goals later in life. In contrast, securely attached children, whose biological and emotional needs were adequately met during critical periods, are more effective in establishing and maintaining social relationships, have higher self-esteem and self-confidence, and are more motivated in learning, thus achieving higher academic results. They have higher intrinsic motivation, as their needs for security, autonomy, and competence are more fully satisfied, making them more effective in identifying and utilising their individual strengths during the pursuit of their individual goals.361

			
			Figure 2: Maslow’s hierarchy of needs362
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			2.4. Psychosocial Development

			According to Erik Erikson’s theory, individuals go through various psychosocial developmental stages from childhood to adulthood, each characterised by a psychosocial crisis. The resolution of these crises can have positive or negative effects on an individual’s personality. An individual’s emotional and social psychological needs interact with their social environment, which influences the satisfaction of these needs.363

			The first psychosocial stage is trust vs. mistrust, which lasts from birth to approximately 1.5 years old. During this stage, infants completely rely on their primary caregiver for help and care. If parents respond lovingly and appropriately to the infant’s needs, such as meeting their biological needs when they cry and providing emotional care by actively engaging with them, trust develops in the child. This trust extends to the world, and the children learn to count on the people around them, which positively influences their future relationships. A successful resolution of this psychosocial crisis leads to the development of hope in the child, as they learn that they can rely on others for support and safety. Conversely, if parents neglect or inadequately respond to the children’s needs, the children may develop a sense of mistrust, feeling that the world is not a safe place and that they cannot rely on others when needed. Mistrust leads to fear, which can have lasting effects on the child’s emotional and social development.364

			The second psychosocial stage is autonomy vs. shame and doubt, which occurs from around 1.5 to 3 years old. During this period, children begin to control basic physical actions and strive for independence from their parents. If parents encourage their children to make independent decisions (e.g. choosing their clothes or what to eat) and help them in developing new skills (e.g. dressing themselves, alimentation, learning new games, and potty training), children become more confident in their abilities and their capacity to succeed in life. The sense of autonomy contributes to self-confidence and self-control. However, if parents frequently control their children’s actions, criticise their attempts at independence, or are impatient or displeased with their unsuccessful efforts, children may feel ashamed and uncertain about their abilities, leading to low self-esteem and dependence on others.365

			The third psychosocial stage is initiative vs. guilt, which occurs when children start to control social interactions, covering the preschool period. During this time, children initiate play activities with other children, discovering their interpersonal skills. They plan and execute activities, and with supportive social environments, they can develop a sense of purpose, learn how to control their environment, and gain confidence. The initiation and execution of new activities often involves making mistakes and experiencing failures. These experiences teach children that their actions have consequences. If parents accept and are patient with their children’s unsuccessful attempts to master new skills that require self-control (e.g. using cutlery and the restroom), children learn that they can control their own bodies and actions. Initiative leads to willpower and goal-oriented behaviour. However, if parents reject their children’s initiatives, react impatiently to their curiosity and questions, or provide negative feedback regarding their independent actions or ideas, children may feel guilty and uncertain about pursuing their own desires and goals, inhibiting their initiative and creativity.

			The fourth psychosocial stage is competence vs. inferiority, during which children begin to discover that they can accomplish tasks by developing skills. They compare themselves to their peers and draw conclusions about their abilities. This stage corresponds to the elementary school years. Support and positive feedback from parents and teachers can lead to a sense of competence and self-confidence that they possess the skills necessary to achieve their goals and perform tasks successfully (e.g. writing, reading, and performing mathematical operations). Negative feedback or the inability to develop their skills may lead to a sense of inferiority, where children may feel less capable than their peers, undervalued, and without the skills needed for self-confidence. In school, children learn to not only complete individual tasks but also work in groups, which enhances their problem-solving and time management competencies. They also learn to overcome difficulties and failure in learning through the support of adults and peers, understanding that they can achieve their goals even in the face of obstacles.366

			The fifth psychosocial developmental stage is identity vs. role confusion, during which an individual discovers their identity through experimenting with different roles, values, and goals, typically during adolescence. With the support of parents, teachers, friends, and peers, adolescents can freely explore various roles (e.g. in relationships, future careers, occupation-related activities) representing different interests and values. Based on the experiences gained, they develop their own identity. If the social environment restricts the process of identity exploration, or if adolescents face numerous negative experiences during this period, role confusion may develop. As a result, adolescents may struggle to find their place in the world and define their values and goals. Acceptance and positive feedback from peers can contribute to higher self-esteem and a stronger sense of identity, but feelings of exclusion can lead to role confusion and low self-esteem.367

			James Marcia extended Erikson’s theory regarding identity development by proposing that adolescents not only explore but also commit to their identities.368 If there is no commitment or if commitment occurs without prior exploration, identity can be damaged. He termed the state of having neither exploration nor commitment as a diffuse identity. This state is typically present during early adolescence, followed by a period of exploration, usually starting in mid to late adolescence, when adolescents explore various options and roles based on activities modelled by their peers. If the state of diffuse identity persists for a long time or if adolescents fail to explore different roles, it may lead to low self-esteem, high susceptibility to influence, and lack of commitment. Foreclosure is a state characterised by commitment without exploration, often triggered by anxiety, a desire to conform to social norms, or parental pressure. Adolescents might commit to their first romantic relationship, or the career chosen by their parents, without exploring alternative options or understanding their own desires, goals, and values. Foreclosure can transit into exploration as adolescents begin to try new roles when they start thinking independently. However, this state can persist into adulthood, leading to feelings of submissiveness, inferiority, dependence on external feedback, and poor adaptability to change. In the state of moratorium, adolescents actively experiment with different roles but have not yet committed. This phase is characterised by questions, anxiety, and uncertainty, preceding the achievement of identity. Those who have explored various roles and committed to the values and goals that align with their interests have achieved identity. Achieving identity is often a lengthy process, lasting into young adulthood, as exploration continues.369, 370

			The sixth psychosocial developmental stage is intimacy vs. isolation, which is typical of young adulthood, spanning from ages 18 to 40. During this stage, the primary goal is to establish loving and intimate relationships. In middle adulthood, from ages 40 to 65, the seventh stage, generativity vs. stagnation, is present. During this period, individuals focus on building their careers, starting families, or making other contributions to the society. The final, eighth, stage is ego integrity vs. despair, which occurs from age 65 until the end of life. During this stage, individuals reflect on their life satisfaction, evaluating the extent to which they have achieved their goals and desires and made good decisions.371, 372

			2.5. Empathy, Prosocial Behaviour, and Aggression

			According to Jean Piaget’s stage theory of development, egocentric thinking characterises a child’s cognition until the end of preschool age. The children are unable to consider others’ perspectives, and their behaviour is entirely motivated by the satisfaction of their own needs, disregarding the viewpoints of others. Egocentric thinking is also evident in interactions with parents and peers. At this age, a child may obey a parent, such as collecting toys, to gain a reward, such as receiving praise or avoiding punishment. Interactions with peers are also influenced by egocentric thinking, for instance, sharing a toy with another child to be able to play with that child’s preferred toy or presenting good behaviour to gain approval from a kindergarten teacher.373

			During the concrete operational stage, the child gradually develops the decentration ability, considering the perspectives of others. They begin to recognise others’ emotions and understand viewpoints beyond their own behaviour. Through understanding others’ perspectives and motives, empathy and the capacity for compassion towards others develop in the child. The progression of decentring and empathy replaces egocentric thinking, giving rise to social and cooperative thinking, and prosocial behaviour emerges. The children no longer collect the toys solely for self-interest but recognise and understand that it brings calmness to their mother if they clean up after themselves. Actions are motivated by a desire to make others feel good, as seen in sharing toys with a friend to bring them joy, assisting a classmate who struggles with the material to help them succeed, befriending a peer in the class who lacks friends to bring happiness to their life, and so on.374

			According to the social learning theory, children acquire social behaviours and emotions through observation and imitation, a process known as observational learning. Significant individuals such as parents, family members, teachers, peers, or even fictional cartoon characters serve as models for children. Models can be individuals who hold high status, are rewarded for their actions, care for us, or share similarities with us. Observational learning is not limited to childhood, and people continue to learn from significant individuals throughout their lives. Regardless of age, individuals are more likely to imitate individuals of the same gender due to social norms and expectations.375 According to the social learning theory, children can acquire empathy and social skills through observational learning. However, they can also learn negative forms of behaviour and emotions, such as aggression.

			Based on his research regarding the imitation of aggression, Albert Bandura identified various factors that can increase the likelihood of observational learning. Similarity is one such factor that increases the probability of imitation. A preschool child is more likely to imitate the behaviour and aggression of a peer who is of the same age, shares similar interests, prefers similar play activities, and has similar external characteristics than the behaviour of older children, such as teenagers, because they can identify more with the former. Similarly, there is greater likelihood of imitation when behaviour is rewarded, meaning that it is associated with consequences that are favourable to the child. Conversely, if negative events follow a behaviour, the child is less likely to imitate it. If a child sees that classmates displaying aggressive behaviour are rewarded, such as enjoying popularity in the class or gaining some advantage (e.g. acquiring their classmates’ toys), there is a higher likelihood of imitation of that behaviour. However, if teachers appropriately control aggressive behaviours, for example, if a child displaying aggressive behaviour is punished or excluded from certain extracurricular activities due to their behaviour (e.g. not allowed to go on a class trip), there is lesser chance of them adopting the role of the model. High-status and successful individuals are also more likely to become models than those with lower status or who have not achieved success. Expertise, having high-level knowledge in a specific area, is another factor that increases the likelihood of someone becoming a model.376, 377

			2.6. Moral Development

			Lawrence Kohlberg defined moral development as a lifelong, dynamic process. The cognitive processes underlying moral decisions and conclusions show age-related differences, and moral decision-making can be divided into various developmental stages. The first level is the preconventional level, within which two stages can be distinguished: (1) obedience and punishment and (2) individualism and exchange. The first stage is mainly characteristic of preschool-aged children, where they perceive the purpose of following rules as avoiding punishment. For example, children collect their toys when asked by a parent to avoid punishment. In the second stage, individualism and exchange, children recognise that certain actions satisfy the needs of others or themselves. Therefore, the children can consider the perspectives of others alongside their own. However, individual interests still guide actions in this stage. The child will follow rules and exhibit behaviours that lead to some positive consequences. In school, they may listen to the teacher to receive praise, understanding that adherence to societal rules and their behaviour affects how others, particularly the teacher, perceive them.378

			Within the second, conventional level, lie the third and fourth stages of moral development: interpersonal relationships and maintenance of social order. In the third stage, children recognise that their behaviour affects their social relationships, including what others think of them. They strive to behave as good, kind, respectful, and helpful children to fit into their peer group. In the fourth stage, individuals acknowledge the existence of a social order in the world. People follow the instructions of those with higher status, obeying them while considering the laws and authority. In this stage, they do not yet consider personal values and individual rights alongside following the law.379

			The third level of moral development is the post-conventional level, where individuals think about morality based on their own value systems and make decisions in different situations accordingly. Within the third level, the fifth stage of moral development is the social contract and individual rights. In this stage, individuals recognise that people have varying values and opinions on certain issues. They understand the importance of adhering to laws for the proper functioning of the society but also acknowledge that some people may disagree with certain laws. The sixth and final stage is universal principles, where individuals internalise certain values and ethical principles, making decisions based on them, independent of whether they align with societal expectations.380
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			CHAPTER 5

			Prenatal Period and Infancy: Psychological Insights Into the Beginning of Life

			Ewa RZECHOWSKA

			Abstract

			This chapter’s focus is on the emergence and development of human psychological life and a child’s bonding with the caregiver (mother) in the prenatal, postnatal and infancy periods. Developmental changes are presented from the very onset of life to familiarise non-psychologists working with children with their nature and mechanisms.

			Biological transformations and the first signs of foetus’s motor and sensory activity occurring in the prenatal period create a setting for the development of early mental activity, memory and various forms of learning, as well as of the neurohormonal, behavioural and psychological communication required for a child to bond with its mother.

			Newborns’ innate sensitivity to various forms of stimulation from people preadapts them to social contacts. In the first 12 months of life, they develop locomotor skills and an integrated perception of their environment, transition from ‘thinking in acting’ fed by sensory data to increasingly purposeful and intentional activities and stabilise their image of the world. As a result of interactions with the caregiver(s), they acquire the ability of pre-verbal communication, experiencing and recognising emotions and building a common space of meanings and actions.

			A child’s basic trust is formed based on its early experiences with caregivers. The quality of its bond with the caregiver translates into the type of attachment behaviour it will show (secure, anxious-ambivalent, anxious-avoidant and disoriented-disorganised attachment). Trust and attachment are significant for a child’s readiness for exploratory activity and the onset of self-regulation.

			Keywords

			prenatal period, newborn, infancy, child development, preadaptation, trust, attachment styles

			1. Introduction

			Psychology’s interest in the development of a human being starts with the beginning of a new life, focusing on the complexity of multidimensional relationships between the child and the environment in which it is raised. Prenatal programming involves not only the genetic determinants of development but also the foetus’s ability to adapt, influenced by non-genetic and para-genetic factors381. According to research, there is close interaction between genetic programmes and epigenetic processes activated by current relational and social experiences382.

			Developmental changes taking place in the prenatal period constitute the basis from which a system enabling attachment, communication and bond with the mother develops in the foetal period; the competencies emerging afterwards are key to understanding subsequent developmental achievements.

			2. The Biological Foundations of Psychological Life in the Prenatal Period

			Prenatal development is a biologically determined process lasting from 38 to 42 weeks, which starts with conception and ends with birth. It is divided into three trimesters, during which the new organism grows and develops new functions. The first trimester is subdivided into the zygote stage and the embryonic stage characterised by the most rapid cell proliferation and differentiation processes, and the early foetal phase, when organs constituting the biological basis of psychological functions appearing in trimesters II and III start to bud off.

			In the zygote stage, spanning the first two days after conception, the fertilised egg rapidly divides into layers of cells and travels into the uterus wall where it implants to form an embryo whose cells continue to differentiate.

			The embryonic stage starts in week 3 and ends in week 8. It is the period when the main internal and external structures of the new organism begin to emerge. Cells differentiate into ectoderm, mesoderm and endoderm from which the buds of organs will develop through organogenesis. The ectoderm evolves into sensory organs such as the nervous system, the eye, ear and skin, which enable the reception of external stimuli. Their buds appear around week 3, and then the balance, touch and pain organs bud off. In weeks 5 and 6, the nervous cell precursors and neurotransmitters grow at a fast pace, and a network of synaptic connections appears, marking the beginning of sensory sensitivity (the stimulation of the foetus’s mouth at around day 43 elicits whole-body movement and an EEG reading shows a reaction in the brainstem).

			During the foetal stage, spanning weeks 9 to 40, precursor glial cells emerging around week 19 initiate myelination, which enables faster and more accurate transmission of nervous impulses. Following the rapid growth of neurons and the emergence of new neural connections, a motor and sensory map of the body appears in the cerebral cortex around month 5. By month 7, the early ability to recognise and learn related to the continuing expansion of the neural network and increasing density of inter-neural connections can be observed. As a result of the ongoing specialisation of all new structures, various signs of the foetus’s activity appear as they begin to function.

			The first signs of the foetus’s activity from which psychological life will bud off become visible, and its spontaneous movements mark the onset of neuromuscular coordination. Increasingly complex motor activity (movements gradually form sequences as the foetus’s control of movements and their precision improves) integrates with increasing sensitivity to intrauterine or external sensory stimuli (rhythms, sounds, tastes, or lights)383, leading to the emergence of memory patterns related to particular modalities.

			The states of consciousness resembling sleep and wakefulness appear around week 16 and gradually turn into sleep-wake cycles. The differentiating states of consciousness pave the way for the earliest mental experiences (processing, selecting and integrating of information) and the development of the budding forms of mental activity, memory, and learning (recognition, classical conditioning, habituation, associative learning and mimicking)384. The foetus receives and absorbs the unique traits of its caregivers’ speech (such as melody, accent, rhythm, and sound intensity comprising the prosodic aspects of speech) non-auditorily. These developmental changes turn the foetus into an active entity that reacts, feels, and experiences emotions, has its individual temperamental traits and dispositions, and uses various means to communicate with the mother.

			3. Prenatal Environmental Influences

			Environmental factors in child development encompass both maternal internal and external influences, known as teratogens, as well as indirect factors such as social and psychological support385.

			The maternal internal environment is crucial for prenatal development. A mother’s diet significantly affects the child’s growth, particularly through essential nutrients like folic acid, which is vital for proper neural development. Additionally, maternal health conditions, such as diabetes, hypertension, and infections, can directly impact the baby’s development. High levels of maternal stress and hormonal changes may also affect the formation of the fetal nervous system, potentially leading to developmental challenges.

			External factors, or teratogens, can negatively influence fetal development. Substances like alcohol, drugs, and nicotine can lead to developmental disorders, such as Fetal Alcohol Syndrome. Moreover, exposure to chemicals, radiation and pollution can harm the fetus, while infections like rubella, toxoplasmosis, or Zika may result in congenital defects.

			Social and psychological support also plays a vital role in prenatal development. Positive relationships with a partner, family, and support networks can enhance the mother’s mental health, which, in turn, can indirectly benefit the child’s development.

			By considering these factors, we can gain a comprehensive understanding of how various influences affect prenatal development.

			4. The Prenatal Origin of Child Bonding With the Mother

			The bond between the child and the mother is formed through their neurohormonal, behavioural and psychological exchanges. Neurohormonal communication is a biochemical dialogue where neurohormones are biochemical carriers delivering information about the mother’s emotions (stress, anxiety, depression, calmness, or joy)386. Memorised by the foetus, the information becomes a potential determinant of the innate emotional dispositions of the child it will become387. Behavioural communication is based on metabolic information about the mother’s behaviours (risky activities, addictions, etc.), which causes changes in the functioning of the child’s organs and behaviour (for instance, it may cause hypoxia or stimulate motor activity), and during the genetically determined development of the nervous system. Psychological communication takes place when the child “reads its mother’s experiences, actions and emotions (touch, speech, singing, the music she is listening to, and locomotion) while the mother learns to appropriately identify and meet its needs. This exchange shapes their bond, the course of pregnancy and delivery, and the child’s health”388. Emotionally challenging situations surrounding mothers put the foetus at risk of experiencing “an ecological disaster in the womb”389. The emotions they absorb are likely to stay with them for relatively long periods, shaping their ‘emotional attitude’ and determining whether they will respond to events with fear or trust, thus amplifying their positive or negative impact.

			The emotional states of the mother and the metabolic and physiological changes they involve cause changes in the child’s brain, which are antecedent to the development of psychological functions. For instance, a mother’s positive emotions have been found to support neurogenesis390 and traumatic experiences to inhibit it and cause neural atrophy of the hippocampus and prefrontal cortex, synapse dysfunction, neural plasticity disorders and other developmental problems. Strong anxiety increases cortisol concentration in amniotic fluid, exposing a child to developmental cognitive and language problems391. Child-mother bonding in the prenatal period has been studied in terms of integrating genes, brain, behaviour, and environment.392

			5. The Newborn and Its Preadaptation to Social Contacts

			The period of infancy extends between birth and the end of the first year of an infant’s life. The neonatal period spanning the first 6 to 8 weeks is considered to have special importance for the child’s development.

			A newborn has an innately determined sensitivity to stimuli from people that preadapts it to social contacts393. It is most attracted to visually complex objects with distinct contours, such as the human face delineated by the hairline and the jawline, moving approximately 20 to 30 cm from its eyes, which is a typical distance between the faces of newborn and mother during feeding.

			A newborn is also innately provided with behavioural patterns (crying, smiling, clinging, etc.) for interacting with the caregiver(s), distinguishes a human voice from other sounds and the voices of its caregivers from voices it did not hear prenatally, and reacts more strongly to the language(s) that it heard before its birth394.

			The newborn period is the time when an infant becomes capable of living outside of the mother’s body as an individual entity. Its first activities, which are still innately determined, include states of arousal (ranging from deep sleep to active wakefulness395), rhythms (e.g. sleep-wake cycles, etc., representing the early temporal organisation of behaviours) and reflexes (some of which, such as seeking the mother’s breast, have an adaptive purpose, while others, e.g. the swimming reflex disappearing by 6 months of age to be replaced by leg-arm coordination necessary for an infant to be able to sit up, precede the development of more advanced abilities). Of special importance are pre-organised innate behaviours, such as looking, sucking and crying that are activated at birth, as they enable a newborn to meet its various needs (for instance, sucking is a way to get food, explore the world, form bond with the mother, and self-soothe)396.

			A newborn can express basic emotions, including curiosity, disgust and anxiety, which at this stage of development are still generated by its inner states (physical discomfort, arousal, pain, or tension). The state of general arousal gradually evolves and reacts differently to positive and negative stimuli. The innate mechanisms enable first social interactions, such as interactive synchrony between infant and mother or the infant attuning its mood to the mood of other people.

			

			6. The Direction of Changes in Motor, Perceptual And Cognitive Skills in the Period of Infancy

			In the first year of life, developing motor and perceptual skills and early mental processes utilising sensorimotor data397 create a basis that will make it possible for an infant to form a bond and communicate with the caregiver(s), develop social referencing skills, and create its own image of the social and physical contexts of the world.

			6.1. Motor Skills

			The development of the infant’s motor skills is reflected in its increasing ability to change the body’s position and ways of locomotion (gross motor skills) and related improvement of manipulative skills (fine motor skills).

			6.1.1. From the Foetal Position to Independent Locomotion

			Muscle tension control improved in the first weeks of life enables an infant to transition from the foetal position to early motor activities. A 2-3-month old infant can raise the head and hold it lifted for some time. The ability to lift the head and arms is a precondition for an infant being able to roll over from back to side at the age of 3-4 months. The improving control of the upper torso enables a 5-6-month old infant to roll over from the back to the stomach. At the age of 6-7 months, an infant makes its first attempts at locomotion (crawling) and changing the body position (sitting up). The ability to lift the body up leads to crawling, followed by sitting up unassisted at the age of 8-9 months. At around 9 months of age, an infant can stand when held by both hands, and a 10-month old stands up on its own when gripping the crib’s railing. The first attempts at locomotion are made towards the end of the first year of life.

			6.1.2. The Development of Manipulative Skills

			Innate reflexes, such as the ‘monkey grip’ and reaching out to light go away by around 3 months of age. Between months 4 and 5, reaching for an object becomes a purposeful and eye-controlled action. The increasing precision of hand movements enables various forms of gripping. Between the ages of 5-6 months and 8-9 months, simple covering of an object with the hand develops into the ability to grip small objects between the thumb and index finger (the pincer grip).

			The coordination of reaching and grasping skills gradually improves: a 5-6-month old child lets go of one object in order to reach for another, passes an object from one hand to the other to reach for yet another, and opens the hand to grasp an object before it can actually do it. Around the end of the first year of life, an infant manipulates objects with the hands, using them in the same way regardless of their structure or purpose (taps, rolls, throws).

			

			6.2. Early Forms of Perception

			New-borns are near-sighted and best see objects that are close to their eyes. At the age of 3 months, peripheral vision appears and evolves into stereoscopic in 3-4 month olds, enabling the development of depth perception.

			An infant’s perception of the world becomes increasingly complex and multisensory. At the age of 2 months, an infant stops seeing objects as points and contours, and starts to see them as groups of objects and discerns their organisation. For instance, a 7-week-old newborn looking at a human face is more interested in its elements, particularly the eyes, than the contours.

			Along with developing motor skills (position, posture and grip changes), visual perception improves. A 4-5-month-old infant’s images of people and objects stabilise, enabling it to recognise them regardless of changes in distance, lighting, shape, or colour. At the age of 7-8 months, an infant identifies objects that are moving, have been displaced, or are partly hidden, and an 8-10-month-old perceives and locates objects in space. The increasingly complex visual image of the world integrates with images generated by other senses, creating a basis for multimodal recognition of objects (intermodal transfer)398.

			6.3. Early Forms of Thinking399

			An infant’s thinking is a sensorimotor thinking, thinking in action, consisting in manipulating objects to attain some goal400. The first weeks of innately determined adaptation lead to an infant starting to perceive itself as physically separate from its environment at the age of 2 months and concentrating its activities on its own body at the age of 1-4 months, with the activities being more interesting than their object. This stage of development also marks the beginning of purposeful activity. Spontaneous activity is a goal in itself, and to achieve it, an infant performs sequences of movements or continues an accidental activity, such as repeating sounds (cooing).

			At the age of 4-8 months, an infant’s focus of activity moves to its surroundings. Having made a random discovery that shaking a rattle or pressing a key produces a sound or light, an infant intentionally continues to rattle and press to enjoy the effect of its activity. Only then does it realise the action-effect relationship (which introduces it to the concept of causality). Yet, an object is real for an infant as long as it plays with it, so when it disappears, an infant quickly stops looking for it.

			The understanding of object permanence only appears at the age of 8 months, as an infant becomes capable of integrating its actions (reaching, grasping, manipulating) and sensory information based on visual memory and hand-eye coordination. From this time on, an infant knows that an object exists even if it is not present and attempts to find it when it is not visible401.

			The activities of an infant start to show intentionality when it is 8-12 months old. At this age, actions become goal-oriented, and an infant can distinguish between means and ends and can coordinate both aspects. For instance, it realises that in order to get the toy it is interested in (ends), it needs to remove the obstacle on the way to it (means), and consequently, it integrates both actions.

			The evolution of motor, perceptual and cognitive skills is associated with an infant developing a close bond with the mother and communication and emotional referencing skills402. The skills underlie its ability to build safe relationships, social learning and active exploration of the world. As research has pointed out, there is an association between brain development and the social experiences of an individual403.

			7. First Social Interactions as a Source of Personal Development: Communication, Emotional Referencing, and Interpretations

			7.1. The Prelinguistic Stage of Speech Development

			The first sounds produced by an infant are a test of its vocal apparatus. Crying and whining, which appear when an infant is 0-3 weeks old, represent its first attempts to communicate with the parents and turn into vocalisation, pseudocry, and cooing by the age of 4-5 months. An infant’s discovery that it can make sounds leads to babbling, i.e., the intentional imitation of human speech that starts with repeating single syllables at the age of 6-7 months and turns into sequences of syllables imitating the melody of the caregiver’s speech, such as ‘ma-ma-ma’, by the age of 8 months. A 10-month-old infant repeats the sounds it hears, and distinguishes words uttered by its caregiver. At around 1 year of age, most infants pronounce their first words and understand what is being said to them. When it comes to verbal communication, the ability to read the non-verbal components of a caregiver’s messages, such as facial expressions or touch, emerges. The caregiver’s and infant’s shared focus on objects (e.g. a toy) precedes the development of referential communication enhanced by gestures that are gradually replaced by words.

			7.2. Emotions Expressed, Experienced and Recognised by an Infant

			The earliest emotions of infants are innately determined404: a 3-week-old newborn smiles to the mother’s voice, and a 2-month old infant smiles back on seeing her smile. At month 3, it smiles spontaneously and reacts with energetic body movements to the caregiver’s voice. The range of its emotions gradually increases. A 3-4-month old infant communicates negative emotions, such as anger, sadness and anxiety, and recognises them in others without yet understanding their meaning. In the second half-year of life, the range of positive emotions expressed by an infant expands. It smiles when smiled at, provokes a smile in others, distinguishes facial expressions, and reacts differently to familiar and unfamiliar people. It can also anticipate the course of some routines (e.g. nursing), and reacts with anger, reserve and surprise to express disappointment when its anticipation proves to be wrong.

			In the third quarter of the first year of life, an infant starts experiencing emotions related to its active role in social interactions. It distinguishes familiar faces from unfamiliar ones and shows interest in other people’s emotions and reactions that provide guidance for it on how to behave (for instance, the mother’s smile is an encouragement to proceed with an activity). Its behaviour has a regulatory effect too. Using facial expressions and verbalisation, it reveals its emotions and demands meeting its needs, e.g. such as passing a toy that is out of its reach. It also attempts to draw others’ attention, to elicit reaction by repeating activities that make people smile, e.g. by mimicking their facial expressions. The way of expressing positive and negative emotions becomes increasingly different. The development of memory changes the nature of sadness or anxiety. An infant may already feel them by merely anticipating the occurrence of something unpleasant, like the caregiver leaving it alone, without such an event actually taking place.

			At 8-9 months of age, an infant starts demonstrating strong interest in its permanent caregiver. New situations, especially the presence of unfamiliar people, cause it to show anxiety, reserve, and ambivalent emotions of varying intensity. At the same time, it demonstrates increasing interest in other people’s emotions and interpreting them. Towards the end of the first year of life, an infant shows its first social behaviours: it tries to imitate others’ emotions, comforts others, shows empathy, and understands the difference between its own and others’ emotional states405.

			7.3. The Beginning of Shared Understanding of Situations and Acting Together

			In order to better understand how the child and the mother build their common space of meanings and actions (intersubjectivity), the way they develop their relationship406 needs to be considered in terms of how their activities involving people and objects integrate407. The transformation of their common space has been divided into four stages:

			7.3.1. Encounter: From Contact to Interaction (0-1 month of age)

			The pattern of child-mother interactions is established in the first month after birth based on the child’s innate rhythms and the mother’s reactions to their temporal organisation. It marks the beginning of a certain kind of a dialogue, where the child is given a leading role while the mother caters for its needs, observes the sucking cycle, and tries to interpret its cues (such as turning the head away).

			7.3.2. The Establishment of a Joint Field of Attention and Action (2-5 months of age).

			The earliest exchanges between the child and the mother, enabling them to initiate and maintain contact, take place when their faces are close together, for instance, when the mother is leaning over the child or holding it in her arms, etc. Having intercepted her child’s spontaneous attention to an object, the mother initiates an interaction, allowing her to be led and regulated by the child. In this way, a joint field of attention is created408, which the mother expands by commenting on the object.

			7.3.3. Topic Sharing (5-8 months of age)

			A mother who has previously attempted to catch the infant’s spontaneous gaze now intentionally chooses an object and builds their interaction around it. To engage the child in interaction and attract its attention, she first uses non-verbal methods (showing, demonstrating and pointing) and gradually replaces them with verbal methods (describing, asking questions, giving tips, naming)409. This leads to the emergence at around month 5 of the ‘me-you’ and ‘you-me’ roles based on complementarity and reciprocity of exchanges. Encounters are initiated and ended by an infant (for instance, by gazing at an object and looking away from it, respectively), but it is the mother who turns them into quasi-dialogues, as she knows the object of the child’s interest and can anticipate its actions. By harmonising their activities, the mother and the child create a basis for building a common space of meanings together. An early form of dialogue appears when interactions with the mother cause the child to realise that his actions cause her to react in the expected way. The ability of a 7-month-old infant to distinguish between adults who are ‘useless’ and ‘useful’ as play partners suggests that it is able to compare current and past situations and is aware that strangers are of not much use as they will not understand its cues410. At the age of around 8 months, an infant communicates using gestures and signs and understands them as they are conventionally understood. Marc T. Bornstein411 has distinguished two types of infant-parent interactions based on their purpose and manner of initiation: a) interactions intended to attract an infant’s attention and engage it into an exchange through rocking, kissing, cuddling, non-verbal vocalisation, etc.; b) interactions making use of various activities to expand an infant’s scope of activity, which initially aim at shifting its attention from humans to objects so that it could observe, interpret and imitate.

			

			7.3.4. Topic-Maintenance: Person-Object Integration (8-12 months of age)

			In the last quarter of the first year of life, an infant actively coordinates its interaction with another person by referring to objects, follows the person’s gaze, takes some responsibility for sharing a topic, and uses gestures to signal that it is ready to share a topic, which initiate or sustain interaction. As the asymmetry of contributions to an interaction decreases, pseudo-dialogue becomes a two-way communication relationship marking the beginning of the joint development of future interactions. Both labelling and words are used in this process. The appearance of intentionality and fluent succession of exchanges marks the onset of secondary intersubjectivity, which is understood as a shared understanding of an object of attention and common references that, as a basis of communication, link the understanding of a situation by its participants. A child learns that its reactions have a communicative value and adjusts its behaviours to others’ reactions. The sequences of its actions become more and more intentional as it starts monitoring and modifying them according to anticipated goals and outcomes. By interpreting situations and their own and the child’s actions, adults help a child make associations between the known and the new that create a framework for it to interpret new events and organise actions in new situations.

			8. The Emergence of Attachment and Trust: The Stages of Attachment

			Developing an attachment to the caregiver is an evolutionary and biologically determined need of every infant. Attachment is defined as a deep, long-lasting affective bond to an attachment figure, usually the mother, which increases the infant’s odds of survival and gives it a sense of security and psychological comfort412. An attached child seeks closeness and contact with the caregiver when anxious, sick, or tired.

			The behaviour of the attachment figure, its presence and the intimacy shown to the child have a significant effect on the child’s psychological and physical development. According to Erik H. Erikson’s psychosocial theory of development, the first 12 months of a child’s life are the period when it can form basic trust in oneself, people, and the world or a relatively enduring sense of distrust in oneself and others413. Basic trust determines the ability to trust others and a feeling of being safe, translating into a sense of self-confidence, of being accepted, continuity, stability and predictability of the world seen as an interesting place to explore and offering opportunities to meet one’s needs. These beliefs constitute a central element of human personality414. Infants start to develop trust in the first months of their life as a result of their first experiences and interactions with caregivers. Trust is the backbone of the attachment system415, with its development being mainly shaped by the mother. The level of trust a child will be able to attain later in life is determined by the quality of its bond with the mother, which depends not only on her ability and commitment to meeting her child’s needs (both physical and psychological), but also on how she perceives the child and herself and on her vision of maternity.

			There is a close relationship between the development of attachment and the child’s improving motor, cognitive, emotional and social skills (for their prenatal origins, see section 4). John Bowlby has divided the evolution of child-caregiver attachment into four stages, the first three of which take place or begin during the first year of the child’s life416. The stages illustrate how a child moves from communicating its needs through preadaptive mechanisms to closeness-building exchanges with the caregiver, intentional regulation of behaviour, and early signs of self-regulation417.

			8.1. Pre-Attachment Phase (from birth to 6-8 weeks)

			An infant is preadapted to react to signals sent by people, tunes in to them, shares others’ emotions, and sends its own signals without yet choosing their recipients. Its relationship with the mother (the attachment figure) is based on an innate mechanism known as interactive synchrony. The responsibility for developing the relationship rests with the mother, who ‘reads’ her child’s signals, stabilises it physiologically and emotionally, and works out care standards and routines.

			8.2. Early Attachment (from weeks 6-8 to months 6-8)

			Almost from the day they are born, many infants have one caregiver or receive occasional care from few people. Initially, an infant relates similarly to other people but, as months pass, it begins to distinguish its attachment figure(s) to whom it sends cues and attaches itself to from others, probably based on signals from developing smell and vision organs. When there are several attachment figures, an infant chooses one, usually the mother (who becomes the principal attachment figure), exhibiting anxiety in the presence of strangers.

			An infant takes some control of interactions, by initiating contacts and showing purposeful behaviour. The caregiver’s role is to stimulate and regulate the level of its arousal so that it could learn to self-regulate its emotions.

			8.3. Clear-Cut Attachment (from 6–8 months to 18–24 months)

			In this period of life, an infant develops new forms of attachment behaviour, enabling it to actively maintain closeness to the mother (see the developmental characteristics of a child, section 4) and resulting in the creation of its attachment pattern. It controls the level of closeness with the mother using verbal and non-verbal communication, tries to keep as close to her as possible, and shows separation anxiety when she goes away. A mother is ‘a safe haven’ for a child, from which it can explore the world when it feels safe, has an appropriate level of developmental skills (locomotion skills, integrated perception of the nearest environment, and the realisation of object permanence), and, importantly, believes in having an adult’s support when needed418 and self-confidence419. A mother has a special responsibility for regulating a child’s arousal during activities and monitoring the emergence of self-regulatory processes, including adjusting to situations, controlling reactions, and expressing emotions.

			Based on early experiences from interactions with the caregiver internalised by a child, internal working models are created, i.e. life-long affective and cognitive matrices guiding the formation of the child’s future relationships with other people420.

			Attachment is considered as a subcategory of a wider process – the development of internal operational models421 – within which humans interpret their experiences and construct beliefs about themselves and the world.

			9. Attachment Styles

			An infant’s attachment is a special, deep and enduring bond connecting the infant with the mother. The first study on child-primary caregiver attachment and the role of first experiences is credited to Mary Ainsworth422, who used the standardised Strange Situation Procedure to investigate the nature of the attachment of one-year old children to their mother. In their experiment, children and mothers were allowed to spend some time together in an unfamiliar environment, after which mothers were replaced by strangers to return after a time. As a result, children were exposed to the operation of three mild stressors: an unfamiliar environment, the presence of a stranger, and separation from the mother. The determination of attachment patterns was based on how children reacted to separation and reunion with their mother. The type of reaction was taken as a measure of their trust in the availability of the attachment figure, corresponding to their sense of security. The experiment led Ainsworth et al. to put forward three attachment styles: one secure (trustful) and two non-secure (anxious-ambivalent and anxious-avoidant). In 1990, Mary Main and Judith Solomon proposed a fourth attachment style that they called disorganised (fearful) attachment. The four styles provide an insight into the development of an infant-mother relationship and reliably predict the quality of relationships children will establish in the future.

			9.1. Secure Attachment

			Securely attached children willingly explore unfamiliar surroundings in the presence of their mother. When the mother goes away and a stranger appears, they show anxiety, cry, and stop to play. After she returns, they want to be close to her and quickly calm down, showing renewed interest in exploring their environment.

			A securely attached child clearly and readily communicates its needs, expresses emotions, and seeks comfort and assistance, preferring the assistance of their parents. The belief that the parent is available and ready to attend to their needs increases the child’s trust that it will be so in the future. Compared to insecure children, the securely attached ones are more comfortable with themselves, more easily interact with others and solve problems, and are more self-confident and independent423. They also tend to develop more open and flexible emotional expression, show a high level of positive emotions424, and give positive attributions to people and events, which encourages them to explore their surroundings single-handed425.

			For a child to form secure attachment, the parent’s sensitive responsiveness, including their approach to parenthood – perceiving the child as worthy of care and the ability to aptly recognise and respond to the child’s needs, emotional states and cues – are crucial. Equally important are the enhancement of the child’s sense of importance and belief that its needs will be met.426

			A securely attached child has a mutually satisfying relationship with the caregiver, integrating their activities and emotions427. The reciprocal regulation patterns they establish have a soothing effect on the child’s excessive arousal, thus helping the child to develop the ability to self-regulate and control its anxiety and negative emotions.

