
Foreword

The Road to Hell Is Paved with Pseudoscientific
Techniques

Scott O. Lilienfeld

When it comes to helping others with psychological problems, good
intentions are essential. Still, as this immensely valuable volume edited
by Stephen Hupp amply illustrates, good intentions are not sufficient.
The history of medicine, including psychiatry, is a sobering reminder that
even the best-meaning practitioners can do terrible harm. Most histor-
ians of medicine maintain that until about 1890, the substantial majority
of physical procedures were useless or iatrogenic (Grove&Meehl, 1996).
In the early twenty-first century, it is all too easy to forget that for
decades or even centuries, such since-debunked interventions as bleed-
ing, blistering, purging, leeching, bloodletting, spinning, and the like
were widely accepted bymany practitioners as effective for the treatment
of mental disorders (Gambrill, 2012). Today, these “treatments” under-
standably strike most of us as barbaric and inhumane. Yet almost cer-
tainly, the health care providers who provided them were convinced that
their nostrums were helpful. They meant well.

Yes, outright charlatans exist in mental health, and the sprawling
discipline of child and adolescent psychological and psychiatric treat-
ment is no exception. Nevertheless, deliberate snake oil salespersons are
few and far between. Most of the practitioners of the dubious techniques
surveyed in this remarkably comprehensive volume mean well, much as
did past purveyors of bleeding, blistering, and the like. Andmost of these
practitioners are almost surely convinced that their preferred ministra-
tions work. Why?

The reason is that they rely largely on their clinical intuitions and
informal clinical observations, both of which can often be helpful for
generating fruitful hypotheses but which tend to be woefully ill suited to
ascertaining whether treatments work. For this crucial task, wemust turn
to scientific methods, which are partial bulwarks against confirmation
bias, the deeply entrenched tendency – to which we are all prone – to
seek out, interpret, and recall evidence consistent with our hypotheses
and to deny, dismiss, or distort evidence that is not (Nickerson, 1998;
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Tavris & Aronson, 2008). In the domains of mental health treatment
research, such methods encompass randomized controlled trials; sys-
tematic within-subject designs; and when these are not feasible, well-
controlled case control designs (Lilienfeld, Ritschel, Lynn, Cautin, &
Latzman, 2014). None of these designs is a panacea, but each affords
a much-needed check against regression to the mean, placebo effects,
multiple treatment interference, and a plethora of other sources of
spurious therapeutic effectiveness (Lilienfeld, McKay, & Hollon, 2018).
In this respect, these designs are also critical safeguards against our own
propensity to dupe ourselves into believing that our favored interven-
tions workwhen they do not. As the late Robert Pirsig (1974) wrote in his
classic book, Zen and the Art of Motorcycle Maintenance, “the real
purpose of the scientific method is to make sure nature hasn’t misled
you into thinking you know something you actually don’t know” (p. 108).

Early in the course of their training, many cliniciansmay somehow find
a scientific approach to clinical practice to be impersonal or heartless.
“I don’t want to learn about research; I just want to help people,” they
may think. Even some experienced practitioners may at times lapse into
this fallacious reasoning. Nevertheless, one must be careful not to con-
fuse hard-headedness with hard-heartedness (Meehl, 1973). Being
a rigorous thinker is not incompatible with being a caring professional.
To the contrary, a genuinely humane approach to practice demands the
use of scientific methods, because these methods are ultimately our best
hope for minimizing errors in our clinical inferences, including treatment
decisions (McKay, 2017).

As soon as we believe ourselves to be immune to error in clinical
settings, we are operating with intellectual hubris. In contrast, the adop-
tion of a scientific approach embodies the attitude of intellectual humi-
lity, which mandates a willingness to acknowledge the possibility that we
might be mistaken (see also Leary et al., 2017). As astrophysicist and
science writer Carl Sagan (1995) noted, good scientists always hear
a little voice in their heads that incessantly intones “you might be
wrong.” The same principle holds for clinical scientists, whether they
are functioning in the therapy room, laboratory, or classroom.

In an influential but controversial recent book, Paul Bloom (2017)
argued that empathy, which he defines as experiencing the same emo-
tions as the person with whom one is identifying, is unhelpful and often
harmful, as it tends to lead to a loss of perspective. Instead, Bloom
maintained, we should strive to cultivate what he terms rational compas-
sion, in which we combine caring with a dispassionate view of reality. All
good surgeons understand this principle. They need to retain their
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concern for their patients, of course, but they also need to distance
themselves appropriately from their emotions in the long-term service
of helping. The merits or lack thereof of Bloom’s specific arguments
notwithstanding, the overarching point remains. Science is not the
enemy of caring; it is its best friend.

As you read the chapters of this important volume, remember that
virtually all advocates of the bewildering panoply of unsupported clinical
techniques discussed within its pages sincerely want to help.
Furthermore, almost all of them believe that they are helping. Yet in
many or most cases, they are being fooled or more precisely, fooling
themselves.

These practitioners are owed some of the blame, to be sure, but even
more of the blame goes to the allied disciplines of mental health, such as
psychology, psychiatry, psychiatric nursing, social work, and counseling,
for not doing a better job of inculcating scientific thinking in their
students. In this respect, this book is a crucial corrective: it is
a wonderful resource for how to think clearly about childhood and
adolescent mental health problems and their treatment. In addition,
this book is a powerful antidote against the seductive temptations of
pseudoscience. It reminds us that the impetus to help is by itself futile.
It must be fused with an impetus to understand the humanmind using the
best available scientific methods.
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Preface

Most other books about psychotherapy emphasize everything you need
to learn. This is one of the rare books to focus on what you’d be better off
to avoid learning. If fact, I’d be delighted if you never really learned
anything described within. Unfortunately, I’ve come to realize that with-
out knowing it, you and I have already learned much about great myths,
fads, fallacies, frauds, and hoaxes. And so nowwemust take amoment to
consider pseudoscience and other questionable ideas related to
psychotherapy.

The goal is for this book to stand alone as a resource. That is, even
though it was developed in tandem with a related book called Child and
Adolescent Psychotherapy (Hupp, 2018), you can still hope to get plenty
out of this book without also reading its companion. Reading both
together has its advantages, but this book could actually serve as
a companion book to any of the other excellent books about psychother-
apy with youth.

This book has a few unique attributes. First, the coverage is
broad. Second, the organization of topics mirrors the Diagnostic and
Statistical Manual. Finally, in addition to chapters by many of the top
scholars in the field of psychology, this book includes multidisciplinary
contributions from the fields of science communication and skepticism.

Unique Attributes

This book is a skeptical field guide to be included in graduate and under-
graduate courses related to child and adolescent psychology. Specifically,
it supplements readings about evidence-based approaches in courses
related to Psychotherapy, Counseling, Behavior Therapy, and even
Psychopathology. Therapists who work with youth can also use this
book as a starting point for learning more about pseudoscience.
Parents may also benefit from reading about these topics.

Broad Coverage

This book was designed to have very broad coverage in a few different
ways:
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• Types of pseudoscience and questionable ideas. This book includes
many treatment approaches that are problematic in different ways,
and it also covers other areas that influence treatment. For their topic,
the chapter authors were asked to consider the following issues:
• implausible treatments
• ineffective treatments
• potentially harmful treatments
• diagnostic controversies
• questionable assessment practices
• myths that influence treatment
• undermining evidence-based approaches

• Topic selection and age range.This book covers a wide range of topics
that mirror the same topics fromChild and Adolescent Psychotherapy,
which includes a broader coverage of topics than that found in most
other similar books. This book also covers everything from infancy
through adolescence.