			9.2. Anxious-Ambivalent Attachment

			Anxious-ambivalent children exhibit separation anxiety when separated from their mother, and both seek and avoid contact with them when they return (an approach and avoidance reaction). This attachment pattern characterises children who perceive their mother or other attachment figures as psychologically unavailable. The unavailability should be understood as not noticing or ignoring the child’s needs, reluctance to initiate and maintain contact, inadequate reactions (e.g. responding with anger to a child showing fear), or inconsistent reactions to similar situations. Anxious-ambivalent children are uncertain about whether their caregiver will be available and what can be expected of them and show contradictory behaviours and emotions when separated from the caregiver: they simultaneously seek contact (longing), reject (anger), and cling (fear) to the caregiver in fear that they might be separated again.

			The parents of anxious-ambivalent children are disoriented and frustrated caregivers, full of contradictions, with a strong sense of guilt428. In response to the parents’ unpredictable behaviours and reactions inadequate to their states and needs, children develop a tendency to react situationally and manipulate others’ emotions for their own benefit.

			The parents of anxious-ambivalent children lack sensitivity to their emotional states and concentrate more on activities during interactions than on building intimacy. The anger and separation anxiety the children feel keep them close to the caregiver, which limits the range of their explorations and influences their developmental characteristics. The caregivers’ tendency to dominate interactions suppresses the children’s autonomy and ability to freely explore their surroundings. The inability to predict how the caregiver may react to their activities erodes anxious-ambivalent children’s self-confidence429, leads to the changeability of their moods, and makes them give contradictory attributions to events and intentions.

			9.3. Anxious-Avoidant Attachment

			Anxious-avoidant children seemingly do not care about the presence or absence of their mother. They do not protest when their mother goes away, continue to explore their surroundings, initiate contact with unfamiliar persons, and ask for help when they need it. They do not notice their mother’s return and sometimes look away when they come up.

			Anxious-avoidant attachment typifies children whose attachment figures are emotionally or physically distant (either outright reject children or punish them for trying to interact) or only pretend to be available (stay at a distance during interactions). Anxious-avoidant children, too, show some independence from their attachment figure: they avoid close contact, do not ask for help when they are in trouble, and when the caregiver becomes more distant, they focus on their activities to relieve anxiety and anger430. Anxious-avoidant attachment is ambiguous in that a child stays close enough to the caregiver for their needs to be met but not so close as to experience rejection. Lacking emotional contact with the caregiver, anxious-avoidant children focus on activities that they perform on their own or together with the caregiver. It is thought that they tend to see themselves as unworthy of attention, acceptance and love, and that they tend to doubt whether their caregivers will be there to support and help them in need.431 Mothers may inadequately respond to their children’s needs for various reasons. These may be their self-centeredness, unsatisfying contact with the child, indifference to its needs or to meeting them properly because of maternal immaturity, or objective causes, such as health problems or personal life difficulties. Mothers’ distancing from children and avoiding closeness with them can also be a way to make children meet their high expectations. While caregivers of children with an ambivalent attachment style are inconsistent – sometimes available and sometimes too distant – caregivers of children with an avoidant attachment style often ignore the child’s emotions and are distant and cold.

			

			9.4. Disoriented-Disorganised Attachment

			Children with this type of attachment behaviour ambivalently react to their mother’s departure and return, seeking closeness with them and avoiding it at the same time (they run up to mothers and instantaneously pull away, or even run away). In these children, the natural need to be close to the parent conflicts with their feeling of being neglected and denied care and comfort when they needed it432. These children’s attitude towards their attachment figure is ambivalent: they are constantly vigilant, want to control everything, and tensely wait to see how things will play out, have fits of anger, and cry. They also tend to view the mother and the surroundings as threatening and unpredictable433.

			Disoriented-disorganised children are unable to develop a strategy for communicating their needs and establishing closeness to the mother and awkwardly seek protection and care to have at least some sense of security434. In extreme cases, such as when the mother is emotionally unavailable, harms the child, or struggles with problems disorganising childcare435, the childcare process becomes unpredictable. This unpredictability prevents the child from developing a consistent pattern of attachment behaviour, disturbs their image of themselves and other people, and causes them to assign to relationships fearful attributions of varying intensity, which is accompanied by a narrowed understanding of their emotional states and volatile expression of emotions436.

			Sometimes a caregiver does not meet the typical or expected behavioural patterns in their relationship with a child. An atypical caregiver may respond inappropriately or unpredictably in situations requiring emotional support, may have mental health issues and difficulties in adequately addressing the child’s needs, lack experience, and be uncertain in providing adequate care. They may also use parenting methods that differ from commonly accepted social norms. Atypical caregivers may influence the development of attachment in children, potentially leading to various attachment styles, including anxious or avoidant ones.

			As well as constituting an enduring, relational framework for the affective, cognitive and social development of a child, attachment patterns also influence the nature and quality of relationships it will have with the world as an adult437.

			10. Summary

			New-borns are preadapted to be sensitive to various forms of stimulation from people and actively seek to be stimulated. Biological changes in the prenatal period enable a foetus’s motor and sensory activity, which marks the beginning of psychological life and bonding with the mother.

			In the first year of their lives, infants gain:

			
					control over an increasingly wide range of motor and perceptual skills;

					the ability to think in action and stabilise their image of the world of people and objects;

					the ability to communicate pre-verbally, respond emotionally and read emotional references;

					the ability to build close relationships and interact with caregivers.

			

			Infants’ experiences from their interactions determine their level of trust and emotional attachment to the caregiver (secure attachment, anxious-ambivalent attachment, anxious-avoidant attachment, disoriented-disorganised attachment). The quality of an infant’s attachment to the caregiver determines the nature of its exploratory activities and the beginning of self-regulation.
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			CHAPTER 6

			Toddlerhood and Preschool Age: The Dynamics of Early Childhood Development

			Ewa RZECHOWSKA

			Abstract

			With the rapid development of motor skills in early childhood, the child’s perception, attention and memory improve, and preoperational thinking replaces thinking in action. The changes influence the child’s logic, reasoning, and understanding of the world. Also, in early childhood, the child’s theory of mind takes shape as the child tries to understand others’ states of mind and feelings.

			Toddlerhood and the preschool years involve the development of the child’s individuality, autonomy, initiative, self-esteem and self-evaluation, as well as the formation of autobiographical memory and gender identity.

			Increasing self-awareness, understanding of people’s expectations and the emergence of a conscience let the child compare his or her behaviour against the established rules, prompting the birth of emotional states (shame, pride and guilt) and the ability to regulate them. The emerging awareness of norms and standards stimulates moral development. At its early stage (the pre-conventional level), the child makes judgments dictated by his or her practical interests and the need to avoid trouble, even if the child has a sense of the needs of others.

			By around the age of three, children acquire the basics of their native language, leading to the development of their vocabulary, grammar and communication skills.

			During the early years of life, children adopt behavioural patterns within the family (primary socialisation). These patterns are later applied outside the family and enriched through interactions with peers and teachers in kindergartens and other care settings (secondary socialisation). Peers and early friendships play a significant role in a child’s socialisation, as does the evolving social organisation of play—from unoccupied play to cooperative play—and the development of prosocial behaviours.

			The skills and abilities acquired during early childhood are essential for a child’s successful adaptation to the school environment.

			Keywords

			toddlerhood, preschool age, pre-operational thinking, personality development, moral judgment, emotional development, communication skills, primary and secondary socialisation

			

			1. Introduction

			Early childhood is a complex period in human life. Improving motor skills makes a child independent of the ‘here and now’ and enable him or her to start exploring the world and develop an early understanding of the basic rules of social functioning, communicating with others and regulating emotions. Experiences gained in early childhood underlie the formation of defining values and ideas about life, expectations of it, and rules of acting, significantly influencing what person a child will grow into. New understandings and social situations bring variety to a child’s life and stimulate the creation of new strategies for the world ahead.

			2. Motor Skill Development: From the Child’s Exploration Of the Environment to Independence

			With the development of gross motor skills in early childhood, the child’s physical activity increases (the child starts to walk, run, overcome obstacles, climb the stairs, etc.). The sensory function also improves, enabling the child to start explorations into his or her environment.

			The fine motor skills also become more sophisticated, introducing a child to the structure and use of objects. As a result, a child becomes capable of:

			
					using tools for the first time (a teaspoon, scissors) and performing self-care activities (drink from a cup, wash the hands, dress, etc.);

					playing simple ‘engineering’ games (building block towers, making sand cakes);

					displaying graphomotor activity (linear scribbling turns into figurative scribbling and first drawings of real objects).

			

			As the precision and automation of movements and eye-movement coordination improve, the operations the child has learned to perform become the basis for the development of his or her cognitive (imitation), social (understanding the purpose and use of objects) and personal (the beginning of self-reliance, sense of agency, and self-confidence) skills438.

			3. Child Cognition and Mental Processing

			The rapid development of motor skills in early childhood occurs in close association with changes in perception, attention and memory439.

			

			3.1. Perception

			With improved sensitivity of the senses, particularly sight and hearing, a child becomes capable of reacting to complex stimuli, i.e. distinguishing between and comparing shapes, colours and their shades, as well as pitch, tone and intensity of sounds. However, because 6-year-olds still perceive objects as a whole, analysing and synthesising sensory data is problematic for them.

			3.2. Attention

			A toddler’s attention is predominantly involuntary and tends to concentrate on distinct objects and signals. It is not until the age of 6-7 years that the child’s ability to control attention improves, partly due to curiosity and emotional engagement in tasks. Between the ages of 3 and 6 years, the time the child can concentrate on a task extends from 5-10 minutes to about 20 minutes, but the selectivity, sustainability, divisibility and shiftability of the child’s attention are not yet fully formed, with the consequence that remembering things and contents exactly is still difficult for the child.

			3.3. Memory

			A toddler’s memory is still essentially involuntary. A 2-3-year-old child is still incapable of indicating when exactly events happened, but the fact that they did can be stored in a child’s memory for months or even years (e.g. this particularly applies to traumatic events involving strong emotions). Memories of past events are invoked by free associations with current ones and frequently blend with fairy tales and fictitious situations. Only at the age of 6 does the share of voluntary memory enabling a child to store experiences and apply them in various situations increase, and the ability to use memory strategies and metamemory (the knowledge of memory functioning) develops, following which a child becomes aware of his or her memory capabilities440.

			The pre-schooler’s attention and memory are closely related to his or her cognitive and motor activity. Situations exposing the child to many diverse stimuli are remembered longer and more accurately.

			4. A Child’s Understanding of Physical and Social Reality

			4.1. Symbolic Thinking: Pre-Operational Years (2-6/7)

			Between 2 and 6-7 years of age, during the so-called pre-operational years441, a child develops mental representations of real objects and activities, and mental processing precedes the execution of activities.

			

			4.1.1. From Thinking in Action to Mental Representations of Events

			By the end of the first year of life, a child uses patterns of action that have proven effective in achieving goals (e.g. climbs onto a chair to reach a toy). At around the age of 18 months, it can use a trial-and-error method to modify its actions if the established solutions fail. The ability marks the appearance of the semiotic function442, i.e. the ability to engage in activities such as deferred imitation (i.e. imitating the model’s behaviour when the model is not present), pretend play (using one object for another, e.g. a candy for a pill), drawing, psychological functions based on mental images (e.g. recall memory), and language.

			Mental representations enable a child to step beyond ‘the here and now’ and broaden his or her temporal perspective, as a result of which a child can think about the past or imagine the future. Even so, toddlers still take things at face value, and do not understand how transformations change circumstances.

			In one of Piaget’s classical experiments443, a child is shown two identical containers filled with water up to the same level and asked if the levels are identical. Then, a portion of water from one container is poured into a third one. It is narrower than the two original containers, so the water level is higher. Because children under the age of 6-7 years rely on visual information, they believe that it contains more water than the other two containers. This demonstrates that children at this age tend to perceive objects one-dimensionally (in this specific case, they see the height of a container and ignore its width).

			Children between the ages of 2 and 6-7 years do not remember past events and are unable to visualise the states of objects before they were transformed (i.e. reverse an operation mentally). Their thinking is called pre-operational.

			4.1.2. Characteristics of Pre-Operational Thinking

			The dominant characteristics of pre-operational thinking are cognitive egocentrism, centration, syncretism and transductive reasoning, which are in a child’s logic and understanding of the world444.

			Cognitive egocentrism refers to children’s firm belief that their own perspective – what they see, think, or feel – is the only valid one. They assume that others share the same viewpoint, making it difficult for them to accept differing opinions. This concept differs from egoism, as cognitive egocentrism stems from an inability to consider other perspectives (cognitive decentration) or understand others’ feelings and needs (interpersonal decentration), both of which emerge at later stages of development.

			Centration is a tendency to focus on the most obvious or conspicuous aspect of an object, situation, or phenomenon while disregarding all others, which are also important.

			

			Syncretism consists in interpreting successive and unrelated events as causally interlinked. For instance, a child whose mother has been in hospital and has returned home with a baby may think that she will bring another one after going to the hospital again.

			Transductive reasoning is the tendency of the child to see relationships between occurrences which are logically unrelated to each other. For instance, a child who always gets cornflakes for breakfast at home may claim that he or she did not have breakfast if he or she was given a sandwich and tea elsewhere.

			4.1.3. Children’s Image of the World

			The distinctiveness of young children’s logic is reflected in their understanding about the world, which is characterised by:

			
					anthropomorphism – a tendency to refer to objects, phenomena and animals as if they had the same motivations and traits as humans have (toys throw parties at night);

						artificialism – a belief that all natural objects and phenomena have been created by and for people (the night has been created for sleeping; someone has painted the sky blue);

						animism – a tendency to ascribe the attributes of living beings to inanimate objects (the sun is shining because it likes to shine; a broken twig feels pain);

						realism – a belief that mental phenomena (thoughts, representations and dreams) are real and material (thoughts live in the head, sleep lives under the pillow).

			

			Jean Piaget’s theory is primarily based on the outcomes of experiments involving interactions between children and objects, like the one described below. Similar experiments with children having to solve real-life situations and drawing on their experiences (whose authors used juice instead of water and poured it into another child’s glass) have shown the ability of younger children to come up with the correct answer445.

			4.2. Overcoming the Limitations of Pre-Operational Thinking: Role-Play

			Children aged 3-4 years can distinguish the fictitious from the real. By the end of the preschool years, children begin to be able to reverse mental operations, which is particularly noticeable during role plays.

			The ability to pretend to be someone else during a play is acquired through a several-stage process: it starts with the child pretending to perform a real activity (such as eating); then, an activity is performed on an object (feeding a doll); next, the child acts out a role (feeds a doll as if it were a daughter, in the same way as the child was fed by her mum); and, finally, the child assumes another person’s identity (becomes a mother who feeds a child)446.

			A child playing ‘a mother’ enters an imagined world, which requires overcoming cognitive egocentrism, adopting the mother’s perspective, and integrating being a mother and a child at the same time. To be able to act out the play scenario (e.g. handle objects as if during cooking) or announce the execution of related activities (I have cooked dinner), a child has to coordinate its own and the character’s perspective and smoothly switch between being a director and an actor in his or her play447 and between reality and fiction.

			4.3. Theory of Mind: Understanding Others’ States of Mind and Feelings

			Theory of mind (ToM), the ability to recognise the mental states, beliefs and desires of others and understand how they affect their behaviour, is crucial not only for children’s cognitive but also social development448.

			Until they are 3 or 4 years old, children believe that others’ thoughts, feelings and beliefs are the same as theirs. ToM is thought to start developing at the age of 4 years449, when most children acquire the ability to attribute false beliefs to other people and begin understanding their consequences. To measure the level of ToM development, a range of picture stories have been created450 around the ‘Sally and Ann’ test. In the test, two girls, Sally and Ann, are in the same room. Sally places a ball in her box and leaves the room. While she is gone, Ann removes the ball from Sally’s box and places it in her own box. The tested child is asked to indicate where Sally will look for her ball after she returns to the room. A correct answer means that the child is able to attribute first-order beliefs, i.e. to deduce others’ mental states from what they say or do; for this to be possible, the child must be able to separate what he or she knows is true from another person’s belief451. The ability to attribute first-order beliefs is central to the development of other skills necessary for a child’s theory of mind to expand.

			After 4 years of age, the developing ToM enables children to consciously consider their thinking, which leads to understanding interpretations or others’ beliefs. Marta Białecka-Pikul found this ‘reflection on thinking’ a new element of ToM. Over the next 2-3 years, children become capable of attributing second-order beliefs, i.e. form beliefs about others’ beliefs452. For instance, they can predict others’ intentions (know when someone is trying to cheat them) or skilfully lie (provide information that another person cannot verify)453.

			

			4.4. The Beginning of Social Perception

			Between the ages of 7 and 12 months, children start to distinguish familiar from unfamiliar people. As their perception of other people becomes more comprehensive and objective, and their knowledge of them consolidates, their understanding of others’ needs and expectations progressively improves.

			4.4.1. Improving Social Perception

			Very young children evaluate others situationally and inconsistently, so they may consider a person good or bad depending on the person’s readiness to satisfy their wishes. Initially, they do not notice that their opinions are contradictory, but gradually, they start to understand that people have different characteristics (they are sometimes good and sometimes they are bad) but do not yet interpret them. The developing knowledge of the situational and psychological determinants of human behaviour enables a child to integrate different behaviours of the same person (my mum is smiling at me when I keep my toys tidy, but she is frowning at me when I clutter them around). As a result, the child can create more detailed images of individuals and form opinions about people generally based on his or her experiences (girls are quarrelsome) or interactions with others (good children obey adults).

			4.4.2. Objectivisation of Social Perception

			Step by step, the child’s images of other persons become increasingly objective. The way younger children see other people is emotionally determined and transactional (My aunt is nice because she reads fairy tales to me; I don’t like my uncle because he won’t play with me). This ‘utility-based’ approach to others continues until the pre-school years, when children become more and more aware that people also have their own objective characteristics (X is a sailor and works on a ship).

			The development of children’s social perception is stimulated by their interactions with other children and attempts to interpret what they see and hear. With time, their understanding of the needs and expectations of other people and their ability to effectively influence improve, as does their awareness of conditions that make cooperation with others possible454.

			5. The Portrait of a Developing Child: Directions of Change

			Older infants intentionally pursue goals they set for themselves. They also become aware that they are autonomous beings capable of acting and changing their environment. Their emerging will and a sense of independence encourage them to walk away from the mother or demand their wishes to be met. The formation of a child’s identity and its social relationships is explained by Margaret Mahler’s separation-individuation theory on early childhood relationships455. and their role in the development of the ‘structure of self’ and the eight stages of Erik Erikson’s psychosocial development theory456.

			The child’s deepening understanding of his or her separateness and individuality, leading to the emergence of self-awareness, and increasing autonomy create the basis for the formation of self-knowledge enabling self-evaluations and the construction of self-esteem.

			5.1. Discovering Self: Between Separation and Individuation

			Margaret Mahler’ separation-individuation theory457 holds that a child’s personality is formed in interactions with the close caregiver (e.g. the mother) and gradually evolves from symbiotic integration (separation) with the mother to a stable individual identity (individuation). Separation considered in the context of the child’s development involves differentiation, increasing the distance from the mother, setting limits, and becoming less dependent on the mother. Individuation is referred to by Mahler as the child’s progressing internal autonomy, accompanied by attempts to test reality and deepening physical and psychological separation from the mother.

			The separation-individuation process has four subphases: hatching, practicing and rapprochement (16-24 months), when the child’s awareness of his or her separateness from the mother increases, resulting in the child’s ambivalent behaviours towards her (due to a conflict between autonomy and dependence), and consolidation/object constancy (24-36 months), during which the child’s attachment to the mother is relatively independent of gratification or frustration due to his or her cognitive capacity to believe that the mother exists when she is out of sight and has positive attributes even when she is unsatisfying.

			5.2. Erik Erikson’s Crises of Toddlers and Pre-Schoolers: From Autonomy to Initiative

			An attitude of trust developed during the first 12 months of life opens a child to the world, enabling the formation of autonomy and initiative at the next stages of stages of development458.

			5.2.1. Stage 2. Autonomy, Shame and Doubt (1-3 years of life)

			Alongside increasing autonomy, the child acquires the ability to see him- or herself as separate from other people. Experiments with children aged 15-24 months have demonstrated that they can identify themselves in their mirror reflections459. The beginning of the sense of ‘I’ is associated with the child discovering his or /her mental individuality, leading to the birth of ‘mental self’. At this stage, the child tests what can be touched, said and examined, demands his or her will to be respected, accentuates independence, challenges adults (negativism) by demanding respect for his or her rights, and learns to be self-reliant. The child signals his or her growing independence by appropriating things belonging to others (‘an urge to possess’) and ‘standing ground’ against alleged rivals. Using the first-person pronouns (I, me, mine), the child communicates his or her will and sets boundaries, but strong dependence on others still makes the child accept their control.

			Erik Erikson promoted the creation of safe environments for young children, which they could explore on their own and learn to be independent. In Erikson’s opinion, excessive parental control prevented children from becoming self-efficacious and self-reliant individuals, and caused them to experience shame and doubt when they failed in their undertakings.

			5.2.2. Stage 3. Initiative and Guilt (3-6 years)

			With the autonomy and initiative developed at Stage 2, the range of interesting goals that can be pursued by a pre-schooler increases significantly. The activities, games, or fantasies that the child plays out strengthen his or her sense of agency, and consistency and focus in achieving goals are rewarded with satisfaction upon completing the task.

			Stage 3 also marks the rapid development of the child’s conscience, which is an inner voice making judgments for the child on whether his or her actions have followed social norms and standards.

			To be able to act without feeling guilt or fear and consistently pursue goals despite obstacles and failures, a pre-schooler must know which ways of acting and areas of exploration are socially acceptable and will choose those that will not end up in a conflict. Misjudgments as to which activities are safe and which are risky lead to a sense of guilt and shame, which may dampen the child’s initiative.

			Exploratory children are inclined to undertake activities that may end up in failure, especially when they are too ambitious, or the child feels a strong urge to be successful. Such children need a caregiver who will support them in the safe exploration of their environment without discouraging their initiative or making them feel remorseful for wishing to have or do something that might harm others or fail their expectations. Controlling the child’s behaviour when necessary and allowing him or her to express feelings is central to the child developing a permanent ability to take initiative.

			5.3. The Emergence of Personality: An Early Sense Of Self, Self-Esteem and Self-Evaluation

			The development of the child’s self-awareness (18-24 months) and a sense of agency (around the age of 3 years) initiate the formation of self and self-knowledge, which in various concepts are referred to as the core of personality.

			The initial sense of self is formed in early childhood. The child’s elementary self-knowledge includes information about his or her appearance, physical characteristics, skills and favourite activities and objects. The information evolves from purely descriptive (I am Ann, I am a girl, I have a doll, I can sing) to pre-schoolers’ value judgments derived from their experiences or adopted from other people.

			Self-esteem, the value that the child attributes to him- or herself, frequently based on judgments made by the caregivers460, consists of the child’s beliefs about self (I’m loved, I’m good) and emotional states (triumph, despair, pride, shame, etc.)461. Children tend to evaluate themselves in terms of specific attributes (I sing nicely) until the age of around 7 years, when the attributes are integrated into a global evaluation of self, and self-esteem becomes a permanent trait of a child’s personality462.

			Young children’s perception of themselves is usually positive because they cannot compare themselves to others socially463 or compare what they can do now with what they could do some time ago464.

			5.4. Autobiographical Memory and the Development of Self

			Central to the development of the initial sense of self and understanding of the world and social relations is autobiographical memory, which ensures the continuity and coherence of the child’s memories465. Until the age of around 3 years, autobiographical memory helps the child understand the world and its workings, and the memories of past events are only stored until a child becomes capable of transforming repeating experiences into a general pattern (‘a script’). The development of autobiographical memory is especially stimulated by the caregiver reminiscing about past events, which helps the child to organise his or her memories and better understand the world.

			In western culture, mothers start reminiscing about past events when their children are around 2 years old; during such interactions, children’s participation is limited to confirming or repeating what they hear. By the age of 3-4 years, children already understand their memories and can organise them and find new associations between them466.

			The content of the child’s autobiographical memory essentially depends on how the parent(s) recount past events. Elaborative parents tell detail-rich stories, and add new information each time they retell them, even if the child does not remember them well. This narrative style helps form a bond with the child, gives a wider context to past events, and explains their meaning. Repetitive parents tend to ask the same question repeatedly to refresh the child’s memories about past events without giving new information or retelling the whole story. This style has been found to stimulate the development of the child’s memory skills. According to research, the children of elaborative parents have a more comprehensive autobiographical memory, and their accounts of past events are more comprehensive and detailed, as a result of which they remember them better467. They also have a more differentiated and autonomous sense of self, and their memories define self and help define self in relation to others.

			It has been demonstrated that parents adjust their narrative style to the child’s gender. Stories told to girls are more detailed and more comprehensive, as a result of which they organise their experiences earlier than boys468.

			5.5. Basics of Gender Identity

			Gender identity is the internal sense of belonging to a specific gender, identifying with it, behaving in a manner specific to it, and accepting the associated social roles469. Children’s gender identity is usually established by the age of 3 and consists of primary identification (a child knows which children are of the same or different gender) and secondary identification (a child tries to look and behave like the model, e.g. girls put on mothers’ clothes, play with their cosmetics).

			5.5.1. Awareness of Own Gender

			At around 1 year of life, the child can distinguish a male person from a female person, and almost all 3-year-olds know their gender (I am a boy / I am a girl). The awareness of gender constancy emerges in the fourth year of life, when the child understands that his or her gender will be the same in the future (I will grow into a boy / a girl), and the notion of gender permanence is internalised at around the age of 5-6 years, with the child beginning to understand that changes in external appearance does not influence one’s gender (I will always be a boy / a girl)470.

			5.5.2. Learning Gender Roles

			Gender identity is formed during the child-raising process by enhancing and modelling, for instance, by having girls and boys meet different expectations and using gender-determined patterns of interactions (exercising more control over daughters than sons, teaching them to be obedient, and encouraging sons to be independent and assertive). Different toys, activities and ways of communicating with boys and girls serve the same purpose of strengthening gender-typical behaviours.

			5.6. First Complex Emotions: Awareness and Emotional Regulation

			Toddlers and pre-schoolers intensely express their emotions471, which are short-lived and changeable.

			Following the development of self-awareness, moral disposition and social referencing by around the age of 2-3 years, children begin to understand what others expect of them and what rules and norms apply to them. The ability to tell right from wrong and an emerging conscience enable them to make judgments on their own and others’ behaviour. They feel pride and satisfaction when they meet expectations and follow the rules, or guilt and shame when they fail to do so472.

			The anger caused by disconcerting situations is expressed by children through aggression. Young children’s aggression is instrumental and uses hitting, pushing and kicking to force others into compliance or release tension. In older children, it is replaced by hostile aggression, intended to cause physical or mental pain by calling names, mocking, making threats and picking fights.

			The preschool period involves the gradual development of the child’s emotional self-awareness, encompassing emotional regulation, emotional understanding and emotional expressions473.

			Emotional regulation is the ability to recognise and name emotions and to express them in line with cultural norms. Unlike infants, whose emotional states are essentially regulated by adults, toddlers begin to acquire the skills needed to independently regulate emotions, with the process being greatly facilitated by their developing language.

			Emotional understanding is the ability to share one’s feelings with others; its first signs are observed around the age of 2, when children try to comfort others in the same way they have seen or experienced. The development of empathy requires the ability to read the emotional states of others, understanding that they are separate and independent beings, and share their perspective. At the age of 4 or 5 years, children begin to create their own theories about others’ emotional states based on the causes and consequences of emotions and make predictions about others’ experience and expression of emotions (they can assume, for instance, that a smiling child will be more willing to share his or her toys).

			Emotional expression involves the ability to express emotions in a way that matches, or does not match situations, which the child starts to acquire at about the age of 4 years. As a result, a child can mask his or her true emotions (put on a smile when receiving a gift that he or she does not like, to protect the feelings of another person or avoid annoyance), pretend not to feel fear (stroke a dog to show how brave he or she is and to save face), and overcome frustration (carry on despite obstacles making them feel anger to avoid being teased by peers)474.

			Caregivers are essential in helping children learn to regulate their emotions. At the early stage of the child’s development, they must control the child’s emotional states and process them into a simpler form so that the child can cope with them475. By teaching, modelling, verbal reasoning and explaining, they can help the child to confront negative emotions and initiate transition towards autonomous regulation of emotions.

			

			5.7. Discovery of Social Standards and the Genesis of Conscience. Kohlberg’s Pre-Conventional Phase of Moral Development

			Moral development is a process through which individuals’ concepts of right and wrong, conscience, social standards and moral judgements are gradually formed.

			The ability to obey rules expressed by gestures (e.g. hushing the child by touching the index finger to one’s lips) or words (do not touch) can be already observed among 1-year-old infants476. Younger children (2-3 years old) understand requests and commands literally (“do not take a doll away” means that they must not take this specific doll) and must be repeatedly reminded not to do the same thing again. Older children can remember the rules of behaviour for extended periods and transform them into general principles (one may not take other children’s toys) that they consistently follow.

			Children are taught by parents to distinguish right from wrong (moral norms) from an early age. The emergence of conscience initiates moral development in the course of which children formulate internal standards of conduct and apply them consistently477. They begin to represent moral values and think of themselves as moral beings. By the end of the preschool years, children develop a ‘moral self’ that makes them want to do what is right and causes them to feel badly when they misbehave and react with uneasiness when they see others misbehave478.

			The foundation of the pre-schoolers’ morality is obedience towards adults and yielding to their requests and demands. Understanding reality literally, they are unable to accept any departure from the established rules and believe that breaching them does not go without consequences (Piaget’s moral realism)479.

			Lawrence Kohlberg480 studied how people distinguish right from wrong by having his subjects make a moral judgment upon a hypothetical ‘dilemma’, the best known of which requires the tested person to decide whether one Heinz, a man whose wife is dying of cancer, has the right to steal an exorbitantly priced new drug that can save her life when his efforts to raise the money to buy it have proven unsuccessful.

			As a result of his research, Kohlberg proposed six stages of moral reasoning that he grouped into major levels. The first level, called a pre-conventional level, is associated with a concrete, individual perspective, and involves a lack of understanding of social norms, rules, and expectations, which are treated as belonging to the external world.

			Judgments made at the pre-conventional level tend to consider the physical consequences of an act for a person rather than what is right and what is wrong. As a result, a child representing the level’s stage 1 (punishment and obedience orientation) formulates judgments to stay clear of trouble, e.g. yields to commands to avoid punishment. At stage 2 (naive instrumental hedonism), children are already aware of others’ needs, but their judgments are still guided by practical interests (instrumental orientation). While they begin to understand that social interactions are about reciprocity and exchanges, their moral judgements on actions are still formed based on how significant they are for them (thus, a child may decide to share candy to get some ice cream in return).

			5.8. Speech and Communication as Factors Organising The Child’s Activities and Social Relationships

			Language acquisition is a natural process accompanying the child’s social interactions. Toddlerhood is the period during which children assimilate basic vocabulary and grammar of their native tongue.

			5.8.1. Early Language Skills

			Young children’s speech, which is referred to as autonomous because it does not respect the rules of syntax, can take the following forms:

			Single-word sentences represented by words used by children to describe an entire concept or idea. These can be onomatopoeia, i.e. sounds specific to things or actions, e.g. buzz, hiss, or holophrases, i.e. single words substituting simple sentences; for instance, ‘ball’ may mean ‘this is my ball’ or ‘let us look for my ball’.

			Two-word sentences are combinations of words that children use at the stage of acquiring basic grammar rules, e.g. ‘me go’ or ‘more juice’.

			Telegraphic speech consists of sentences made up of three or more words that convey ungrammatical messages, like those used in telegrams.

			By the end of toddlerhood, children know the basics of their native tongue and all parts of speech, can distinguish among basic grammatical forms (although still have problem using them correctly), and can produce all types of sentences, including subordinate sentences. Their pronunciation becomes more intelligible, making their speech more understandable for others481.

			5.8.2. Expansion of Lexical and Grammatical Resources

			Toddlers’ speech is focused on objects and phenomena they have seen or imagined. Three-year-old children know about 1,000 words (approximately 3,000 by the age of 6-7 years) and the basic grammar of their native tongue.

			5.8.3. Knowledge of the World and Lexical Categories

			The toddler’s vocabulary contains various lexical categories that describe objects (nouns) and their qualities (adjectives), represent activities and their characteristics (verbs and adverbs), and indicate relationships (conjunctions). As the child’s knowledge about the world expands, the proportion of nouns and verbs decreases in relation to other parts of speech. Each lexical category undergoes diversification, resulting, for instance, in the increasing replacement of verbs representing specific activities and movements with verbs describing activities transforming the appearance or structure of objects or mental processes and interactions.

			5.8.4. Diversification of Vocabulary

			In the preschool period, the child’s lexical knowledge undergoes rapid development. The range of words describing objects in general terms is enriched with specific names (a rose as a type of a flower), homonyms, synonyms and metaphors.

			Language acquisition by children is accompanied by various errors, such as neologisms, overextensions, underextensions and overregulations482. Neologisms are combinations of words that children create spontaneously to convey meanings they need (they may say, for instance, lightning catch instead of lightning rod). Overextensions and underextensions occur, respectively, when the meaning of a word is stretched beyond its established content (all animals are doggies) or when it is limited to one object only (only the family pet Fido is a doggie). Overregulations take place when grammar rules are bent to give regular forms to otherwise irregular words (resulting in ‘breaked’ instead of ‘broken’).

			5.8.5. Communication Skills

			Language acquisition starts with the child recognising others’ intentions and interpreting them correctly. At the next stage of language development, the child becomes capable of intentionally imitating what others do and how they communicate, even when they are not involved directly in communication. The preschool years are marked by significant progress in language skills, i.e. sociolinguistic competence, interactional competence and situational competence, largely improving the child’s ability to communicate. Sociolinguistic competence is the knowledge and ability to use norms, customs, phrases and non-verbal behaviours in a manner appropriate to the character of social interactions. Interactional competence comprises the ability to appropriately respond to a conversation partner and the knowledge of phrases opening and ending conversations, effectively delivering one’s point, or helpful in convincing the partner. Situational competence is the ability to accommodate one’s speaking style to the occasion, including the place, topic and circumstances of the conversation, including the size of the audience.

			For communication to be effective, the ability to share another person’s perspective, listen carefully, direct and sustain a conversation and establish a common language is necessary. The awareness of the conversation partners’ mental states is also important, as it enables their needs to be predicted (see child’s theories of mind).

			By the age of 6-7 years, most children have good knowledge of colloquial language and easily communicate their thoughts, desires and emotions.

			

			6. The Child and Social Relation – Primary and Secondary Socialisation

			Socialisation is the process through which individuals acquire the social skills, beliefs, values, and behaviours needed to function effectively in society or within a specific group. It occurs in two stages: primary socialisation and secondary socialisation. Primary socialisation takes place in the family environment and teaches the child to distinguish acceptable from unacceptable behaviour, values, social norms and cultural patterns prevalent in society. It also enables the child to form bonds and relationships with other people and to understand the notions of love, trust and togetherness. Secondary socialisation builds on the behavioural patterns that the child has acquired during primary socialisation. During this process, the child learns to behave in public and home situations appropriately to the circumstances, and takes in values, beliefs and attitudes that the teachers, friends and the media share with him or her, which will have an enduring effect on his or her life483.

			6.1. The Role of Parents in a Child’s Socialisation

			The care that children are given during early childhood and primary socialisation is of crucial importance for their development and future functioning. Its character is significantly determined by the parents’ parenting style, their predominant attitude to the child and the structure of the family.

			6.1.1. Primary Socialisation: Goal-Corrected Partnership and Social Learning

			The fourth stage of the attachment process484 (goal-corrected partnership) starts with the child reaching the age of about 2.5 years. Children at this age begin to take into consideration parents’ behaviour, plans and intentions, and are ready to engage in setting goals with the parent. They can function consistently even when the parent, who makes them feel safe during their explorations, is absent, and they increasingly understand social rules and their complexities485. At this stage, the parent needs to reconcile the child’s urge for autonomy and self-assertion with safety by setting limits on his or her endeavours.

			The experiences gained by the child in the course of his or her first interactions with the parents provide a basis for the evolution of the child’s internal working models. According to Bowlby, an internal working model is the child’s mental representation of his or her relationship with the primary caregiver. It functions as a framework wherein the child will build his or her relationships in the future, and as an instrument for predicting, controlling and manipulating the environment. Most 5-year-olds are observed to have well-formed internal models of the mother, themselves and interpersonal relations486.

			The bond that young children have with the caregiver is central to their ability to learn by:

			
					imitating other people’s behaviour;

					modelling (observing other people’s actions and their consequences);

					identifying oneself with other another person (trying to look the same, sharing the person’s beliefs and attitudes).

			

			6.1.2. Parenting Styles

			After studying what parents expect of their children and how they fulfil their needs, Diana Baumrind presented three main parenting styles: authoritarian, authoritative and permissive487. In 1983, Eleanor Maccoby and John Martin proposed a fourth parenting style: neglectful.

			Authoritarian parents set rigid rules, have high expectations towards their children, and do not allow them to decide for themselves. Breaching the rules is punished swiftly and severely.

			Authoritative parents also impose limitations and want to guide their children. At the same time, however, they give them some freedom to make decisions and allow them to learn from failures.

			Permissive parents are relatively lax in their expectations towards their children, with whom they interact more like peers than traditional parents. They are also usually ready to respond to the children’s needs and wishes.

			Neglectful parents rarely interact with their children. They not only lack expectations for their behaviour, but they also neglect their needs.

			Much of today’s research into childhood development concerns these four parenting styles which represent a broad spectrum of parents’ behaviours and explain how most parents care for their children.

			The range of parenting styles has recently been extended to include respectful parenting as more and more parents show preference for this parenting style.

			Parenting styles significantly influence a child’s development, shaping their social, emotional, and cognitive growth. For example, authoritative parenting tends to promote independence, self-regulation and educational success in children. On the other hand, permissive parenting often leads to impulsiveness and difficulties with self-control, while authoritarian parenting can result in lower self-esteem and social competence. Additionally, neglectful parenting may hinder a child’s overall development, leading to issues such as emotional insecurity and poor school performance.

			However, the limitations of parenting styles lie in their generalisation. Each child is unique, and what works for one, may not work for another. Parenting styles are also influenced by cultural, socioeconomic and environmental factors, meaning they do not always account for the diversity of experiences488. Furthermore, external influences such as peers, media, and education also play a crucial role in development, which may limit the impact of parenting alone.

			6.1.3. Respectful Parenting – RIE’s Basic Principles

			In her Resources for Infant Educarers (RIE), Magda Gerber described a respectful parenting style which allows children to develop in an environment where they can feel secure, attached, independent and self-reliant489. For the environment to be created, the parents need:

			
					to accept that the child is a unique human being and deserves respect in every interaction;

					to understand that the child is authentic when he or she feels secure, autonomous, competent and connected, and that the feelings are central to the child being able to build self-esteem and develop;

					to understand that the child has natural competencies and will not engage in or perform activities for which he or she is not ready;

					to sensitively observe the child to comprehend his or her needs and true self;

					to let the child be an active participant of all care activities rather than a passive recipient;

					to create an environment that is free of physical risks, cognitively challenging, and emotionally nurturing for the child;

					to leave the child time for uninterrupted play and free exploration because play is more beneficial for the child than teaching him or her new skills;

					to be consistent: setting limits and defining expectations help children grow into disciplined persons.

			

			Although the RIE focuses on the first three years of the child’s development, its principles also apply to older children and those in institutional care490.

			6.2. Sibling Relationships

			In addition to the parents’ predominant attitude towards the child, the child’s development is also significantly shaped by the structure of the family and relationships with the sibling(s)491. Siblings spend most of their time together, and their relationship is unique compared to relationships with same-age peers or adults. Interactions between younger and older siblings are crucial to the child’s development. They provide younger children with an opportunity to observe and imitate older siblings and thus learn vital skills from them, while older siblings (aged over 2.5 years) learn to care about younger children and take responsibility for their well-being when the caregiver is not present492. Interactions between siblings at different ages also teach them empathy, sharing and cooperation493 and stimulate the development of skills needed to negotiate and resolve conflicts arising from rivalry for parents’ attention, etc.

			Occasional conflicts between siblings are unavoidable, with some of them having the advantage of stimulating the development of their social and cognitive skills. The causes of conflicts tend to vary with children’s ages. Dunn and Munn have estimated that more than half of confrontations between siblings in early childhood arise from disputes over ‘what is whose’494. In middle childhood, they are more frequently related to decisions about control over interactions (who will choose a game, etc.), disputes over facts or opinions, or rude behaviour495. The conflict resolution strategies employed by children also evolve with their age and are influenced by the nature of the conflict. Abuhatoum and Howe496 have found that disputes over property rights are usually resolved through coercive strategies (e.g. involving threats), whereas older siblings’ preferred solution to confrontations concerning control over social situations is based on negotiation. However, younger children may also use reasoning when in conflict with an older sibling over decision-making (you are not the boss). This strategy is not infrequent among younger siblings and is probably used as an adaptive strategy, enabling them to assert their autonomy.

			It is important to note that friendly relationships with siblings often translate into more positive interactions with peers.

			6.3. Relationships With Peers

			Peers are not a source of social stimulation for young infants. The 18-month-old child still does not see a difference between inanimate objects and children497, and consequently tests them by touching, pushing them, or pulling hair. However, the child gradually begins to realise that children are a special type of object that reacts differently to physical contact (they start crying when pushed) and that they may make good playmates. The explorative attitude to peers is still observed in 2-3-year-olds, but it is shown much less frequently than attempts to interact socially with them (by exchanging toys, imitating their behaviour, using various strategies to grasp their attention). When interacting with peers, the child imitates the behaviour of adults with whom he or she has interacted before and who are much more interesting for him or her498.

			6.3.1. The Development of Relationships With Peers

			Early childhood experiences provide a framework for the child to build and foster social relationships. They enable a 24-36-month-old toddler to invite a peer to interaction using a range of strategies (asking, teasing, coaxing, exchanging information, giving instructions, etc.). At the age of 36-48 months, a desire to play with other children appears and they become able to play out roles according to established rules while playing together499. Children increasingly often perceive peers as interesting playmates, and their interactions with them and adults undergo differentiation, with some types of interactions being undertaken more frequently or exclusively with peers500. Around the end of the pre-school years, in addition to adults’ judgments, peers’ opinions become important for children as a source of reward or punishment.

			Interactions with peers are a learning experience for children, showing them how to build and foster relationships with other people. In the course of those interactions, children gradually adjust their behaviour, topics and language to the playmate’s age. As a result, younger children tend to be treated with care or dominated, while older children are usually shown admiration and respect. The playmate’s gender also influences pre-schoolers’ behaviour, as children at this age prefer to spend time with peers of the same gender.

			6.3.2. The Beginning of Child Friendships

			Child friendships are focused on shared activities and objects501. Judy Dunn found the first short-lived relationships of 2-3-year-olds to have the defining attributes of friendship: cordiality and pleasure in spending time together502. Pre-schoolers’ relationships are characterised by fondness, attachment, and care about the friend with whom children want to spend time and talk and whom they ask for favours more often than other children. Friends are treated in a special way: children avoid hurting their feelings and try to understand their point of view to the maximum extent. Compromise and reconciliation with a friend are more likely than with the child’s siblings or other children. First interactions with peers are an opportunity for a child to learn to share feelings and thoughts with others and to understand what mental processes are reflected in their behaviour. Children interacting with friends and doing pretend play frequently function at a higher level than on other occasions.

			6.3.3. The Social Organisation of Play

			The child’s interactions with other children evolve at a rapid pace during the first years of life, from just watching their faces and movements to trying to manipulate objects like they do and playing together. Based on how children behave when playing, several forms of play have been identified, i.e. unoccupied play (random play without a specific goal), solitary play (playing alone or differently than other children) and onlooker play (watching other children play and occasionally commenting on their activities without engaging in them) (Parten, 1932).

			

			The earliest form of children ‘playing together’ involves watching each other and doing the same things but with a different purpose in mind (parallel play). Older children may play next to each other with the same or similar objects and in the same way, but, as before, pursuing their own goals (associative play). At around 3 years of age, children start to perform the same actions to achieve a common goal (stack building blocks on a toy truck to fill it up).

			In the second half of the pre-school period, a qualitative change in playmates’ behaviour can be observed: each child is assigned specific tasks to perform, with the division of tasks first taking place during play and then prior to it. As the planning process becomes more detailed, the coordination of children’s activities and mutual control of their performance improve (co-operative or organised supplementary play).

			6.3.4. Prosocial and Antisocial Behaviour

			Both prosocial behaviour and antisocial behaviour are learned by children during interactions with others, which underscores the importance of children having appropriate models of behaviour.

			The first signs of prosocial behaviour, such as sharing and cooperating, looking after and helping others, kindness and tolerance, etc., are observed in children at the age of 2-3 years503. Their common characteristic is that they are to benefit others and address their needs. Central to the development of prosocial behaviour is empathy, without which understanding the situation of other people and sharing their perspectives and feelings is not possible.

			The probability of conflicts between children increases with the number of times they interact. For younger children, understanding which behaviours may lead to confrontations is still difficult, and their skills at getting out of risky situations are not yet developed. They develop with age as the child becomes increasingly aware that his or her interests and those of another child may be in conflict, allowing him or her to find constructive solutions to conflicts, first with the adults’ assistance.

			Toddlers frequently display aggressive behaviour. Early on, instrumental aggression aimed at making others comply with their wishes predominates. It gradually disappears around the age of 4 years to be replaced by hostile aggression intended to inflict physical or emotional pain504.

			In children inclined to antisocial behaviours, highlighting other people’s mental states stimulated their ability to decentrate, and making them aware of others’ internal traits helped them understand differences between theirs and others’ perspectives and, consequently, overcome their egocentrism.

			Children’s relationships with their peers may support or hinder their development505. Feeling accepted by peers is fundamental to developing self-affirmation and self-esteem, whereas a feeling of rejection, especially due to aggressive behaviour, may lead to the emergence of behaviour problems.

			6.4. Out-Of-Family Care and Secondary Socialisation

			In early childhood, children spend most of their time and develop in the home and family environment, sometimes also in day-care establishments and nurseries. In the case of most children, it is during the pre-school period that new environments stimulating their development appear, initiating secondary socialisation506.

			The way young pre-schoolers establish relationships with others, seek their attention, ask for help, and interpret behaviours largely builds on their experiences from the first two years of interactions with their parents, which have been transformed into internal working models507. It undergoes modifications as the child gains new experiences outside the family environment, with good experiences being likely to make the child feel positive about other people and exhibit friendly behaviour towards them.

			The increasing awareness that his or her point of view is not the only one enables the child to create a more comprehensive and objective image of the world and realise that other people have feelings and wishes that the child needs to take into consideration. With the child’s deepening understanding that one may not harm other people in the pursuit of one’s goals, the child develops the ability to decide which behaviours are socially acceptable. In the pre-school years, the child’s world expands, creating multiple opportunities for meeting children from various backgrounds, observing their behaviour, exploring and experiencing new spaces and people, and learning to deal with new situations single-handed. Not only does this help the child develop a sense of agency and self-reliance, but it also makes him or her ready to face new challenges, first outside the home environment and then at school.

			7. Summary

			With the rapid development of motor skills in early childhood, the child’s perception, attention and memory improve, and pre-operational thinking replaces thinking in action. The change is reflected in the child’s logic (egocentrism, centration, syncretism), reasoning (transductive reasoning) and understanding of the world (anthropomorphism, artificialism, animism and realism). The child’s growing independence from ‘here and now’ and the expansion of his or her temporal perspective lead to attempts to understand others’ states of mind and feelings and the emergence of the child’s theories of mind.

			Toddlerhood and preschool years involve the development of the child’s individuality, autonomy, initiative, self-esteem and self-evaluation, as well as formation of autobiographical memory and gender identity.

			

			Increasing self-awareness, understanding of people’s expectations and the emergence of a conscience make it possible for the child to compare his or her behaviours against the established rules, leading to the emergence of emotional states, such as shame, pride or guilt, and to the ability to regulate them. The emerging awareness of norms and standards stimulates moral development. At its early stage (the pre-conventional level), the child makes judgments dictated by his or her practical interests and the need to avoid trouble, even if the child has a sense of the needs of others.

			The basics of the native tongue that the child acquires by around the age of 3 enable the development of the child’s lexical and grammatical resources and communication skills. Despite errors in early word use (neologisms, overextensions, underextensions, and overregularisations), the child efficiently communicates with others and develops sociolinguistic competence, interactional competence and situational competence.

			The behavioural patterns adopted by the child in the family environment during the first years of life (primary socialisation) are put into action outside the family and enriched through interactions with other children and teachers in kindergartens and other care institutions (secondary socialisation). A special role in the child’s socialisation is played by peers and first friendships, the evolving social organisation of play (from unoccupied play to cooperative play) and prosocial behaviours.

			The skills and abilities developed by the child in early childhood are prerequisites to the child’s successful adaptation to the school environment.

			

			Bibliography

			Abuhatoum, A., Howe, N. (2013) ‘Power in Sibling Conflict during Early and Middle Childhood’, Social Development, 22(4), pp. 738–754; https://doi.org/10.1111/sode.12021.

			Ainsworth, M.D.S., Bell, S.M., Stayton, D.J. (1971) ‘Individual differences in strange- situation behavior of one-year-olds’ in Schaffer, H.R. (ed.) The origins of human social relations. London–New York: Academic Press, pp. 17–58.

			Ainsworth, M.D.S., et al. (1978) Patterns of Attachment: A Psychological Study of the Strange Situation. Hillsdale: Earlbaum.

			Baumrind, D. (1966) ‘Effects of authoritative parental control on child behavior’, Child Development, 37(4), pp. 887–907; https://doi.org/10.2307/1126611.

			Białecka-Pikul, M. (2012) Narodziny i rozwój refleksji nad myśleniem. Kraków: Wydawnictwo Uniwersytetu Jagiellońskiego.

			Bowlby, J. (1969) Attachment. The Tavistock Institute of Human Relations.

			Bretherton, I., Munholland, K.A. (1999) ‘Internal working models in attachment relationships: A construct revisited’ in Cassidy J., Shaver P.R. (eds.) Handbook of attachment: Theory, research, and clinical applications. New York: Guilford Press, pp. 89–111.

			Boyd, D.H., Bee, H.L. (2019) Lifespan development. 8th edn. Boston: Pearson.

			Brzezińska, A., Ziółkowska, B., Appelt, K. (2019) Psychologia rozwoju człowieka. Gdańsk: Gdańskie Wydawnictwo Psychologiczne.

			Conway, M.A., Singer, J.A., Tagini, A. (2004) ‘The self and autobiographical memory: Correspondence and coherence’, Social Cognition, 22(5), pp. 491–529; https://doi.org/10.1521/soco.22.5.491.50768.

			Dunn, J. (2004) Children’s Friendships: The Beginnings of Intimacy. Malden: Blackwell Publishing.

			Dunn, J.F., Munn, P. (1985) ‘Becoming a family member: Family conflict and the development of social understanding in the second year’, Child Development, 56(2), pp. 480–492; https://doi.org/10.2307/1129735.

			Elkonin, D.B. (2005) ‘The psychology of play’, Journal of Russian and East European Psychology, 43(1), pp. 11–21; https://doi.org/10.1080/10610405.2005.11059245.

			Erikson, E. (1963) Childhood and society. New York: Norton.

			Erikson, E. (1982) The life cycle completed. New York: W.W. Norton and Company.

			Fivush, R. (1998) ‘Gendered narratives: Elaboration, structure, and emotion in parent-child reminiscing across the preschool years’ in Thompson, C.P., et al. (eds.) Autobiographical Memory: Theoretical and Applied Perspectives. Mahwah: Lawrence Erlabum, pp. 79–103.

			Fivush, R. (2011) ‘The Development of Autobiographical Memory’, Annual Review of Psychology, 62(1), pp. 559–582; https://doi.org/10.1146/annurev.psych.121208.131702.

			

			Fivush, R., Reese, E. (1992) ‘The social construction of autobiographical memory’ in Conway, M.A., et al. (eds.) Theoretical Perspectives on Autobiographical Memory. Dordrecht: Kluwer Academic Publishers, pp. 115–132; https://doi.org/10.1007/978-94-015-7967-4_7.

			Fivush, R., Haden, C., Reese, E. (1996) ‘Remembering, recounting, and reminiscing: The development of autobiographical memory in social context’ in Rubin. J.D.C. (ed.) Remembering Our Past: Studies in Autobiographical Memory. Cambridge: Cambridge University Press, pp. 341–359; https://doi.org/10.1017/CBO9780511527913.014.

			Gerber, M., Johnson, A. (2012) Your Self-Confident Baby: How to Encourage Your Child’s Natural Abilities – From the Very Start. Milwaukee: Trade Paper Press

			Hammond, R.A. (2021) ‘Seeing infants differently: Magda Gerber’s contributions to the early care and education field and their continuing relevance’, Early Child Development and Care, 191(7-8), pp. 1302–1315; https://doi.org/10.1080/03004430.2020.1865942

			Hewitt, J.P. (2009) ‘The Social Construction of Self-Esteem’ in Lopez, S.J., Snyder, C.R. (eds.) Oxford Handbook of Positive Psychology. Oxford: Oxford University Press, pp. 217–224; https://doi.org/10.1093/oxfordhb/9780195187243.013.0020.

			Howe, N., e t al. (2002) ‘“No! The lambs can stay out because they got cozies”: constructive and destructive sibling conflict, pretend play, and social understanding’, Child Development, 73(5), pp. 1460–1473; https://doi.org/10.1111/1467-8624.00483.

			Kemple, K.M. (1995) ‘Shyness and Self-Esteem in Early Childhood’, The Journal of Humanistic counseling, 33(4), pp. 173–182; https://doi.org/10.1002/j.2164-4683.1995.tb00103.x.

			Kemple, K.M., David, G.M., Wang, Y. (1996) ‘Preschoolers’ Creativity, Shyness, and Self-Esteem’, Creativity Research Journal, 9(4), pp. 317–326; https://doi.org/10.1207/s15326934crj0904_3.

			Kielar-Turska, M. (2002) ‘Średnie dzieciństwo. Wiek przedszkolny’ in Harwas-Napierała, B., Trempała, J. (eds.) Psychologia rozwoju człowieka. Vol. 2. Warszawa: Wydawnictwo Naukowe PWN, pp. 83–129.

			Kielar-Turska, M. (2000) ‘Rozwój człowieka w pełnym cyklu życia’ in Strelau, J. (ed.) Psychologia. Podręcznik. Vol. 2. Gdańsk: GWP, pp. 285–332.

			Kielar-Turska, M. (2015) ‘Średnie dzieciństwo. Wiek przedszkolny’ in Trempała, J. (ed.) Psychologia rozwoju człowieka. Podręcznik akademicki. Warszawa: PWN, pp. 202–233.

			Kochanska, G. (2002) ‘Committed compliance, moral self, and internalization: A mediational model’, Developmental Psychology, 38(3), pp. 339–351; https://doi.org/10.1037/0012-1649.38.3.339.

			Kohlberg, L. (1963) ‘Moral development and identification’ in Stevenson, H.W., et al. (eds.) Child psychology: The sixty-second yearbook of the National Society for the Study of Education. Part 1. Chicago: National Society for the Study of Education; University of Chicago Press, pp. 277–332; http://dx.doi.org/10.1037/13101-008.

			Kohlberg, L., Levine, C.H., Hewer, A. (1983) Moral Stages: A Current Formulation and a Response to Critics. Basel: Karger.

			

			Krauze-Sikorska, H., et al. (2016) Dziecko do lat trzech w systemie opieki i edukacji. Źródła wsparcia i zagrożeń. Poznań: UAM Wydawnictwo Naukowe.

			Kuppens, S., Ceulemans, E. (2019) ‘Parenting styles: A closer look at a well-known concept’, Journal of Child and Family Studies, 28(1), pp. 168–181; https://doi.org/10.1007/s10826-018-1242-x.

			Lewis, M., Brooks‐Gunn, J. (1979) ‘Toward a theory of social cognition: The development of self’, New directions for child and adolescent development, 1979/4, pp. 1–20; https://doi.org/10.1002/cd.23219790403.

			Lewis, M. (2008) ‘The emergence of human emotions’ in Lewis, M., Haviland-Jones, J., Barrett, L. (eds.) Handbook of emotions. New York: Guilford Press, pp. 304–319.

			Lips, M.H. (2020) Sex and Gender: An Introduction. 7th edn. Illinois: Waveland Press.

			Mahler, M.S., Pine, F., Bergman, A. (1975) The psychological birth of the human infant. 1st edn. New York: Basic Books.

			Matczak, A. (2003) Zarys psychologii rozwoju: podręcznik dla nauczycieli. Warszawa: Wydawnictwo Akademickie Żak.

			Matyjas, B. (2017) ‘Rodzina – szkoła – środowisko lokalne jako synergiczna przestrzeń socjalizacji’, Horyzonty Wychowania, 16(38), pp. 41–54; https://doi.org/10.17399/hw.2017.163803.

			Nelson, K., Fivush, R. (2000) ‘Socialization of memory’ in Tulving, E., Craik, F.I.M. (eds.) The Oxford Handbook of Memory. Oxford: Oxford University Press, pp. 283–296; https://doi.org/10.1093/oso/9780195122657.003.0018.

			Niedźwieńska, A. (2003) ‘Rozwój pamięci autobiograficznej’, Psychologia Rozwojowa, 8(5), pp. 55–60.

			Oakes, L.M., Madole, K.L. (2008) ‘Function revisited: how infants construe functional features in their representation of objects’, Advances in Child Development and Behavior, 2008/36, pp. 135–185; https://doi.org/10.1016/s0065-2407(08)00004-9.

			Repacholi, B.M., Gopnik, A. (1997) ‘Early reasoning about desires: Evidence from 14- and 18-month-olds’, Developmental Psychology, 33(1), pp. 12–21; https://doi.org/10.1037/0012-1649.33.1.12.

			Parten M.B. (1932) ‘Social Participation Among Pre-school Children’, Journal of Abnormal and Social Psychology, 27(3), pp. 243–269; https://doi.org/10.1037/h0074524.

			Piaget, J. (1952) The origins of intelligence in children. New York: W.W. Norton and Co; https://doi.org/10.1037/11494-000.

			Piaget, J., Inhelder, B. (1962) The Psychology of the Child. New York: Basic Books.

			Pike, A., Coldwell, J., Dunn, J.F. (2005) ‘Sibling relationships in early/middle childhood: links with individual adjustment’, Journal of Family Psychology, 19(4), pp. 523–532; https://doi.org/10.1037/0893-3200.19.4.523.

			Premack, D., Woodruff, G. (1978) ‘Does the chimpanzee have a theory of mind?’, Behavioural Brain Science, 1(4), pp. 515–526; https://doi.org/10.1017/s0140525x00076512.

			Rubin, K.H., et al. (2011) ‘Peer relationships in childhood’ in Bornstein M.H., Lamb, M.E. (eds.) Developmental science: An advanced textbook. 6th edn. New York: Psychology Press, pp. 519–570.

			

			Ruble, D.N., et al. (1980) ‘Developmental analysis of the role of social comparison in self-evaluation’, Developmental Psychology, 16(2), pp. 105–115; https://doi.org/10.1037/0012-1649.16.2.105.

			Rzechowska, E. (2004) Potencjalność w procesie rozwoju: mikroanaliza konstruowania wiedzy w dziecięcych interakcjach rówieśniczych. Lublin: KUL.

			Saarni, C. (1999) The development of emotional competence. New York: Guilford.

			Schaffer, H.R. (2004) Introducing Child Psychology. Oxford: Blackwell.

			Shaffer, D.R., Kipp, K. (2013) Developmental psychology: childhood and adolescence. Boston: Cengage Learning.

			Siudak, A.B., Bielenda-Mazur, E. (2020) ‘Neurorozwojowy wymiar gestu wskazywania palcem rozwój i stymulacja’, Logopaedica Lodziensia, 2020/4, pp. 171–186; https://doi.org/10.18778/2544-7238.04.12.

			Slaby, R.G., Frey, K.S. (1975) ‘Development of gender constancy and selective attention to same-sex models’, Child Development, 46(4), pp. 849–856; https://doi.org/10.2307/1128389.

			Tracy, J.L., Robins, R.W., Tangney, J.P. (eds.) (2007) The self-conscious emotions: Theory and research. New York: Guilford Press.

			Tangney, J.P., Tracy, J.L. (2012) ‘Self-Conscious Emotions’ in Leary, M., Tangney, J.P. (eds.) Handbook of Self and Identity. 2nd edn. New York: Guilford Press, pp. 446–478.

			Thompson, R.A. (2012) ‘Whither the preconventional child? Toward a life-span moral development theory’, Child Development Perspectives, 6(4), pp. 423–429; https://doi.org/10.1111/j.1750-8606.2012.00245.x.

			Vasta, R., Haith, M., Miller, S. (2004) Psychologia dziecka. Warszawa: Wydawnictwo Szkolne i Pedagogiczne Spółka Akcyjna.

			Wellman, H.M., Cross, D., Watson, J. (2001) ‘Meta-analysis of theory-of-mind development: the truth about false belief’, Child Development, 72(3), pp. 655–684; https://doi.org/10.1111/1467-8624.00304.

			Wimmer, H., Perner, J. (1983) ‘Beliefs about beliefs: Representation and constraining function of wrong beliefs in young children’s understanding of deception’, Cognition, 13(1), pp. 103–128; https://doi.org/10.1016/0010-0277(83)90004-5.

			Włodarski, Z., Matczak, A. (1998) Wprowadzenie do psychologii. Warszawa: WSiP.

			Wojciechowska, J. (2003) ‘Stereotypy ról płciowych w rozwoju tożsamości płciowej u dzieci’ in Brzezińska, A., Jabłoński, S., Marchow, M. (eds.) Niewidzialne źródła. Szanse rozwoju w okresie dzieciństwa. Poznań: Wydawnictwo Fundacji Humaniora, pp. 13–27.

			
				
					438 Boyd and Bee, 2019; Brzezińska, Ziółkowska and Appelt, 2019.
				
				
					439 Vasta, Haith and Miller, 2004.
				
				
					440 Kielar-Turska, 2015, pp. 202–233; Brzezińska, Ziółkowska and Appelt, 2019.
				
				
					441 Piaget, 1952.
				
				
					442 Piaget, 1952; Vasta, Haith and Miller, 2004.
				
				
					443 Piaget and Inhelder, 1962.
				
				
					444 Piaget, 1952; Vasta, Haith and Miller, 2004.
				
				
					445 Ibid.
				
				
					446 Elkonin, 2005, pp. 11–21.
				
				
					447 Rzechowska, 2004.
				
				
					448 Premack and Woodruff, 1978, pp. 515–526.
				
				
					449 Understanding of other mental states begins earlier, for example, understanding desires, as shown in the early findings by Repacholi and Gopnik, 1997, pp. 12-21.
				
				
					450 Unexpected Transfer Task; Wimmer and Perner, 1983, pp. 103–128.
				
				
					451 Wellman, Cross and Watson, 2001, pp. 655–684.
				
				
					452 Białecka-Pikul, 2012.
				
				
					453 Schaffer, 2004; Kielar-Turska, 2002, pp. 83–129.
				
				
					454 Włodarski and Matczak, 1998; Matczak, 2003.
				
				
					455 Mahler, Pine and Bergman, 1975.
				
				
					456 Erikson, 1963.
				
				
					457 Mahler, Pine and Bergman, 1975.
				
				
					458 Erikson, 1963, 1982.
				
				
					459 Lewis and Brooks-Gunn, 1979, pp. 1–20.
				
				
					460 Shaffer and Kipp, 2013.
				
				
					461 Hewitt, 2009, pp. 217–224.
				
				
					462 Boyd and Bee, 2019.
				
				
					463 Ruble et al., 1980, pp. 105–115.
				
				
					464 Kemple, 1995, pp. 173–182.
				
				
					465 Conway, Singer and Tagini, 2004, pp. 491–529.
				
				
					466 Fivush and Reese, 1992, pp. 115–132; Fivush, Haden and Reese, 1996, pp. 341–359; Nelson and Fivush, 2000, pp. 283–296.
				
				
					467 Niedźwieńska, 2003, pp. 55–60; Fivush, 2011, pp. 559–582.
				
				
					468 Fivush, 1998, pp. 79–103.
				
				
					469 Lips, 2018.
				
				
					470 Slaby and Frey, 1975, pp. 849–856; Wojciechowska, 2003, pp. 13–27; Boyd and Bee, 2019.
				
				
					471 Lewis, 2008, pp. 304–319.
				
				
					472 Kielar-Turska, 2015, pp. 202–233; Boyd and Bee, 2019.
				
				
					473 Tangney and Tracy, 2012, pp. 446–478.
				
				
					474 Tracy, Robins and Tangney, 2007; Saarni, 1999.
				
				
					475 See: Mahler, Pine and Bergman, 1975.
				
				
					476 Siudak, and Bielenda-Mazur, 2020, pp. 171–186.
				
				
					477 Kochanska, 2002, pp. 339–351.
				
				
					478 Thompson, 2012, pp. 423–429.
				
				
					479 Kielar-Turska, 2015, pp. 202–233.
				
				
					480 Kohlberg 1963, pp. 277–332; Kohlberg, Levine and Hewer, 1983.
				
				
					481 Vasta, Haith and Miller, 2004; Kielar-Turska, 2015, pp. 202–233; Brzezińska et al., 2019; Boyd and Bee, 2019.
				
				
					482 Vasta, Haith and Miller, 2004.
				
				
					483 Matyjas, 2017, pp. 41–54.
				
				
					484 For the first three stages of the attachment process, See: Rzechowska, 2025, pp. 137–157.
				
				
					485 Bowlby, 1969; Ainsworth, Bell and Stayton, 1971, pp. 17–58.
				
				
					486 Boyd and Bee, 2019.
				
				
					487 Baumrind, 1966, pp. 887–907.
				
				
					488 Kuppens and Ceulemans, 2019, pp. 168–181.
				
				
					489 Gerber and Johnson, 2012; Hammond, 2021, pp. 1302–1315.
				
				
					490 See: Rzechowska, 2025, p. 180.: 6.4. Out-of-family care and secondary socialisation.
				
				
					491 Boyd and Bee, 2019.
				
				
					492 Dunn, 2004.
				
				
					493 Pike et al., 2005.
				
				
					494 Dunn and Munn, 1985, pp. 480–492.
				
				
					495 Howe et al., 2002, pp. 1460–1473.
				
				
					496 Abuhatoum and Howe, 2013, pp. 738–754.
				
				
					497 Oakes and Madole, 2008, pp. 135–185.
				
				
					498 Włodarski and Matczak, 1998.
				
				
					499 Krauze-Sikorska et al., 2016.
				
				
					500 See: Rzechowska, 2025, p. 178.: 6.3.2. The beginning of child friendships.
				
				
					501 Kielar-Turska, 2000, pp. 285–332; Boyd and Bee, 2019.
				
				
					502 Dunn, 2004.
				
				
					503 Boyd and Bee, 2019.
				
				
					504 Kielar-Turska, 2000, pp. 285–332.
				
				
					505 Rubin et al., 2011, pp. 519–570.
				
				
					506 Matyjas, 2017, pp. 41–54; Krauze-Sikorska et al., 2016.
				
				
					507 Bretherton and Munholland, 1999, pp. 89–111.
				
			

		

	
		
			

			CHAPTER 7

			Main Developmental Changes During Middle Childhood: The Role of Peers and School

			Ewa RZECHOWSKA

			Abstract

			Middle childhood (6-11 years) is a complex period in human life in which children become pupils, having attained school maturity and readiness for reading and writing.

			The younger school-age period is characterised by children’s increasing awareness, control and purposefulness of attention, perception, memory and learning processes. Concrete operational thinking that children become capable of around 6 to 7 years of age makes it possible for them to reverse operations and decentrate. Both of these abilities are important for their social functioning, as they allow them to take others’ perspectives and understand that their states and expectations are different from those of other people. The changes are associated with the development of children’s identities and the formation and enhancement of interpersonal relations.

			In middle childhood, children’s sexual energy sublimates into explorations accompanied by defence mechanisms that, at this stage of development, play a positive role (Freud’s latency period). They also learn to be productive and accept others’ judgments on their performance (Erikson’s industry vs. inferiority). By comparing their own and others’ expectations, achievements, states and experiences, they start building their self-image; others’ opinions become a basis for them to develop self-concept, self-esteem and self-efficacy. Their ability to take a wider perspective on things is reflected in their moral judgments, which they make considering external expectations or social norms.

			In the early school years, children transition from a life focused on the family to a life concerned with peer relationships and school and develop a strong need to be part of a group. A special type of peer relationship is friendship, which can manifest itself in various forms.

			School is the second developmental environment for children after the family home, in which the quality of teacher-pupil relationships, informal class structure and procedures enabling a supportive environment are important. Among the various problems faced by school children, emotional and behavioural disorders and learning disabilities are the most frequent. The creation of a safe and stimulating educational environment requires procedures protecting children from bullying and supporting talented pupils.
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			1. Introduction

			The physical and mental development of children between the ages of 6 and 12 (middle childhood) is characterised by significant changes. Starting school is a pivotal moment, as the child takes on a new social role and becomes more open to the influences of classmates and teachers. Unstructured playtime, which once dominated the child’s life, gradually gives way to school demands and rules that they must now adapt to508. School responsibilities give direction to the child’s rapidly developing cognitive abilities, which become more and more voluntary and controlled as the child’s ability to consciously use attention, perception, memory and learning improves.

			2. On the Threshold of School: School Maturity And Readiness for Reading and Writing

			School maturity, understood as an appropriate level of emotional, social, intellectual and physical development, is a prerequisite for children beginning school to be able to cope with new responsibilities, learn and develop new skills required for teaching programmes, and adjust to the social life of their schoolmates and the school. School maturity is formed by developmental processes, as well as family and out-of-family factors influencing the child509.

			The acquisition of formal literacy skills is related to children achieving three states of mental readiness:

			
					psychomotor readiness – enabling children to learn to read and write; it requires the skill of analysing verbal and visual information, appropriately developed kinaesthetic and motor abilities and speech apparatus, manual dexterity, vision-sensorimotor coordination, efficient short-term memory and the ability to concentrate and sustain attention;

					vocabulary and conceptual readiness – achieved as a result of children’s cognitive and language experiences; to understand a written text, children must possess substantial cognitive resources (general knowledge and knowledge of their surroundings) and good language skills (rich vocabulary, the ability to communicate and verbally express their thoughts and experiences in a manner that is adapted to the situation);

					emotional-motivational readiness – allowing children to understand how literacy relates to being successful in life; children with emotional-motivational readiness have a positive cognitive attitude to knowledge, are interested in books and feel motivation to explore, ask questions and overcome difficulties without asking others for help510.

			

			The three states of readiness are interrelated and determine the amount of time the child will need to acquire reading and writing skills and how efficiently they will be used as cognition and communication tools.

			3. School-Age Children’s Perception, Attention and Memory

			The evolution of attention, perception, memory and learning ability represents a transition from (1) spontaneous, uncontrolled processes in these domains reflecting the child’s current wishes and interests through (2) partly controlled processes in pre-school-age children to (3) increasingly conscious, voluntary and purposeful processes in younger school-age children, aligned with the caregiver’s or teacher’s intentions511.

			3.1. From Cursory to Intentional and Permanent Observations

			The perceptions of 7-8-year-olds still tend to be inaccurate and disregard the salient aspects of things. Over time, they become capable of identifying and generalising the characteristics of objects they see and consciously directing their perception to their aspects that are of interest to them. Their improving perceptiveness is accompanied by inquisitiveness, insight, curiosity about the world and resolution to understand the world around them.

			3.2. From Attention Responding to External Cues to Unstable Self-Control

			Between the ages of 6 and 9, the child’s ability to resist impulses, control emotions, and stay focused on a task increases rapidly. Voluntary attention takes the place of involuntary attention, enabling the child to perform increasingly complex activities while ignoring their trivial aspects. The scope of attention expands, and its resistance to distractors improves, but sustaining attention is still difficult for the child, making concentration on tasks that the child considers monotonous or boring difficult. In general, the attention of school-age children is focused on external objects and phenomena. However, as they approach the end of this stage, they become increasingly aware of their own mental activities and begin to direct their attention inward512.

			3.3. From Mechanical to Logical Memory – Memory Strategies, Metamemory and Constructive Memory

			Along with the fast-improving cognitive abilities of younger school-age children, their memory processes undergo qualitative changes. First-formers may not remember well what homework they are supposed to do, but they have no problem remembering things that are interesting for them or trigger strong emotions. Gradually, logical memory replaces mechanical memory, and voluntary memory supersedes involuntary memory. First-formers requested to learn a poem or a song by heart use a passive memorisation strategy involving multiple repetitions, but older children employ active strategies appropriate for voluntary memorisation (such as organisation and repetition), where data are organised and linked together and simultaneously integrated into the child’s existing knowledge513. The child’s effort to understand and organise information reduces the number of repetitions needed to memorise it and makes it more permanent and easier to recall. The developmental improvement of memory skills is significantly associated with the emergence of metamemory, i.e. the child’s knowledge of memory, its functioning, ways of memorising things and factors influencing memorisation and the quality of information stored. Improving ability to memorise information implies its association with the expanding general knowledge of the child514.

			General knowledge is also a resource that constructive memory uses to create more comprehensive pictures of past events or experiences. Its elements are picked to make adjustments to memories or fill in the blanks, which, in some cases, may result in memory distortions515.

			4. Cognitive Changes: The Concrete Operational Stage (years 6/7-11)

			4.1. Concrete Operational Thought: Reversibility, Decentration, Conservation and Inductive Reasoning

			At the age of 6-7 years, a new stage of cognitive development begins, which Piaget called the concrete operational stage because children become capable of performing mental operations on concrete objects and events.

			Concrete operational thinking differs from preoperational thinking in that it is associated with the child’s awareness of the reversibility of operations and the ability to decentrate516.

			A child who understands that operations are reversible can track his or her reasoning backwards to where it started and correct it as needed, and decentration enables a child to see the characteristics of objects, situations and realities from different perspectives, and to understand their complexity517. As a result, awareness of quality conservation, i.e. the understanding that objects (and their properties) that have been stretched, cut, elongated, spread, compressed, etc. remain the same objects, emerges and develops in the following order: number, length, volume, mass, area and weight. A child who is aware of quantity conservation knows that water poured from a tall and narrow container to a wide and narrow one, does not change its volume because the different heights of the containers are compensated for by their width.

			One of the classic tests that Piaget developed to measure children’s ability to perform operations mentally is the conservation test. In the test, children are shown two identical objects, e.g. balls of clay, and their sameness in terms of number, size, volume, etc. is highlighted. One ball is then rolled into a cylinder; because it is now longer and thinner than the ball, the preoperational child will say that quantity has changed, whereas the concrete operational child, capable of reversing operations and decentration, will know that it is the same because the cylinder can be made into a ball again (reversibility) and because its greater length translates into greater thinness518.

			School-age children use inductive reasoning, which assumes that their individual experiences and premises describe the world as it is. For instance, based on inductive reasoning, a child with three rude friends may conclude that friends are always rude.

			4.2. Constructing the Conceptual Representation of the World: Classification

			Underlying the development of the conceptual representation of the world is classification519. The pre-operational child, who does not yet understand the permanence of properties, determines the properties of an object empirically, and believes that they are specific to that object and the current situation. The ability to divide objects into classes develops at the concrete operations stage, as the child becomes capable of creating objective mental representations of directly experienceable properties of an object, with the term ‘objective’ meaning unrelated to the object and situation. Classification of objects that enables the child to organise his or her knowledge about the world requires two main operations to be formed: 1) dividing a set into subsets and 2) establishing how the set and subsets are related to each other (class inclusion). For instance, to answer the question ‘Are there more girls than children in your class?’, the child has to determine the relationship between the class (children) and the subclass (girls). The preoperational child is likely to compare the sizes of the subclasses (represented by girls and boys) to determine which gender is in majority. The operational child, however, will deduce from the available information that there are more children, regardless of how many boys and girls are in the class.

			As their experiences and lexical resources expand, children aged 7-11 years acquire the ability to organise objects according to different criteria, to understand classification hierarchies, and to allocate objects to general and more specific classes and subclasses simultaneously, using different types of comparison.

			The hierarchical classification skills that most children acquire between the ages of 7 and 10 years have practical value for pupils who begin to understand and assimilate scientific and social concepts requiring comparisons and dividing living creatures into different groups based on whether they belong to the animal or plant world, etc.

			

			4.3. Operations on Relationships: Seriation and Transitive Inference

			Seriation is the ability to arrange items in a specific order (series) according to a selected criterion, i.e. size, length, height, or weight. Children possessing this ability can organise sticks from the shortest to the longest or according to objects’ defining characteristics. Seriation is a prerequisite to understanding concepts such as numbers, time and measures.

			Transitive inference is a type of reasoning where prior knowledge is used to establish unknown relationships between objects (if A>B and B>C, then A>C). It enables children in the second half of middle childhood to conclude that John is taller than Sue because he is taller than Mary, who is taller than Sue.