Expert Contributors

Perhaps the greatest strength of this book is the lineup of contributors.
If you don’t recognize most of these names, now is the perfect time to
start getting to know them!

Expert chapter authors. Our Foreword contributor really sets the stage
for a star-studded lineup of psychological skepticism. All these authors
regularly publish articles in top-tier academic journals, and several con-
tributors have published influential books, some of which inspired the
development of this book. Many chapter authors are in academia, while
others work in hospitals or private practice. The represented fields of the
chapter authors include clinical psychology, school psychology, develop-
mental psychology, applied behavior analysis, pediatrics, and social
work. A few students also chipped in and will likely continue the fight
for evidence-based practices long into the future.

Sidebars from interdisciplinary science communicators. In addition to
the experts who wrote each of the chapters, each chapter includes
a sidebar written by a prominent science communicator. These sidebar
authors come from fields including pediatrics, dentistry, obstetrics,
anthropology, neuroscience, and psychology. Most of these authors are
well known in the skeptical community, and many of them regularly
contribute to skeptical magazines, blogs, and websites. Several of the
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Sidebar contributors have written books or developed podcasts, and one
even developed, directed, and produced a skeptical film!

Sidebar topics were selected to integrate well with the material in each
chapter. It’s important to note here, though, that in nearly all cases the
chapter authors and the sidebar authors worked independently. That is,
the views of the chapter authors do not necessarily reflect the views of the
sidebars’ authors (and vice versa).
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1

Critical Thinking about Psychotherapy

Stephen Hupp, Jean Mercer, Bruce A. Thyer, and Monica Pignotti

We’ll give you the good news first – multiple evidence-based treatments
(EBTs) have been identified for most psychological challenges that
children and adolescents face, and the Society of Clinical Child and
Adolescent Psychology, also known as Division 53 of the American
Psychological Association, has been at the forefront of identifying
EBTs for youth (the term “youth” will be used throughout this book to
represent both children and adolescents, and sometimes even infants).
As you glance through the chapter titles of this book, you should know
that authors writing on these same topics in the companion book, entitled
Child and Adolescent Psychotherapy (Hupp, 2018), were able to find
research-supported approaches to treating all of these topics. In some
cases, the treatments are well established, meaning they have at least two
well-designed studies by different research teams. In other cases, the
research is not quite as strong, but there’s enough to give any clinician
a good starting point for conducting therapy. Admittedly, no treatment
works for everyone. Moreover, even when a treatment does help a child
improve psychological functioning, the child may still continue to experi-
ence some symptoms over time. That is to say, the science of clinical child
and adolescent psychology is not perfect, is not complete, and is not
finished moving forward.

Now for the bad news – the science of clinical child and adolescent
psychology is not being utilized to its fullest. Not even close. Despite
having access to information about which treatments have solid research
support, many therapists are not using these treatments. Even worse,
they are frequently using treatments that have already been shown to be
ineffective (Lilienfeld, 2005; Lilienfeld, Ammirati, & David, 2012).
In fact, one study identified 63 ineffective treatments for youth that
have been discredited in a Delphi poll with experts (Koocher et al.,
2015). Ineffective treatments are problematic because they (a) waste
time, (b) cost money, (c) damage the credibility of therapists, and (d)
may cause considerable harm to youth and their parents. The use of
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ineffective treatments is also disconcerting when considering the strong
literature in support of several evidence-based approaches. With so
many valuable treatments available, there is no good reason to use
a treatment that has been shown to be ineffective, especially if it has
been shown to be harmful.

1.1 Pseudoscience and Questionable Ideas

Some practitioners continue to argue that an ineffective treatment
works, often relying on poorly designed studies to bolster their argu-
ments, even after well-designed studies show the treatment is ineffective.
Other times practitioners grossly misinterpret the results of other studies
as a way to support their use of an ineffective treatment. Both cases are
examples of engaging in pseudoscience. Although pseudoscience has
been said to be a “fuzzy” term (McNally, 2003), a more formal definition
was offered by the philosopher of science Mario Bunge as “a body of
beliefs and practices whose practitioners wish, naively or maliciously,
pass for science although it is alien to the approach, the techniques, and
the fund of knowledge of science” (Bunge, 1998, p. 41). In essence,
pseudoscientific practices give the superficial appearance of science,
using scientific-sounding jargon borrowed from legitimate science, yet
lacking the substance of having valid scientific research to back up their
claims. Pseudoscience is distinguished from antiscience, another threat
to the mental health profession (Olatunji, Parker, & Lohr, 2005) in that
antiscience proponents denigrate science itself or maintain that there are
different ways of knowing, all equally valid. Proponents of antiscience
often unapologetically offer treatments that are utterly lacking in any
kind of scientific support and often make no attempt to claim such
support exists.

Pseudoscientific practices are insidious because unless the consumer is
educated in how to evaluate claims of scientific evidence, they could be
deceived into thinking that such practices, often widely promoted on the
internet, have legitimate scientific evidence supporting their use.
In recent years promotions have become increasingly sophisticated,
with online newly established “peer-reviewed” journals where the
peers doing the review are all proponents of the practice being published
and stand to benefit financially. The unfortunate result is that increas-
ingly, studies of inferior quality are being published in such journals and
cited as scientific research, declaring that the practice is “evidence based”
even though that concept is also widely misunderstood (Thyer &
Pignotti, 2011).
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To make matters even more confusing, some of these practices
actually do meet the American Psychological Association’s criteria
for EBTs (Chambless et al., 1998; Southam-Gerow & Prinstein,
2014) in that some questionable practices, such as energy therapies,
have managed to publish at least two group design experiments
showing superiority to no treatment or even to a psychological pla-
cebo treatment (see Feinstein, 2008 for a review and Pignotti &
Thyer, 2009 for a rebuttal). The American Psychological Association
criteria have come under criticism for not being rigorous enough,
since they do not take into account the mechanism of action, allowing
for the possibility that these treatments may work better than placebo
because they have other active elements, such as exposure therapy, in
common with existing evidence-based practices, rather than anything
unique to the novel treatment, such as energy meridians. Rosen and
Davison (2003) have suggested using empirically supported principles
of change as the key way to identify what works rather than using
trademarked therapies or other treatment packages. Unless consu-
mers are alert to what to look out for, they are at risk for being
charged much larger fees for services than they would have paid for
a well-researched practice that has undergone rigorous testing and has
well-recognized empirically supported mechanisms of action.

A number of factors can give rise to a claim being made about the
positive effects of a treatment being labeled pseudoscientific. Here are
a few hallmarks of pseudoscience:

• Exploited expertise – a genuine expert in one field provides testimo-
nials in an area outside the expert’s area.

• Bogus expertise – a supposed expert claims to possess research or
practice credentials that are simply false or originated from diploma
mills or otherwise unaccredited institutions.

• No research support – patently unsupported claims are made by the
treatment’s promoters who usually have a vested financial interest in
the treatment.

• Inflated research support – exaggerated claims are made on the basis
of poorly designed or conducted research or research published in
journals with very low scientific standards.

• Misleading research support – the findings from a well-done study are
misinterpreted or misrepresented.

• False research support – a study is published in a scientific journal, but
the actual study was never conducted. Sometimes even highly
respected journals get hoaxed by unscrupulous authors.

Critical Thinking about Psychotherapy 3
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• Purple hat component – a central mechanism of action of the touted
treatment is extremely implausible based on existing scientific
knowledge.

• Overly broad focus – the treatment is said to be highly effective for an
amazing array of different conditions (presumably with different
etiologies).

Not all pseudoscientific treatments will be associated with all of these
features, and some scientific treatments will also share these features, but
generally the more of these hallmarks are present, the greater the like-
lihood one has encountered a pseudoscientific practice.