			4.4. From Cognitive to Interpersonal Decentration

			One significant consequence of preoperational children’s egocentrism affecting their social functioning is that they do not see that they are internally different from others; as a result, they have difficulty understanding others’ behaviour. The comprehension of why other people behave the way they do develops around the age of 8-9 years, together with the understanding with the reversibility of operations. The ability, referred to as interpersonal decentration, enables children to understand how others perceive the world and that their own perceptions, motivations and feelings may differ from those of other people.

			School-age children with interpersonal decentration perceive people more comprehensively and more objectively, which enables them to further consolidate their knowledge of them. As they understand others’ needs and expectations better and better, they can make more accurate judgments about what conditions enable cooperation and what is required to act effectively520.

			With the increasing objectivity of children’s perceptions of others, their judgments undergo a qualitative change. Value judgments predominating in 7-8-year-olds are gradually superseded by objective assessments in the second half of elementary school.

			5. The Portrait of a Developing Elementary School Child: Directions of Change

			In the second half of middle childhood, cognitive abilities develop rapidly due to the onset of the concrete operational stage. As children’s egocentrism, typical of preoperational thinking, is defused by their interactions with peers, their relationships with them become deeper and richer521. Between the ages of 7 and 8 years, children use summation and induction to make overall assessments of their worth, which will prospectively influence their perception of self within the complex hierarchy of social relations.

			

			5.1. Identity Development in Middle Childhood

			5.1.1. Sigmund Freud’s Latency Period

			Human psychosexual development has a latency period falling in middle childhood (years 6-7), during which the child’s drives and interest in sexuality are repressed or dormant. In that period, sexual energy sublimates into activities such as learning and development of social and communication skills522. The child develops new abilities, among which those strengthening the child’s ego and protecting from frustration and the fallout of failures are the most important. Sigmund Freud called the abilities defence mechanisms523.

			Defence mechanisms are psychological reactions to unsettling or potentially dangerous situations, which are to reduce the intensity and frustration one feels and increase protection from the consequences of internal conflicts and a sense of guilt.

			The defence mechanisms that children in the latency period typically use include:

			
					rationalisation – justification of failures;

					projection – attribution to others of one’s undesirable feelings, attitudes, behaviour and characteristics;

					displacement; 

					denial of reality – refusal to acknowledge painful situations;

					compensation – using substitutes for compensating unachievable things;

					regression – return to behaviours from earlier developmental stages;

					sham reaction – behaviours and emotions disguising those actually felt;

					avoidance and withdrawal.

			

			While defence mechanisms do not solve inner conflicts, they help children in middle childhood avoid the pain they bring or make it less intense. The downside of their use is that they address the symptoms of conflicts rather than their causes, so using them repeatedly or for long periods of time can hinder the formation of adaptation mechanisms.

			Sigmund Freud’s latency period coincides with Erik Erikson’s fourth crisis of psychosocial development524.

			5.1.2. Erik Erikson’s School Age Crisis: Industry vs. Inferiority

			Elementary school-age children (years 6-12) face an industry vs. inferiority crisis. One of the main challenges they face is measuring up to established standards and expectations. For the first time in their lives, they want others – classmates and teachers – to see them as competent and worthy of respect. To achieve it, they strive to develop and perfect various skills, learn new knowledge, and feel pleasure and satisfaction when they can demonstrate their competence and agency. They also begin to make comparisons between themselves and their peers, feel proud and accomplished when they compare favourably to them, or inferior and inadequate when the comparison is negative, which affects their self-esteem. Also, their ability to understand and anticipate the likely outcomes and consequences of their actions and decisions is better than during the previous stage.

			A resource of special significance for children is a sense of self-efficacy525, measuring their belief in successful coping with various challenges. A sense of self-efficacy has different levels, ranging from a general one expressed as an “I can cope with different situations” to a specific belief in being able to achieve academically.

			Frequent criticism from teachers, unfriendly peers, and excessively demanding, lax, or inconsistent parents entails the risk of the child developing an inferiority complex and having difficulty in social relations.

			5.1.3. The Development of Self: Self-Understanding and the Role of Others in Self-Image

			New properties of thought processes enable school-age children to see things from others’ perspectives, different from their own. With that, they start to consider what other people are thinking, attach more weight to their mental states, notice the perspectives of those with whom they interact, and anticipate the potential consequences of such interactions526. The fact that they also become capable of seeing themselves through the eyes of others prompts the formation of their self-image and the emergence of self-concept and self-esteem based on others’ opinions. Children in middle childhood view themselves more realistically than they did in early childhood and have better understanding of their strengths and weaknesses. Their self-esteem is determined by the degree to which they meet others’ expectations of them (I am good at school because my parents want me to), their achievements (I am not very good at school), states and experiences (Answering the teacher’s questions makes me more uneasy compared with my classmates)527. Because children at this age are very dependent on how others evaluate their performance in various fields, their self-esteem reacts to their successes and failures, with the strength of the reaction being related to how important a given activity is for them.

			To sum up, the children’s self-esteem is shaped by:

			

			
					successes and failures in various domains (as pupils, children begin to understand the relativity of their achievements);

					the importance of an activity for the child and others’ evaluation of his or her performance (parents’ insistence on the child being successful have a defining effect on child’s aspirations);

					opinions expressed directly (you are gifted but lazy) and indirectly (we do not expect you to have all A’s), from which the child infers about the parents’ expectations and their evaluation of his or her achievements.

			

			Although the child’s ability to make more independent judgments about self increases with time, they still lack objectivity and are still influenced by others’ suggestions and opinions. The child’s self-esteem can also be affected by a discrepancy between what the child thinks of him- or herself and the ideal self. Depending on whether such a discrepancy diminishes or boosts the child’s self-esteem, the effect can be reduced activity, well-being and self-efficacy, or traumas and conflicts provoked by more realistic judgments of other people528.

			The presence or absence of self-acceptance depends on the child’s system of values and whether successes and failures are associated with behaviours, personality traits, or activities that are particularly important for the child. Self-efficacy, the belief that one can accomplish a specific task or goal, is a critical resource in childhood529. A substantial difference between perceived self-efficacy and ability makes motivational problems more likely. A pupil believing that his or her math skills are good will probably attempt to do math homework, but one with limited trust in his or her math skills will probably procrastinate, regardless of how good they really are.

			As self-efficacy is a self-constructed judgment of one’s abilities, children may miscalculate or misperceive what they can really do. Albert Bandura estimated that the optimal level of self-efficacy is equal to, or slightly above, ability530.

			5.2. Acceptance of Social Norms and Rules: Lawrence Kohlberg’s Conventional Phase of Moral Development

			Moral development of humans involves the gradual discovery of the universal sense of good, changing one’s perspective on morality and the basis for moral judgments. In the first phase of moral development (pre-conventional), judgments are guided by individuals’ personal interests531, whereas in the conventional phase (stages 3 and 4), they are made to fit social norms and expectations that one will be able to tell right from wrong, many of which are enshrined in tradition, culture, or codes of conduct.

			Children at stage 3 of moral development (good interpersonal relationships) want to be perceived as good and know that praise and appreciation are for those who follow the rules. Believing that a behaviour is appropriate when accepted, liked, and helpful for others, they behave as they think others expect them to instead of pursuing their own activities.

			When reaching stage 4 (law and order morality), children become more aware of the wider rules in society and make judgments to uphold them and avoid guilt. In that stage, they view a behaviour as good when it respects the law or is accepted by others. When making judgments upon others’ actions, not only the motivations behind them, but also the actions’ conformity with standards are important.One of Laurence Kohlberg’s532 best-known moral judgment tests533 required subjects to decide whether Heinz, whose wife was gravely ill and desperately needed a drug he could not afford could steal as this is what a loving husband would do, or risk his wife’s life not to commit an unlawful act. In either case, what other people think is right and wrong will influence the choice.

			Children in the conventional phase of moral development accept norms but still have difficulty grasping their meaning and do not see how they relate to general values. As a result, they tend to obey the letter of moral rules rather than their spirit534.

			6. Social Development: From a Home Environment To School Life and Peer Relationships

			Going to school involves the substantial expansion of the world in which children have lived until then535. They increasingly become less dependent on their parents, and display attachment behaviours and spontaneity in emotions more rarely, but parents continue to be a safe haven for them. Children at this age do not yet see their imperfections and do not directly question their decisions and authority, but this does not mean that they fully accept their parents emotionally and mentally. They frequently demonstrate their resistance through nervous or unacceptable behaviours, which turns into overt rebellion in adolescence. Their position in the family hierarchy determines the nature of their interactions with the siblings.

			During middle childhood, parents’ support and acceptance are still very important for children. At the same time, however, they feel an increasing need to be independent, and peers and non-family adults start playing an increasingly important role in their lives.

			6.1. Relationships With Peers

			The reliance of young children on adults can be seen in the early school years in their use of adults’ criteria to select and evaluate their mates. As adults would, they prefer to associate with peers accepted by adults (parents, teachers), and good grades largely determine a child’ popularity with the classmates. Gradually, they establish their own criteria, and their judgments become more and more independent. As well as starting to react to what another person is doing, seeing and experiencing, they also adjust their behaviour to what they know about other people, their expectations, probable consequences of their activities, etc.536

			Early school children feel a strong desire to belong to a group, which culminates in 9-year-olds. In the case of older children, peers have a stabilising and normalising influence on one another and being accepted by them becomes more important for a child than being accepted by adults. Relationships with peers are a vital source of information for children537, help them develop social skills they need to communicate and negotiate differences, teach them how to perform various tasks and be popular, what to wear or say, and how to behave. What children learn about relationships and about themselves in relationships with others has a defining effect on their self-image.

			6.2. Children’s Friendship and the Role of Others

			A special form of peer relationships is friendship, defined as a long-term connection between two individuals based on loyalty, intimacy and the mutual exchange of positive emotions538.

			Robert Selman has identified five partially overlapping stages of friendship based on how people at different ages perceive their friends and their relations with them, three of which occur in school-age children539.

			6.2.1. Momentary Playmates (3-7 years)

			For 3-7-year-olds, a friend is someone with whom they play. Their friendships usually emerge by chance (e.g. a neighbour’s child) rather than as a result of similarities. Children at this stage still have difficulty understanding others’ perspectives and assume that other children think like they do, so they get very upset when they find out that it is not so and usually conclude that ‘she or he doesn’t want to be my friend anymore.’

			6.2.2. One-Way Assistance (4-9 years)

			Children in this age group describe a friend as someone who is nice to them (shares a treat, saves a seat on the bus, gives presents, etc.). They are engaged in their friendships, but they do not think a lot about how they contribute to them. Occasionally, they are ready to tolerate someone who is not very nice simply to have a friend. Some may try to benefit from friendship, for instance, by saying things like ‘I will be your friend if you do this!’

			6.2.3. Two-Way, Fair Weather Cooperation (6-12 years)

			For children between the ages of 6 and 12, a friend is someone who returns favours. Fairness and reciprocity are very important for them, but they define them rigidly, so having done something for a friend, they expect the favour to be returned at the next opportunity. They are ready to terminate friendship if the friend disappoints them. They tend to be jealous and are very concerned about fitting in and not being different from others.

			6.2.4. Intimate, Mutually Shared Relationships (9-15 years)

			Children in this age interval characterise a friend as someone with whom they can share thoughts and feelings that others should not know. They believe that friends should help each other with problems, seek compromise, and show mutual kindness without ‘keeping score’ just out of true care for the friend.

			As children deepen their awareness of others’ perspectives and become able to integrate these with their own viewpoints, they begin to display deeper understandings about other people, their thoughts, feelings and motivations.

			6.3. School as the Child’s Developmental Environment

			The main environments wherein children develop and grow are the family home and school540. The decline in the number of informal places for peer interactions, such as yards, has caused contemporary children to have fewer opportunities to spend time together after school541.

			6.3.1. The School Class and Its Informal Hierarchy

			After going to school, children soon learn their position in the class. Between the ages of 9 and 10, they start attaching more weight to others’ opinions about them, which causes them to actively pursue, sustain, or strengthen a position of significance among their peers. Research on informal classroom structures542 has shown that pupils have different but relatively stable positions in the class hierarchy. There are typically children who are more popular than others (the ‘class stars’), small groups who stick together simply because they enjoy each other’s company, and children who exist on the margins of the class, avoiding group activities and often isolated by their peers. Additionally, there are rejected-withdrawn children, who are easy targets for bullies due to their shyness and timidity, and rejected-aggressive children, who are avoided for being loud, intrusive and confrontational. Lastly, there are controversial children, who attract attention, and are both liked and disliked by their peers543.

			There is research evidence that children rejected by peers are more at risk of running into conflicts, experiencing low self-confidence and having adjustment problems544.

			

			6.3.2. Teacher-Pupil Relationship

			To adjust to the school environment, the child needs to possess skills to communicate and negotiate with peers and be able to adapt to the school’s rules and requirements. With the beginning of schooling, a new meaningful person appears in the child’s life – the teacher – and it is the only time when the teacher’s status is so high.

			The quality of the relationship between the child and the teacher forms the child’s self-assessment, self-perception and attitude towards school and school responsibilities. Younger children’s perceptions of their teacher and the caregiver are very similar, and central to their relationship is emotional closeness. Children who feel safe in their attachment to the teacher are more willing to participate in school life, have better grades, and are more likely to continue education beyond mandatory levels545.

			6.4. Creating a Supportive Environment for Children: The SELF-REG Method

			In addition to its educational function, school also provides an environment where children learn to live in society and self-regulate their emotions. Self-regulation is the ability to manage one’s energy states, emotions, behaviours and attention in a way that is socially acceptable and helps achieve positive goals, such as good relations with others, effective learning and sustained wellbeing.

			The Self-Reg method was created by the Canadian psychologist Stuart Shanker as a tool for parents and teachers of children at different ages546. The inspiration for it came from his observations that the conditions in which children develop can adversely affect their nervous systems and that adults can contribute to creating environments that enable children to build the capacity for self-regulation. The method recommends reducing the presence of stressors, creating an environment for children to feel safe again, giving them time to regenerate and helping them find a way of regeneration that is most appropriate for them (depending on the child, sitting quietly or engaging in intense physical activity will work better), teaching children how to recognise their states of arousal, and trying together to find ways to regulate them. As regards teachers, they have to make sure that the learning environment does not overwhelm pupils (has few visual and sound distractors, discourages unhealthy competition, presents errors as an opportunity to learn, and promotes mutual kindness) and organise activities bearing in mind pupils’ mental and emotional states.

			Stuart Shanker defined five critical domains of self-regulation and formulated recommendations addressing each of them in the school context:

			

			
					biological domain– fostering a sensory-friendly environment, taking account of pupils’ sensory difficulties, making sure that their physiological needs for food, drink, physical activity, etc. are met;

					emotional domain – creating space for emotions such as curiosity, joy, peace; addressing pupil’s emotions; helping them modulate negative emotions (anger, fear, frustration, etc.); addressing emotions and situations that trigger them;

					cognitive domain – choosing tasks of appropriate difficulty, explaining them, dividing them into parts as needed, presenting materials at the right pace, reducing distractors, ensuring that class activities are predictable and allowing pupils time to switch between activities; building on their natural sensitivity, talents and interests, helping them understand things that make learning easy or difficult and coping with stress;

					social domain – building a friendly atmosphere of mutual understanding in the class; promoting cooperation and discouraging competition (which tenses up the atmosphere); encouraging win-win solutions to conflicts and healthy interactions (apologetic or empathetic reactions require a certain level of self-regulation to be possible);

					prosocial domain – fostering good relations and friendly atmosphere in the class, creating opportunities for children to take care of one another; making them realise their strong points and uniqueness, and helping each child to feel attractive and important.

			

			Shanker also emphasised the importance of caregivers and teachers being aware of their emotional states and how they express them because of their influence on children’s capacity for self-regulation.

			7. Common School-Age Problems

			Among the typical problems experienced by school-age children are emotional and behavioural disorders547 and learning difficulties548.

			7.1. Internalising and Externalising Disorders

			Internalising disorders or overcontrolled behaviours include anxiety, depression, somatic conditions (occurring without any specific organic cause), withdrawal (avoidance of social interactions (social anxiety) and difficulty experienced in social situations.

			Children with overcontrol can be overcautious in new or challenging situations, shy in contact with others, underperform at school, and feel that others do not appreciate them enough. Feeling anxious, they obey rules, which earns them the opinion of nice and controllable children. In tension-laden situations, however, these usually passive kids can explode with uncontrolled outbursts of emotion. The punishment they receive for such reactions is usually proportional to the surprise they have caused, so they withdraw even more.

			Externalising disorders (undercontrolled behaviours) stem from a limited ability to control emotions and cause the outward expression of personal problems. They can have the form of criminalised delinquent behaviours or incompliance with the school rules (skipping lessons, swearing, lying), maladjustment behaviours (ignoring group rules, participation in informal groups) and disrespect for social norms (aggression against people and/or property, provoking conflicts).

			Many children are affected by both types of disorders at the same time. Their impact is infrequently further compounded by dysfunctional relationships with peers, thought problems implying obsessive-compulsive or anxiety disorders, etc., and attention problems, with symptoms varying depending on their cause549.

			Children with Attention Deficit Hyperactivity Disorder (ADHD) are characterised by poor attention control and/or hyperactivity and impulsiveness, which impair their normal functioning550. It is estimated that about 5% of children have ADHD, with family and twin studies pointing to genetic changes as a significant factor in developing the condition551.

			Children with impaired control of attention have difficulty, and therefore avoid, completing activities that require sustained attention (conversations, reading, etc.), fail to follow instructions (which prevents them from completing schoolwork and other assignments, etc.), and are disorganised (have poor sense of time, problems with keeping things tidy or completing work in an orderly manner). They are also inattentive to detail, easily distractible and forgetful. Their hyperactivity manifests itself through excessive movements such as fidgeting or squirming, getting up when expected to be seated, having trouble sitting still, running around, climbing on things, replying before a question has been completed, and interrupting others.

			The academic and social challenges faced by children with ADHD are enormous. Compared to non-ADHD children, they have poorer grades and score lower on tests; their expulsion and retention rates are higher; and they are more likely to drop out of school552. Unsurprisingly, they are also less popular with peers and usually avoided by them553.

			Among interventions developed to assist children with ADHD are social skills training, behavioural treatment, cognitive behavioural therapy, parent and teacher education, recreational programmes and lifestyle changes554. Depending on the severity of their condition, pharmacological treatment may also be recommended.

			7.2. Learning Disabilities

			Learning disabilities are developmental disorders impeding the acquisition of reading (dyslexia), writing (dysgraphia) and calculating (dyscalculia) skills by children.

			Dyslexia is a functional impairment of the ability to read and write. Children with dyslexia have difficulty mentally processing printed and handwritten words, so completing written schoolwork and reading is a challenge for them. Dysgraphia involves physical problems in writing letters and figures, which cause handwriting to look careless and frequently make it illegible. Akin to dysgraphia is dysorthography, which hinders remembering the correct spelling of words and reproducing them in writing. The last of the learning disabilities is dyscalculia, which makes it more difficult for children to learn or comprehend arithmetic (understand and manipulate numbers, perform calculations, etc.)555.

			It is important to note that children with learning disabilities are in the normal intellectual range and do not show any symptoms of delayed mental development or lack of motivation. The causes of their problems have not yet been precisely identified, but they are usually attributed to genetic determinants, micro-injuries to the central nervous system, emotional disorders (stress, traumas and experienced aggression), poor economic conditions, the parents’ child-raising model, the school environment and teachers’ attitudes, inadequate teaching methods and irregular cognitive development.

			8. Safe and Stimulating Educational Environment

			The world in which contemporary school-age children develop is marked by the ubiquitous presence of digital technologies. Technological advancements and the evolution of family and social life models create ample opportunities for children to expand their potentials, but one has to be aware that they also involve risks for children, e.g. a risk of violence, from which they should be protected556.

			8.1. Safe Educational Environment: Schools Without Bullying

			Bullying refers to a form of peer violence characterised by the repeated and prolonged exposure of an individual to harmful actions by one or more others. These negative actions are intentional and aimed at causing physical, emotional, or psychological harm. They can manifest through direct physical contact, verbal abuse, or other forms of aggressive behaviour intended to inflict discomfort or injury557. There are different types of bullying, including verbal bullying, which is saying or writing nasty things, teasing and name calling, taunting, threatening, or making inappropriate sexual comments. Social bullying, also referred to as relational bullying, involves spreading rumours, purposefully excluding someone from a group, or embarrassing someone on purpose. Physical bullying involves hurting a person’s body or possessions. A type of bullying that deserves special attention is covert bullying, consisting of repeated hand gestures, weird or threatening looks, whispering, excluding people or turning back on them, or restricting where they can sit and to whom they can talk. Covert bullying is more difficult to counteract because it is less conspicuous and, therefore, harder for children to prove558.

			The development of digital technologies creates more possibilities for children to interact and communicate with their peers. Unfortunately, digital means of communication are also increasingly used by cyberbullies for distributing malicious content, creating fake profiles, posting embarrassing pictures and videos, or texting and emailing vile rumours. Cyberbullying is more ‘effective’ and, therefore, more harmful and dangerous than ‘traditional’ bullying because victims can be targeted round-the-clock without having to be physically present, and messages and images can be distributed anonymously, so they are hard to track back to the source and delete559. Cyberbullying increases the risk of its victims experiencing physical bullying, skipping school, and having poor grades. They are also more likely to consume alcohol and drugs to de-stress and have health issues. Physical bullying frequently turns into cyberbullying or vice versa, or both forms of harassment occur alternately or simultaneously – ridicule at school moves online560.

			Each type of bullying is incredibly hurtful and painful for the victim, which should be kept in mind especially in the context of indirect violence, which is much more difficult for adults to notice and for the child to prove. Bullying significantly lowers a child’s self-esteem, destroys his or her sense of self-worth, takes away a sense of security and confidence; instils a strong sense of loneliness in the child, makes the child anxious, tense and stressed; negatively affects academic performance; can lead to school phobia, the development of depression or anxiety disorders, and in extreme cases can even lead to suicide.

			Developed by Dan Olweus, the Olweus Bullying Prevention Program (OBPP) is a comprehensive, school-wide initiative designed to reduce bullying and improve peer relations among students in elementary, middle and junior high school grades. The program operates at the individual, classroom, school and community levels, offering a comprehensive approach to addressing the issue. OBPP includes the identification and support of both victims and perpetrators of bullying, the implementation of intervention strategies and the promotion of positive behaviours within the school environment. The program also introduces staff training, clear anti-bullying policies and regular monitoring of bullying incidents. Collaboration with parents and the community reinforces the actions taken within the school. Research has shown OBPP’s significant effectiveness in reducing bullying, improving peer relationships and enhancing the overall school climate, making it one of the leading bullying prevention programs.

			

			8.2. Talent Management

			Today, there is an increasing tendency to depart from the long-lived concepts of talents and educational concepts sorting children out into ‘talented’ and ‘less talented’ to ensure that each group is optimally supported561. One reason for this is the observation that some children have natural abilities well above average for their peers, others are gifted in any area of ability, in more than one area, or at different levels, and still others have talents as well as disabilities (e.g. autism or hearing loss).

			Another reason for redefining the approach to seeking talented children is the results of neurobiological research and socio-technological changes in the environment in which they develop. Residing in the world of computers, video games, and smartphones, today’s school children tend to consume or merely process contents delivered by others, rarely being active contributors or creative authors.

			Contemporary education still focuses on imparting knowledge and measuring teaching effectiveness based on standard scales, tests and grade systems. The emphasis of schooling is not on developing pupils’ potential, talents and interests but on fitting their activities into the framework of institutional requirements. Gerald Hüther and Uli Hauser called this approach in their Jedes Kind ist hoch begabt562. Die angeborenen Talente unserer Kinder und was wir aus ihnen Machen (2012) ‘mind formatting and a waste of talents’. They proposed replacing the traditional attitude to identifying above-average children with the belief that all children are talented and gifted, and emphasised the importance of thorough examination of their talents. They also indicated that children should be provided with conditions supporting their creativity, curiosity and ingenuity and enabling them to explore the world on their terms.

			9. Summary

			Middle childhood is a complex period in human life in which children take on new roles and engage in new social relationships. Their good start in school is determined by school maturity and readiness for reading and writing (psychomotor, vocabulary, conceptual and emotional-motivational readiness).

			In the younger school years, children’s cognitive abilities develop at a fast pace. As their attention, perception, memory, and learning processes become increasingly conscious, controlled, and purposeful, they become more effective in achieving their individual or team goals set by the teacher, caregiver, or mates.

			The age of around 6-7 years marks the beginning of a new stage of cognitive development called concrete operational thinking. The ability to reverse operations and decentrate that children acquire in this period allows them to grasp the concept of conservation of quantity, perform operations on classes and relationships, and develop logical reasoning skills (inductive reasoning and transitive inference). These new powers are important for children’s social functioning, as they allow them to take others’ perspectives and thus understand that their states and those of other people are not the same, perceive motivations behind human behaviour, and integrate and objectivise their knowledge about the world and people.

			These changes are associated with the development of children’s identities and the formation and enhancement of their relationships with others. In middle childhood, children engage in various explorations resulting from the sublimation of their sexual energy, accompanied by defence mechanisms that play a positive role at this stage of their development (Freud’s latency period). They also learn to be productive and accept others’ judgments on their performance (Erikson’s industry vs. inferiority). Comparisons of their own and others’ expectations, achievements, states, and experiences become a basis for them to build their self-image, and their self-concept, self-esteem and self-efficacy are shaped by what others think of them. Their wider perspective on the world and people is reflected in their moral judgment-making, in which they consider social norms or external expectations (Kohlberg’s conventional phase of moral development, stages 3 and 4).

			In the early school years, children transition from a life focused on the family to a life concerned with peer relationships and school life, and separate more from the parents but still perceive them as their safety net. They feel a strong need to be part of a group of peers, the interactions with whom enable them to develop social skills and the capacity for self-identification. A special type of a relationship with peers is friendship, which can manifest itself in various forms (Selman’s transient playmates, one-way assistance, two-way, fair weather cooperation and intimate, mutually-shared relationships).

			The school follows the family home as the children’s primary developmental environment. The quality of teacher-pupil relationships and the informal class structure, etc., form children’s self-perception and self-evaluation as well as their attitude to school and pupil responsibilities. Caregivers and teachers can significantly contribute to the creation of an environment supportive of children’s development (Shanker’s SELF-REG method).

			Among various problems faced by school-age children, the most frequent are those associated with emotional and behavioural disorders (internalising and externalising disorders, ADHD, etc.) and learning disabilities (dyslexia, dysgraphia, dysorthography, dyscalculia).

			For a school environment to be safe and educationally stimulating for children, measures preventing or protecting them from peer harassment (bullying, cyberbullying) and effective identification and support of talented children are important.
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			CHAPTER 8

			Psychosocial Milestones in Adolescence: Key Developmental Tasks

			Ewa RZECHOWSKA

			Abstract

			Sexual maturation in adolescence is an intense process involving hormonal alterations, the appearance of secondary sex characteristics, and structural and functional changes in the brain.

			The basis and precondition for adolescents’ changing psyche is the transition from concrete to formal thinking, enabling hypothetical thinking, combinatorial thinking with deductive or inductive reasoning, abstractive thinking, and metacognition. With formal thinking, the ability to contemplate oneself and others appears, leading to the emergence of adolescent egocentrism, criticism, philosophising, making life plans, etc.

			During adolescence, various aspects of identity involved in shaping both the individual and social self, become integrated. Core components of identity are established, autonomy is expanded, and the processes of identity formation and differentiation unfold. As adolescents develop their own personal systems of self-defined standards, they reorganise their self-concept, gaining a sense of integration and autonomy. Biological changes trigger the formation of gender identity, and some adolescents begin to regulate their behaviour based on abstract principles and values.

			In adolescence, young people increasingly form enduring and deep relationships outside their family homes. Friendships with peers of both genders take more advanced forms, and a new type of closeness associated with romantic involvement emerges, preparing adolescents to build mature relationships.

			Adolescents revise the circle of people they once considered as meaningful as new sources of role models appear. Parents and teachers lose the status of authority figures, although they frequently maintain some influence on young people’s choices of role models. Adolescents increase demands on their parents to allow them more freedom and control over their lives and put them to various tests to see if they can accept and are ready to support them.

			Adolescence can compound emotional and digital addictions affecting young people and increase their risk of becoming juvenile delinquents.

			Keywords
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			1. Introduction

			In adolescence, being the second decade of human life, young people undergo intense changes influencing their biology, cognitive abilities, identity, and social relationships. As a result, they start contemplating what kind of people they want to be and seeking their place in society.

			2. Biological Changes in Development

			Adolescence is a tumultuous period of life because of the multitude of developmental changes transforming the human body. One of these changes is gonadal and behavioural maturation related to the pubertal transition to adulthood.

			2.1. Puberty Hormones, Secondary Sex Characteristics and Body Changes

			Puberty is a biological process of sexual maturation that culminates in reproductive competence563. It tends to be considered as the defining event in human life, as it initiates the passage from childhood to adolescence564.

			During puberty, boys and girls experience rapid increases in both height and body mass, a phenomenon known as the pubertal growth spurt. Girls enter puberty at a younger age (8-13 years) than boys and reach their adult height between 10 and 16 years of life. In boys, a rapid body growth starts at a slightly older age, usually when they are 10-16 years old, and stops between the ages of 13 and 17. The adult height of both boys and girls is determined by their genes and external factors such as diet, medication taken, diseases, etc.

			Adrenarche and gonadarche are two stages of pubertal maturation, during which the hypothalamic-pituitary-adrenal axis is activated, and the hypothalamic-pituitary-gonadal axis causing gonadal activation is reactivated, respectively. The activity of puberty hormones usually starts between ages 7 and 13 in people assigned female at birth, and between ages 9 and 15 in those assigned male at birth. The onset of puberty occurs at a slightly different time for each individual.

			Puberty is initiated when the brain starts sending hormonal signals to the gonads: namely the female ovaries and male testicles. While before puberty only the external sex organs, referred to as primary sexual characteristics, distinguish boys from girls, its onset is followed by the emergence of sexual dimorphism related to the development of secondary sexual characteristics, which further differentiate the sexes. Follicle-stimulating hormone (FSH) and luteinizing hormone (LH) instruct the ovaries in females to begin producing oestrogen, one of the primary female sex hormones, and eggs. As a result of puberty hormones, girls grow taller, put on weight and muscle mass, begin to menstruate, and develop fuller breasts and wider hips than boys. Body hair starts to grow on their legs, in the armpits and pubic areas, emotions may become more volatile and intense, and acne more prevalent. Body odour can be stronger too. In boys, puberty hormones stimulate the testicles into producing testosterone, the male sex hormone, and sperm. In addition to growing taller and putting on weight and muscle mass, boys develop larger sex organs and become capable of ejaculation (releasing sperm). They too develop body hair on their legs, in their armpits and pubic areas, suffer from acne or other skin problems, and may produce stronger body odours.

			As well as contributing to significant changes in adolescents’ secondary sexual characteristics, sex hormones may also have an effect on their ability to learn, their intelligence, memory, and behaviour.

			2.2. Brain (Prefrontal Cortex) Changes and Their Psychological Consequences

			Puberty gives rise to significant changes in brain structure and function. During this period, the developing brain increases its dimensions and mass, its cells differentiate and mature, myelinisation occurs, and new connections between various brain structures are formed. At the same time, the surplus synapses are regressively eliminated.

			An important role at this developmental stage is played by the rapidly accelerating synthesis of sex hormones, such as oestrogen, progesterone and testosterone, which stimulates myelinogenesis, leading to the isolation of axons, etc565.

			The prefrontal cortex is one of the last regions of the brain to reach maturity (its full maturity is only observed at the age of around 25 years), which seems to explain why some adolescents act immaturely566.

			Covering the front part of the frontal lobe of the cerebral cortex, the prefrontal cortex determines the individual’s ability to make rational judgments in challenging situations. Its responsibilities include cognitive analysis, abstract thinking, moderating behaviour appropriately to social contexts, and aligning thinking and actions with the goal to be achieved. All these operations are enabled by data received from all the senses.

			MRI examinations have shown that the frontal lobes of the adolescent brain contain less white matter (myelin) than the adult brain and that its amount increases during puberty567. The process involves the growth of major neurocircuits, which facilitate the distribution of information among the regions of the brain. These observations have inspired the concept of frontalisation, according to which the prefrontal cortex develops to regulate behavioural reactions initiated by the limbic structures. The maturation of the prefrontal cortex and limbic structures improves self-control, facilitates communication between the brain’s hemispheres, and gives access to a resource of analytical and creative strategies for resolving complex dilemmas. The signs of the abnormally slow maturation of the newly emerging structures include risky and impulsive behaviour potentially leading to accidents, the use of drugs, risky sexual choices, as well as affective disorders568.

			2.3. The Psychosocial Consequences of Puberty

			The changes that adolescents observe as they undergo puberty cause them to start assessing and comparing their bodies with their preconceptions of themselves and the bodies of their peers, or with the prevalent standards of beauty and behaviour. As they look more adult than they did before, their parents and other people start to treat them accordingly.

			Early or delayed puberty affects the functioning of boys and girls differently. Premature puberty is less of a problem for boys, and its delayed onset has a weaker effect on girls569.

			2.3.1. Girls

			Early maturing girls have to come to terms with somatic changes, including menstruation, which can make them feel embarrassed and uneasy as they are not ready for them. Remarks about their appearance, whether rude or complimentary, can also be disconcerting for them. Their misleadingly adult appearance may provoke inappropriate comments, encouraging them to engage in premature sexual activity.570 The inconsistency between their appearance and their mental preparedness for it can cause the onset of many adverse consequences, including lower self-esteem, identity building problems, emotional disorders, greater distrust in others, diminishing popularity with peers, which sometimes leads to behavioural and eating disorders. Girls who mature early tend to be perceived by adults as mature grown-ups and, consequently, are expected to behave accordingly. On the other hand, later maturing girls rarely experience adjustment problems. Their developmental changes are less conspicuous, and their similarity to their peers makes it easier for them to adjust and function in the community.571

			2.3.2. Boys

			Premature maturation is less problematic for boys. Early-maturing boys are taller and have a stronger physique than those who mature late. They have more positive perceptions of their bodies, believe in their strength and resilience, and their parents grant them more privileges and allow them more independence. Because of the self-assertion and independence that they demonstrate, they are usually popular with peers and become leaders within their social groups. However, they are also more at risk of using psychoactive substances and starting their sexual life early572. Boys who mature late are unhappy about their bodies. Their peers tend to see them as children and their requests and needs are often left unaddressed. They are usually less good at sports than their peers because they are weaker than them, and they also make less attractive mates. As a result, they are frequently isolated and targeted as scapegoats573.

			3. Cognitive Changes: Piaget’s Formal Operational Stage

			Changes taking place in an adolescents’ psyche are predetermined by and based on the development of formal operational thinking.

			3.1. Characteristics of Formal Operational Thinking

			Early adolescence involves the gradual development of formal operational thinking, i.e., the ability to use interiorised pictures, signs, mathematical and logical symbols, etc., unrelated to perceptions, experiences, and beliefs, with each link of the reasoning chain being examined in the context of the problem at hand574.

			At this stage of development, young people become capable of hypothetical thinking, combinatorial thinking with deductive or inductive-reasoning, abstract thinking, and metacognition.

			Hypothetical thinking enables the individual to draw conclusions, not only from what can be seen but also from what is hypothetical based on interiorised data; the reasoning it involves moves from what is concrete to what is possible, probable or conditional (“if”, “may be…”, “assuming”, “what might be”). Hypothetical thinking is more than just a thinking process for considering options; it is a logic-based system designed to construct hypotheses, make evaluations, formulate rules, and draw conclusions based on a systematic and logical examination of possibilities to produce many potential answers.

			Combinatorial thinking underlies hypothetical-deductive reasoning and inductive reasoning, which combines and evaluates potential options in each situation. Hypothetical-deductive reasoning enables inferences from the general to the specific, and inductive reasoning in the opposite direction.

			Abstract thinking is a type of advanced reasoning about concepts that lie beyond the physically observed, which enables a range of mental operations, such as recognising patterns, analysing ideas, synthesising information, solving problems, and creating things.

			Formal operational thinking also participates in metacognition, i.e., thinking about one’s thought processes, including thinking about one’s self.

			One of the experiments developed to measure a person’s level of formal operational thinking makes use of a pendulum575, consisting of a length of string and a set of weights. The experiment requires indicating which of the three variables – the length of the string, the heaviness of the weights, and the strength of the push – determine the frequency of the pendulum’s swing. To be able to answer that the length of the string is both a necessary and sufficient determinant of the swing, the person being tested must systematically examine all possibilities, which requires their reasoning to transition from what is possible to what is true.

			3.2. Adolescent Egocentrism: Imagery Audience and Personal Fable

			Adolescent egocentrism is the tendency of adolescents to focus on their thoughts while contemplating what others think about them. It is related to excessive self-awareness and the inability to draw a line between the perceptions of other people and one’s own views, which are considered the only possibility576.

			Unlike children, adolescents understand that people differ in how they see things and think about them. According to David Elkind577, egocentrism appears in adolescents as they start to show interest in what others think, while still being unable to separate their presumptions from others’ actual concerns.

			Adolescent egocentrism consists of two important aspects, namely the imaginary audience and the personal fable578.

			3.2.1. The Imaginary Audience

			Adolescents believe that they are in the focus of others’ attention and everything they do is assessed, judged, and scrutinised. As a result, they persistently analyse what others would think about their behaviour in various situations. Being very self-critical, they assume that other people share their critiques and worry that they know about and focus on their weaknesses as much as they do. Even the most innocent comment coming from this imaginary audience can either boost their self-respect and self-confidence or throw them into despair. With the imaginary audience in mind, adolescents concentrate on their appearance and the possession of fancy gadgets. They also behave noisily and engage in risky behaviour to be noticed by and impress others.

			3.2.2. The Personal Fable

			The term was coined by David Elkind to describe a state corollary to the imaginary audience. The personal fable refers to a belief typical of adolescents that they are unique (thus beyond others’ comprehension), omnipotent (endowed with special authority, powers, or influence), and invulnerable (resistant to harm and injury, and even immortal)579. The belief weakens impulse control in adolescents, frequently causing them to engage in risky behaviour, since they are undaunted by consequences.

			Adolescent egocentrism appears in early adolescence (11-12 years), peaks in 14-15-year-olds, and diminishes with the development of formal thinking and the establishment of interpersonal intimacy.

			3.3. Non-Cognitive Consequences of the Emergence of Formal Operational Thinking

			Formal operational thinking underlies the ability to consider what is abstract, hypothetical, and goes beyond the present, and to reflect on oneself and the world in new ways580.

			The development of formal operational thinking in adolescents is headed by:

			
					criticism: noticing that people’s behaviour and their principles may diverge (criticism, hypercriticism, and reflectiveness) and that adults have weaknesses;

					dreaming and making life plans: envisioning one’s future separately from the present reality;

					creativity: writing poems, memoirs;

					philosophising: an inclination to delve into moral and social issues and worldviews;

					interest in literature: studying symbols, metaphors, and the meanings of words; examining literary techniques; the use of irony, humour, and abstract notions;

					temporal integration: an ability to integrate past, future and present events (thinking in terms of historical chronology).

			

			4. The Portrait of a Developing Adolescent: Directions of Change

			The developmental changes in adolescents primarily influence their relations with other people (due to separation and autonomy building). Adolescence is also the time when young people are building their identities, searching for the meaning of life, deepening relationships, experiencing friendship, and building their first relationships in pursuit of their own social niche.

			4.1. Identity Formation: Individuation Process of Adolescence

			Identity formation in adolescents is associated with the development of their internal, subjective understanding of who they are as individuals. Through the process they perceive themselves more and more as distinct and independent entities and build their own sense of agency as they gain the capacity to use increasingly complex tools to meet their needs581. Among the key components of identity are distinctiveness (a sense of being unique and disparate from others), continuity (a sense of being the same over time), and coherence (a sense of being similar across life domains) are indicated most frequently582.

			According to Margaret Mahler’s concept of separation-individuation, a child’s personality is formed through the relationship with their mother (a close caregiver) during the first three years of life, which gradually evolves from a symbiotic relationship to a stable individual identity583.

			Peter Blos584 modified Mahler’s concept, suggesting that the separation-individuation stage in childhood can be a precursor to a “second individuation” in the period of maturation. According to Blos, while the primary outcome of the first separation-individuation stage is the child’s ability to make a distinction between “I and not I” (the child’s awareness that he or she exists as an individual), the second individuation builds a sense of identity that closely corresponds to Erikson’s585 notions of the consolidating ego identity586.

			Blos concluded that adolescence is the time when earlier developmental changes that had gone astray or ended prematurely are modified or corrected587. Psychological restructuring related to the second individuation has an ultimate effect on an individual’s adult personality and self-awareness588.

			A child progressing from a symbiotic relationship with the mother to separation from her also develops internal regulatory abilities, which are supported by developmental changes in adolescence. The individuation of adolescents is a reflection of structural changes accompanying the child’s emotional separation from their figures of attachment. Successful separation is a prerequisite for the individual to be capable of finding intimate partners in the future.

			4.2. Erik Erikson’s Crises of Adolescents: Identity or Role Confusion

			The fifth stage of Erikson’s theory of psychosocial development, falling between the ages of 12-18 years, is referred to as the identity vs. role confusion crisis589. The crisis initiates identity formation in adolescents and requires synthesising and integrating earlier integrations into a new identity, uniquely one’s own, in order to be solved. The 12-18-year olds painstakingly review their values, beliefs, and goals in the search for a sense of self and identity. The period when they consider social roles to find one that will offer them uniqueness and “try on” different roles and groups to identify with, known as a psychosocial moratorium, enables them to form cohesive, positive identities that will allow them to contribute to society590.

			Finding a positive solution to the identity vs. role confusion crisis depends on the adolescent’s readiness to accept their own past and establish a continuity with previous experiences. The search for an identity comes to an end with the adolescent finding answers to questions such as “Who am I?”, “Where am 1 going?” and “Who will I become?”. The adolescent must develop a commitment to religious beliefs, vocational goals, a philosophy of life and accept their own sexuality. These components of an ego-identity are essential for the emergence of sexual and affectionate love, deep friendship, and personal self-abandon without fear of losing ego-identity. They enable adolescents to progress to the next stage in the human life cycle, namely intimacy versus isolation591.

			Adolescents who fail to find their identity experience self-doubt, role diffusion, and role confusion, which may lead to a self-destructive preoccupation or activity. Some may continue to be morbidly preoccupied with what others think of them, while others may throw away others’ opinions and take to drugs or alcohol in order to calm the anxiety of role diffusion, or withdraw. In its most severe form, identity diffusion may lead to suicidal ideation and suicide attempts.

			Adolescents are more likely to resolve their identity crisis with a positive outcome in social contexts that provides support, guidance, and opportunities for exploration. A supportive family environment plays a key role, as families that offer emotional support, open communication, and encourage independence allow adolescents to explore their identity in a secure setting. When parents are nurturing and provide structure, adolescents are more likely to develop a strong sense of self. Positive peer relationships are also crucial, as peer groups that encourage authenticity and personal growth help adolescents share experiences, experiment with different roles, and receive feedback.

			Educational settings that promote personal development, creativity, and critical thinking further aid in the identity formation process. Teachers and mentors who encourage self-discovery can help adolescents explore their interests, values, and goals. Similarly, involvement in community activities, such as clubs, sports, or volunteer work, offers adolescents the chance to engage with broader social networks, fostering a sense of belonging and purpose.

			Cultural and societal values that prioritise individual expression, autonomy, and diversity create an environment where adolescents can experiment with different identities without fear of judgment. Societies that offer a variety of role models and multiple paths to success give adolescents more space for positive identity development. Lastly, having access to mentors or role models, whether within the family, school, or community, helps adolescents envision possible future selves and make informed decisions about their identity. All these social contexts work together to support adolescents in navigating the challenges of identity formation, leading to a more positive resolution of the crisis.

			4.3. James Marcia’s Identity Statuses

			While Erikson laid an identity resolution on the continuum between identity and role confusion, Marcia concluded that adolescents or young adults formed four qualitatively different identity statuses, which he defined based on whether or not their formation involved the stages of exploration and commitment592.

			At the exploration stage, adolescents ‘put on’ different social roles, test their capacities in new situations, and experiment with themselves and their environment to determine their abilities and preferences. In this process, they deepen their self-awareness and sometimes redefine their attitudes, beliefs, values, or social relations. At the commitment stage, adolescents are ready to make decisions about themselves and their actions and take on responsibility for their consequences. The plans, goals, values and beliefs they develop give a direction and meaning to their future lives593.

			The identity theory developed by James Marcia suggests that adolescents experience various identity statuses throughout adolescence. The timing of these statuses can differ from person to person, but the general process includes the following stages:

			
					diffused identity: individuals with this status have not yet committed to developing their own standards, values, or goals. They tend to exhibit inconsistent behaviours, often imitating those around them. This status is typically observed in early adolescence (around 12-14 years old), when young people have not yet begun exploring their identity or making significant life decisions;

					foreclosed identity: individuals in this status adopt behavioural patterns and ideologies from role models without critically examining them. They tend to idealise these models (whether groups or individuals) and adhere rigidly to their choices. This status may emerge in early to middle adolescence (around 14-16 years old) and is characterised by adopting an identity without prior exploration, often conforming to the expectations of parents or society;

					moratorium identity: those in the moratorium status are actively searching for their personal life path. They test themselves, challenge reality, explore new possibilities, frequently shift interests, and sometimes fluctuate between conflicting ideologies. This stage typically appears in middle to late adolescence (around 16-19 years old) and is marked by an ongoing exploration of various options without committing to a specific set of values or goals;

					achieved identity: individuals with this status have undergone a period of exploration and have come to understand who they want to be, what values they prioritise, and what worldview they hold. They are committed to their life plans and pursue them with consistency. This status is usually reached in late adolescence or early adulthood (around 18-21 years old), when a person solidifies their identity by making long-term commitments.

			

			These timeframes are approximate, as identity development is a personal process that progresses at different rates for different individuals.

			Achieved identity enables satisfactory completion of early adulthood tasks. Only individuals who have developed a relatively stable and strong concept of their self and life can form relationships with other people without fearing for their independence and individuality. Having clear priorities and the motivation to accomplish them are a guarantee of their responsible and steadfast pursuit of life goals. This mature attitude increases their odds of having successful familial and professional lives in the future.

			4.4. The Development of Self: Self-Determination and Autonomy

			In contrast with children in middle childhood who tend to build their self-concept around the opinions of meaningful persons, adolescents begin to develop their own standards and assemble them into a system of references, which they use to compare their judgments with other people’s opinions, whose importance steadily diminishes594.

			With the development of abstract thinking, the adolescent’s self-knowledge becomes a source of information about who they are, resulting in the re-organisation of the knowledge they have accumulated thus far. External feedback, which once had the status of a final judgment, still plays a role, but rather as one out of a selection of factors to consider. It is notable that an adolescent’s increasing ability to make self-judgments is not necessarily associated with their greater objectivity595.

			The perception of one’s social self, i.e., the awareness of who we are for others, defining one’s social relationships and position becomes important. The role of self-knowledge extends beyond its participation in behavioural self-regulation, because it is also engaged in seeking social groups or social roles worth identifying with, planning the future, or trying to control the course of events. As adolescents develop their ability to look further into the future596, they start transforming their needs and motivations to align themselves with their long-term goals and revisit and modify their past experiences so that they correspond to their present-day self-image, sometimes with the help of defence mechanisms597. The vulnerability of adolescent emotions and feelings causes their self-image to be very volatile because they are uncertain about their bodies598 and their attractiveness, as measured against prevalent standards599.

			

			Among the various elements of identity, self-esteem is the most fragile and vulnerable to emotions. Its changes may have a bearing on an adolescent’s relationships with their parents and peers.

			In the adolescent years, teenagers advance from control by adults over their activities to partly autonomous activities, and finally gain full control over them. During the process, their consolidating and integrating attitudes are formed into worldviews, compliance with the expectations of others turns into independent decision-making and taking responsibility for their consequences, and wilful criticism gives way to openness to rational arguments.

			4.5. Gender Identity Formation and Sexual Orientation

			Gender identity formation begins with the identification to a particular gender manifested through behaviours specific to that gender, and ends with the identification to that gender’s social roles600.

			The early signs of developing gender identity are observed in two year-old boys and girls, who begin to choose different toys to play with. Older children, aged 3-7 years, start noticing behavioural differences between genders. Sexual self-awareness and related gender identity become apparent in middle childhood. In the pre-adolescent years (10-12), boys and girls associate in separate groups where they have many opportunities to learn more about their and the other gender, about masculinity and femininity, and the differences between the genders. By the end of this period, boys and girls start dating in groups and organising mixed-gender meetings, which pave the way for romantic relationships and help adolescents acquire the ability to maintain them.

			Pre-adolescence is the period when young people seek models to identify with, embrace mass culture and their peers’ opinions, consolidate attitudes to their own and the other gender, show interest in sexuality, the sexual organs and their functions, and consider the differences between male and female maturation. These interests are intellectual and free of emotional engagement or sexual desires601.

			The course of maturation during which young people discover and explore sexuality is different between boys and girls. In boys, sexual curiosity concentrates on sensual experiences and opportunities for sexual contacts, whereas girls usually show more interest in the emotional aspects of romantic relationships.

			Until around 17 years of age, psychological and social maturation lags behind sexual maturation. An adolescent’s interest in the opposite sex and mixed-sex peer groups create opportunities for first-time friendships with erotic undertones, sexual initiations, and pre-intimate relationships. Mixed-sex peer groups also provide adolescents with feedback regarding their relationships. Their behaviour in the period of sexual maturation depends on what standards of sexuality they have adopted and how integrated their self-image is.

			

			At around 18 years of age, the spheres of emotional character and sexual activity integrate, initiating the fast development of an adolescent’s gender identity along their hierarchy of values, and influencing future sexual choices.

			Insufficiently formed sexual identity may hinder the expression of one’s sexuality. The stages of homosexual identity formation are well covered, inter alia, in the works by Vivienne Cass602 and Susan R. McCarn and Ruth E. Fassinger603, who conducted studies with boys and girls, respectively604.

			4.6. Abstract Principles and Values: Lawrence Kohlberg’s Post-Conventional Phase of Moral Development

			The second – conventional – phase of moral development involves gradually advancing acceptance and interiorisation of social norms and rules605. In the third, post-conventional phase606, an individual’s moral perspective is wider in the sense that judgments are made according to ethical principles of conduct, which may or may not be reflected in the law, rather than conventions or popular opinions. Morality is defined by abstract principles and universal rules guiding human behaviour.

			In the fifth phase of moral development (social contract orientation), abstract reasoning is used to find moral grounds for potentially questionable decisions (stealing a drug for the sick wife is right because laws can be unjust, one has to consider all aspects of a situation, choosing life is right regardless of the law)607. As laws and rules are perceived in this phase as flexible tools intended to serve human purposes, it is admissible to reject them when they are inconsistent with individual rights and the interests of the majority and do not benefit people.

			In the sixth phase (universal ethical principle orientation), the morality and appropriateness of decisions and actions is judged upon self-chosen ethical principles of conscience, which are abstract and universal in application. This type of judgment is formulated taking into consideration the perspectives of all individuals or groups that are likely to be affected by it (saving a human life is more important than an infringement on someone’s property rights – the Heinz dilemma).

			There are young people whose moral development never progresses to the post-conventional phase of moral development, just like not everyone attains the formal operational stage608.

			

			5. Relationships With Peers, Friendships and Romantic Relationships

			Children’s close bonds are by and large limited to the members of their families and friends. As they reach adolescence, they begin to build more enduring and deeper relationships with people outside their family settings. Now, closeness to friends and mates is enriched with a new category: closeness in romantic relationships.

			5.1. The Role of Peers and Groups

			Children’s early relationships with their peers are motivated by a need for social interaction and practicing interpersonal skills609. For adolescents, relationships with the entire peer group defining their social self are more important610.

			The development of an adolescent through membership in a peer group largely depends on the degree to which he or she is accepted by the group, the group’s rules, and their interiorisation by the adolescent. Peer groups usually establish their own culture with distinctive symbols, wear, behaviours, and communication patterns that all members must adhere to. Being part of a group’s culture strengthens an adolescent’s identity and sense of distinctiveness611, as well as supporting them in becoming autonomous individuals.

			Contacts with peers provide adolescents with opportunities to find out about their opinions, role models, and worldviews and to choose some for themselves from those consistent with the rules and values they were taught at home. Discussions and disputes with peers are also a training ground for expressing and defending views612. By interacting with other members of the peer group, adolescents expand their knowledge of themselves, other people and the world, become more self-accepting, experience closeness and support, and work out patterns of functioning in future close relationships613. Relationships with peers are therefore critical for an adolescent’s development and enable them to establish a hierarchy of values, attitudes, interests, aspirations, and life plans.

			Peer group membership gives many benefits to adolescents, such as greater self-esteem, a sense of security, shared interests, the acquisition of life skills, and an understanding of group solidarity. However, some can be double-edged. For instance, a sense of solidarity with group members may turn into a dislike towards outsiders, and high self-esteem may encourage audacious behaviour.

			A peer group is not the equivalent of a family, but in some circumstances it can become its substitute. Adolescents’ susceptibility to peers’ influences depends on their personal traits and the nature of their relations with other family members. Their pursuit of new experiences and the readiness to follow peers contribute more strongly to their risky behaviours than each of the factors alone614.

			The norms adopted by a peer group usually override those promoted by adults when they come into conflict.

			5.2. Friendship

			Of the five overlapping stages in the development of friendship proposed by Robert Selman615, two occur in adolescence616. These are:

			5.2.1. Friendship as Intimate, Mutually Shared Relationships (9-15 years)

			Friends in this age bracket exchange secrets they would not share with anyone else and help each other to solve problems. They are ready to compromise and exchange favours without “keeping a score,” because they genuinely care about each other.

			5.2.2. Friendship as Autonomous Interdependence (12+ years)

			Adolescents aged 12 or older value trust, support and emotional closeness with friends. They are ready to accept and even appreciate differences between themselves and their friends. As they are less possessive than younger children, they tend to be less concerned over their friends’ other relationships.

			For adolescents who lack support and emotional closeness at home, even their first, immature friendships can help fulfil basic emotional needs and foster the development of relational skills and the ability to face challenges.

			5.3. Adolescent Romantic Relationships

			According to Harry S. Sullivan617, the need for intimacy appears between the ages 9 and 12, when “a child begins to develop a real sensitivity to what matters to another person”618. In girls, an interest in boys and attempts to attract their attention appear when they are 12-14 old, at which age their male peers still pass time in the company of other boys and need two more years to take an interest in the opposite sex619. At this age, adolescents have a strong desire to be part of a popular ‘gang’, but the intensity of this need decreases as they grow older620. Same-sex peer groups, common in middle childhood, develop in adolescence into mixed-sex peer groups621, whose members frequently become romantic partners622. Mixed-sex groups are friendly environments where young people learn to interact and help each other, as well as protecting them from premature sexual activity. Early romantic relationships are based on companionship and doing things together, and involve enchantment or fascination with the partner, who is frequently idealised623.

			Romantic relationships teach adolescents to express their needs and recognise their partner’s expectations and desires, effectively communicate with a partner, cope with difficulties, etc. These skills enable them to deepen and stabilise their relationships, experience the intimacy of emotional closeness, and take responsibility for themselves and their partners624.

			Adolescent romantic relationships tend to be short-lived and uncommitted. Yet, their significance should not be ignored. They engage a lot of an adolescent’s time and give them more positive and negative feelings than friendships, family relationships, or school life625. They also support adolescents in identity formation, influence relations with family members and peers, and enable emotional and behavioural adjustment.

			6. The Role of Parents and Community During Adolescence

			Maturation can be described as the time when young people redefine their dependence and independence in relation to parents, peers, society, and institutions, etc. Adolescents start to change as they become aware of various social and cultural expectations. They begin to rethink themselves in relation to others but also re-examine how others relate to them. Their newly established personal standards make them replace their authority figures with new ones626. New social and educational environments, meetings with new people, the Internet, films, television, literature, the arts, social media, etc. create new role models for them (e.g., influencers). Parents and teachers lose their status as authority figures, but can still influence the adolescent’s choice of a role model.

			Adolescence is a transition period between childhood and adulthood, meaning that adolescents are neither. Their needs are very similar to those that adults have, but the possibilities they have of satisfying them are limited. People expect them to behave as if they were adult but control their attempts at independence, which they believe is reserved for adults627. Finding their relations with the parents to be out-of-date, adolescents try to renegotiate and transform them, which often leads to conflicts and tensions when both parties have different perspectives on the family hierarchy shifts.

			As they believe that their feelings and emotions are beyond an adult’s understanding, adolescents attach less and less value to an adult’s knowledge, criticise their views, and question their authority. Quite naturally, they stop trusting adults and seek confidants among their peers. They protest when their parents interfere in their lives, restrain their emotions, reject signs of fondness, rarely ask for help and reluctantly accept it. At the same time, they test their parents in many ways to see if they accept, understand and support them and perceive parental boundaries as an expression of parents’ concern628. An adolescent’s changeable moods, attitudes, and emotional reactions are frequently perceived with ambivalence by their parents and make them feel inadequate and unnecessary. In many cases, adolescents are unaware of the causes of their behaviour.

			Adolescents should be aware of what is expected of them and that their performance is consistently monitored629. When their goals seem to reflect wishful thinking and ignore the realities of life, parental supervision is necessary. However, it must be inconspicuous, arise from a genuine interest in the child’s world, give the child as much freedom as is wise and rational given the child’s needs, independence and autonomy, and communicate the strength of the parent’s bond, trust, and acceptance of the child630.

			7. Difficulties and Disorders in Teenage Years

			The ongoing social and cultural changes influence young peoples’ experience of their daily lives. The biological, personality, and relational transformations taking place during adolescence make it a critical stage on the way to adulthood. The recent COVID-19 pandemic had even aggravated the disorders and difficulties experienced by adolescents. Emotional disorders can manifest themselves in many ways, including through:

			
					irrational fear and anxiety (over one’s future, a relationship, health, etc.);

					depression impairing emotional functioning (low moods, irritability, anhedonia, a sense of guilt), cognitive functioning (attention focus problems, fatigability, pessimism, helplessness, negative perceptions of events), and behavioural functioning (withdrawal, sleepiness, having less interests, suicide attempts631);

					eating disorders associated with an overconcern with the body, appearance and a distorted self-image. Girls are more likely to develop anorexia (food restriction causing physiological and psychological disorders) and bulimia (episodes of binge eating followed by compensatory behaviours, such as self-induced vomiting or the use of laxatives), while boys are more likely to develop bigorexia, an obsession with having a muscular body, leading to intense exercising and the use of anabolic steroids;

					risky behaviours and the use of drugs (usually marihuana), alcohol, and sex632;

					self-harm and suicide attempts, usually provoked by depressive disorders633.

			

			Another group of problems observed among adolescents is related to cyberbullying634, digital addictions (video games, compulsive scrolling, activity on social media, etc.), and juvenile delinquency635.

			The motivations for juvenile delinquency can include financial gain, a desire to impress others and gain acceptance, and a sense of impunity, among other factors. They are usually associated with the inability of the adolescent’s family to meet his or her basic needs (due to family breakdown, parents abusing alcohol, etc.), poor school grades, or a desire to be accepted by an informal group, usually one representing some youth subculture636. The age limits exempting minors from criminal liability and the catalogues of offences vary internationally. In Poland637, minors committing offences when younger than 17 years of age are not criminally prosecuted unless, (1) the offence involves heavy bodily harm, a gang rape, an incest rape, or any other specified criminal act and the offender turned 16, and (2) the offender is aged between 17 and 18 years. In the other cases, educational, therapeutic, or corrective measures are applied in lieu of criminal penalties.

			Adolescence is the time when children developing into young adults experience many problems, whose impact can be intensified by their evolving cognitive and emotional spheres. Some adolescents will not develop self-control skills, emotional stability, or the ability to make rational judgments about acts, events, and their consequences. Because of an adolescent’s desire to be accepted by others and their susceptibility to inspirations coming from individuals or groups they value, their guilt for the acts they commit is frequently difficult to measure. The fair consideration of charges against juvenile delinquents should, therefore, involve an evaluation of the level of their development and the degree to which their environments may have contributed to their wrongdoing.

			8. Summary

			Adolescents face numerous developmental tasks, including understanding their gender’s roles, developing identity, gaining personal, emotional and social independence, redefining ties with the family, taking relationships with peers of both genders to a new, more mature level, becoming ready for a relationship, learning socially acceptable behaviours, and developing an attitude of responsibility638. All these tasks help adolescents find their place in society.

			Sexual maturation in adolescence is an intense process involving hormonal alterations, the appearance of secondary sex characteristics, and structural and functional changes in the brain. Early and late maturation has different implications for boys and girls, including varying levels of parental control and expectations based on their perceived maturity.

			The basis and precondition for changes in an adolescent’s psyche is the development of formal operational thinking. Transitioning from concrete to formal thinking enables adolescents to think beyond the ‘here and now’, and abilities such as hypothetical thinking, combinatorial thinking with deductive or inductive reasoning, abstractive thinking, and metacognition appear. 639 With formal thinking, reflecting on oneself and others (analysing one’s own and others’ psychological states) becomes possible, paving the way for adolescent egocentrism (imaginary audience and personal fable640), criticism, philosophising, making life plans, etc.

			During adolescence, the various aspects of identity participating in the construction of the individual and the social self integrate: the core components of identity are defined, second individuation takes place (Blos), and identity is formed (identity vs. role confusion crisis – Erikson) through different processes (there are four identity statuses: diffusion identity, foreclosed identity, moratorium identity, and achieved identity (Marcia). The emerging personal system of standards enables the reorganisation of an adolescent’s self-knowledge, self-integration, and expansion of autonomy. Biological changes initiate the formation of gender identity. Some adolescents acquire the ability to regulate their behaviour using abstract principles and values (post-conventional phase of moral development641).

			An adolescent’s relationships with people other than their family members grows stronger and more enduring. A new type of closeness – romantic relationships – appears in addition to relationships with peers of both genders and advanced forms of friendship (friendship as an intimate, mutually shared relationship, and friendship as autonomous interdependence642).

			In adolescence, young people revise their circle of authority figures to make room for new role models. Parents and teachers are less respected but can still influence an adolescent’s choices of role models. As well as increasing demands on their parents to allow them more freedom and relax control over their lives, adolescents put them to various tests to see if they accept them and are ready to support them.

			Adolescence can compound emotional and digital addictions affecting young people and increase their risk of becoming juvenile delinquents.
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			CHAPTER 9

			Developmental Trauma: The Effects and Signs of Traumatic Events on Children, and Its Implications

			Noémi VIGH

			Abstract

			Trauma is a concept that has grown so popular in the last years that sometimes it can be considered overused and losing its weight. However, it is still popular in self-help literature, common speech and does not seem to gain its rightful place among mental health or other professionals, despite its groundbreaking neuroscientific and evolutionary background. It would be important for professionals to understand the relevance of this framework and its scientific basis, use it in contexts where it can be relevant, and even bring long awaited reforms and changes. So ‘the baby should not be thrown out with the bathwater’, meaning that trauma should not be neglected, just because it has become “too fashionable”. In this chapter I will help to understand the basics and the relevance of this framework, focusing on developmental trauma that is revolutionary in our understanding of symptoms, dynamics and treatment of mental health issues affecting both children and adults. The whole developmental period of a human, and how it is affected by upbringing and other early age experiences has its implications for the rights and legal protection of children and childhood in general, thus it would be more than useful to obtain a common understanding among social, educational and legal professionals.
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			1. The Educational “Tale” of Developmental Trauma

			The human brain is a magical organ that has evolved to serve our survival and reproduction in a complex and unique way. This can explain many human experiences that at first we cannot easily grasp, and this will be the perspective which will help us to understand the essential importance of developmental trauma. Also, to begin this chapter let us see a bit how our brain works. We became humans due to our constant and endless capability of learning. Our neuronal patterns can store almost unlimited amounts of information and we know that the best way to add new knowledge is to help us picture it and connect it to already existing information bricks whilst spice it up with some emotion. Our ancestors could survive from a shared knowledge of their community which they heard in a form of emotionally presented tales. Thus, it is much easier for us to remember an event in our favourite TV series presented to us with excitement, and happening to known characters, rather than trying to remember a textbook chapter full of important facts but not much else. So, allow me to try to tell you the “tale” of developmental trauma, then give you some scientific background and legal world implications.

			Once upon a time human infants came to the world as a member of a hunting, collecting tribe. This community formed a unity to cope with the challenges of life. Humans did not grow huge teeth, or camouflage in the form of fur, in order to survive. They did not stay so small that they could easily hide or learn to run the quickest to escape. Instead they developed a brain to live in a learning community that could look after each other and develop better tools for the purpose of gaining nutrition and staying alive, as well as to be able to raise their very vulnerable infants in an environment where they could ensure their survival.

			As a result, the brain of a newborn, inserted into the framework of these circumstances, was wired to soak in all the information that would be needed to become an accepted and useful member of this community, so ensuring the individual’s survival. All the feedback an individual received from their emotions, behaviours, and reactions were guidelines to what was safe and what could bring danger from the outside world or of being excluded from the group. The reactions of the surrounding adults taught the brain when to switch on to survival mode: ie: fight, flight or freeze. Since risk was not only present from, say a sabre-toothed tiger, but also the anger or disappointment of the caregivers could prove fatal, the brain of the child learnt to be sensitive to the signs of these reactions and switch on the appropriate reaction that seemed useful. This “guideline” would be remembered for the individual’s whole life.

			Automatisation is also a wonderful skill of our neurobiology, and this whole process became automatic and unconscious: ie: searching, noticing and storing information of appropriate behaviour in the group and implying it automatically and unconsciously on an emotional, and behavioural and often also on a cognitive level.

			Centuries passed and in our western society the adult community around an infant is mostly a nuclear family, but the process remains the same. Babies are born and they learn from their caregivers what is safe and what is dangerous, how one is supposed to act, think and feel. The most important thing is to stay alive, so any life-threatening event has an essential message about what to learn about life: how we can avoid the reoccurrence of such situations.

			What is life threatening for a child? By all means, we can imagine every possible human or natural catastrophe, and it is true that these often have a long term effect on the psyche of a child (or an adult). However, to a vulnerable and weak little creature so many more things can be terrifying. For example, if the mother is often angry, or not present, or the father is unpredictable, or the neighbourhood is dangerous, and people are tense or aggressive. In order to survive in any environment, a keen awareness of the smallest sign of someone becoming angry or aggressive is essential, thus allowing the individual to decide whether the best form of protection would be to choose to fight, flee or if nothing else helps, to numb oneself from the expected pain. Under the circumstances where one assumes that they are fighting for their life, ancient survival instincts lead the action and the wild parts of the brain take charge. The civilised and culturally cultivated parts of the brain, that are slower because of the complexity of these thoughts, will not be involved in such a scenario.

			If a child grows up in a family where aggression, ignorance or fear is constantly present, their perception will be of dangerous world where life consists of a constant fight for survival. These instinctive survival behaviours will be easily activated in school, friend groups and during adult life.

			2. The Scientific Ground of the Concept of Trauma

			Nowadays we think that being traumatised means that one’s brain is shaped to a higher level of survival mode by a single or recurring event, and the earlier this happens the more generalised and unconscious the consequences are.643

			Trauma and its long lasting, life changing effects received public attention mainly during the last century. The word trauma has its origins in ancient Greek, and it means wound. It already describes that we are referring to the long lasting scars that a particularly heavy experience leaves on one’s soul.644 World wars, soldiers with PTSD (Post Traumatic Stress Disorder), and catastrophic events affecting large groups of people have shown professionals a group of typical symptoms and proved that this is a mental health issue that merited research. Over many years and a lot of research, and thanks to the technology of modern neuroscience, psychiatrists and psychologists have begun to understand the neural system’s background of symptoms and have realised that the reactions and changes in the body, and especially in the neural system itself can explain many phenomena that had been previously described by mental health professionals. 645

			Guiding attention towards traumatic experiences in childhood during the 1990s, Vincent Felitti and Robert Anda conducted The Adverse Childhood Experiences (ACE) study, in which they compiled data from 17,421 HMO (health maintenance organisations in the US) patients. Participants filled in a questionnaire of ten questions about whether they had experienced enumerated ACEs, including verbal and physical maltreatment, sexual contact with an adult, witnessing violence against their mothers, and having parents addicted to drugs or alcohol. Based on the affirmative answers, the participants were assigned an ACE score of zero to ten. 87% of the respondents scored two or more, and the researchers also noticed that the higher a patient’s score, the larger the likelihood of adult life difficulties, such as relationship and employment difficulties, substance abuse, chronic depression, and suicide attempts. 646

			Slowly mental professionals began to recognise a similar dynamic behind PTSD and the consequences of traumatic experiences among children. This perspective offered a new explanation to some well-known phenomena that psychology had previously observed. It offered a new perspective on attention disorders, issues with closeness or trust or emotional regulation and many other issues that had developed during childhood and could affect the whole life of a person. 647

			2.1. Definition

			Since the 1990s the literature and scientific background on trauma has been growing rapidly, giving rise to numerous nomenclature and definitions.

			Harris and Fallot 648 summarised it, in saying that trauma is an experience that occurs when an external threat overwhelms a person’s internal and external positive coping resources.

			According to SAMSHA (Substance Abuse and Mental Health Services Administration),649 individual trauma results from an event, a series of events, or a set of circumstances that is experienced by an individual as physically or emotionally harmful or threatening and that has long lasting adverse effects on the individual’s functioning and physical, social, emotional, or spiritual well-being.

			I would like to use trauma here as a word referring to the consequences of a traumatic event where the person experiences an overwhelming situation to which their capacities are not enough to cope, and it elicits the emotions of fear, helplessness, hopelessness, terror and is often a subjective threat to the person’s survival. It should also be added here that witnessing or becoming aware of such a seriously threatening event or series of events can be traumatic to others.650

			The triggering events are not necessarily violent, but they do violate the person’s sense of self and security. 651 It is important to note from the very beginning, that an event that is not traumatic to one individual can easily be threatening and traumatic to another who gets triggered by their own perception and experience of that specific event. This difference can be the result of different previous experiences, capacities to cope, and personal interpretations. 652

			

			3. Basics of Evolutionary and Neuroscientific Background

			The reason why trauma scientifically seems to be a very beneficial framework is that the neurobiological and evolutionary background is well established and continuously researched. Trauma symptoms can also be described by the neurobiological consequences of the traumatic event or series of events, and the way that those influence behaviour. Our brain is an organ to serve our survival, and experiences sculpt it to try to be the best in this task. The brain “gets ready to try to avoid another threatening event”. 653 In evolutionary terms it means a constant readiness to automatically fight or flight, or a numbing response to any “look alike” triggers, and it can eventually result in overreactions to perceived threats, such as anxiety, depression, emotional detachment. 654

			I would like to highlight an important theoretical alteration at this point. In traditional psychology, psychiatry professionals often considered these symptoms to be pathological. Our up-to-date understanding of these mechanisms suggests that we need to change this perspective and realise that these are in fact normal responses for abnormal events, an adaptation to cope with heavy experiences in life. We should not consider the consequences of (developmental) trauma disorders but reordering.

			Neuroscientists have proved that655 trauma changes the brain’s pathways that direct cognition, impulse control, empathetic understanding, the regulation of emotions, perception of threat, the ability to differentiate the past, present and future, and the filtering of information. If this happens early on in a lifetime, it generally alters development and compromises healthy ways of growing up.656

			Evolutionary consequences of a traumatised nervous system can be observed in two different behavioural pathways.657

			
					hypervigilance (a heightened state of awareness)

					dissociation (numbing and detachment).

			

			In a hypervigilant state, if one perceives something threatening, their judgement will be impaired because the quicker, but evolutionary older “emotional brain” will react instead of the cognitive based executive regions. Repeated and early exposure to trauma can set this as the default stress response, and this way the “fight or flight” reaction (that is adaptive when someone is actually in danger) will govern responses to everyday situations and undermine judgement. This generates an overly alerted state which also damages impulse control, the differentiation of past and present moment, and ensures that the main focus is solely on survival.658

			Numbness is the final evolutionary response to an unavoidable threat; it makes a person detached from emotions and the present moment because it is too overwhelming to handle. Recurrence of such experiences can result in the chronic prevalence of this state. The phenomenon of dissociation describes a state where one is distancing themselves from their own physical sensations, by getting themselves into a depersonalised and numb state in order to cope. Often it creates an escape to an imaginary world, or cognitive distancing from emotions but shutting down entirely from interactions is also possible. In worse case scenarios it can cause a sort of distancing from one’s own or someone else’s emotions, leading to a complete lack of empathy that can create the foundation for criminal, aggressive behaviour but also an incapability to save oneself and entering a cycle of becoming a victim repeatedly. 659

			In everyday life, these symptoms can lead to a lessened capacity to cope and connect, a misunderstanding of social cues, only paying attention to possible harmful signs, ignoring friendly or positive cues and caring behaviour. Hence the world soon turns into a hostile and dangerous place, where it is not safe or smart to handle situations in a peaceful way. It can even lead to the individual’s unconscious conclusion that there is no sense in trying to handle such problems at all but instead would be better to turn towards an external numbing and controlling of these states with alcohol or drugs. 660

			All these behaviours can be labelled by society as problematic and criminal. Therefore, injured people can easily get marginalised and surrounded only by similarly hurt people which strengthens the maladaptive patterns in each other.

			Possibly traumatic events show a wide diversity: human and non- human causes, violence, sexual abuse, physical assault, neglect, witnessing violence, war, natural catastrophe, serious injuries, accidents, loss of loved one, medical procedures etc. However, we need to be aware that trauma is an individual experience, the same event can be traumatic to one person but not to another. Thus, we need to take individual experiences into account, and not externally judge an event to be or not to be traumatic.661As for the victims we can say that people from any socioeconomic background can experience trauma, but marginalised and vulnerable members of society are at greater risk to develop traumatic responses.662

			People with different resilience levels, coping profiles, or social support can develop many different types and levels of impaired functionality. Once again, we need to bear in mind that they might seem to be a decrease in their ability to cope, but in fact these are normal responses to an abnormal event. From this perspective, even our way of looking at mental disease can be drastically changed, because very often the history of a person who is suffering from different psychological symptoms contains traumatic events that explain their way of reacting.663

			

			3.1. PTSD and Developmental Trauma

			As with any growing field, the science of trauma is getting more and more differentiated, and today we distinguish single, chronic and complex or developmental traumas.664 Some of the above are already well described phenomena of psychiatry and psychology.

			A well-defined point in time when trauma began to be seen as a more established phenomenon was World War I, when the conceptualisation of PTSD began. Professionals first attributed “shell shock”, which described unusual psychological symptoms appearing among soldiers resulting from their exposure to the battlefield and combat experiences. Examination and descriptions continued with the medical treatment of veterans throughout the Second World War, but the real breakthrough arrived with the analysis of Vietnam veterans. The concept of PTSD entered the “civil world” by scientific and self-help literature that wrote a lot about trauma as a consequence of sexual insult, rape or domestic violence.665

			In recent times PTSD has become a well-established diagnostic criterion in DSMV666 (currently used diagnostic directory handbook of mental diseases)

			Simple PTSD is a neurophysiological response to a traumatic event that has occurred once. It has three typical types of symptoms:

			
					re-experiencing phenomena: intrusive thoughts, rumination, flashback

					avoiding/numbing: avoiding anything that reminding of the traumatic events, even thoughts, emotional numbing, withdrawing from relationships:

					hyper arousal response: being alerted to danger, irritable, overly alert, lack of concentration667

			

			ACE and other research among children has shown us that developmental or complex trauma tends to be more extensive than simple PTSD. It can affect brain development, attachment patterns, and self-capacities, such as self-regulation and coping mechanisms. Complex trauma is a result of a group of precarious and damaging events that cause traumatic shock, disruption in one’s development, and the interruption of primary attachment bonds.668The symptoms in this case can be summarised in six core categories:

			
					affect dysregulation: modulating emotion and impulse.

					changes in consciousness: dissociation, attention deficit, overly alerted

					altered self-perception: shame, guilt, responsibility.

					relation to others: difficulties in establishing and maintaining intimate relationships, difficulties with trust.

					somatisation: stomach pain, headache or even more complex physical issues

					alterations in system of meaning: hopelessness, unable to find purpose 669

			

			In this chapter we will focus on complex or developmental trauma, because it is a relatively new concept that tries to define the interconnected effect of experiencing abuse, violence, and neglect repeatedly in close family relationships during childhood.670 Additionally it has important consequences in our society, our legal and education systems, but also in our personal daily life. Childhood trauma as we see it, causes disturbances on many important levels that can determine one’s happiness, or satisfaction in life, but also in one’s ability to adapt to society. It can slow down the development of a child and interfere with all levels of functioning during its early years. However, it remains prevalent later in social connections, emotional regulation, and all forms of attachment and communication. 671

			The early years of a child are mostly determined by interactions with its caregivers, and later with the wider community such as siblings, friends, school teachers etc. Thus, it would be essential while raising the future generations to cooperate, and support each other as adults around children to ensure that they grow up in a stable safe environment.672 Cooperation can be a lot better if we establish a common understanding of what is happening to a “problematic” child, and how adverse experiences can shape one’s brain and behaviour

			4. Bad or Misbehaving Child?

			Learning about the outcomes of a trauma helps us to understand how a child with a difficult background can develop symptoms that can be considered “bad behaviours” by those who do not understand the nature of these mechanisms. For example, experiencing constant fear impairs concentration and performance, and can make them seem emotionally detached. It is important to understand that “problematic behaviour” or symptoms of children are usually signalling that something is imbalanced inside or around them. Sometimes it is just a temporary issue, for example difficulty, a bad day, not enough sleep or hunger. However, if these symptoms are prevalent for longer periods or the actual symptoms change but a healthy balance does not return, we should suspect that something more severe is affecting that child.