With pseudoscience being the driving force behind this book, experts
in each topical area were recruited to write each chapter. Authors were
encouraged to write about treatments that were pseudoscientific in some
way or at least seriously questionable. In particular, authors considered
treatments that met these descriptions:

• Implausible treatments – when treatments have not yet been tested
and do not have a plausible theory behind why they would be
effective.

• Ineffective treatments – when treatments have been tested and shown
not to work.

• Potentially harmful treatments – when research actually shows these
treatments have made the problem worse or have a dangerous side
effect.

Additionally, chapter authors were prompted to consider other mispercep-
tions or practices that could influence treatments in a pseudoscientific way:

• Diagnostic controversies – when treatment providers invent their own
diagnoses, and when experts have a hard time agreeing on diagnostic
criteria.

• Questionable assessment practices – when assessment tools have poor
reliability or validity.

• Myths that influence treatment –when misperceptions about etiology or
the developmental course of a disorder affect treatment decisionmaking.

• Undermining evidence-based approaches – when providers discou-
rage treatments that have been shown to have strong research support.

Chapters vary in terms of how many of these areas they cover based on
what was available in the literature, and authors chose which areas to
cover based on which were the most alarming.
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1.2 Introduction to Skepticism

If you haven’t already noticed, psychology is rampant with pseu-
doscience. But our field is not alone in this regard. In his book, Demon-
Haunted World: Science as a Candle in the Dark (Sagan, 1996), the great
science communicator Carl Sagan pointed out that “Each field of science
has its own complement of pseudoscience” (p. 43). Inspired by a list
started by Sagan, here are some examples of different types of pseu-
doscience in their respective fields:

• Anthropology: Bigfoot
• Archaeology: ancient astronauts
• Architecture: Feng-shui
• Art: forgeries
• Astronomy: astrology
• Botany: emotionally passionate plants
• Business: pyramid schemes
• Chemistry: alchemy
• Economics: long-term economic forecasting
• Education: brain training
• Geophysics: flat Earth theory
• History: history denialism
• Journalism: fake news
• Law: pseudolaw (yes, this is a thing)
• Medicine: complementary and alternative medicine
• Meteorology: Farmer’s Almanac
• Physics: perpetual motion machines
• Politics: conspiracy theories
• Psychology: parapsychology

When you see all of this pseudoscience in one list, it is really quite
disturbing, isn’t it? If you’re not concerned about this list yet, maybe it’s
because you think nobody really believes in these examples, but a Gallup
poll (Moore, 2005) will help to burst that bubble. For example, 24% of
Americans reported believing “That extra-terrestrial beings have visited
earth at some time in the past.”Worse yet, 25% of Americans believe in
“Astrology, or that the position of the stars and planets can affect
people’s lives.” Even worse, 42% of Americans believe “That people
on this earth are sometimes possessed by the devil.”

And keep in mind that we only provided one example per field. This
book focuses on only one small part of psychology – psychotherapy with
youth. That said, this book contains well over 100 examples of
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pseudoscience and questionable ideas. Recent research shows that parents
believe a lotmyths related to psychotherapywith children (Hupp, Stary,&
Jewell, 2017). For example, 64% of parents reported believing that
“Programs like Scared Straight help prevent youth from breaking the
law.” Worse yet, 82% of parents believe that “Too much sugar causes
hyperactivity.”Evenworse, 88%of parents believe that “TheAttachment
Parenting approach strengthens the mother-infant bond.” In all of the
examples, and many more, the results were replicated with a college
student sample in a course about child psychology.

Fortunately, a new field has been developing to help combat all of the
pseudoscience in all of these fields. The field of skepticism is unique in
that it is one place wheremembers of all of the other fields come together
toward the goal of shining a light on pseudoscience. You don’t have to
look too hard these days to find skepticism conferences, magazines,
podcasts, or even television shows. When skeptics communicate using
any of these outlets, they spend a fair amount of time debunking pseu-
doscience in their respective areas. More than that, though, they spend
a lot of time sharing with each other how to communicate with other
professionals and the public about pseudoscience. That is, science com-
munication is a large part of skepticism. One example of science com-
munication is the Guerrilla Skepticism on Wikipedia (GSoW) project
that aims to incorporate more critical thinking into entries onWikipedia,
a common place for people to find information (read the Sidebar to learn
more about GSoW).

Sidebar Box: What is Guerrilla Skepticism on Wikipedia? by Susan Gerbic

There’s so much nonsense everywhere. So where does one look for
information disputing it all? If only there were a reliable, online
resource containing well-written articles for the general public,
backed up with notable secondary citations, and written in
multiple languages. It should be a free resource, and it should be
easy to find. Well, that material does exist. It’s one of the most
popular websites in the world, and It’s managed by people who
care about accurate, free information. It’s called Wikipedia.

I run an editing team that focuses on scientific skepticism topics
for that online encyclopedia, and we write articles in multiple
languages. We train and mentor people who have never before
edited Wikipedia; we are called Guerrilla Skepticism on Wikipedia
(GSoW; Gerbic, 2013). Want to see some of our work? Check out
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the Facilitated Communication article for one example of
a pseudoscientific treatment (Gerbic, 2017).Wewrote this material
to educate Wikipedia’s readers about this discredited technique
still in use today by schools and parents who are desperately
attempting to communicate with people who have severe
communication difficulties. These invalid practices have caused
emotional distress and great risk to families and caregivers, so we
believe making this known is important. We also contribute to
entries about influential members of the skeptical community such
as Ray Hyman, a professor of psychology, who along with James
Randi, Martin Gardner, and Paul Kurtz is a key founder of the
modern skeptical movement.

SusanGerbic, BA, also known as theWikapediatrician, is a skeptical
activist who educates others about pseudoscience, especially as it
relates to “clairvoyant mediums,” or as she calls them, “Grief
Vampires.” For more information about her project, and how to
get involved, you can visit https://abouttimeproject.wordpress
.com.

While you learn about all of the psychotherapy pseudoscience presented in
this book, you may get frustrated, you may get angry, and you may get
motivated to do something about it. GSoW is one example of something you
can start doing today. The final chapter of this book will also delve deeper
into the world of skepticism and will hopefully give you more ideas about
what you can do about pseudoscience.

1.3 The Concept of Plausibility

Skepticism is not the same as cynicism. Skeptics do not simply reject most
ideas on minor grounds because of a general wariness and suspicion
about motives and information. Skeptics do keep their minds open
about the evidence for and logic of claims – the plausibility of ideas
(Lilienfeld, 2011). When we think about psychotherapies, or educational
methods, or any proposed ways of changing human abilities and beha-
vior, it’s a good idea to put on our skeptics’ hats and consider whether or
not a treatment is plausible. Pseudoscientific approaches are often
implausible, as will be seen throughout this book. When a treatment is
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implausible, it may actually be harmful in minor or major ways – or
conceivably, it may be a breakthrough that tells us how wrong we have
been in much of our thinking about human beings.

What does it actually mean when we say that a treatment is plausible –
or when we conclude that it is implausible? Plausible treatments have
certain characteristics that are the mirror images of implausible
treatments:

a. Plausible treatments have valid internal logic. Examining them, we do
not see errors of critical thinking that characterize implausible thera-
pies. For example, discussion of implausible treatments may assume
that whatever outcome occurred was caused by the treatment, no
matter how the research (if any) was designed. This is a particular
problem for evaluation of psychotherapies for children and
adolescents.

b. Plausible treatments are congruent with established psychological
information about human beings and their development, whereas
the rationales for implausible treatments may directly contradict
much that is known. Although it might happen that an apparently
implausible treatment would point to real errors in our psychological
information, this has rarely, possibly never, occurred.

c. Plausible treatments can be evaluated in ways that make it possible to
reject or disconfirm the assumptions behind a treatment – to falsify the
basic hypotheses. Treatments based on the prediction of many possi-
ble outcomes from an event are implausible in that they are not
testable; this has historically been a problem for psychoanalytic
approaches.

d. Plausible treatments involve ideas about possible mechanisms by
which a treatment could operate. If a claimed mechanism does not
seem likely to work (for example, that viruses in the digestive tract
cause autism spectrum disorder), the treatment may be regarded as
implausible. Implausible treatments are sometimes associated with
far-fetched suggestions for mechanisms that “sound scientific”
because they are based on concepts in use in the biological or physical
sciences (for example, details of brain anatomy or function) that are
essentially thrown in for purposes of obfuscation and provide “a
scientific veneer of legitimacy” (Grimes & Bishop, 2018, p. 141).

Are all plausible treatments necessarily good to use? No, because
plausibility alone does not tell us whether a treatment is effective or
whether any adverse effects are reported. Plausibility is a reasonable
requirement before time and resources go into outcome research.
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In times of limited resources, treatments that are implausible do not
deserve the expenditures needed for systematic investigation.

1.4 Focusing on Children and Adolescents

In many ways, consideration of psychotherapies for adults and for youth
should follow the same rules about plausibility and demonstrated effec-
tiveness. However, there are some special issues about psychotherapies
for minors. These issues include the potential harmfulness of treatments
for youth, the role played by developmental change in the occurrence of
(or recovery from) emotional disturbance, and the fact that treatment of
children usually involves parents.

1.4.1 Potential Harmfulness

In recent years, there has been increasing discussion of the possibility
that psychotherapies, like medical treatments, can be harmful as well as,
or instead of, being beneficial (Dimidjian & Hollon, 2010; Lilienfeld,
2007; Linden, 2013). It is unlikely that any treatment will do major
harm to most people treated – if it did, it would not be used again.
Because of this, reference is made to potentially harmful treatments
(PHTs; Lilienfeld, 2007). These range from demonstrably beneficial
treatments with a small number of adverse events, to those whose use
expends time and resources without being helpful, to those that are
ineffective and have been associated with severe harm including death.

Potentially harmful treatments for children (PHTCs; Mercer, 2017)
are included among those described in this book. They are of particular
concern for several reasons. It is possible, though not clearly demon-
strated, that adverse experiences of children do more lasting harm than
similar experiences do for adults. Ongoing research is exploring the roles
of adverse childhood experiences (ACEs), and some ACEs under study
resemble experiences children may have in the course of PHTCs (e.g.,
forced holding in holding therapy). Children and adolescents are also
more vulnerable than adults because of the problem of informed con-
sent. Adults are able to understand the risks and possible benefits of
a treatment and agree to undergo it, but this is not possible for young
children and may be difficult even for older adolescents. In addition,
refusal of consent by children or adolescents is sometimes interpreted as
a symptom of emotional problems such as oppositional behavior, and
this may lead to coerced use of a treatment that has clearly been rejected.
Unlike most adults, children and adolescents in treatment are often in no
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position to seek help or report distressing and harmful events during the
treatment, particularly if they are confined to residential treatment
centers.

1.4.2 Developmental Change

From birth through adolescence, human beings go through dramatic
developmental changes that occur no matter what their environments
or experiences are like. These changes are most rapid and noticeable in
infancy and early childhood and again become dramatic around the time
of puberty. Ongoing developmental change means that for a therapy to
be considered plausible, it must be evaluated in terms of known patterns
of developmental change. For example, a treatment for autism spectrum
disorder cannot be assessed simply by looking at child characteristics on
two occasions a year apart, because the children will change and develop
in some ways over that period even if no treatment is given.

Pseudoscientific therapies are often presented without consideration
of developmental issues. For example, the pseudoscientific “orgone
therapist” Wilhelm Reich claimed that he had “cured” his infant son of
theMoro or startle reflex by physical treatment from birth to five months
of age; in fact, babies normally lose this newborn reflex through matura-
tion during about the same period.

Psychotherapists choosing treatments for children and adolescents
need to realize that developmental changes mean that individuals
respond to experiences differently at different times in their lives.
A treatment suitable for an infant is not likely to be suitable for a school-
age child or a teenager. But a number of pseudoscientific therapies are
based on the idea of recapitulation of developmental events – that by
repeating for an older child experiences that are part of the usual lives of
infants, the child can be made to return to and renegotiate an earlier
period of development. This pseudoscientific approach is evident in
implausible treatments involving emotional attachment.

1.4.3 Parents

Because youth normally spend much more time with their families than
in therapy sessions, most psychotherapies for children and adolescents
include education and training for parents who are “in the trenches” of
effort to treat emotional disturbance. This is a very different situation
from what we most often see in treatment of adults, and it brings new
factors into the picture. Although many parents welcome the chance to
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learn plausible and effective ways of helping their children, some are
attracted to implausible, pseudoscientific approaches; because they have
the legal responsibility for their children’s care, they are in positions to
choose implausible treatments that may even be harmful. These parents
may deeply resent what they construe as blame for their parenting if it is
suggested that they need to learn to handle their children in different
ways. They may believe that good information can come only from
people who have personally experienced similar issues (a position not
infrequent among adoptive parents) and prefer to take their advice from
relatable pseudoscientific practitioners rather than from science-based
psychotherapists.

In most families, parents have the job of buffering a child’s experi-
ences with the environment, both physical and social. Parents would
ordinarily have the job of protecting their child from harmful treat-
ments and reporting such events to the authorities. Other than medical
and school personnel, there is no one in our society who has similar
powers and responsibilities toward children. This means that if parents
are committed to implausible, potentially harmful treatments, and if
children do not attend school or receive medical or dental treatment,
there is no one to intervene until serious injury or even death has
occurred.

1.5 Conclusion

Many therapists and parents believe that pseudoscience is a thing of the
past. Unfortunately, it continues to thrive within most fields, and psy-
chology is no exception. Even children and adolescents, along with their
parents, frequently encounter ineffective, implausible, and sometimes
harmful psychotherapy practices. But all hope is not lost. The science of
psychotherapy with youth is also strong. It is our hope that this book
will serve as a guide for both therapists and parents so that they can
better identify and avoid pseudoscience in child and adolescent
psychotherapy.
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10

Anxiety

Bruce A. Thyer and Monica Pignotti

The approach to defining anxiety disorders in the United States and
much of the Western world is found in the Diagnostic and Statistical
Manual of Mental Disorders (DSM; American Psychiatric Association,
2013). It is postulated that “Anxiety disorders include disorders that
share features of excessive fear and anxiety and related behavioral
disturbances. Fear is the emotional response to real or perceived
imminent threat, whereas anxiety is anticipation of future threat”
(APA, 2013, p. 189). It is important to note that the DSM is primarily
a descriptive book, recognizing that the etiologies for many of the
several hundred conditions found therein are not well established. Nor
does it recommend treatments.

The DSM chapter on the anxiety disorders contains seven primary
diagnoses, all of which may be applied to youth (APA, 2013). Briefly
stated, these are

• Separation anxiety disorder – “Developmentally inappropriate and
excessive fear of anxiety concerning separation from those to whom
the individual is attached” (p. 190).

• Selective mutism – “Consistent failure to speak in specific social
situations in which there is an expectation for speaking (e.g., at school)
despite speaking in other situations” (p. 195).