			The symptoms that we should notice can be apparent on many levels. 673

			

			
					Cognitive: memory problems, poor verbal skills, difficulty focusing or learning at school, too slow or poor skill development, development learning disabilities,

					Behavioural excessive temper, demanding attention through both positive and negative behaviour, regression, acting out in social situations, screaming or crying excessively, easily startled, tantrums, withdrawal, ignoring others, anxious behaviour (for example biting nails)

					Psychological/emotional: unable to trust others, development of new fears, nightmares, fear of being separated from caregiver, withdrawn, loss of interest in normal activities, irritability, sadness, anxiety, etc.

					Physiological symptoms: poor appetite, overeating, weight change, digestive problems, difficulties sleeping, enuresis and/or encopresis, etc.

			

			For an underlying dynamic that can help us understand the process of developing such difficulties we need to return to the evolutionary survival instinct. A child needs their caregivers to ensure their survival, so feeling angry or disappointed towards them can seem very dangerous. The problem is that anger is an automatic response if something feels dangerous. If this emotion arises in a human infant, but it is risky to express it and it seems to serve survival more if directed inwards, then it transforms into shame, anxiety and self-blaming. This way it makes it possible to adapt to the caregivers. The unconscious belief will thus be created, that the child or later the adult is responsible for any mistake and should blame themselves for difficulties. It leads to a strong lack of trust. This causes multiple issues and suffering in many people, in spite of the fact we know now, that it is a natural way of self-protection after being abused or not protected from violence. 674

			We can summarise that following traumatising experiences, the basics of autonomy, trust and exploratory behaviours in children are impaired. 675 The responses and typical symptoms, although individual in nature, will be different at a younger age than later in life. Toddlers and infants mostly react with increased irritability, sleep disturbances, strong emotional reactions towards separation, regression in toilet habits or speech, physical complaints, loss of appetite or food hoarding. 676

			Later the symptoms can also change in the short- or long-term, where numbing and social withdrawal can be followed by acting out or anxiety, tantrums, aggression. Both externalising and internalising behaviours can occur simultaneously.

			Disturbed attachment behaviours are very common, not only among young children but also teenagers and adults, who can also be clingy, angry towards the returning caregiver or loved one, as well as ignoring, neglecting etc.677

			5. Protective or Supporting Environment

			It is important to briefly mention what constitutes a healthy and healing surrounding for a child. The basic idea of healthy development would mean ensuring the following mindset for a child: my parents/caregivers love me and accept me, they can and will protect me from harm so I can explore this world that I am curious about, and eventually I will get strong enough to protect myself otherwise I can always turn to my community for help. 678 In such cases where they grow up undisturbed, children reach developmental and emotional milestones and learn healthy coping and social skills. This happens naturally and automatically if their environment is safe, largely predictable, supportive and stable. If these features are established or re-established around children that are suffering or have suffered from trauma, they can gain a healthier world view, and new, more constructive coping skills. Although the scars they received will not disappear, they can learn to turn tragedy into meaning.679

			Trauma treatment is a complex work that requires the collaboration of parents or foster family with professionals. External and internal safety needs to be established, which helps to handle the fear of abandonment and issues with the subject’s own and external aggression.

			The goal is to grow resilience. Resilience is the ability to cope with a stressful, in some cases possibly traumatic event, and gives the possibility to learn from adverse life experiences.680

			Resilience means the positive adaptation of a whole system after losing balance, and among young people, adaptation after negative experiences or risks can include the adaptation of the systems surrounding them such as family, school communities etc. and the system within them, such as the nervous system and immune system. 681

			A healthy childhood makes a person individually more resilient as well, through facing stress and stressful situations that they can cope with via their skills and social support. Eventually they learn the opposite from what they pick up by repeating traumatic events. The resulting knowledge of the world, the self and others will be approximately as follows: The world is a place full of challenges, many of these I am able to cope with even though it seems difficult at first. If not then I can ask for help. I am worthy of other people’s love and support. We are always there for each other, and there are situations that I cannot solve but the people around me will stay beside me through the sadness that those situations cause. 682

			Developmental trauma happens in close relation to other forms of trauma and in terms of treatment, it requires close, intimate, stable relationships. Healing in this case is not an achievable static state, but a lifelong process. Disrupted attachment can heal in healthy relationships to individuals, but also this way the person gets reconnected to the wider society, or a social group can serve as a secure basis. 683However, we need to know that isolation is a severe issue of the western society in spite of and because of its many achievements, and among these circumstances trauma is getting more dangerous since it can deeply break the connections among people.

			

			6. Trauma Consciousness

			In families and institutions that are the natural habitats of children, adults most often aspire to handle a child’s “problematic behaviour”, and not address the underlying causes of sadness and fear that leads to such behaviour. Children, and often adults do not have a conscious reflection on what inner emotion drives their or other’s behaviour. The younger the child, the less they can verbally express their inner experiences, because self-reflection and mentalisation has not yet been developed, so it can only be expressed via a mood, or an act.684

			Also based on the example of the adults surrounding them, they sometimes learn that the way for example to solve a disagreement or react to something uncomfortable is through aggression. As they do not have effective tools that they could use to soothe themselves, they get flooded by emotions that can end up as a tantrum, or deep frustration, or somatic issues. 685 In time, this can all easily lead to criminal behaviour or even substance abuse.

			With these mechanisms in mind, it should be realised that children need understanding and reassurance, rather than punishment from the adults around them. This knowledge and its implications are a very important responsibility of educated professionals.

			From the above-described developing scientific field of trauma, the practical phenomena of trauma consciousness has arisen. Trauma informed or trauma conscious approach686 means the acknowledgment of the extent of traumatic experiences and trauma affected behaviours in our world. Following the acknowledgment actions and policies should be carried out. Thus, institutions are prepared to act in a way that takes trauma into consideration, tries to avoid retraumatisation and offers chances for rehabilitation. In a trauma informed approach, it is important that organisations create services based on these understandings but also create collaborations with other organisations handling children or families.

			As professionals, who are active in the fields of children’s rights or child welfare, education, politics we cannot consider trauma and its affects as a problem of the individual only. Trauma is deeply embedded in the social context, shaping choices, ideologies, and opportunities. Unresolved trauma causes widespread damages in our society. It has social, economic, legal and health related consequences. Healthcare, the education system, child welfare and even legal systems need to consider employing a trauma conscious perspective687

			

			7. The Roots of Trauma in the Society

			If we are looking at the bigger picture, we also need to be aware of the conditions that are constantly recreating developmental trauma in our society. The impacts of trauma are present in many people’s lives; and it is much more common than one realises.

			“A community-based surveys had findings indicating that somewhere between fifty-five per cent and ninety per cent of people have experienced at least one traumatic event in their lifetime, and one quarter of these people experienced it during their childhood.”688

			Trauma can be caused by severe violations of human rights and social issues, such as war, marginalisation, political conflicts, and institutional abuses. Its effects can be the lack of trust, an inability to believe in justice in the world, and insecure relationships. All these are the roots of criminal behaviour, substance abuse, and health issues. Thus, our society is shaped on many levels by developmental trauma.

			On a larger scale we can take poverty into consideration as a risk factor for stressful, neglecting and thus traumatising circumstances in a child’s upbringing. Nevertheless, if we look at the child welfare system, the abduction from families and then expecting children to easily adapt to foster or residential care, or school systems where children are considered lost causes because of acting out and not being able to concentrate, then we face grave institutional problems as well.

			We really need the framework of trauma to improve the life that our society offers for future generations in our civilisation.

			8. A Closer Look on the Legal System

			If we take a closer look at the functioning of our legal system, there are various factors that we should take into consideration. Law is the guideline of our society. It can direct human behaviour but sometimes the psychological background is not thorough, or lawyers do not have enough knowledge of it.

			As a systematic approach it is important to mention restorative justice which represents many values that are similar to the trauma-conscious approach. The restorative justice system aspires to create a shared narrative for everyone involved in a criminal case, which is really hard to reach but deeply healing for the individuals and the community as well. Haskell and Randall describe this approach of law followingly:

			“Restorative justice is an approach to dealing with crimes and wrongdoing which takes seriously the need for repair of relationships harmed by these events. A restorative approach to law envisions justice in more expansive terms than is conceived of in the more traditional punitive and retributive models of criminal law. A restorative model of justice requires not only offender accountability but also victim participation and community engagement in the process of identifying and rectifying thewrongs which have been committed.”689

			A thoroughly designed restorative justice system is suitable to be a part of trauma healing processes and collaborative treatments and rehabilitation. As a result, the belief in justice and fairness can return to the lives of those affected by trauma.690

			Consequently, we should take a look at the issues we can observe in people’s lives who come from troubled or marginalised socio-economic backgrounds, and their relation to the justice system. We can probably all picture now how much confusing and traumatic events a child can bear growing up in a frustrated, stressed, and struggling family, where neglect, violence, and abuse are common experiences (probably because the parents also grew up under similar circumstances). As a result, a large number of these children, as both juveniles and adults, will deal with trauma responses which often (but not always) lead to substance abuse problems and conflicts with the law. ‘Studies show that between seventy-five per cent and ninety-three per cent of those entering the juvenile justice system have experienced trauma.’691

			Unfortunately, in many cases law enforcement only criminalises these youngsters instead of offering rehabilitation and treatment for their injuries as well. 692

			In communities where substandard housing, an ineffective education system, domestic violence and a lack of proper health care are parts of everyone’s daily reality we notice a vicious circle of traumatisation. Unfortunately, in many cases our juridical system is not prepared or effective in helping to stop this, but instead makes things even worse by degrading treatment, exhibiting prejudice, and lacking empathy and understanding. 693

			Family and juvenile courts are probably the mostly affected by trauma. In cases of child protection, custody, domestic violence, minor offenders and probably most criminal cases, a knowledge of trauma would be required. Children and youngsters who get involved in such procedures often suffer from the effects of trauma, so their relationship with their family and/or any professionals (attorneys, social workers, etc.), their understanding of the court procedure, and their reactions to emotional situations where they feel vulnerable, are all impaired by their trauma responses.694

			I would like to avoid mitigating the issue of criminal behaviours, but our society needs to face its complex nature. Western law mostly considers humans rational actors who are assessing a cost-benefit when making their decisions and acting. However, we know that the fight, flight, numb responses that can be over activated by developmental trauma do not allow for rational decision-making processes with thorough evaluation, these are evolutionary automatisms. 695

			Abuse and traumatic experiences are not linear causes of criminal behaviour, but there is a complex interconnection, which should not only raise the question of who is to blame, but also how it can be prevented or treated.

			If we take a closer look at the criminal justice system, trauma consciousness has implications concerning victims, witnesses and offenders.

			As for the victims in a legal case, it is very important to avoid retraumatisation, victim blaming and revictimisation. This also applies to witnesses. These phrases describe different forms of further traumatisation, by repeating the traumatising story to listeners who are not understanding, or maybe even hostile, which can cause many more painful moments to the victims. In hearings and courtroom processes all the professionals involved should be aware that their sometimes inconsistent behaviour, and their lack of trust can be symptoms of trauma. Also, the nature of traumatic memories is different from non-traumatic ones, as they have less coherent narratives, and it can also be emotionally difficult to express and talk about them.696

			Undergoing such juridical processes and being involved in the court system itself is a difficult, confusing experience for a mentally healthy adult, let alone a child with severe scars. Thus, it is the responsibility of professionals to minimise the additional stressors and be aware of consequences and dynamics of trauma and to cooperate with professionals that can support this process.

			This perspective can be found in victim sensitive hearings, such as forensic interviews, which is already spreading and getting more and more common in abuse cases.

			A forensic interview is a

			“non-leading, victim sensitive, neutral, and developmentally appropriate investigative interview that helps law enforcement determine whether a crime occurred and what happened; the goals of a forensic interview are to minimize any potential trauma to the victim, maximize information obtained from the victims and witnesses, reduce contamination of the victim’s memory of the alleged event(s), and maintain the integrity of the investigative process”.697

			A good example for this in practice is the Barnahus method, developed in Europe, in the Nordic countries, and already used in many other regions. 698

			The stress of the courtroom environment may affect the testimony of the victims or witnesses by increasing the general stress and fear levels and decreasing communication skills.699There are already initiatives to imply the knowledge of trauma in the courtroom and in the preparation work with the help of lawyers, for both juvenile and adult cases. For example, judges who are aware of trauma responses and dynamics could create safer courtroom settings and practices.700

			It is possible that the court hearing would be the first time that the victim or the witness meets the abuser following the incident, and such traumatic triggers and reminders may cause the survivor to feel uneasy, anxious, or even terrified. A trauma-conscious approach could help the judges and lawyers to make this situation easier for the survivors, by offering chances to control some parts of the environment, like where to sit, who to look at, and which way to face. It can also help to prepare the survivors for what would be about to happen, discuss the processes, the timeframes, etc. Thus, the feeling of support and control can lessen the overwhelming effects. 701

			By offenders, I would like to focus on growing empathy and rehabilitation, without questioning the weight of wrongdoings and the necessity of consequences. We have already learnt that children who grow up in socially disadvantaged, aggressive, and traumatic environments can easily end up as criminals, abusers, and aggressors. Along their maturing they are often deprived of basic education and social services that could improve their circumstances, lessen traumatising effects and handle their trauma responses appropriately. If we take a look at statistics we see that the risk of abusing their partner among those boys who witnessed domestic violence is seven times widespread than in general.702 Approximately one-third to one-half of severely traumatised people develop addictions to drugs or alcohol. Child sexual abuse is strongly associated with sexual violence in adulthood. Gang-involved youths experience PTSD at more than twice the rate of other young people.703

			The law deems it necessary to punish them for their criminal behaviour, even though it has originated from social conditions. Society needs to take the responsibility to revisit and handle both rehabilitation and sentencing in a more complex way. This should apply, not only to juvenile offenders but also in adult cases, where a traumatic background is present.704 Without questioning the necessity of a law system where criminal deeds are punished, maybe our perspective towards offenders could change and in some cases, we could see them as injured members of our society and not merely morally tainted and lost souls. Such a change of perspective would bring new attitudes and ways of managing such cases.

			Offering these people a chance to receive treatment that considers their former injuries due to trauma could bring better results for them and for society in general, mainly concerning juveniles and minors but possibly also with adults.

			On a practical level such work would aspire to maximise a safe and stable environment, where one has the chance to face one’s own pain and vulnerability behind one’s actions and learn to calm and soothe oneself. Experiencing an accepting, predictable, calm, safe and trustworthy surrounding is definitely healing if our inner world is shaped to always prevent danger. It can further sculpt our brain and automatisms, not by forgetting the old patterns, but by learning new ways and alternative reactions. 705

			Hopefully, in the coming years, more and more law professionals and even the whole juridical system will gain deeper knowledge of the psychology of trauma, so it could result in avoiding retraumatisation, preparing lawyers and judges to work with traumatised clients, and eventually the whole system could reach a more sensitive way of functioning, where the nature of underlying trauma is taken into consideration. By being committed to trauma informed perspectives, we can gain a closer grip on the roots of criminal activities, and violence. As a result we can create better ways of rehabilitation. Through this we can offer the whole community chances for a safer, more emotionally balanced existence, and provide real help for victims and offenders. The most essential benefit from this would be the new possibilities, and creative ways to develop transformative interventions.706

			9. Secondary Traumatisation

			There is one more issue that needs to be addressed: vicarious trauma. Scientific research shows that the lawyers’ exposure to traumatic material can also harm their own mental health. The phenomena of vicarious trauma was first observed in social workers, police officers, and psychologists. However, lawyers or judges can also be exposed and affected by the traumas of their clients. 707 Secondary traumatic stress is an expansion of PTSD in DSM V. 708 The symptoms can be: higher general level of stress; PTSD like flashbacks; rumination, and a feeling of hopelessness. It can easily lead to burn out, emotional exhaustion, but other non- adaptive copings such as a detachment from emotions, substance abuse, and overworking.

			Psychological distress that is created by traumatic content or handling the trauma responses of clients is increasing and causing more problems among lawyers. Studies show that depression, anxiety and alcohol abuse are more common among lawyers than in the general population709

			The exposure to indirect trauma, particularly for those who work in criminal law, child protection, or even those who take on family cases is capable of touching everyone involved. In the absence of adequate coping mechanisms or professional support, this does leave marks for life.

			It is common that lawyers working with traumatic cases report emotions such as sadness, disgust, and frustration from these experiences. However, their usual coping mechanism tends to be denial, distraction, and distancing.710 This extensive use of avoidance-based coping mechanisms and suppression can often be detect in them taking on heavy workloads which unconsciously prevent such unbearable emotions from coming to the surface. However, this is only temporary solution. These ways of “surviving” can easily lead to severe mental health issues.

			The role played by legal professionals of the detached professional role is quite common in this subgroup culture. It builds a barrier for the whole community that prevents them facing this problem. 711 The change that would universally beneficial would require the legal world to address and be aware of vicarious trauma and offer solutions for those affected. It might begin by facing any vulnerabilities, and removing the taboo of mental health issues, as well as raising awareness about these “professional hazards” at university during the education process.

			Another smaller scale solution could be strong organisational support emanating directly from the place of employment, where mental health issues are not considered to be a stigma or a taboo, and trauma is a known concept, so that lawyers can receive professional help and collegial support in their close work circles. 712

			Traumatic experiences that get handled and treated can increase resilience and lead to post-traumatic growth, in the case of vicarious trauma as well. With professional support these experiences can help people to reach a more sensitive complex level of understanding and working within society. 713

			10. Conclusions

			In bringing this chapter to a close, I would like to highlight the importance of deeper understandings of old phenomena. In the field of mental health sciences it was observed many years ago that many pathologies have their roots in a person’s childhood. Thanks to the framework of developmental trauma and its neuroscientific background, we are beginning to understand its dynamics, which gives us an opportunity to develop better treatments and prevent many subsequent issues. The crucial change might be also the angle we take to look at this phenomenon. PTSD and developmental trauma cause a lifelong alteration in one’s brain. Such changes used to be necessary in evolution to save the individual from the possible reoccurrence of a similar situation. Therefore, some behaviours considered maladaptive in our current culture were essential for survival in ancient times and might still be essential in modern day violent surroundings. This is a given natural reaction of humans. This perception can promote implications in organisational levels, policies, laws and change in attitudes of our society towards childhood, mental health issues, marginalisation, criminal behaviour and many other aspects of life.

			Bessel Van der Kolk 714an important researcher of the field of developmental trauma summarised the consequences of such experiences on individuals in the following words

			“the complex disruption of affect regulation; the disturbed attachment patterns; the rapid behavioural regressions and shifts in emotional states; the loss of autonomous strivings; the aggressive behavior against self and others; the failure to achieve developmental competencies; the loss of bodily regulation in the areas of sleep, food, and self-care; the altered schemas of the world; the anticipatory behavior and traumatic expectations; the multiple somatic problems, from gastrointestinal distress to headaches; the apparent lack of awareness of danger and resulting self endangering behaviors; the self-hatred and self-blame; and chronic feelings of ineffectiveness”.

			These words again underline the complexity of the consequences and remind us how severe are the problems that those affected will need to face.

			Beyond the individual outcomes of a traumatising childhood, we discussed in this chapter the levels at which society as a whole, policies, institutions, health care, and the legal system are affected.

			As for the legal system, it can be crucial to imply the essential knowledge of trauma, since it is responsible for protecting society (especially children and their development), and preventing criminal acts while simultaneously supporting the rehabilitation of law-breakers. Completing this mission can be more effective by acting in a trauma-informed manner and implementing methods that handle all targeted groups with sensitivity.715Furthermore, collaborating with other systems, and creating interdisciplinary platforms will be crucial in the anticipation of necessary changes in areas such as the child welfare system, mental health support, addiction treatments, and the law enforcement of social services.

			This could all begin with the education of professionals. They would not only be taught about trauma and its nature, but also about cooperation and collaboration. They could then be trained to be dedicated to systematic changes and improvement.

			

			As trauma-informed systems begin to develop partnerships within their communities, trauma-informed communities will begin to emerge. Trauma-informed communities would make collaborative efforts among multidisciplinary practices, providing trauma-focused interventions that would minimise re-traumatisation

			After opening this chapter with a story, let me finish it with a hopefully not too far-fetched vision of the future. Let us imagine a courtroom where a trial will soon be under way. A group of teenagers had had a street fight a few days before, and the police had also found some illegal substances on them. In the courtroom the parents of these boys would be present. They would have been contacted, not only by the police, but also social services before the trial, visited by social workers and would have agreed to attend regular meetings in the subsequent period in order to help family support and create a safe background for the rehabilitation of the teenagers. The social workers would have offered counselling and help to the families, asked the parents to check what resources they had access to, and what help would be needed in order to be active participants in the rehabilitation of the youngsters.

			The social workers and the police would have also had a meeting before the trial with the state issued lawyers of the teenagers about what had happened, what they had seen within the families, what information the social workers would have gathered from the school, as well as what the possible outcomes of the trial would be, and what the rehabilitation process would look like. These lawyers and also the judge would have completed education courses on trauma and its implication on a juvenile court. They would have planned beforehand the process of the hearings of the offenders, and also of the victims and witnesses. Some victims who had previously been bullied by the offenders, would be offered help from psychologists and the preparation for their hearings which by their request did not take place before the offenders.

			The trial in our tale would take place in a safe and calm way, where professionals would be responsible for creating this atmosphere, and would be aware that frustration, anger, shyness, and the non-communication of the victims, the witnesses or even the offenders could be a manifestation of their trauma response. So a lot of effort would be put into creating a stable, predictable, safe, trustworthy, and calm environment.

			The rehabilitation process after sentencing would involve cooperation of social workers, teachers, and mental health professionals. It would offer treatments that take trauma dynamics and responses into account, and also ways in which these youngsters could develop coping mechanisms and new ways of handling situations, instead of maladaptive automatisms that would only result in violence, aggression and ultimately substance abuse.

			If we read this story, we can realise it is actually not so far- fetched; many legal and social systems do contain the seeds of such processes. Children’s rights, forensic interviews, and interdisciplinary collaborations are indeed gaining more and more strength and attention in recent years. I do believe that we all have to work hard to keep pushing these trends.

			It is essential that sensitive, well-educated trauma informed professionals participate in the creation of laws and policies, in developing and sustaining social, educational and health systems, and last but not least that such professionals work with children, families and vulnerable members of our society in everyday situations.
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			CHAPTER 10

			A Brief Overview of the Relevant Findings From Positive Psychology on Childhood Development: The Concept of Protective Factors and Resilience in Childhood

			Majda RIJAVEC – Barbara BALAŽ

			Abstract

			This chapter focuses on an overview of the contribution of positive psychology’s findings to the body of knowledge about children’s resilience. Firstly, different definitions of resilience are presented, which conclude that resilience is a process consisting of two mutually related conditions - the experience of severe adversity and positive adaptation despite it. Along with adversity, researchers refer to risk factors which are related to higher rates of undesirable developmental outcomes, and could include individual, family and environmental factors. Another inseparable dimension of resilience is positive adaptation which refers to better-than-expected outcomes despite the exposure to the risk factors. It could be assessed as the absence of psychopathological symptoms or as positive behaviors. Besides this, it could be examined as internal or external adaptation or both. Research on positive adaptation revealed that resilience and positive adaptation are context specific. Alongside positive adaptation, there are protective factors which refer to variables that are related to better-than-expected. Secondly, there is presented the contribution of the field of positive psychology to the research on children’s resilience. Positive psychology moved away from the psychopathology perspective to an approach that focusses on strengths and resources which significantly contributed to development in the field of resilience. From this perspective resilience is not merely the absence of symptoms but also includes positive changes. Positive psychology contributed to the research on these positive changes in various areas, including protective factors in resilience and post-traumatic growth. Thirdly, there are presented positive psychology interventions aimed at fostering resilience. The chapter concludes with final remarks about the relationship between children’s resilience and positive psychology.
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			1. Introduction

			If someone mentions psychology or a psychologist, the first thing one might think about is dealing with personal problems. Rarely would one associate it with building personal strengths or empowering individuals and societies. This negative perception of psychology as focussed on only helping people get through tough times when they encounter problems also worried the pioneers of positive psychology, such as Martin Seligman and Mihaly Csikszentmihalyi. In 1998, when Seligman became the president of the American Psychological Association, he stated that the mission of psychology should be to not only cure mental illness but also achieve two other neglected goals—find ways to make people’s lives more productive and fulfilling and learn how to discover and further nurture high talent716. That was the moment in time when positive psychology was officially established with one specific aim—to shift the focus of psychological research from resolving the problems to cultivating positive qualities among people and societies717. Accordingly, positive psychology is broadly defined as follows:

			“The field of positive psychology at the subjective level is about valued subjective experiences: well-being, contentment, and satisfaction (in the past); hope and optimism (for the future); and flow and happiness (in the present). At the individual level, it is about positive individual traits: the capacity for love and vocation, courage, interpersonal skill, aesthetic sensibility, perseverance, forgiveness, originality, future mindedness, spirituality, high talent, and wisdom. At the group level, it is about the civic virtues and the institutions that move individuals toward better citizenship: responsibility, nurturance, altruism, civility, moderation, tolerance, and work ethic.”718

			Positive psychology moved from a reactive intervention approach involving the repair of the problems to a more preventive approach that builds and cultivates people’s existing strengths, and which could help them survive hard times in life719. However, many constructs the field deals with were already familiar to researchers. One of them is the research on resilience, which began in the 1970s with a similar mission—to learn more about what helps children and adolescents go through tough times in life without severe consequences and how to use that knowledge to promote resilience720, 721. One main concern of the research on resilience was to find out why some children, despite experiencing traumatic events, grow into healthy individuals and why others do not. Despite many similarities as well as differences between the fields of positive psychology and resilience research, positive psychology has contributed substantially to what we know about resilience today.

			This chapter focusses on an overview of the findings on positive psychology that are relevant for children’s resilience. First, the construct of resilience and its essential elements are defined. Then, the contribution of positive psychology to the field of resilience in children and adolescents is elaborated on, along with the protective factors and posttraumatic growth (PTG). The chapter ends with a brief overview of interventions to enhance resilience among children and adolescents and concluding remarks.

			1.1. Definition of Resilience

			As with many constructs in psychology, throughout the years, it has been difficult to find a unique definition of resilience. Definitions changed based on new insights about the construct, as well as based on the authors or research teams who examined it. An analysis of the history of studies on resilience distinguishes four research waves722, 723. Pioneering work on resilience started in the 1960s and 1970s724 in the context of children at high risk for developing serious mental disorders; surprisingly, these children developed successfully. This first wave of research was mainly descriptive and identified a list of characteristics, that is, protective factors (e.g. child’s self-esteem and autonomy, family cohesion, and caring teacher) that were related to children’s resilience. In the second wave, researchers realised that the identification of protective factors was not enough and stressed the need to find underlying processes that lead to resilience, for which it was necessary to conduct longitudinal research. The search for underlying processes should answer questions such as why some individuals keep their levels of self-esteem and self-efficacy in times of adversity, in contrast with others who give up and lose hope725. The third wave mainly focussed on interventions that were designed to promote resilience among children growing in high-risk environments. The last, fourth wave of studies aimed to integrate contributions and knowledge from earlier studies of resilience across different levels of analysis (e.g. gene-environment interaction and social networks), species, and disciplines, which offers opportunities for much deeper understanding of the process that leads to resilience in children726, 727.

			Despite the different aims throughout the history of research on resilience and changes in its definition, the term resilience is typically used to describe three different outcomes: (1) a person with high-risk status shows good outcomes, (2) a person has sustained competence while the threat is under way, and (3) a person experiences recovery after trauma728, 729.

			Therefore, Luthar730 in her summary of 50 years of research on resilience defines it as ‘a phenomenon or process reflecting relatively positive adaptation despite experiences of significant adversity or trauma’. This version of the definition encompasses all necessary parts of the construct that are broadly accepted and implies that resilience is a superordinate construct that necessarily includes two different dimensions: significant adversity and positive adaptation731. Based on this definition, it is crucial that resilience is a process or phenomenon but not a personality characteristic732. The misinterpretation of resilience as a personal trait can suggest that if a person does not have that specific trait or behaviour, he or she cannot resist adversities733 and could be blamed for not functioning well under threat734. Therefore, when someone is talking about resilience, he or she is not talking about some specific characteristic that one child has and the other does not, but about the process that includes two coexisting conditions—the experience of severe adversity and the presence of positive adaptation despite it735.

			1.1.1. Adversity and Risk Factors

			One cannot claim that a child showed resilience if there is no demonstrable significant adversity or threat to his or her development, which can be present in the moment or can have happened in the past and has the potential to disrupt a normative child’s development736. In this context, researchers often refer to risk factors. Risk factors are statistically associated with higher rates of undesirable developmental outcomes; that is, their presence can indicate a higher probability of developing a disorder737. It should be noted that one factor can be assumed as a risk factor for one outcome, but it can be an asset for another outcome at the same time738. For example, a young mother’s biological age can represent a risk for higher levels of behavioural and emotional problems, but at the same time, it is associated with lower risk for the trisomy 21 syndrome. On the other hand, adversity indicates that a person has experienced or been exposed to negative life experiences. In contrast to risk factors, adversity is not defined in relation to specific outcomes, and, in some way, it can be considered as a type of risk factor739.

			Throughout the years, numerous risk factors were identified, ranging from individual factors (e.g. sex, social and intellectual skills, potential biological, and psychological indicators), family factors (e.g. maltreatment), and children’s environmental factors (e.g. residential area)740. Risk factors can also be distinguished by the degree of direct influence on a child741. Namely, there are distal risk factors, such as poverty, that do not affect children directly but indirectly. On the other hand, proximal risk factors, such as the mother’s irritability due to work overload, directly affect children’s development.

			It is important to note that, in reality, only one risk factor is rarely present; often, multiple risk factors are present. Rutter742 showed that when more risk factors are present at the same time, their effects combine, and children’s developmental outcomes tend to be far more negative in contrast with the situation when only one risk factor is present. This notion led to cumulative risk assessment using two methods: risk indices and stressful life experience scores743. The risk index considers an array of environmental and sociodemographic risk factors that might be present in the life of a child, and the common strategy to calculate it involves summing risk factors that are proven to have negative consequences for one or more specific developmental outcomes744. The other strategy involves focussing on the specific negative life events a child has encountered during a longer period of life, and they are typically assessed using self-report instruments that list adverse events someone could experience745.

			Although it seems easy to detect risk factors among children, there are some important challenges. One of them is the scarcity of data on what defines mild, moderate, and severe levels of risk exposure, which would enable comparing them across different populations and contexts746. Therefore, those criteria are commonly defined based on data collected from participants who were involved in the study, which makes it harder to compare the results of different studies. Another important challenge is that many risk factors vary across time and are rarely static747. For example, the socioeconomic status of the family or the number of siblings can change over time. Consequently, it is very important to collect data from children repeatedly over time to capture the processes and changes in different developmental periods. Further, an important notion is that the same risk factor can have different effects depending on the developmental periods, especially during transitions such as adolescence748. For example, parents’ exposure to alcohol has different effects on a foetus, preschooler, adolescent, or young adult749. Lastly, cumulative risk indices, although representing a more realistic picture of a child’s life, can make it difficult to discover the unique contribution of a specific risk factor, since its role can change in the context of other risk factors750, 751. As will be evident in the next paragraph, some of these challenges are not reserved exclusively for determining risk factors but can also make it hard to detect and measure positive adaptation.

			1.1.2. Positive Adaptation and Protective Factors

			Second, positive adaptation is an inseparable dimension of resilience that follows after a child experiences or witnesses significant adversity. Positive adaptation refers to better-than-expected functioning despite the exposure to observed risk factors752. More specifically, the criteria for the quality of a child’s adaptation must be evaluated as good or OK753.

			The estimation of children’s positive adaptation (e.g. adaptation after parents’ divorce, children’s positive development despite their genetic vulnerability for different psychopathology states, maltreatment, loss of one parent, or living in poverty) is never an easy job, primarily because such adaptation is not constant but changes as children encounter new vulnerabilities and strengths due to changed life circumstances754. Moreover, a child can leave the impression of good functioning in terms of behavioural indicators but, at the same time, experience inner distress, such as depression and anxiety755. Consequently, this inner stress, if not treated, could undermine resilience756. These findings led to the conclusion that resilience is context specific757, which implies that a person can be resilient regarding some environmental threat, in some outcomes, and/or in one period but not in another758. This is also typical for children who did not experience significant adversity: They usually do not show uniformly positive or negative adaptation in different developmental areas759. Therefore, there is no reason to expect that positive adaptation among children who showed resilient behaviour should be an across-the-board phenomenon760, since they can have strengths in some areas but concurrently have significant deficits in others. Luthar, Cicchetti, and Becker761 suggested that positive adaptation domains should be theoretically similar; for example, if academic grades are examined, data from peers about a child’s adjustment in the classroom could also be collected. For that reason, researchers must be specific about positive adaptation depending on the concrete areas in which it was examined762 and clearly state that in their conclusions.

			After considering the aforementioned facts, the answer to the question of how positive adaptation can be measured is still missing. Some researchers define positive adaptation as the absence of psychopathology symptoms, while others do so in terms of positive behaviour. Some focussed on external adaptation (i.e. how a child is doing), some focussed on internal adaptation (i.e. how a child is feeling), and others considered both dimensions763. Positive adaptation is mostly defined as a behaviourally manifested social competence (e.g. judgements about a child’s competence are made based on external standards observed by others, such as school achievement and absence of delinquency, and not based on their inner state, such as the child’s feeling of depression or anxiety) or as meeting of developmentally appropriate tasks depending on the child’s age764. Developmental tasks are defined as standards for judgements about how well the child has adjusted according to culturally expected norms for behaviour at a specific time point and moment in history for certain groups of children765, 766. Those tasks are primarily oriented on external adaptation and not the child’s internal well-being, such as happiness767. When the child’s behaviour is characterised as resilient, it indicates that the child is successful at meeting developmental tasks despite the experience of significant adversity768. Some of the most common indicators of positive adaptation among children and youth are different measures of academic achievement, conduct, peer acceptance, good mental health, and participation in different activities769. Positive adaptation is therefore multidimensional, since there is an array of developmental tasks children need to perform in specific age periods and specific cultural contexts770.

			Furthermore, when considering positive adaptation, it is important to measure adaptation related to the risk domain due to its context-specificity, as discussed above, and to consider the stringency of the chosen criteria 771. The stringent of criteria must depend on the observed seriousness of the risk772, which will determine if the criteria will be defined as having average instead of excellent levels of competence773, 774. If the major traumas are examined, then the appropriate adaptation criteria could be the absence of psychopathology instead of highly positive functioning in everyday life775. To avoid a too narrow definition of positive adaptation, it is necessary that indicators of adaptation include different domains so that we can have a more realistic picture of children’s adaptation across domains. This helps us understand in which area children are doing well, and in which one they perform poorly776.

			Closely related to positive adaptation are protective factors, defined as variables related to better-than-expected outcomes777. They can be determined in several ways based on whether they are related to (1) more positive outcomes, especially in the presence of negative environmental factors; (2) positive outcomes among average children who experienced severe adversity with apparently high diversity in adaptation; and (3) lower incidence of psychopathology among children who are high risk778. Protective factors are assumed to counteract or counterbalance the effects of adversity due to negative life circumstances779.

			Adversity, protective factors, and positive adaptation are mutually related in several ways that are examined within the following models: compensatory or main effect models 780, moderator or interaction models781, 782, and mediator models783, which are described in Table 1.

			
			Table 1. Types of relationships between adversity, protective factors, and positive adaptation784
				
					
					
				
				
					
							
							Compensatory (main effect) models

						
							
							The protective factor is assumed to counterbalance the negative effects of risk factors.

							A child who has better parental support and nutrition and lives in a safe neighbourhood will have better outcomes.

						
					

					
							
							Moderator (interaction) models

						
							
							1. a. Some stable characteristics of the child (e.g. personality) or environment have the potential to increase or decrease the effects of the threat on a child.

							2. b. Protective factors are activated upon the occurrence of adversity (e.g. airbags in cars) and have the function of ameliorating the effect of that threat on the children’s developmental outcomes.

						
					

					
							
							Mediator models

						
							
							The effect of adversity on a child’s outcomes can be mediated by protective factors to reduce the impact of adversity on the child.

							Use of interventions to help parents deal better with stressful situations (moderating the mediator) has implications for better outcomes among children.

						
					

				
			

			The compensatory models answer the question about what differentiates children who are doing well from those who are doing poorly among the sample of high-risk children, while the interaction models answer the question about which characteristics of the child show differential positive outcomes at high but not necessarily low levels of risk785. Depending on the data obtained from different models, there are differences between the type of proposed implications for policy and practice aimed at developing resilience among children and adolescents.

			Based on everything written above about the definition of resilience, it can be concluded that resilience stems from some extraordinary processes that are reserved for only lucky individuals. However, that would be a wrong conclusion, since research showed that resilience often arises from well-functioning common human adaptation systems786, 787, 788. These include attachment, mastery motivation, self-regulation, and cognitive development and learning. They are products of biological and cultural evolution that has equipped people with tools for adaptive functioning in both favourable and unfavourable conditions.

			The problem occurs when these systems are damaged due to some adversity (e.g. deprivation of parenting). In that case, it is essential to restore conditions necessary for cognitive and social development to promote resilience among high-risk children. Therefore, policy and practice should first focus on protecting, restoring, and facilitating human adaptation systems if they are affected by risk factors to sustain resilience among the children and youth.

			2. Positive Psychology and Resilience

			As already mentioned, positive psychology moved away from the psychopathology perspective to an approach that focusses on strengths and resources that allow individuals to survive and grow despite extreme challenges and adversities. This paradigm shifts significantly contributed to development in the field of resilience. From this perspective, resilience is not simply recovery from adversity but rather a process that results in growth, knowledge, self-understanding, and increased resilience789. Thus, resilience is not merely the absence of symptoms but also positive changes. Positive psychology contributed to the research on these positive changes in various areas, including protective factors in resilience and PTG.