• Specific phobia – “Marked fear or anxiety about a specific object or
situation (e.g., flying, heights, animals, receiving an injection, seeing
blood” (p. 197).

• Social anxiety disorder – “Marked fear or anxiety about one or more
social situations in which the individual is exposed to possible scrutiny
by others. Examples include social interactions (e.g., having
a conversation, meeting unfamiliar people), being observed (e.g., eat-
ing or drinking), and performing in front of others (e.g., giving
a speech)” (p. 202).
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• Panic disorder – “Recurrent unexpected panic attacks. A panic attack
is an abrupt surge of intense fear or intense discomfort that reaches
a peak within minutes” (p. 208).

• Agoraphobia – “Marked fear or anxiety about two (or more) of the
following five situations: using public transportation, being in open
spaces, being in enclosed places, standing in line or being in a crowd,
being outside of the home alone” (p. 217).

• Generalized anxiety disorder – “Excessive anxiety and worry (appre-
hensive expectation) occurring more days than not for at least six
months, about a number of events or activities (such as work or school
performance)” (p. 222).

Each of these criteria is accompanied by some other criteria pertaining to
duration of the condition, distress the condition causes, and possible
differential diagnoses, all needing to be taken into account before decid-
ing if a client meets or does not meet the criteria for a given DSM
diagnosis.

There are some other conditions listed in the anxiety disorders chapter
(substance/medication-induced anxiety disorder, anxiety disorder due to
another medical condition, other specified anxiety disorder, unspecified
anxiety disorder), but they will not be considered here, neither will some
related conditions that are covered elsewhere (e.g., disorders related to
obsessions, compulsions, trauma, attachment, and/or sleep).

Sidebar Box: Should children be afraid of Bigfoot? by Carol E. Colaninno

Throughout history, children have feared many types of
monsters. Often hiding under the bed; in the deep, dark forest;
or in murky, muddy waters, the fear of monsters can have
profound impacts on children and even adults. One “monster”
receiving modern day publicity and causing both children and
their parents to fear the forest is Bigfoot. The pursuit of
documenting the existence of this hairy, humanlike giant with
big feet is the subject of headlines, blogs, and even television
series and documentaries. But does the scientific community
have evidence for children to be weary? The short answer is:
well, not really. There is little empirical evidence to support
claims that Bigfoot exists. The evidence we do have suggests
our imaginations have morphed creatures of the past and
present into a mythical monster.
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In the very distant past before human civilization, creatures
that resembled Bigfoot existed. Known as Gigantopithecus, this
now extinct genus of apes, most closely related to present-day
orangutans, is estimated to have stood 9 feet tall and weighed
more than 1,000 pounds (Ciochon, 1991). This giant primate
roamed the forests of present-day China, India, and Vietnam.
Gigantopithecus did co-occur with our humanlike ancestors,Homo
erectus (Ciochon et al., 1996), but even then, our ancestors had
little reason to fear them. Scientists studying the fossilized teeth of
Gigantopithecus have concluded that members of this genus ate
fibrous vegetation, mostly bamboo with some seeds and fruit
(Ciochon, 1991): not children! It is also safe to say that
Gigantopithecus went extinct during the last ice age (Pleistocene)
when many very large mammals suffered mass extinction due to
global climate change.

So, millions and thousands of years ago, there was an animal
that was Bigfoot-like, but how does that explain recent sightings?
Ecologists have pulled together data on Bigfoot sightings and the
ecological habitats where these sightings were reported to
construct an ecological niche model: a method used to predict the
distribution of a specieswithin a geographic space (Lozier, Aniell, &
Hickerson, 2009). These scientists concluded that those geographic
regions and niches where people report Bigfoot sightings overlap
with those of another large, hairy mammal, the American black
bear (Ursus americanus; Lozier et al., 2009).

Under the framework of the scientific method, we are able to
disprove those explanations not consistent with evidence. As great
as this method is, we cannot disprove the existence of something
we have no evidence for, in this case, Bigfoot. We can merely say
that there is no evidence to support its existence. Although many
have used this limitation of the scientific method to profit from the
search for this mythical monster, the scientific community can
safely say there is no evidence to support fears of Bigfoot.

Carol E. Colaninno, PhD, is an anthropologist specializing in
archeology and assistant research professor for the STEM Center at
Southern Illinois University Edwardsville.
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10.1 Pseudoscience and Questionable Ideas

10.1.1 Diagnostic Controversies

The DSM anxiety disorders have not been subject to the same level of
controversy in terms of the numbers, types, and labels of the conditions
contained therein and some other mental illnesses. However, the anxiety
disorders do remain subject to more fundamental flaws pertaining to the
basic assumptions of the DSM. For example, the DSM definition (abbre-
viated) of a mental disorder is given as follows: “A mental disorder is
a syndrome characterized by clinically significant disturbance in . . . pro-
cesses underlyingmental functioning” (APA, 2013, p. 20). Simply repeat-
ing the same thing in different words is mere sophistry, as well as being
philosophically tautological. The assertion that mental disorders have
their origins in mental functioning is itself an etiological assumption, not
well supported in many of the conditions found in the DSM. For exam-
ple, the DSM contains sleep apnea, which is caused by obstructed air-
ways, and neurocognitive disorder, which can result from Alzheimer’s,
an organic condition. While these biological conditions have mental
sequelae, it would not be correct to assert that they are mental disorders
in and of themselves. Rather, the mental disturbances should be seen as
effects, not causes. Including biological conditions such as these is an
example of diagnostic overreach by the discipline of psychiatry to claim
more andmore instances of abnormal behavior as their “turf,” even if the
conditions are not caused by disordered mentation.

Many specific phobias have their origins in the child experiencing
a frightening event, and later displaying physiological arousal and avoid-
ance and expressing statements of fear when they encounter that event,
object, or situation again. Clearly the origins of the phobia reside in the
person’s learning history, which changed their mental functioning, arou-
sal patterns, and behavior. By asserting that the origins of so-called
mental disorders have their causes in mental functioning, treatment
efforts may be incorrectly focused on changing the person’s thoughts
via verbal or insight-oriented therapies (which have little effect on alle-
viating phobias), as opposed to a behavioral therapy such as graduated
real-life desensitization to phobic stimuli, which helps change behavior,
arousal, and thinking. There is no good evidence that the anxiety dis-
orders have their causes in a child’smental functioning. Rather, disorders
in mental functioning seen in many of the anxiety disorders are more
likely effects, not causes, of more central etiological agents, such as
traumatic events. Regardless, unlike infections, the anxiety disorders

Anxiety 143

terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781316798096.012
Downloaded from https://www.cambridge.org/core. University of Sussex Library, on 25 Feb 2019 at 18:40:02, subject to the Cambridge Core

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781316798096.012
https://www.cambridge.org/core


do not necessarily share a common etiology; hence, it makes no sense to
assert, a priori, that they are the result of a disturbance in mental
functioning. Merely labeling something with a diagnostic term does not
necessarily explain its origin. Rabies was a recognized disease and its
mechanism of transmission (bites from infected animals) was known
before Pasteur discovered the causative virus.

Using a diagnostic label such as “specific phobia” to describe some-
one’s condition, and then using that term to attempt to explain that
condition involves two separate errors in reasoning – reification and
circular reasoning.We reify whenwe use a descriptive term as if it reflects
a real entity, absent good independent evidence for the existence of that
entity. If a child has a fever, fatigue, and very swollen salivary glands, we
can label that state as the disease called the mumps. The objective reality
of the mumps can be independently verified by a laboratory test showing
positive for the mumps virus. In this case, we can use the diagnostic label
“mumps” with confidence, knowing we are dealing with a real disease.
But if a child screams and runs away when seeing a dog, and we say “this
child has a phobia,” there is no independent evidence for the existence of
an entity called a phobia, apart from the child’s behavior. This action,
saying someone suffers from a particular diagnosis absent the evidence of
the behavior from which we infer the existence of the diagnosis, is
reification. The evidence-based clinician may use the DSM terms as
a shorthand way to communicate but is also aware that the label is not
necessarily a real thing, in the same sense that the mumps are real.

When a clinician succumbs to using a reified term as an explana-
tion for behavior, the further logical error known as circular reason-
ing has occurred. Picture the following dialog:

• Clinician – Sally has a phobia.
• Parent – How do you know that?
• Clinician – She screams and runs away when she sees dogs.
• Parent – I see. I wonder why she runs away when she sees dogs.
• Clinician – Oh, that’s easy to explain. She has a phobia.

When behavior is used to explain itself, we have circular reasoning, and in
truth nothing is explained. And because an “apparent” explanation has
been arrived at, further useful etiological explorations may be missed.

A more legitimate dialog could look as follows:

• Clinician – The term we use for Sally’s running away when she sees
dogs is “specific phobia.”This is just a shorthand way of expressing her
behavior.
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• Parent – I wonder why she runs away when she sees dogs.
• Clinician – Well from what you told me, this problem did not occur

until she saw a scary dogmovie. I suspect themovie scared her somuch
she developed a generalized fear of dogs. This is a common way that
children develop new fears.

Unfortunately for the DSM, most conditions contained therein do not
have some consistent etiological factors underlying the onset of these
problems; hence, many of the diagnostic labels are used in a reified
manner, as well as in a form of circular reasoning.

Psychotherapists may choose to employ the diagnostic labels found in
the DSM. This is acceptable providing there are no assumptions being
made that these terms reflect a true underlying organic disease state, and
that the terms are not used to explain a child’s fear, avoidance, and
anxious thoughts. Alternatively, they may choose not to use the DSM
language and restrict themselves to more parsimonious descriptions of
what children do (overt actions), and what they say, and perhaps physio-
logical assessments of arousal, like heart rate when being exposed to an
anxiety-evoking situation. A sizeable proportion of mental health thera-
pists do not use the DSM terminology, and several viable and more
scientifically grounded alternatives exist, such as behavioral assessment
(Thyer, 2015).

10.1.2 Implausible Treatments

The numbers of pseudoscientific therapies being promoted to treat chil-
dren and adolescents with anxiety disorders are immense. A few of these
will be reviewed, and later, interventions that are better supported by
empirical research will be presented.

Homeopathy. Homeopathic medicines are advertised as being effective
for a wide array of conditions. Thesemedicines actually contain no active
ingredients and any positive effects following their use can be attributed
to placebo influences. One such product, advertised as a treatment for
anxiousness, nervousness, fearfulness, social fear, and panic is called
Anxetin and is advertised as safe for adults and children who are 2
years of age and older. It has also been claimed that the adolescent
diagnosed as agoraphobic may benefit from AgoraFear Relief (Native
Remedies, n.d.). The website claims it reduces the fear and stress of
leaving home; eases anxiety induced by wide open spaces or crowds;
and reduces shortness of breath, sweating, palpitations, and trembling.
Other selling points include the following:
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AgoraFear Relief is taken internally and works by helping the mind
and body to restore balance at a cellular level. Presented in small
dissolvable tablets, AgoraFear Relief is easy to ingest and hassle-
free with no artificial colors or preservatives. Due to its unique
homeopathic formula, it is also safe for all ages. (Emphasis in
original; Native Remedies, n.d.a)

The same website sells a homeopathic product called SocialFear Relief to
youth with social anxiety disorder, claiming that the product “Alleviates
symptoms of anxiety related to social fear” and “Reduces the mental fear
of stage fright and embarrassment” (Native Remedies, n.d.b).

All these products sell for $30–$40 a bottle (said to last 30 days).
Websites selling these products look similar to those advertising real
medicines, and the consumer is soothed by assurances that the products
have no bad taste, side effects, or addictive potential. Homeopathic
medicines possess a number of pseudoscientific features – overstated
claims, disproven mechanisms of action, and no well-done research.

The mechanism of action of homeopathic products is based upon the
pseudoscientific principle that in healing “like cures like.” If a person has
a fever, a homeopathic medicine is prepared by taking a small amount of
a substance that causes a fever and dissolving it in a liter of distilled water,
and then taking a drop of this highly dilute water and placing it into
another liter of water. And then this process is repeated 10–20 times, to
the extent that it is mathematically nearly impossible for a single mole-
cule of the original substance to remain in the final dilutation. This final
bottle of water is used to place water drop on inert pills, and it is these
pills that constitute homeopathic medicine. Homeopaths claim that the
final liter of water possesses a vibrational memory of the original sub-
stance, another unproven claim.

Recently the National Health and Medical Research Council
(NHMRC) of Australia conducted a thorough review of the scientific
evidence on the usefulness of homeopathic cures, concluding as
follows:

Based on the assessment of the evidence of effectiveness of homeop-
athy, NHMRC concludes that there are no health conditions for
which there is reliable evidence that homeopathy is effective.
Homeopathy should not be used to treat health conditions that are
chronic, serious, or could become serious. People who choose
homeopathy may put their health at risk if they reject or delay
treatments for which there is good evidence for safety and effective-
ness. (NHMRC, 2015)
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Healing with Crystals. Crystals are a widely used form of alternative
treatment said to be effective in preventing and treating an array of
mental and physical disorders. Healing crystals and books describing
their use with children (e.g., Tingle, 2013) are sold at health food stores,
online, and in shops specializing in complementary medicines.
The pseudoscientific theory is that certain stones emit vibrations of
a certain frequency that then produce specific effects, and that some
crystals worn as jewelry, held, or placed near a child can have antianxiety
effects. For example:

[O]ur bodies and quartz crystals are bothmade up ofmineral silicon-
dioxide on a cellular level. Because of this we are naturally receptive
to the vibrations of crystals as they transmit, reflect, store light and
receive energy.When crystals are placed directly on your body, they
have a powerful vibratory effect that surges from the crystal to you.
According the laws of physics, thoughts direct energy and energy
follows thought. (Natureal Mom, 2015)

Among the claims made are blue lace agate for stress relief, jade for
children who are emotionally sensitive, moonstone to help prevent night-
mares, and orange calcite to dissolve fears.

It is also said,

Children can respond very quickly to the healing energy of
crystals . . . Each quartz crystal has its own energy signature and
healing mission. When a child makes contact with the right crystal,
the energy is discharged either very slowly, or quite suddenly so it
feels like a very mild electric shock. This natural energy can be just
enough to transform a disharmonious thought pattern, burn off
some negative emotional state . . . Rose quartz soothes erratic emo-
tional states, anxiety, fear, compulsions and many other mental
disorder. (Ryan, 1996)