			2.1. Protective Factors Among Children

			Many children face various, sometimes extremely challenging and high-risk, situations. As elaborated above, some of them may become overwhelmed by these events, but many manage to cope extremely well, with no apparent disruption in their functioning. Why do some children do better than others when faced with adversity? What qualities of children and their environments might explain this difference? A vast number of studies on resilience in children and youth identified various protective factors that can be categorised into those within the child, family and other relationships, school, and community. We briefly summarise these findings as well as the contemporary research in positive psychology contributing to the understanding of protective factors.

			2.1.1. Protective Factors Within the Child

			Several large-scale longitudinal studies790 showed that children with certain individual attributes cope successfully with adversity. The protective potential of various child characteristics includes high intelligence, self-mastery, planning skills, internal locus of control, good coping skills, and easy-going temperament. These are children’s inner strengths that promote resilience. Positive psychology contributed to the research on protective factors within the child, mainly in the area of character strengths and positive emotions. Both character strengths and positive emotions have been found to promote children’s resilience and help them cope with adversity.

			2.1.1.1. Character Strengths

			The field of positive psychology contributed further to the research on resilient children’s individual characteristics by exploring the role of human strengths in adapting to difficult life events791. Peterson and Seligman792 defined character strengths as positive, morally valued traits of personality and proposed a classification of 24-character strengths that are assigned to one of six universal virtues. Table 2 presents the Values in Action (VIA) classification of character strengths modified for children793.

			
			Table 2. Values in Action (VIA) classification of character strengths for children794
				
					
					
					
					
				
				
					
							
							Intellectual Strengths

						
							
							Interpersonal Strengths

						
							
							Temperance Strengths

						
							
							Transcendence Strengths

						
					

				
				
					
							
							•	curiosity

							•	love of learning

							•	creativity

							•	appreciation of beauty

						
							
							•	social intelligence

							•	teamwork

							•	leadership

							•	kindness

							•	perspective

							•	love

							•	bravery

							•	fairness

						
							
							•	forgiveness

							•	modesty

							•	self-regulation

							•	authenticity

							•	prudence

							•	persistence

							•	open-mindedness

						
							
							•	spirituality

							•	gratitude

							•	hope

							•	zest

							•	humour

						
					

				
			

			Character strengths in children and adolescents are related to desirable outcomes such as subjective well-being, social adjustment, and school adjustment, as well as fewer symptoms of depression; less suicidal tendencies; and less social problems such as substance use, alcohol abuse, and violence795, 796. It has been documented that in children with life-threatening diseases, the strength of hope helps reframe difficult situations by encouraging expectations of a better future797. Gratitude can alleviate symptoms of post-traumatic stress disorder by stimulating a greater appreciation of life and reducing negative emotions798. However, it should be noted that having strengths is not enough to promote resilience. In childhood and across the lifespan, individuals can possess strengths without using them799. Therefore, the environment (including family, school, and community) is critical in enabling and maximising their use.

			2.1.1.2. Positive Emotions

			Besides character strengths, the positive affect, intensively studied within positive psychology, has been found to play an important role in resilience, as documented by several studies. Positive emotions, such as joy, hope, contentment, and interest, are more common among individuals with high-level resilience800. Moreover, the experience of positive emotions contributes to the selection and usage of more adaptive strategies to cope with adversity. Resilient individuals use positive emotions to recover from stressful situations and find a positive meaning in such events. The adaptive benefits of positive emotions are greater when individuals are under stress801.

			The role of positive emotions in developing resilience can be explained by the broaden-and-build theory802. According to this theory, the experience of positive emotions expands awareness, cognition, and behavioural repertoires and builds enduring and better physical, intellectual, and social resources. These resources in turn support the ability to recover better from adverse situations and are crucial for achieving resilience803. For example, a study on children of alcoholics found that behavioural resilience is associated with decreased internalising problems and increased positive affect804.

			2.1.2. Family-Related Protective Factors: Strength-Based Parenting

			Nurturant, responsive parenting is strongly related to positive outcomes in children, including fewer externalising and internalising behaviours805 and higher peer social competence806. While the importance of providing love and emotional support to children has long been recognised widely, the importance of deliberately identifying and building strengths in children is now beginning to gain more attention. As already mentioned, children’s use of their strengths have various benefits when they are confronted with adverse situations. These studies have prompted interest in identifying factors that may cultivate the use of strengths in children and adolescents, including factors related to family.

			Strength-based parenting (SBP) reflects the tendency of parents to recognise their children’s strengths and encourage them to use these strengths. This style of parenting seeks to ‘identify and cultivate positive states, positive processes, and positive qualities in children’ 807. The emphasis is on building a child’s assets (e.g. curiosity, persistence, optimism, or bravery) to create positive experiences that can be called upon during adversities808.

			SBP has been shown to be positively related to well-being, life satisfaction, positive emotions, and self-esteem in children. Children of parents who use SPB have higher-level achievement as well as reduced risk of depression and anxiety. They also show higher-level mental toughness, persistence, and self-efficacy and cope better with stress and adversity such as friendship problems and homework challenges809, 810, 811. One reason why SBP reduces stress in children is that it encourages them to take strength-based coping approaches when faced with adversity. SBP thus increases the internal resources (i.e. personal strengths) children can draw upon in challenging situations.

			2.1.3. School-Related Protective Factors

			Sometimes, the family is unable to provide enough support to the child facing adversity. In such circumstances, the community can be an important source of alternative support and care. At an early age, high-quality childcare with emotionally supportive caregivers with positive characteristics is particularly helpful for children in the most at-risk families812. Later, protective factors include the presence of secure relationships with adults outside the family, including teachers813. The school plays a very important role in fostering resilience in children and adolescents.

			The application of a positive psychology perspective in education is known as positive education. It is not a single approach but generally aims at building strengths, abilities, well-being, and resilience in educational communities814. One currently dominant theory within the field of positive education is the PERMA model, which includes the five elements of well-being—positive emotions (P), engagement/motivation (E), meaning and purpose of life (M), positive relationships with others (R), and achievement (A)—and it is used widely in schools815. It also encompasses a large variety of character strengths that have been associated positively with each element of PERMA in varying degrees816. Table 3 presents the application of the PERMA model for children.

			
			Table 3. PERMA model for children817
				
					
					
				
				
					
							
							Dimensions of PERMA

						
							
							Description

						
					

				
				
					
							
							P – positive emotions

						
							
							What makes the child feel good, happy, or grateful?

						
					

					
							
							E – engagement/motivation

						
							
							What strengths help the child get immersed and lose track of time?

						
					

					
							
							R – positive relationships

						
							
							Who brings the child joy, peace, and support?

						
					

					
							
							M – meaning and purpose

						
							
							What things are meaningful and worthwhile for the child?

						
					

					
							
							A – achievement

						
							
							What does the child want to achieve and when? What gives her/him a sense of accomplishment and helps manage setbacks?

						
					

				
			

			A scoping review that included 190 studies showed that all PERMA aspects were associated with greater well-being and resilience as well as fewer symptoms of mental illness in primary school-aged children818.

			2.2. Posttraumatic Growth and Resilience

			Resilience studies emphasised the importance of strengths in individuals, families, and communities for good adjustment under various extremely challenging life situations. However, they were not as explicitly concerned with positive outcomes as opposed to the absence of negative outcomes, as positive psychology has espoused.

			One line of research that focussed explicitly on the development of positive functioning in relation to stress and trauma is the topic of PTG. PTG involves positive personality and life changes that enhance functioning and result from the emotional and cognitive processing of trauma exposure819. Such conception implies that it is not the event itself but rather the struggle in the wake of trauma that leads to PTG.

			Although both resilience and PTG are characterised by some positive post-adversity manifestations, they are distinct constructs. Resilience is the ability to overcome adversity, relatively quickly return to previous levels of functioning, and maintain usual functioning despite adversity. PTG refers to positive changes in the person beyond their previous developmental process and reflects positive adaptation despite significant life adversity. It refers to a transformative process by which one experiences positive changes (i.e. extending beyond mere adjustment) because of his or her struggle after trauma820.

			Traumatic events threaten individuals’ physical and mental integrity. The negative effects of trauma and adversity in adolescents are well documented. Around 80% of adolescents experience at least one negative life event (not necessarily traumatic), and 20% develop moderate levels of posttraumatic stress821. However, negative outcomes are not inevitable. Traumatic experience can be restructured successfully and lead to the beginning of positive psychological changes or PTG.

			Until recently, the research on PTG mainly focussed on adults, and studies among children and adolescents are scarce. These studies reported growth in children following an accident, disaster, illness, or other trauma822, 823.

			
				
					
				
				
					
							
							Example of posttraumatic growth in adolescents

							In a study by Altinsoy824, five adolescents aged 15 years from the Marmara region of Turkey who had serious health problems and chronic diseases (brain, heart, blood, or endocrine) were interviewed. In a semi-structured interview lasting 45–60 min, three questions were posed: (1) How did you feel after you learned about your disease? (2) After this event, what have you experienced in a positive sense in your relationships with other individuals? Can you give an example? (3) After this event, what have you experienced or discovered in a positive sense about your perspective on life? Can you give an example?

							The results yielded the following five sub-themes:

							•	Relationship with others: I have learned to be able to accept to listen to other people and accept them as they are and have become a more understanding human model.

							•	Appreciation of life: I thought that difficulties and diseases could happen to anyone, and I did not have to be bothered (too much) by them, so I moved on with my life, I understood better that the family is the most important thing in the world.

							•	Personal strength: I was able to go on with my life and realized that I was strong.

							•	Spiritual and existential change: In this sense, I have learned to be always understanding to everyone, I have learned to be always thankful, and I express my gratitude not to go through these events again.

							•	Life opportunities: I saw that life was short and I had to live; life takes (only) three days (very short), so I have to achieve my dreams, I have come to understand that very well.

						
					

				
			

			3. Positive Psychology Interventions in Fostering Resilience

			There is evidence that protective factors such as positive affect, self-efficacy, self-esteem, optimism, social support, and life satisfaction have a stronger relationship with resilience than risk factors and sociodemographic variables in both children and adults825. Therefore, to develop resilience, it might be more effective to enhance protective factors than to reduce the risk factors. Moreover, it may be difficult or sometimes even impossible to change some risk factors in children’s life, but it should be possible to enhance various protective factors at both the individual and environmental levels. Within positive psychology, a vast number of positive psychology interventions were developed. They are defined as ‘intentional activities specifically addressed to cultivate positive feelings, cognition, and behaviours’826, which can serve as protective factors in fostering resilience.

			Studies examining the effects of positive psychology interventions on the well-being of preschool children are scarce and produced inconsistent results. However, several studies demonstrated the importance of positive psychology interventions to promote positive aspects of development, such as positive emotions, engagement, accomplishment, and positive relationships827. Studies on character  strengths interventions in schools found increases in well-being, life satisfaction, positive affect, classroom engagement, class cohesion, relatedness and autonomy need satisfaction, strength use, social skills, academic performance, and improved problem behaviour828.

			
				
					
				
				
					
							
							Positive psychology intervention in kindergarten

							Positive emotions

							Children are encouraged to identify their personal causes of happiness; participate in activities for expressing gratitude; practice the expression of various feelings through movement, art, speech, and facial expressions; and write about memories of happy experiences.

							Engagement

							There are opportunities for children to bring personally meaningful toys from home to kindergarten, choose a personally enjoyable topic or activity for the morning group meeting, and identify and use their personal character strengths in daily activities.

							Positive relationships

							Children participate in games that demand peer cooperation, play with friends in different situations, practice offering positive responses to other children, participate in conflict resolution situations, and are encouraged to care for their friends’ feelings.

							Achievement

							Children participate in games that require persistence in challenging situations and provide a sense of efficacy. They are encouraged to continue trying despite failure and select and work on personal projects such as producing a book of drawings or exploring an interesting topic829.

						
					

				
			

			
				
					
				
				
					
							
							

							Character strengths-based intervention

							The Strengths Gym positive psychology intervention programme for adolescents830 is based on the Values in Action classification of character strengths. During the programme, students complete strengths-based exercises through in-class activities, open discussion, and real-world home-work activities where they can apply the concepts and skills in their own lives. Here are examples of developing the strength of love of beauty and excellence.

							Love of beauty and excellence – Description: You notice and love beautiful things, in nature, art, music, or people. During this week, you should engage with this strength. The following are some examples:

							•	Strength in action story: Can you remember a time when you or someone you know well showed love for beauty and excellence? Write, draw, or tell a story about love for beauty and excellence.

							•	Animal beauty contest: Which animals do you find beautiful? Why? (group work): Which animals do your classmates think are beautiful? Make a top list of the most beautiful animals. Compare your leaderboard with the list of other groups in the department.

							•	Look for beauty on the way to school. Tell someone from your family or a friend what you noticed on the way to school.

						
					

				
			

			It should be noted that positive psychology interventions focus on all children and youth and not just on those with problems. Thus, they can be implemented in schools as primary prevention tools to promote resilience; individual growth; and positive interactions among all students, not just those at risk.831

			4. Conclusion

			The aim of this chapter was to define resilience and present an overview of positive psychology contributions to resilience among children. It can be concluded that although the research streams of resilience and positive psychology have similar missions and significantly overlap in their aims to foster resilience among children and adolescents, there are some differences that should be noted832. One of the first differences is that positive psychology focusses on all individuals and not only those who have faced adversity, as is the case with research on resilience. Moreover, resilience research focusses on individuals’ resilience throughout the life span, while positive psychology is primarily oriented towards adults. Regarding indicators of positive adaptation, positive psychology typically considers only positive aspects of people’s functioning, primarily through self-report measures, while resilience research examines both positive and negative outcomes, mostly by using reports of others about a child’s adjustment. Despite these differences, much has been done in the past few years to overcome some limitations of each area of research and to unite their findings to obtain a comprehensive view of resilience. Although many open questions remain about which processes lead to resilience, progress is evident. Moreover, this chapter reviewed contemporary findings, specifically from the positive psychology field, as a starting point for studying resilience among children and adolescents.
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			CHAPTER 11

			Trauma-Conscious Childcare Institutions and Education System: How Can We Create a System for Both Childcare and Education That Recognises and Handles Developmental Trauma?

			Ana HARAMINA

			Abstract

			Development of trauma-conscious childcare institutions and education systems represents a pivotal shift in how we approach the well-being and development of children who have experienced trauma. By recognising the effects of developmental trauma and implementing strategies that prioritise safety, empathy, and individualised support, we can create environments that foster healing, growth, and resilience. The journey towards trauma-conscious childcare and education is an ongoing process that requires collaboration, dedication, and a shared commitment to the well-being of every child.

			Keywords

			developmental trauma, trauma-conscious childcare system, trauma-conscious education system

			Introduction

			Childhood experiences significantly shape an individual’s physical, emotional, and cognitive development. Unfortunately, many children worldwide encounter adverse events833, 834 that can lead to developmental trauma. These experiences, which range from neglect and abuse to witnessing violence and enduring loss, can have long-lasting effects on a child’s mental health, behaviour, and ability to learn. As our understanding of trauma deepens, it becomes imperative to create childcare institutions and an education system that not only recognises but also effectively addresses developmental trauma.

			This chapter delves into the concept of trauma-conscious childcare and education and the essential principles underlying this approach, exploring guidelines to create a system that fosters healing, resilience, and healthy development. By examining such guidelines of trauma-informed practices, especially related to childcare institutions and the education system, we aim to equip the reader with the basic and available current information that must be accounted for when attempting to create safe and supportive environments for children who have experienced trauma. However, it must be considered that practice and scientific research are continuously, vividly, and actively interwoven in this area, which constantly results in better and more adequate ways of acting.

			By the end of this chapter, we hope that readers will gain a profound appreciation of the importance of trauma-informed practices in childcare and education. We believe that armed with this knowledge, individuals and institutions can play a vital role in nurturing resilience and empowering young minds to overcome adversity and reach for a brighter future.

			2. Benefits of Trauma-Informed Practices

			In the ever-evolving landscape of mental healthcare, education, and social services, the principles of trauma-informed practices have emerged as a promising approach to better understand, support, and empower individuals who have experienced trauma. There are various advantages of implementing the trauma-informed approach in systems, but they can be summarised as follows.835, 836

			Trauma-informed practices prioritise the emotional and psychological well-being of individuals who have experienced trauma. By creating safe and supportive environments, these practices can lead to improved mental health outcomes, including reduced symptoms of anxiety, depression, and post-traumatic stress disorder.

			Trauma-informed care aims to help individuals build resilience, which is the ability to bounce back from adversity. By fostering a sense of empowerment, choice, and control, trauma-informed practices can enable survivors to develop the coping skills needed to navigate future challenges.

			Trauma-informed practices emphasise the importance of avoiding retraumatisation. This means that caregivers and organisations are more attuned to potential triggers and stressors that may exacerbate trauma symptoms, thereby reducing the risk of further harm.

			Trauma-informed care prioritises empowering survivors to make decisions about their own recovery and well-being. This sense of agency can be transformative, as it allows individuals to regain a sense of control over their lives.

			A trauma-informed approach fosters trusting and empathetic relationships between caregivers, educators, and survivors. These relationships are built upon mutual respect and understanding, which can facilitate healing and create a supportive network for individuals.

			Organisations that adopt trauma-informed practices often observe improved staff morale and reduced burnout rates. Employees in such organisations tend to feel more valued and supported, which can lead to better job satisfaction and retention.

			These practices are founded on a profound recognition of the prevalence and impact of trauma in our society, emphasising the creation of safe and empathetic environments that prioritise healing and resilience.

			Accordingly, the following sub-chapters consider the relationship between the child and his/her environment in the context of developmental trauma and then considers aspects of the trauma-informed system.

			3. Development of the Child and His/Her Social Environment in the Context of Developmental Trauma

			As already explained in more detail in a previous chapter, developmental trauma refers to complex and pervasive exposure to life-threatening events that takes place during critical stages of infant and child development; interferes with interpersonal bonds; jeopardises a person’s safety and security; alters basic capacities for cognitive, behavioural, and emotional control; and frequently contributes to the emergence of complex post-traumatic stress disorder in adults.837, 838, 839, 840, 841 Adversity and/or trauma in children can stem from a wide range of sources such as abuse, neglect, loss of a caregiver, witnessing of violence, experience of a natural disaster, poverty, and war. Poverty, caregiver neglect or absence, and risks to bodily and psychological safety are the most common causes.842 Poverty negatively impacts children’s developing brains, bodies, and emotional and behavioural health.843, 844 When adults who are supposed to take care of children do not or cannot do so, the children end up in adverse situations.845, 846 Millions of children globally face physical risks to their safety because of natural disasters or political issues such as war and conflict.847, 848 Numerous children also face various interpersonal risks that jeopardise their physical and psychological well-being.849, 850

			Healthy development involves a regulated balance between the child and the social environment, so the latter is well-equipped to support the child, as you have already learned in-depth in previous chapters and other child development literature. Impaired emotional and behavioural control and failure to preserve the natural systemic balance between the developing child and his/her social environment (e.g. family, school, peer group, and neighbourhood) are two important features of developmental trauma.851 This regulatory balance then encompasses the care system once children enter the service system.

			Considering the topic of interest of this manual (social and personality development in childhood) and the topic of this chapter (trauma-conscious childcare institutions and education system), the first two sub-chapters largely introduce some key ideas that present the trauma systems therapy approach852 in an interesting, practical, clear, and evidence-based853, 854 manner. Presenting the entire approach, which involves a comprehensive treatment, exceeds the goal of this chapter and topic. Nevertheless, we consider the basic starting ideas to be concrete and applicable (without diminishing the complexity of the dynamics) and therefore significantly useful in understanding the mentality required for creating trauma-conscious childcare institutions and education system.

			3.1. Considering the Fundamentals of Child Development

			The fundamentals of child development must be considered when intervening with a child who has suffered developmental trauma. Understanding that the appropriate interventions for infants and adolescents are different is important, as is the fact that a treatment plan for a child with developmental delays would differ from one for a child without such delays. At different ages, we must think about how to handle issues such as attachment, emotional control, identity, and cognition in interventions. These concepts are crucial for a child who has suffered developmental trauma.

			The fundamental cause of traumatic stress is survival. The brain interprets potentially lethal events and converts this information into actions that keep the body alive. This mechanism is known as survival circuits.855 When faced with life-threatening circumstances, our brain processes information emotionally and takes over our awareness. Such processing is typically fast, fragmented, decontextualised, stimulated, moment-to-moment concentrated, and accompanied by survival behaviour. One characteristic that makes child traumatic stress distinct is dysregulation of emotional states.856 Emotional states are characterised by unique patterns of thinking, feeling, and behaviour that are comparatively stable and strongly associated with an individual’s self-concept and interpersonal relationships. Even though awareness operates moment by moment, the brain blends moments together to create a continuous sense of self. This basic neural ability to combine events is essential to our ability to develop a consistent identity or sense of self across time.857 Early interpersonal relationships children experience shape their brain’s survival circuits, which in turn affects their ability to control their emotions under pressure.858 It is crucial to remember that correct experiences (safe relationships) have the power to modify the survival circuits of children who have undergone traumatic stress as well as their social surroundings.859 When approaching this with a developmental mindset, we might think about many questions to ask for establishing safe and supportive surroundings, such as the following:860 What type of attachment bonds might a child who has a depressed mother and a very aggressive father form? What impact does his father beating him up have on his sense of self, self-worth, and sense of control? How do these experiences impact a child’s capacity for emotion regulation, and how do they affect attachments and identity formation? What kinds of peer groups does he typically join? How do cognitive growth and academic achievement differ for children who experience terror?

			3.2. Considering the Social Ecology and Adopting a Systemic Mindset

			The social environment’s responsibility after a trauma (in the context of the previously highlighted dynamics of traumatic stress) is to help the child regulate abilities so that he/she may successfully control the resulting emotions. Members of the child’s social environment must recreate a sense of stability, control, and order, which requires engagement of a lot of people: parents, guardians, relatives, friends, teachers, social service workers, therapists, psychopharmacologists, and advocates.

			In shaping a child’s development, larger organisations, and cultural surroundings play critical roles, according to Bronfenbrenner.861 Each level of social ecology is crucial to some part of a child’s healthy development and, as a result, may be crucial to the child’s recovery after experiencing traumatic stress. The Bronfenbrenner model862 gives us a means to comprehend how children affect and are influenced by their environment as they grow. These interactions, or mutual impacts, show how healthy development can either be aided or hindered.

			The individual level includes all that a person contributes to any circumstance, including their biology and the knowledge and abilities they have acquired up to that point in their development.863 The emotional, cognitive, and behavioural resources (i.e. strengths and weaknesses) children have available to them as they engage with the world around them are determined by their experiences, and these experiences are crucial in deciding how they will react to traumatic situations. Children who have established good adaptive resources will be fairly resilient in the face of trauma, whereas children who do not have such resources may not be able to adapt well to stressful situations and even end up with psychopathology. The child’s capacity for emotional control “houses” itself at this specific level of social ecology.864

			The microsystem, which includes the family environment and factors such as parenting styles, family dynamics, developmental histories, psychological resources of every family member (e.g. their strengths and weaknesses), financial strains, and family members’ own experiences with and reactions to traumatic events, is the next level of the social ecology.865 It includes the family environment. These elements affect not only how the family functions but also how parents teach their kids to control their emotions and behaviour. A child’s ability to adjust to stressful events will be greatly influenced by how his/her family handles them. The degree of the child’s discomfort will also impact how the family copes.866

			The exosystem is the next level, and it consists of both formal and informal social structures, including schools, peer groups, social networks, churches, presence of structured support systems and services, and career opportunities that impact the children’s immediate surroundings.867 The risk and resilience characteristics of these environmental components have significant effects on development. Children’s development will be impacted very differently by an exosystem that offers them a suitable educational setting, a secure neighbourhood with opportunities for prosocial peer and support network interactions, and long-term employment opportunities for caregivers, compared with an exosystem wherein children do not receive proper education or support in school, neighbourhood conditions are violent and residents feel unsafe, peer and social support networks are weak, and so on.868 These environments, as one might expect, will also have diverse effects on how children heal from traumatic experiences.

			The macrosystem, which is the final component, includes cultural beliefs and values that influence how the society functions in general and how families work in particular.869 In essence, this level of culture shapes how individuals and families interact with other levels of the social ecosphere, and it surrounds and imbues every other level of the child’s reality with meaning. The members’ understanding of trauma, proper and inappropriate responses to it, and the therapies required to address it are all influenced by these cultural factors.870

			The topic of our chapter focusses, in accordance with the previous description, on the last two levels.

			

			3.3. Importance of Early Childhood Experiences

			Relationship quality determines the success or failure of care interventions. The traumatised child usually becomes the focus of professional interest because of some sort of relationship issue, and the strength of the relationship the professionals build with the child (and family) offers the only chance for rehabilitation.871 Therefore, as professionals, we shall either carry out our task knowing or ignoring this basic fact.

			Relationships act as a bridge between a child’s capacity for emotional regulation and the social environment’s ability to support that capacity. The level of quality of interpersonal relationships impacts how emotions are controlled. In very early stages of development, regulatory responsibilities are understood as interactions between the infant and caregiver rather than as capacities of the individual infant. Regulating the infant’s distress is the main focus of the caregiver’s response. As the infant grows older and gains the ability to control his/her own distress, these developments are continually improved through interactions with caregivers. These concepts are heavily influenced by the attachment theory,872, 873 and the nature of these connections can be characterised as signals of caring within care systems. This critical mass of care signals from people within the system must serve as the foundation upon which systems of care are constructed.874 The child (or any human) will feel uneasy, uncomfortable, and unsafe if enough care signals are not present. The literature and research distinguish between developmental and interpersonal trauma and consider their combined effects. The many manifestations of affective, behavioural, cognitive, relational, somatic, and self/identity dysregulation are combined to form developmental trauma disorder. Interpersonal or complex trauma—intentional acts by other people that endanger children’s life or physical integrity, as well as their primary support systems and caregivers—have particularly severe and pervasive negative effects on children’s psychosocial functioning and neurodevelopment.875 The formation of attachment bonds between young children and their primary caregivers can also be affected or disrupted when children and their caregivers experience interpersonal trauma. Interpersonal trauma and primary attachment disruption have been demonstrated to impede children’s ability to master critical life skills such as emotion regulation, autonomy, and age-appropriate prosocial skills.876 These skills are essential for learning and thriving in relationships and activities that are essential to psychosocial development. However, as discussed in subsection 1.1, emotional processing and, consequently, the survival circuits, can be regulated by strong, safe, and caring relationships. Such relationships are restorative and healing in all areas of life, but they become even more important when considering the possibility of retraumatisation.877

			To summarise, as a multifactorial neurobehavioral disturbance, developmental trauma significantly alters children’s cognitive, emotional, physiological, and relational capacities.878 Nevertheless, various factors, all of which can lessen the long-term effects of developmental trauma, related psychiatric comorbidities, and functional impairments, mediate and/or attenuate the mental health issues linked to the development of trauma. The Bronfenbrenner socio-ecological model879 supports this idea by arguing that multiple levels of influence880—individual, interpersonal, organisational, community, and public policies—are required to comprehend the wide range of adaptations associated with interpersonal trauma, because they can either confer additive risks or, conversely, potentiate positive and resilient transformations in response to adverse childhood experiences.

			4. Systems of Care

			Children, families, and several levels of the social ecology can all suffer from the effects of traumatic experiences. Trauma can also reduce children’s ability to receive support from their environment. Individual-level interventions are insufficient to address all these problems. Comprehensive interventions are needed to assist children, enhance the capacity of the many levels of their social ecology, and aid them in the process of recovering from traumatic events.

			4.1. Education System

			The setting in which children spend the most of their time is the school environment, which is comparable to the home environment. The school gives children the chance to interact socially; receive career training; participate in sports; and, in certain schools, learn about religion. Additionally, children must attend school. Therefore, schools play a crucial role in every child’s social ecology and are crucial to interventions in the lives of traumatised children. Sadly, the same elements that make schools such a significant part of a child’s life—being in charge of many aspects of child development for so many children—can make it challenging for teachers or school staff to attend to specific trauma-related needs of individual kids.881

			Working with the school as part of the child’s social environment involves, among other things, assisting teachers in comprehending the central and additional characteristics of traumatic reactions, such as understanding the distinctions between inattention and dissociation, between hyperactivity and the potential for increased arousal and watchfulness (hypervigilance), and between inattention and dissociation.882 Teachers could also use assistance that acknowledges the obstacles they encounter when managing the demands of working with traumatised children in the context of their other professional obligations.

			Depending on the circumstance, either the classroom needs to be modified or the teachers need additional training to help them deal with traumatised students in the classroom. Through the use of behavioural modification plans, curriculum adaptations, coordinated counselling services, transportation, social skills instruction, assistance with activities of daily living, attendance at summer school, use of in-school respite workers, supportive tutoring, tracking and investigation of the causes of school absence, and other strategies, individualised education plans can be developed for children to specifically address problems of traumatic stress.883

			4.2. Childcare Institutions

			Social service agencies are often involved in the lives of traumatised children with the overarching goal of protecting the child. However, underneath that shared goal can be a lot of different opinions about how to best provide that protection and different assessments of what is urgent or important to do for any given child.884 The essential elements of trauma-informed child welfare practices to guide caseworkers include the following:885

			

			
					maximise the child’s sense of safety;

					assist children in reducing their overwhelming emotions;

					help children create new meaning of their trauma history and current experiences;

					address the impact of trauma and subsequent changes in the child’s behaviour, development, and relationships;

					coordinate services with other agencies;

					utilise comprehensive assessment of the child’s trauma experiences and their impact on the child’s development and behaviour to guide services;

					support and promote positive and stable relationships in the life of the child;

					provide support and guidance to the child’s family and caregivers; and

					manage professional and personal stress.

			

			Some examples of how children’s traumatic experiences can result in the involvement of legal or court systems include an investigation into a child’s abuse for the purpose of the perpetrator’s prosecution, a refugee family’s petition for political asylum, or a child’s behavioural dysregulation.886 To be the most beneficial and least harmful for a child, the legal services system may require support and advice from a trauma-trained clinician, just like any other layer of the social ecology.887

			In the framework of the quality improvement and quality assurance systems already utilised for integrating and assessing promising new practices, healthcare organisations are well-positioned to adopt evidence-based traumatic stress therapies. Through inclusion into the current quality improvement-assurance activities, trauma stress screening and therapies may gain further traction in healthcare systems.888

			Numerous families and children have spiritual and cultural ties that influence how they view themselves. Given the significant role these systems can play in the recovery of a child and family from traumatic events, it is crucial to consider how these layers of the social ecology can be incorporated into the child’s treatment.889

			According to Bronfenbrenner’s theoretical framework, additional coordinated efforts among leaders and stakeholders in the fields of education, law, medicine, and politics would be feasible if they were aware of the prevalence and range of opportunities for reversing the detrimental effects of developmental trauma disorder. This requires considerable alteration for those who have been diagnosed with it, which necessitates this kind of knowledge. Systems must support formal policies that, at the organisational level, acknowledge, value, and de-stigmatise developmental trauma disorder.890 System-wide policies and procedures are advocated, such as enhanced and coordinated evaluation protocols, formal response training, long-term care programmes, and community participation, to identify, support, and treat persons with developmental trauma disorder.891

			5. Trauma-Informed Approach

			A trauma-informed approach is a comprehensive framework that acknowledges the prevalence of trauma in the society and seeks to create a culture of understanding, empathy, and support for individuals who have experienced trauma. Its fundamental principles guide organisations, institutions, and individuals in recognising, responding to, and preventing the effects of trauma. The framework for the trauma-informed approach, along with its key assumptions, principles, and guidance for its implementation, is a product of the work of the Substance Abuse and Mental Health Services Administration (SAMHSA). The SAMHSA document guides worldwide systems that want to implement a trauma-informed approach in their operations. Therefore, the following two sub-chapters are largely guided by these guidelines and data from research that monitored the processes and effects of the implementation of trauma-informed practices.

			5.1. Key Assumptions in a Trauma-Informed Approach

			Services, programmes, organisations, and systems that include trauma-informed approaches consider what SAMHSA has dubbed the “4 Rs”: the realisation that trauma has a significant impact on the person, but there are multiple pathways to recovery; the recognition that trauma may result in signs and symptoms of significant disruption; a comprehensive and integrative response to the person exposed to trauma; and a reduction in the risk of retraumatisation.892

			In a trauma-informed approach, everyone in the organisation or system, regardless of level, has a fundamental understanding of trauma and is aware of how it can affect families, groups, organisations, and communities in addition to individuals. People’s experiences and behaviours are interpreted in the context of coping mechanisms intended to help people deal with difficult situations.893

			Individuals within the system or organisation can also identify the symptoms of trauma.894 These symptoms may be specific to gender, age, or environment and may be displayed by people who are receiving or giving services in these environments. The identification of trauma is aided by strategies for workforce development, employee assistance, and supervision as well as trauma screening and assessment.895 It is crucial to emphasise that trauma manifests differently for every child because early development is unique. This is especially true for children.

			The language, behaviours, and policies used by staff in every area of the organisation—from the person who welcomes clients at the door to the executives and governance board—have been altered to account for the trauma experienced by both children and adults who use the services as well as by the staff who provide them. This is achieved through leadership that recognises the impact of trauma on the lives of their staff and the clients they serve, staff training in evidence-based trauma procedures, and a budget that supports ongoing training. Organisational policies such as mission statements, staff handbooks, and manuals encourage a culture based on ideas of resilience, healing from trauma, and recovery from trauma. The organisation is dedicated to offering a setting that is both physically and emotionally secure.896

			A trauma-informed approach aims to prevent staff members and clients from experiencing new trauma. Employees who work in a trauma-informed setting are trained to notice how organisational procedures may bring back unpleasant memories and retraumatise clients who have experienced trauma in the past.897

			5.2. Implementation Domains of Trauma-Informed Approach

			SAMHSA’s (2014) Concept of Trauma and Guidance for a Trauma-Informed Approach also provides a list of domains through which trauma-conscious care is implemented in different organisations. In the following, we provide a brief description of areas for which the concepts were adapted from the work of different authors.898, 899 Moreover, we are guided by SAMHSA’s manual.900 It is precisely through the following areas of application of trauma-conscious care that we can observe the progress of the adaptation process as well as spot areas that need improvement.

			Regarding leadership and governance of the organisation, it should be considered how, for example, the agency leadership communicates and demonstrates its support and guidance for implementing a trauma-informed approach.901

			Within the domain of policy, it should be considered how, for example, the agency’s written policies and procedures recognise the pervasiveness of trauma in the lives of people using services, express a commitment to reducing retraumatisation and promoting well-being and recovery, and demonstrate a commitment to staff training on provision of services and supports that are culturally relevant and trauma-informed as part of staff orientation and in-service training.902

			The physical environment must be welcoming, safe, and not a threat to the physical or psychological safety of the organisation’s employees and those receiving services.903

			At all levels and in all functional areas of the organisation, those in recovery, trauma survivors, those in need of assistance, and members of their families in need of services should have a significant voice and meaningful choice.904

			Within the domain of cross-sector collaboration, it should be considered, for example, if a system of communication is in place with other partner agencies working with the individual receiving services to make trauma-informed decisions, and what mechanisms are in place to promote cross-sector training on trauma and trauma-informed approaches.905

			Evidence-based, trauma-specific screening, assessments, and therapy should be used effectively, while trauma-informed principles need to be continuously evaluated, tracked, and monitored. This is important regarding trauma education for members of organisational staff and for individuals and families seeking services so that they can choose from a variety of appropriate, efficient, and available trauma-specific interventions.906

			There are also peer support and procedures in place to support staff who have experienced trauma in the past and/or who are suffering from severe secondary traumatic stress disorder or vicarious trauma from being exposed to and working with people who have experienced complex trauma.907

			The financing structures should support a trauma-informed approach, including resources for staff training on trauma; creation of suitable and safe facilities; development of peer support networks; provision of supports for screening, assessment, treatment, and recovery from trauma; and creation of trauma-informed cross-agency collaboration.908

			Finally, it should be considered, for example, how the agency conducts a trauma-informed organisational assessment or what measures or indicators show their level of trauma-informed approach?909

			Considering the areas of implementation of the trauma-informed approach, below, we take a closer look at some aspects of this application in the field of the education system, child welfare, and legal system, which have been pointed out by research collected in some systemic reviews.

			

			6. Implementing a Trauma-Informed Approach

			When implemented effectively, trauma-informed care has the potential to transform lives, organisations, and communities. It can break the cycle of trauma, promote healing, and empower survivors to regain control of their futures. Additionally, organisations that adopt trauma-informed practices often see improved staff morale, reduced burnout, and better outcomes for the individuals they serve.910 Implementing trauma-informed care requires a systemic approach. This means integrating trauma-informed principles into every aspect of care, from policy development and organisational culture to individual interactions. Trauma-informed care should not be viewed as a one-size-fits-all approach but as a flexible framework that can be adapted to various settings, including healthcare, education, and social services.

			The main goal of treatment strategies is to lessen the signs and symptoms of psychological, behavioural, social, and spiritual disruption following a traumatic incident for an individual, family, or society. It is the goal of prevention or promotion strategies to lessen the possibility of disruption following trauma. Although evidence-based treatments have been demonstrated to be successful in fostering recovery,911, 912 their widespread application is constrained since their performance and maintenance necessitate substantial professional training. Contrarily, preventative or promotion strategies provide a larger range of interventions for promoting wellbeing that can be used before experiencing trauma and in various settings.913 Considering the developmental context in working with children, we want to promote the development of trauma-informed service collaborations that include both treatment/healing and prevention/promotion approaches.

			6.1. Some Key Principles of a Trauma-Informed Approach

			Instead of following a predetermined set of techniques or processes, a trauma-informed approach demonstrates adherence to fundamental principles. Although terminology and application may be sector- or setting-specific, these ideas may be applicable in various circumstances. Below, we briefly describe the key principles of a trauma-informed approach.

			Creating a safe and supportive environment is paramount in trauma-informed care. This involves physical safety, emotional safety, and the assurance that individuals will not be retraumatised or harmed while receiving care. Understanding safety as defined by those served is a high priority.914

			Building trust is the cornerstone of trauma-informed care. Caregivers and organisations must be transparent, honest, and reliable in their interactions with survivors of trauma, fostering trust and reducing the potential for revictimisation.915

			Trauma-informed care recognises the value of peer support and collaboration. Survivors often benefit from connecting with others who have had similar experiences, providing validation, empathy, and shared coping strategies. Healing happens in relationships and in the meaningful sharing of power and decision-making. The organisation recognises that everyone plays a role in a trauma-informed approach.916

			Strengths and experiences of individuals are acknowledged within the organisation and among the clients it serves, and they are built upon. The organisation promotes the idea that the people it serves come first; that people are resilient; and that people, groups, and communities are capable of promoting healing and recovery from trauma. Giving survivors of trauma a sense of agency and control over their life is important. Trauma-informed care must include empowerment and choice so that victims can decide how they will heal and recover.917

			The organisation is actively responsive to the racial, ethnic, and cultural needs of those served and rejects cultural stereotypes and biases.918

			6.2. Trauma-Informed Childcare Institutions

			A system-wide awareness of how to recognise and address the effects of traumatic stress, child screening and assessment, data systems, workforce development, and evidence-based and evidence-informed treatments are characteristics of trauma-informed child welfare systems.919 However, no particular specified activities or programmes exist because this approach tries to generate a tailored reaction to each child’s specific trauma history.920 Nonetheless, there is mounting proof that relationally focussed interventions and integrative treatment modalities are successful in treating developmental trauma disorder. The adaptable, component-based intervention known as attachment, regulation, and competency (ARC)921 was created for children and adolescents who have undergone complex trauma as well as for their caregiving systems. The four main research domains forming the basis of ARC are risk and resilience, attachment, traumatic stress, and normative childhood development. ARC is intended to be used as not only an organisational framework to support trauma-informed care in service systems but also an individual level clinical intervention in youth and family treatment settings. ARC-identified concepts have been applied successfully to the youth with a wide range of symptom presentations and developmental and cognitive functioning levels, from infancy to young adulthood.

			Considering the people working with children in childcare institutions, we can mention trauma systems therapy. A research-based strategy called the trauma systems therapy was created to help children and young people who have suffered trauma function better emotionally, socially, and behaviourally. According to trauma systems therapy, trauma must be addressed as a barrier to children’s self-regulation before they can identify and cope with it through cognitive behavioural therapy and other therapies. It is predicated on the idea that to give children a sense of safety and empower them to identify and process their trauma, the “triggers” in their surroundings that set off “fight, flight, or freeze” reactions must be lessened or eliminated.922 When trauma systems therapy was incorporated into child welfare systems, improvements were observed among not only care team members who had the closest contact with children but also those who had a more distant relationship. This suggests that the knowledge, expertise, and coherence of the child’s care team as a whole may be more responsible for producing better results than specific individuals.923

			Based on the proposed guidelines and available research, we briefly summarise several guidelines for trauma-informed care in the welfare system:

			
					Children who have experienced trauma often have heightened sensitivity to their environment. Trauma-conscious institutions should prioritise physical and emotional safety, providing predictable routines and clear boundaries that help children feel secure.

					Staff in trauma-conscious childcare institutions should be trained in recognising signs of trauma and responding with empathy. Teaching children healthy emotional regulation strategies empowers them to manage their feelings in a constructive manner.

					Building secure attachments is vital for children who have experienced trauma. Caregivers should employ attachment-focussed techniques that facilitate trust and emotional connections between children and caregivers.

					Trauma-informed practices involve understanding the effects of trauma and integrating this understanding into all aspects of care. This might include avoiding triggering language or situations and providing sensory tools to help children self-regulate.

					Collaboration with mental health professionals and families is essential. Trauma-conscious childcare institutions should establish partnerships that offer comprehensive support for children’s emotional well-being.

			

			6.3. Trauma-Informed Education System

			The goal of trauma-informed school approaches is to lessen the effects of trauma and support healing, growth, and change by utilising all facets of the educational system, including policies and procedures that collectively create safe and supportive learning environments.924 This helps support all students’ wellbeing and development and enables them to control their emotions, pay attention, and succeed in school and in their social and academic environments.

			Studies identified professional development as a key change agent, essential to developing trauma literacy and enhancing motivation to modify practices. Staff training helped staff members reframe difficult student behaviours to reduce their own potential reactive responses and the risk of punitive measures, which may have prevented future student escalation.925

			Adoption of trauma-informed rules and procedures, particularly regarding disciplinary processes, were viewed as important organisational reforms that would help minimise incidents and maximise learning time. Discipline reforms supported “time-in” rather than “time-out” in classes by focussing on developing self-regulation skills, improving empathy, and sustaining relational connection. The literature on evidence-based therapies for trauma provides significant support for swapping out punitive, reactive measures with restorative, strength-based, and skill-building approaches.926

			Various elements of trauma-informed schools, such as social and emotional wellbeing and strength-based relational practices, have strong evidence linking them to improved learning outcomes.927

			Approaches including restorative practices, mindfulness, social emotional learning, positive behavioural interventions and supports, and a focus on the school environment and culture have all seen notable increases in popularity and use. Many of these strategies offer learning, healing, support, and connections—all of which are beneficial for students who have experienced trauma.928 An evidence-based, tiered framework called positive behavioural interventions and supports is used to support students’ academic, behavioural, social, emotional, and mental health. When applied faithfully, this framework enhances academic performance, school atmosphere, and social emotional competency. It also enhances the health and happiness of teachers.929 It is a means of establishing learning settings that are encouraging, dependable, fair, and secure so that everyone can succeed.

			Based on the proposed guidelines and available research, we briefly summarise several guidelines for trauma-informed care in the education system:

			

			
					Educators should receive training in recognising signs of trauma and understanding its effects on learning and behaviour. This could empower teachers to create an inclusive and supportive classroom environment.

					Trauma-informed classrooms should prioritise emotional and physical safety. This involves establishing clear behaviour expectations and fostering a sense of belonging for all students.

					Teaching children self-regulation skills can aid their ability to manage emotions and stress.

					Children who have experienced trauma might have unique learning needs. Trauma-conscious education systems should develop individualised plans to accommodate these needs and provide necessary support.

					Social and emotional learning programmes could be integral to trauma-informed education. They equip students with skills for recognising and managing emotions, building positive relationships, and making responsible decisions.

					Recognising that trauma can be experienced differently across cultures, trauma-conscious education systems should embrace culturally responsive practices that honour students’ diverse backgrounds and experiences.

					Adequate training for caregivers and educators is crucial. This requires resources and commitment from institutions and governing bodies.

					Creating trauma-conscious environments may require additional resources, including staffing, materials for sensory tools, and mental health support.

					Effective collaboration between childcare, education, and mental health professionals is essential but can be complex to establish and maintain.

					Limitations in the research and overall lack of studies indicate that more rigorous collaborative research is needed to determine which approaches contribute to what positive outcomes, for which students and under what conditions.

			

			6.4. Trauma-Informed Justice Systems

			The juvenile justice system is a complex network of interconnected institutions, including police departments, courts, jails, detention facilities, or “training schools” (along with the educational programmes and medical care provided therein), probation and parole officers, residential facilities such as group homes and residential centres, and community rehabilitation programmes. The juvenile justice system has a widespread understanding that trauma plays a crucial role in the development and rehabilitation of juvenile offenders.930

			Numerous trauma-informed treatment programmes have been created to lessen the impact of trauma as juvenile justice systems have become more sensitive to the needs of traumatised adolescents. Studies on trauma-informed care show that the symptoms associated with trauma can be lessened with its use. Additionally, earlier studies have shown that trauma-informed therapy can lower behavioural transgressions and institutional violence.931

			While the fundamental aspects of trauma-informed practice were generally consistent, individual practices and policies showed a great deal of variance. More research is required to evaluate the variety of trauma-informed interventions at each step of the juvenile justice system.932

			Juvenile justice agencies should conduct trauma screening and thorough assessments of trauma-related symptoms for all young people who come into contact with the system to offer tailored therapy to adolescents with traumatic histories. Additionally, juvenile justice personnel should receive training on how to determine what type of therapy would be most advantageous for a certain child based on the outcomes of screening and assessment procedures.933

			Additionally, it is crucial that care providers apply evidence-based strategies that have been shown to be successful in treating trauma-related symptoms. While cognitive behavioural and skills-based programmes have been shown to be helpful in lowering trauma-related and other mental health symptoms, little is known about how well they work in preventing other outcomes, such as future violence and recidivism.934

			In light of the previous general guidelines, guidelines on the school and welfare system, and a few remarks regarding the trauma-informed justice system, we would like to conclude the story with a few ideas about the ways in which professionals in the legal system can contribute in different segments for the implementation of trauma-informed care:

			

			
					Professionals in the legal system are instrumental in ensuring that trauma survivors have access to justice. They can help survivors navigate the legal system, providing legal representation, information, and support throughout the process.

					Professionals in the legal system should advocate for the protection of the rights of trauma survivors, including the right to safety, privacy, and dignity. They can challenge systems or institutions that perpetuate retraumatisation or violate survivors’ rights.

					Professionals in the legal system could engage in policy advocacy to create and change laws and regulations that impact trauma survivors. This includes advocating for policies that support trauma-informed practices in various sectors, from healthcare to education.

					Professionals in the legal system can play a crucial role in raising awareness about the prevalence and impact of trauma. They can mobilise public opinion, engage with policymakers, and promote trauma-informed approaches in communities and organisations.

					Professionals in the legal system often work in collaboration with other professionals, including lawyers, healthcare providers, educators, and social workers, to promote trauma-informed practices. This collaboration ensures a holistic approach to supporting survivors.

					Professionals in the legal system could facilitate training and education programmes to help communities understand trauma and its effects. They can promote empathy, reduce stigma, and encourage community members to become allies in supporting survivors.

					Professionals in the legal system work to influence policy at the local, state, and national levels. They could lobby for changes that prioritise trauma-informed practices in various systems, including criminal justice, healthcare, and education.

					Professionals in the legal system can incorporate trauma-informed principles into their own legal practice. This involves recognising the trauma history of clients, adapting communication styles, and creating supportive legal environments.

			

			7. Challenges of Trauma-Informed Practices

			While the benefits of trauma-informed practices are substantial and promising, it is also essential to acknowledge their inherent limits and complexities. By comprehending both aspects, we can forge a more nuanced and informed path towards supporting and healing individuals who have experienced trauma, ultimately striving for a more compassionate and resilient society. Challenges in implementing the trauma-informed approach in systems can be summarised as follows.935, 936

			Implementing trauma-informed practices can be resource intensive in terms of time, training, and financial investment. Many organisations may struggle to allocate the necessary resources to fully embrace these principles.

			Trauma-informed practices are not universally applicable in the same way across all contexts. What works in one setting may not work in another. This necessitates flexibility and adaptability, which can be challenging to achieve consistently.

			While trauma-informed practices are widely recognised as beneficial, the empirical evidence supporting their effectiveness is still evolving. More research is needed to establish clear guidelines and best practices.937

			Without proper training and understanding, there is a risk of misapplying trauma-informed practices, which can inadvertently cause harm. For instance, making assumptions about individuals based on their trauma history can be counterproductive.

			Addressing trauma is complex, and the road to recovery can be long and challenging. Trauma-informed practices cannot provide quick fixes and require a long-term commitment to support survivors on their journey to healing.

			

			Some organisations and individuals may resist the shift towards trauma-informed practices, viewing it as a departure from established norms or practices. Overcoming this resistance can be a significant barrier to implementation.

			8. Conclusion

			In conclusion, trauma-informed practices offer numerous benefits in terms of improved mental health, resilience, and empowerment, as well as the reduction of retraumatisation. However, their implementation can be resource-intensive, context-specific, and complex. To maximise the benefits and minimise the limits, organisations and individuals must prioritise ongoing education, training, and a commitment to creating environments that prioritise the well-being of trauma survivors. Developing trauma-conscious childcare institutions and education systems represents a pivotal shift in how we approach the well-being and development of children who have experienced trauma. By recognising the effects of developmental trauma and implementing strategies that prioritise safety, empathy, and individualised support, we can create environments that foster healing, growth, and resilience. The journey towards trauma-conscious childcare and education is an ongoing process that requires collaboration, dedication, and a shared commitment to the well-being of every child.
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			CHAPTER 12

			What Can We Do for the Parents? 
How Can a Society Help Future Parents Support and Care for Their Children in the Best Possible Way?

			Marina MERKAŠ – Lana BATINIĆ

			Abstract

			Becoming a parent is one of the most life-changing experiences that has long-lasting consequences for not only the individual who has taken on this new role but also the child and, consequently, the whole society. There is no formal education for being a parent, and some people naturally have more skills and feel more confident. For some people, it could be intimidating to imagine how they will handle parenting. Before outlining how we can help parents, we must gain some understanding of the complex dynamics of parenting. First, contemporary changes in parenting are described; second, parental responsibility, parental competence, and positive parenting are defined, and we briefly describe what determines parenting and parental behaviour. Then, a list of possible ways to support parents as individuals and their living conditions is provided.
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			1. Introduction

			1.1. Contemporary Changes in Parenting and Parental Behaviour

			Changes in the society and living conditions during the last half of the century938 triggered changes in expectations and experiences of what parenting should look like.939 Over the past few decades, the maternal role as a primary carer has also changed due to women’s increased economic roles, declining fertility rates, implementation of paternity leaves in many countries, and more paternal involvement in family duties and childcare.940 However, mothering is still different from fathering despite the shift in gender and parental roles over time,941 and mothers continue to predominantly assume caregiving within the household.942 More recently, the COVID-19 pandemic has had a deep impact on family dynamics, relationships, and routine.943 As of writing this chapter, the war in Ukraine and migration trends bring new challenges for parents, and the policies and services of different countries since war and migration have also had a significant effect on parenting.944, 945 In the digital age, rapid development of technology contributed to changes in family life and modified the way parents and children communicate and interact more than ever.946 Parents today seek advice and are more inclined to look for support and help online before visiting a professional office or asking for help from family members or neighbours. Media content can include misinformation and be misleading because a mass of information is shared by people who are not parenting experts. It seems impossible to escape this fast information contamination and public disputes about how parenting should look like. To counterbalance such media and public debates, evidence-based information on parenting should be provided.

			All previously noted changes are likely related to the trend of intensive or over-involved parenting,947 especially among (upper) middle class parents. The evolution of intensive parenting is almost certainly a parental attempt to manage today’s uncertainty.948 Modern society has evolved into a risk-averse society because of the uncertainty of everyday living.949 This impression of children’s safety and vulnerability is influenced by the media, which made parents more vigilant about potential threats and fuelled their ongoing need to evaluate and manage risks in all facets of their children’s lives.950 Moreover, because of the stronger individualism of parental responsibility due to the feeling of disconnection from extended family and community, parents are left with growing concerns about their ability and power to ensure their children’s well-being and success.951 This intensive parenting approach is usually well intended but generally hinders children’s development of autonomy and self-reliance.

			The literature has several variations and modern terms for such parenting, such as “concerted-cultivating parenting”,952, 953 “helicopter parenting”,954, 955, 956, 957 “tiger parenting”,958, 959, 960, 961 “bulldozer parenting”,962 “lawnmower parenting”,963, 964 and “snowplough parenting”.965, 966 Research using the dimensional approach to parenting describes, for example, intrusive,967 overprotective,968 and overinvolved969 parenting. All these terms describe parenting that involves excessive intervention in and control of a child’s life; although there are slight differences, all these variations can be summed up as overparenting.970, 971 Overparenting is intrusive, overcontrolling, and overly assertive, and it involves developmentally inappropriate parental involvement or behaviour towards children to promote children’s achievement; remove obstacles or difficulties; and ensure happiness, success, and well-being.972, 973

			Although parenting behaviours have evolved, classic parenting styles and dimensions remain relevant.974 Diane Baumrind,975 the pioneer of parenting styles, emphasised control as a crucial parental feature, identifying three models: authoritarian (rigid and strict), authoritative (democratically consistent), and permissive. Eleanor Emmons Maccoby and John Martin976 introduced the term demandingness instead of control and added parental warmth. Combining these dimensions resulted in today’s four parenting styles: authoritarian, authoritative, permissive, and neglecting.977 Research consistently supports the positive impact of authoritative parenting on child development.978

			1.2. Raising Children in the Digital Age

			In the digital age, parents feel the need to monitor and manage children’s device and media use. Parental mediation refers to the involvement of parents or caregivers in managing and guiding their children’s use of media and technology.979 The primary goal of parental mediation is to ensure that children have a safe and beneficial media experience while also promoting their media literacy and critical thinking skills. Parents use different strategies of mediation.980, 981, 982 Parental restrictions, prohibitions, or insistence on close parental supervision are examples of restrictive mediation.983 Enabling mediation involves parents engaging in proactive strategies such as talking to their children about their online activities and encouraging them while also providing safety advice. It also includes actions that may appear restrictive (e.g. the use of technical controls and parental monitoring) but are better understood as creating a safe environment to encourage children’s positive use of the internet.984 Parental mediation can vary depending on the age and maturity of the child.

			Research showed how technology can disrupt parenting, namely by phubbing and sharenting.985 Parental phubbing specifically pertains to parents’ acts of paying more attention to their smartphones or other electronic devices than to their children, particularly during face-to-face social interactions. Parental phubbing is associated with “technoference”, which, in the context of parenting, refers to everyday intrusions and interruptions of parent-child face-to-face interactions due to parents’ technology devices, most often cell phones or smartphones.986 Research shows that this act negatively affects parenting and child development. “Sharenting”987 refers to the practice of parents sharing information, pictures, and updates about their children on social media platforms and other online spaces. While sharenting can be a way for parents to connect with friends and family, seek advice, and celebrate their children’s achievements, it also raises privacy and ethical concerns.

			2. Who Is a Parent, and What Is Parental Responsibility?

			A parent is responsible for children’s upbringing, education, and property and, in European Union (EU) countries, has the right to represent children legally.988 A married father and a mother both have automatic parental responsibility in all EU countries.989 Depending on the country, different laws govern which obligations and rights an unmarried father is entitled to.990 In most countries, parents have an 18-year obligation to take care of a child.991

			According to Art. 18 of the Convention on the Rights of the Child,992 three components make up a parent’s obligation to raise a child.993 First, the obligation must be shared equally and agreed upon by both parents. Second, parents or other carers are largely held accountable. Third, the obligation must be given with the child’s best interests as the primary consideration. The convention994 postulates that parents are the primary persons responsible for the development of children, that they have parental responsibility for children, and that they must behave in the best interest of the child. Legal guardians, or other individuals legally responsible for a child, have parental responsibility similar to parents. Parental responsibility can be described as the legal right to participate in decisions that affect a child’s life, such as those involving his or her education, health, and any medical care he or she may get. The focus is on the parents’ duties towards their children; that is, parents must behave dutifully towards their children, and childcare belongs to parents.995 In sum, parents, legal guardians, or other individuals legally responsible for a child have legal and moral obligations and duties towards children, which are called responsibilities. In this context, parents may be described as authorities, providers, caregivers, protectors, and socialisers.996 The specific definition and general scope of parental responsibility include providing for and ensuring the child’s needs, physical and emotional safety, education, healthcare, emotional support and nurturing, financial support, stability, and consistency, as well as making legal decisions for the child and guiding the child’s cultural and religious upbringing.997

			However, “responsibility” refers to a function that should be carried out by the parent rather than by another entity998 and not to how the parent really acts towards his child. Ultimately, parental responsibility is grounded in the principle that parents have a duty to act in the best interests of their child and ensuring their safety, well-being, and development into responsible and well-adjusted individuals. This exact principle also guides lawyers in the domain of child protection who aspire to have parents take on their responsibilities to meet the needs and uphold the rights of children and eventually ensure positive child development and well-being. Since the outcomes of child protection cases have a significant impact on the life of children and their families, lawyers often must put additional effort to ensure that the legal process takes place and necessary decisions are made with due caution and sensitivity.999 This effort of lawyers can be seen in actions such as participating in open and democratic discussions with children, assisting in their legal education, establishing a mutual understanding with all participants in the legal process of child protection involvement, and making sure there are adaptable chances for involvement.1000 Hence, there are ample opportunities for interdisciplinary collaboration between psychologists and lawyers.

			The explicit connection between law and psychology in the context of children’s well-being can be depicted as follows. The law establishes rules and regulations that define parental responsibilities and rights. It sets the guidelines for custody, visitation, child support, and various legal aspects of parenting. This legal framework ensures that parents have specific obligations and that children have certain rights under the law. Psychology, on the other hand, plays a critical role in understanding the psychological needs of children. It delves into the emotional, cognitive, and social aspects of a child’s development. Psychologists can assess and address issues such as emotional well-being, trauma, behaviour, and overall mental health. They provide insights into how different parenting approaches can impact a child’s well-being. When we combine these two disciplines, an interdisciplinary approach emerges. It means that legal decisions related to child custody, support, and visitation are made with a deep understanding of the psychological needs and well-being of the children involved. By considering psychological factors alongside legal considerations, we can create more holistic and child-centred solutions. The goal of this interdisciplinary connection is to ensure that children receive the care, support, and protection they need for their optimal development and happiness. This means that legal decisions are not made in isolation but are informed by psychological insights. This also acknowledges that the well-being of children goes beyond just meeting their basic needs; it includes their emotional and psychological health, which can significantly impact their future well-being. In conclusion, when psychology and law work together to promote children’s well-being, a thorough and child-centred strategy is produced, with legal choices being based on a thorough comprehension of the psychological requirements of children to support their best possible growth and well-being.

			In this context, it can be useful for lawyers to gain specific knowledge about parenting, which will be discussed further.

			3. What Are Parental Competence and Positive Parenting?

			Just because someone has parental responsibility legally and is authorised as a “parent” does not imply that they are a loving and caring parent, or that he or she acts in this way or behaves in the best interest of the child. Being a loving and caring parent means to practice positive parenting. According to the Council of Europe, positive parenting involves parental behaviour based on the best interests of the child that is nurturing, empowering, non-violent, and provides recognition and guidance, which involves setting of boundaries to enable the full development of the child.1001 Parents should give their children the following: “nurture” by meeting the children’s need for affection, warmth, and security; “structure and guidance” by giving the children a sense of security, predictable routine, and necessary boundaries; “recognition” by paying attention to the children and valuing them as persons; “empowerment” by boosting the children’s sense of competence and personal control; and “a non-violent upbringing” by excluding all corporal or psychological punishment because of children’s rights to respect for their bodily integrity and human dignity.1002 These parental behaviours sum up the authoritative parenting style.

			To be able to practice positive parenting, one must have parental competencies. Parental competence is defined by its impacts, and although it has been studied from several angles, all of them converge on at least three key criteria.1003 The first is that, regardless of the developmental stage of the child, warmth, acceptance, and sensitivity to children’s basic needs; social cues; and what is adequately expected for a given child’s developmental level appear to be universal components of successful parenting. However, the ability to be sensitive does not define or guarantee parental competence because it must be put into practise for the care to be regarded as competent. Parenting that is sensitively attuned to children’s capabilities and their developmental tasks promotes developmental outcomes that are thought to be important: emotional security, behavioural independence, social competence, and intellectual achievement.1004 The second criterion is that strict, harsh, critical, and coercive parenting is universally recognised as being bad for children. Third, although parental participation is not a good indicator of parenting ability on its own, it is probably better than not being involved at all. Therefore, the level and consistency of parental participation in a child’s life and upbringing matters.

			We can highlight the intersection of law and psychology when it comes to the well-being of children, specifically in the context of fulfilling parental responsibilities and addressing psychological needs. This intersection can be seen as an interdisciplinary connection where legal and psychological aspects come together to promote the overall well-being of children. In this interdisciplinary connection, the law provides a framework for defining and enforcing parental responsibilities and rights, while psychology plays a crucial role in understanding and addressing the psychological needs and well-being of children. By integrating these two disciplines, we can better ensure that children receive the necessary care, support, and protection they need for their optimal development and well-being.

			4. What Determines Parenting and Parental Behaviour?

			Belsky’s comprehensive process model,1005 which considers various factors such as developmental history, personality, marital relations, work, social network, and child characteristics, sheds light on parenting dynamics. For instance, one’s developmental history, including experiences such as divorce1006 or parental conflicts1007 during upbringing, has a lasting impact on one’s adult intimate relationships and own families. People mainly learn to form close bonds in their families of origin, and based on their early experiences with parents, they develop an inner working model of their self and of others.1008, 1009 Parental divorce can affect the nature of the parent-child relationship, disrupting the attachment between the child and parents, which then negatively affects intimate relationships.1010 Secure attachment to parents in childhood tends to translate into more sensitive and emotionally warm parenting in adulthood.1011

			Personality traits also play a crucial role. Parents with high extraversion, agreeableness, conscientiousness, and openness tend to provide warmer and more organised parenting.1012 Conversely, those with elevated levels of neuroticism may adopt an authoritarian style and become overly protective.1013 Furthermore, studies indicate that higher parental self-efficacy1014, 1015 is linked to a nurturing and supportive child-rearing environment.1016

			The transition to parenthood1017 can be challenging for a partner relationship as parents must adjust to their new roles and responsibilities, which can affect the quality of their relationship.1018 Concerning work, schedules that do not align well with family life, such as evening or weekend work (especially working Sundays),1019 shift work, and excessive overtime, are linked to stress related to balancing work and family.1020 This conflict can arise from time constraints, constant tension, fatigue, or ineffective time management,1021 with accumulated overtime hours adding strain to marital relationships.1022 Furthermore, absence or inadequacy of social support can jeopardise parents’ well-being and lead to potentially inappropriate parenting practices.1023

			Before providing recommendations for supporting parents, it is essential to emphasise the pivotal role of children in the dynamics of parenting. Research, influenced by Bell’s1024 ground-breaking work on socialisation effects, has revealed that children significantly impact their parents and parenting behaviours. Factors such as the child’s age, gender, and temperament1025 have a profound influence on how parents interact with them.1026 Parenting differs when dealing with a challenging versus an easy-going child or when caring for a toddler compared to an adolescent. Furthermore, children themselves interpret and respond to parenting behaviours, and their perceptions change as they age and develop. They actively participate in the parenting process; for instance, adolescents’ willingness to disclose information to their parents can affect parental knowledge and subsequently reduce problem behaviours over time.1027, 1028 In essence, every child is unique and interprets parental actions in their own way. This relationship is reciprocal and evolves as both the parents and child grow older. It is crucial to bear in mind that not all parents, children, and families will respond favourably to a one-size-fits-all approach to support.

			Parenting exists within a complex ecological framework.1029 To support parents in becoming responsible, positive, and competent caregivers, Bronfenbrenner’s ecological model1030 places parents at the centre, primarily engaging with the family microsystem. This microsystem includes factors within the family, such as the marital relationship, child characteristics and behaviours, and parental mental health. In today’s digital age, we also recognise virtual microsystems as significant contexts for parental engagement,1031 according to the neo-ecological theory.1032 Moving outward, mesosystemic influences involve interactions between parents and other microsystems, such as the child’s school, parents’ workplace, and healthcare systems. Beyond this, the exosystem encompasses more distant influences on parenting, including economic and political systems, government policies, and mass media. For example, a healthy economy with ample job opportunities and decent wages benefits parents and parenting, while economic hardship, including poverty and financial struggles, poses risks to positive parenting.1033 The macrosystem, the largest layer, represents cultural ideologies and values. While there are cultural variations in parenting practices related to parental ethnotheories,1034, 1035 there are also shared global parenting goals.1036 Parents universally desire their children to survive, thrive, respect adults, socialise effectively, succeed in adulthood, and receive education. They generally believe in the negative consequences of overly harsh parenting. However, cultural differences exist in how these goals are pursued.1037 Lastly, the chronosystem acknowledges that diverse environmental and historical influences on parenting may occur at various time points.

			5. Support for Parents

			The challenge today is not that the evidence is insufficient to show the effects of parenting, but rather that evidence has revealed a reality that is far more complex than critics expected or that writers can convey in most popular media outlets.1038 The same level of education and guidance does not need to be provided to all parents.1039 Public service announcements, one-time community seminars, and printed or online resources such as newsletters and parenting articles that teach fundamental knowledge about child development and parenting techniques are a few examples of ways to provide support. The literature advocates that parenting approaches and their impact vary because parenting is embedded in history, modernisation, and the wider social context; parents depend on social and economic resources in their functioning and their family’s functioning; parenting is a “family-centred process”,1040 bidirectional in nature between a child and a parent; and the parent’s and child’s characteristics impact parenting. ‘Given the systematic nature of parenting’ ecology, a single problem or policy has the potential to benefit parents, even if it is a distal factor’.1041 However, additional elements may quickly outweigh the advantages of a single constructive improvement. Therefore, it makes sense to approach the topic of parenting support from a comprehensive and systematic perspective. This also involves respecting the notion that social support encompasses various types of assistance, such as instrumental (e.g. financial help or support with everyday chores), informational (e.g. advice and feedback on personal and family matters), and emotional (e.g. empathy and expressions of care).1042 Drawing on the recent literature about supporting parenting,1043, 1044 implications for policies and support are discussed next, considering an evidence-based and culturally sensitive framework of parenting when applied in real life.

			5.1. Individual-Level Factors: Helping Parents Thrive as Individuals

			Clear and strong evidence from the literature confirms that parents’ psychological distress and parents’ relationship problems with their partner or spouse are two proximal determinants that seem to have the strongest link to and pose risk factors for positive and competent parenting.1045 “Distress” refers to the triad of depression, anxiety, and stress that negatively affects positive and competent parenting. When parents are distressed and have marital problems, parenting worsens. Thus, the aim of support for parents should be to strengthen them as individuals so they can face the challenges of parenting and practice positive parenting.

			Here is a list of different specific and general ways to support current and future parents, with the aim of strengthening them as individuals who will have better well-being, better parental competencies, and ability to practice positive parenting.

			
					Develop and implement high-quality, easily accessible parenting education programmes: Offer accessible and affordable parenting education programmes by experts covering child development, discipline, communication, parental mediation, overparenting, co-parenting, and stress management. These programmes can be conducted in schools, community centres, and online, and they should be easily accessible to parents. Regulate these high-quality programmes for practical, guided training and knowledge transfer, involving teachers, kindergartens, and schools. Incorporate evidence-based parental education into high school and college curricula for both genders. Develop and implement parenting interventions that enhance parenting skills and relationships, benefiting children’s emotional, cognitive, behavioural, and health outcomes.1046 These interventions are essential for EU member states to support families.1047 Effective parent-training programmes include increasing positive parent-child interactions and emotional communication skills, teaching parents to use time out and the importance of parenting consistency, and requiring parents to practice new skills with their children during parent training sessions.1048 It is also important to emphasise the co-parenting skills and relationship.

					Support the creation of parent support groups, parental support networks, and parenting hotlines: Facilitate support groups where parents can connect with others who face similar challenges. These groups can provide a sense of community, share experiences, and offer emotional support. Encourage the formation of parental support networks, such as parent-teacher associations and neighbourhood groups that facilitate peer support and community engagement. Establish helplines or hotlines staffed by trained professionals who can provide advice, guidance, and emotional support to parents facing challenges or seeking information.

					Develop and install high-quality and easily accessible mental health services, counselling services, and online mental health support: Offer counselling services to parents who may be dealing with issues such as substance abuse, domestic violence, or mental health issues.

					Develop and implement prenatal and postnatal support: Ensure expectant parents receive comprehensive prenatal care, including healthcare access, childbirth education, and postnatal resources, as well as breastfeeding support. Encourage fathers to participate in obstetric and paediatric visits. Implement home visiting programmes for guidance and support, especially for families with young children.

					Enable access to educational resources and technology: Ensure parents can access parenting resources, including books, articles, online materials, and community services. Promote digital literacy and technological access for parenting information. Establish programmes to support high school completion, college enrolment, and job training, particularly for parents facing social inequalities.

			

			

			5.2. Contextual and Social-Level Factors: Policies, Services, and Programmes

			Designing approaches and policies that are strength- and community-based and family-centred as well as permit individualised support for all families1049 should be our goal in the future. Provide a continuum of parenting services across all communities, starting with preventative strategies and incorporating strategies that have been tailored for parents who are at risk from proximal or distal influences.1050, 1051, 1052

			Here is a list of different specific and general ways to support current and future parents, with the aim of making their living environment supportive and nurturing.

			

			
					Develop and implement child and family services: Enhance child protective services and family support agencies to aid families facing challenges such as substance abuse and domestic violence. Establish community centres for resource access, workshops, and family activities. Provide respite care for parents of children with special needs or those having high stress levels. Promote community resources such as family support centres and gardens for education, social support, and recreation. Strengthen local support in childcare, schools, family centres, parks, and organised activities, especially in disadvantaged areas. Ensure services are accessible in frequently visited places such as hospitals, schools, churches, and community centres.

					Develop and implement parent and family friendly policies: Develop policies and programmes that are inclusive and culturally sensitive, recognising the diverse needs of families from various backgrounds and communities. Encourage flexible work policies and parental leave options that allow parents to better balance their career and family responsibilities (e.g. regular work schedule, standardised flexible work hours, telecommuting options, and parental leave for both parents). Develop and implement labour market and welfare policies that mitigate family stress and enhance family bonding (e.g. paid leave). Ensure that insurance policies cover two-generation integrated services and permit the participation of additional carers, such grandparents, in the support network through legislation.

					Launch public awareness campaigns: Launch public awareness campaigns about support for parents, investment in child well-being, and available resources. Reduce stigma and encourage participation in evidence-based parent training with campaigns highlighting parenting’s value for all. Promote nurturing, communicative, and non-violent discipline methods in media. Advocate for family-supportive policies. Disseminate parenting information through campaigns, printed materials, and school/community events. Implement policies for distributing parenting resources at obstetrics/gynaecology and paediatric offices. Support efforts to expand proven parent-training programmes for parents facing depression or relationship and marital problems.

					Develop and implement high-quality education and healthcare services for children: Ensure equitable access to quality education for all children, regardless of socioeconomic status. Provide affordable, safe, and high-quality childcare to support working parents and their children. Offer subsidised childcare services for families facing work-family balance challenges. Enhance school-family relationships and manage parental involvement. Expand access to affordable, high-quality childcare for babies and young children, and summer programmes for school-aged children, including those with special needs and during non-traditional hours.

					Provide professional training: Train educators, healthcare providers, and social workers to identify parental stress and challenges, offering referrals and assistance. Provide cultural sensitivity training for professionals working with diverse families. Implement parenting knowledge, risk, and psychopathology screenings at obstetrics/gynaecology and paediatric offices, schools, and kindergartens. Educate paediatric staff and teachers on interpreting and prioritising screening results for appropriate community service referrals.

					Provide financial support: Ensure parental access to financial assistance programmes (e.g. child support, food, housing) to reduce financial stress, but condition it on the attendance of parenting programmes. Increase economic support through cash transfers to low-income families and improve employment opportunities by raising the minimum wage. Expand tax credit for low-income families and offer paid family and sick leave. Enhance paid parental leave for childbirth and provide state-wide support for unemployed worker retraining and affordable job training. Ensure affordable healthcare for preventive and timely medical care. Expand day-care tax credits and simplify the application process to help families afford high-quality childcare.

					Collect data: Invest in research and data collection to better understand the needs of parents and children and to inform evidence-based policies and programmes.

			

			5.3. How Can Lawyers Support Parents?

			Lawyers can assist parents in various legal matters and situations, ensuring that their rights are protected and that they are able to fulfil their responsibilities as parents. Here are some ways in which lawyers can help parents:1053, 1054, 1055, 1056, 1057

			
					Legal advice and consultation: Lawyers can offer legal advice to parents on various family law issues, including divorce,1058 child custody, child support, and property division. Lawyers can educate parents about their legal rights and responsibilities, helping them make informed decisions regarding their family and children.1059 Lawyers can navigate various legal processes, ensuring that parents meet deadlines, file the necessary paperwork, and adhere to legal requirements.

					Drafting of legal documents: Lawyers can draft legal documents, such as parenting plans, custody agreements, guardianship designations to ensure that their children are cared for in the event of their death or incapacitation, prenuptial agreements, and wills, to ensure that the legal aspects of parenting and family matters are properly addressed.

					Legal representation: Lawyers assist parents in various legal proceedings such as divorce, child custody, adoption, and child support cases. They advocate for their clients’ rights and represent them in court. In custody disputes, lawyers provide guidance, negotiate agreements, and prioritise children’s best interests. During divorce or separation, lawyers handle property division, spousal support, child support, and parenting plans for custody and visitation arrangements.

					Enforcement of court orders: Lawyers help parents enforce court orders for child support, visitation, and custody. They take legal action against non-compliant parents. When circumstances change, lawyers assist in modifying existing orders due to changes in income, living, or child needs. In cases of domestic violence or child abuse, lawyers aid in obtaining protection orders for parent and child safety.

					Adoption: Lawyers aid parents in adoption, handling of paperwork, compliance with adoption laws, and court representation when needed. They assist with guardianship and foster care, helping parents establish legal guardianship or navigate the foster care system. For surrogacy and assisted reproduction, lawyers offer guidance on parental rights and responsibilities in complex legal matters.

					Paternity issues: Lawyers can handle paternity cases, representing parents in legal matters concerning paternity, child custody, and child support. They also protect and assert parental rights, particularly in cases involving disputes or challenges.

					Mediation and alternative dispute resolution: Lawyers1060, 1061 assist parents in resolving conflicts cooperatively outside of court. They focus on co-parenting, communication, and decision-making to create a healthier family environment for the child.

					Child advocacy:1062, 1063 In cases prioritising the child’s well-being, lawyers advocate for their rights and needs. For child support matters, family law specialists assist in determining support amounts and enforcing orders. In education, lawyers help parents advocate for their child’s educational rights, especially if the child has special needs or faces school-related challenges.

			

			

			6. Concluding Remarks

			When it comes to the well-being of children, specifically in the context of fulfilling parental responsibilities and addressing children’s needs, the intersection of law and psychology can be seen as an interdisciplinary connection where the legal and psychological aspects come together to promote the overall well-being of children. In this interdisciplinary connection, the law provides a framework for defining and enforcing parental responsibilities and rights, while psychology plays a crucial role in understanding and addressing the psychological needs and well-being of children. By integrating these two disciplines, we can better ensure that children receive the necessary care, support, and protection they need for their optimal development and well-being.

			Supportive communities, access to resources, and a strong social network can contribute to parental competence and positive parenting, which are continuous and evolving processes. It is important to note that there is no one-size-fits-all approach to parenting, as each child is unique, and parenting styles and practices may need to be adjusted to suit children’s individual needs and personalities. One-parent and immigrant families depend on a smaller support network, particularly in terms of family members, and need more support compared to other family types. Investment in promoting the father’s involvement, negative effects of overparenting, negative impact of media and technology use on parenting, and education and the promotion of parental mediation of children’s digital technology use are needed.

			Programmes and policies aimed at parenting must recognise the cultural similarities and differences across a country’s communities. There is neither a universal answer to parenting nor a justification for treating all parents from a certain culture uniformly. Instead, parenting programmes must be designed with an awareness of the situations in which they will be used and adapted to be as effective as possible in those contexts.

			Parents have a legal right and obligation to decide for their children, considering the best interests of the child. Support must be provided to them not only as individuals but also in the context of their childcare and living. Support should be given to parents to develop their parental competence and skills in positive parenting before legally taking their parental responsibility from them. Support for parents should be a joint activity of different stakeholders and stem from the collaboration efforts of the government and non-governmental sectors that need to be educated about the importance of parenting and support to parents.
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