None of these healing claims has been subjected to scientific evalua-
tion, and science has yet to detect the special vibrations each crystal is
said to emit. Both the crystals themselves and the books describing their
use can be expensive. Unfortunately, a quick web search unveiled several
licensed therapists using crystal healing as part of their services. Sadly,
such practitioners are not difficult to locate. Parents seeking help for
their child with an anxiety disorder may be easily persuaded by the fact
that a psychotherapist has been licensed by their state, which means that
all the services such practitioners provide are somehow evidence based
or otherwise legitimate. Such is definitely not the case.
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Energy Therapies. Energy therapies postulate that the human body
creates and is permeated and surrounded by an invisible energy field,
an energy force that has been given various labels, such as a thought
field or quantum energy (not to be confused with the quantum phe-
nomena studies by physicists). Disturbances in the thought field are
claimed to be caused by trauma or exposure to supposed allergens
that in turn cause symptoms of a very wide variety of mental disorders
and psychical conditions. It is claimed that these disturbances in the
energy force can be healed by a psychotherapist engaging in various
practices that are quite diverse. In versions of energy therapies called
Reiki, polarity therapy, or therapeutic touch, the psychotherapists
hold their hands over areas of the body where they intuitively feel
the energy is blocked. Sometimes these centers are synonymous with
the meridians of acupuncture (nodes or supposed energy centers).
Hands may be held over parts of the body, or gestures can be made
to represent removing or adding “energy.” The body is not touched.
Variations include the therapist or client tapping specified parts of the
body in particular places or patterns (patterns called algorithms in
thought field therapy; Callahan & Callahan, 2000), with precise algo-
rithms prescribed for particular disorders. Acupuncture, the insertion
of small needles under the skin, can also be called an energy therapy
since the point is to realign the body’s energy. Here is a description
on how acupuncture is said to work:

Ancient Chinese medicine describes an energy force called Qi that
regulates the body’s overall health . . . Like blood in the circulatory
system, Qi moves throughout the body via pathways called meri-
dians. When factors like injury, stress, poor nutrition, or a change in
environment disrupt the flow of Qi, health issues follow . . .

By inserting needles at specific points in the body, acupuncturists
restore the balance of Qi and the body’s overall health. (Hohman,
2014, para. 3)

All of the so-called energy therapies postulate similar mechanisms of
action, the realignment of energies unknown to science, which the sensi-
tive therapist can feel with their hands.

The claims of the proponents of energy therapies are not modest.
On a website page titled “Thought Field Therapy for Babies, Children
and Teenagers,” the following is claimed:

TFT for Babies, Children and Teenagers is a highly effective treat-
ment for children of all ages . . . This process has the capability of
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disabling and quite often completly eliminating troublesome emo-
tional and physical responses . . . The simplicity and safety of TFT
makes it especially suitable for nervous children who might find
conventional and talking approaches intimidating . . . It is believed
that Thought Field Therapy is the most effective psychotherapy ever
discovered or devised. Time and after time it has proven to be
extremely successful in treating children for: fears and phobias . . .
stress and anxiety, Trauma (PTSD), Exam nerves, Panic attacks.
(Bold in original, emphasis added; Mead, n.d.)

Another therapy called moxibustion involves holding a bundle of
smoldering herbs near parts of the body, and this is also an energy
therapy since the mechanism of action is said to be the same. Another
variant, increasingly incredible, is a form of tapping therapy called tong
ren, wherein the practitioner holds a small doll with acupuncture points
drawn upon it and taps specified points on the doll while thinking of the
identified patient. Auricular acupuncture involves pinching part of the
ear, inserting needles in the outside of the ear, or shining a laser pointer
at parts of the external ear. Foot reflexology involves applying pressure
to the soles of the foot. Again, the common element here is that dis-
turbances such as anxiety are caused by disrupted energy flow, and these
various modalities are all ways to restore a healthy balance to the body
energy. Thus, energy therapies are said to work by holding your hand
near specified centers of the patient’s body, sticking it with needles,
pressing on meridians, tapping them in specific sequences, warming
them with fire, or shining laser pointers at them. Each approach has its
own name, and they are similar in that they share a common theory of
action and a lack of credible research support for effectiveness.

Psychologist Roger Callahan, the original inventor of TFT, began his
career after graduating from the Syracuse University with a PhD in
psychology, specializing in children with phobias and other anxiety dis-
orders. For 30 years, he practiced some of the evidence-based therapies;
however, when he found clients he was unable to help, he turned to novel
unsupported treatments derived from a chiropractic technique of muscle
testing and acupressure meridians (Callahan & Callahan, 2000). Rather
than do systematic research on his methods, he took his tapping therapy,
called Callahan Techniques at the time, to the popular media. Many of
the shows he appeared on, such as those hosted by Leeza Gibbons and
Regis Philbin, featured live treatment of children with phobias. Some of
these can be viewed on YouTube, for example, an episode where he
appeared with actress Betty White and treated several children
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(i.e., search for “Thought Field Therapy®Classics: The Leeza Showwith
Betty White”; aired October 12, 1996). In spite of critics warning about
the demand characteristics (e.g., a person’s expectation that they will be
judged if they do not improve) of such television appearances, Callahan
considered these appearances compelling evidence for the efficacy of his
approach (Gaudiano & Herbert, 2000).

A more recent tapping therapy-related aid geared toward children is
Tappy Bear, marketed by a proponent of Emotional Freedom
Techniques (EFTs), an offshoot of TFT (Stock, 2015). Tappy Bear is
a stuffed teddy bear with energy meridian points marked so the child can
tap on the bear. Proponents also recommend that tapping on dolls can be
useful for teaching EFT to children. Interestingly enough, years earlier,
a randomized controlled study was conducted on EFT for fears (Waite &
Holder, 2003) that assigned participants to receive regular EFT, EFT
with sham treatment points, EFT tapping on a doll, and a no treatment
group. Participants in the EFT, the sham group, and the doll group all
had modest improvements in their subjective distress level that were
statistically significantly better than the no treatment control group.
The most logical explanation for this would be placebo or perhaps an
element of exposure, as suggested by the authors. However, the results of
this study lead themore enthusiastic proponents to explain these away by
speculating that there could be benefits to tapping on the doll because
there are meridian points in the finger tips. This is a classic example of
what Lilienfeld, Lynn, and Lohr (2014) have noted as a hallmark indi-
cator of pseudoscience, the use of ad hoc hypotheses to explain away
failure or null results.

The research supporting such practices is typically quite weak. For
example, Folkes (2002) treated children with TFT and conducted pret-
ests and posttests of trauma symptoms. Thirty days after treatment, the
clients reported reductions in symptoms. Such a study lacking proper
controls fails to take into account the simple ameliorative effects of time
alone, placebo influences, or the desire to please the therapist.
A marginally better study was conducted by Church et al. (2012), who
randomly assigned 16 male adolescents who had been exposed to abuse
to either energy therapy or to no treatment. Thirty days later, the treated
group had greater reductions in subjective anxiety and trauma symptoms
than the untreated group. This type of design also did not control for
placebo influences, the desire to please the therapists, or to demand
characteristics of being in a study. Generally, fair tests compare an active
treatment against a credible placebo treatment to truly determine the
“real” effects of the active treatment. Comparing something against
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nothing will almost always show some positive effects of doing something
against doing nothing. This is why inmedication studies placebo pills that
look identical to the experimental medicine are used. In psychotherapy
research, equally plausible placebo or inert treatments must be used to
ascertain the true effectiveness of newer (and older) treatments.

Pignotti (2005) did conduct a placebo-controlled randomized experi-
ment evaluating real TFT voice technology (VT). Voice technology is the
most advanced form of TFT that can cost $100,000 for training. The real
TFT VT was compared to the fake version, wherein the tapping
sequences were randomly assigned, as opposed to clients receiving
tapped sequences as prescribed by the approved TFT methodology.
Because clients in both groups reported similar dramatic improvements
in their self-reported subjective distress levels, the results demonstrated
that the precise procedures dictated by TFT theory were immaterial to
the treatment’s success, and that the results were most plausibly
explained as a placebo treatment or elements of exposure that exist in
these treatments. Similarly, it is now suggested that clinical trials of
acupuncture compare “real” acupuncture, involving correct and precise
needle insertion as dictated by acupuncture theory, against “fake” acu-
puncture, wherein needles are inserted at random positions, something
acupuncture theory says will have no effect.

A recent systematic review of the evidence comparing the effective-
ness of real acupuncture versus sham acupuncture concluded,
“The evidence gathered was not sufficient to affirm the effectiveness of
traditional acupuncture compared with sham acupuncture” (Lopes-
Junior et al., 2016, p. 1). Similarly, with respect to TFT, EFT, and other
tapping psychotherapies,McCaslin concluded, “The small successes seen
in these therapies are potentially attributable to well-known cognitive
and behavioral techniques that are included along with the energy
manipulation. Psychologists and researchers should be wary of using
such techniques, and make efforts to inform the public about the ill
effects of therapies that advertise miraculous cures” (McCaslin, 2009,
p. 249), a finding similar to that arrived at by Pignotti and Thyer (2009)
and Koocher, McMann, and Stout (2014). If one takes a treatment
known to be effective, say cognitive-behavioral therapy (CBT) and
adds to it a placebo element such as tapping, needles, or foot poking,
and compares the outcomes of CBT to CBT plus the placebo treatment,
voila! One can claim that the “new” approach is as effective as the
traditional therapy, and perhaps even a bit better due to the added
placebo elements. It is not surprising that a systematic survey of mental
health professionals found child and adolescent energy treatments such
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as acupuncture, Reiki, Qigong, energy field therapy, crystal healing, and
tapping therapies to be seen as largely discredited (Koocher et al., 2015).

Neurofeedback Videogames. Biofeedback is a treatment that uses tech-
nology to help clients sense their body’s reactions at levels not normally
perceptible, in the hope that clients can learn to modulate these reac-
tions. Biofeedback involves several different ways to assess bodily func-
tioning (see Thyer et al., 1981, for more about biofeedback).
Neurofeedback is a type of biofeedback that specifically measures
brain activity. Scalp sensors can be used to measure brain wave patterns
associated with relaxation and calmness versus arousal, a form of treat-
ment called neurotherapy.

One neurofeedback videogame is calledMindLight, and it is intended
to reduce anxiety in youth. Here is howMindLight is described and some
of its claims:

MindLight incorporates several evidence-based strategies including
relaxation and mindfulness techniques, attention bias modification
methods, and neurofeedback mechanics that together produce an
immersive game world through which children learn to manage and
overcome anxiety symptoms . . . MindLight is a video game aimed at
children 8–12 years of age and is based on evidence-based principles
of intervention with anxiety-disordered children and adults . . .

The Science. The game is an immersive training ground that uses
evidence-based therapeutic practices including neurofeedback
mechanics . . .Webelieve that it is this in-game practice that canalizes
new neural pathways and these new pathways may be the means by
which playing MindLight forms resilient habits of mind that transfer
to children’s everyday lives. (The Play Nice Institute, n.d.; http://
theplayniceinstitute.com)

Parents reading this description of MindLight could be understand-
ably interested in purchasing this expensive system to treat their children
and adolescents. The use of terms such as “evidence-based,” “neurofeed-
back mechanics,” “canalizes new neural pathways” all connote a strong
science behind this device. A PsycINFO search onMindLight found one
recent randomized controlled study of its use, using youth (ages 7–13
years) who were somewhat anxious. That is, they were not diagnosed
with an anxiety disorder, but they scored high on a self-report anxiety
scale. More than 60 children were randomly assigned to either or to
another videogame control condition, a game not presumed to have
antianxiety effects. Pre-treatment both groups scored similarly on
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measures of anxiety. After treatment, both groups showed similar
improvements, thus MindLight was not shown to have any specific anti-
anxiety effects, beyond factors such as the passage of time, placebo
influences, or regression to the mean (Schoneveld et al., 2016). In other
words, it does not live up to its therapeutic claims.

This is not the only test ofMindLight.Tsui (2016) comparedMindLight
treatment with psychoeducational intervention in a randomized study.
Again, both groups improved equally, likely for reasons similar to those
of the Schoneveld et al. (2016) study, and again not supporting the specific
anxiogenic effects of the expensive neurofeedback-based videogaming
system. These negative results should not be surprising. Even if children
are successful in using neurofeedback methods to modulate anxiety while
connected to biofeedback devices in the clinic setting, or even at home, the
transfer of such skills into everyday situations that evoke anxiety cannot
be assumed. Overall, the generalizability of biofeedback-induced skills to
provide strong and lasting improvements in mental disorders in everyday
life has a very weak research base (Schoenberg & David, 2014; Simkin,
Thatcher, & Lubar, 2014). Making exaggerated claims over the efficacy of
biofeedback methods in the treatment of clinically anxious children,
invoking science-like terminology, the use of parent testimonials on the
biofeedback proponents’ websites, and accepting as fact unproven
mechanisms of action, all way ahead of the evidence curve, suggest the
pseudoscientific nature of these therapies.

10.2 Research-Supported Approaches

In psychotherapy, the strongest evidence is not a parent’s testimonial of
how their child is said to have responded to a given treatment. It is not
collection of anecdotes. It is not a study of a group of children assessed
pre- and post-treatment. It is not a comparison of youth treated with the
given treatment, and comparing their outcomes to other youth who did
not get treated or received some other form of therapy. It is not, perhaps
surprisingly, a large-scale, well-conducted randomized controlled trial
(RCT) or experiment. Any individual RCT’s findings, no matter how
promising, need to be replicated by independent researchers lacking any
conflicts of interest that may bias their evaluations. Rather, the strongest
form of evidence consists of a systematic review of all the well-designed
RCTs that evaluated the effects of a given treatment for youth with
a specified disorder. Such systematic reviews are rare, and the evidence-
informed practitioner must drill down into less-stringent research than
systematic reviews, if need be.
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One such study was reported by Chorpita et al. (2011), who found,
“Review of the treatment outcome studies for childhood anxiety yielded
17 different treatment families with at least some level of empirical
support . . . The vast majority of these studies supported Cognitive
Behavior Therapy (CBT) and its variants as well as exposure-based
approaches” (p. 159). Seligman, Swedish, and Ollendick (2014) arrived
at similar conclusions. A systematic review titled “Cognitive behavioural
therapy for anxiety disorders in children and adolescents” by James et al.
(2015) found “Cognitive behavioural therapy is an effective treatment
for childhood and adolescent anxiety disorders” (p. 2) based on an
appraisal of 41 RCTs involving 1,800 children. And more recently,
Craske and Stein (2016) came to a similar conclusion: “Cognitive beha-
vioural therapy (CBT) is the most empirically supported psychological
treatment for youth and adult anxiety disorders” (p. 3052).

Thus, the evidence is good that CBT can be an effective treatment
for children and youth who experience an anxiety disorder. But the
evidence is not perfect, just the best available at present. The picture
may change with time and the emergence of new studies. In the
meantime, psychotherapists who embrace the evidence-based prac-
tice model will seriously discuss the use of CBT methods as
a research-supported approach with their young clients and their
caregivers.

10.3 Conclusion

It is difficult to prove that something works, especially in the field of
psychotherapy, and particularly in attempting to help children.
In science, most claims (e.g., “This treatment works!”) are acknowledged
to be provisional in nature, with such conclusions always being subject to
revision as new data comes in. The history of health care services is
littered with examples of treatments initially claimed to be effective,
based on the existing research, only to be later determined to not work
as well as initially asserted, or even to have harmful effects. In scientific
skepticism, the burden of proof is on the person making the unusual
claim. Before accepting the claim that “crystals alleviate anxiety,” one
should ask “Where is the evidence?” If there is none forthcoming or if it
is scientifically weak, we can ignore the claim. But it is better to argue
against pseudoscientific treatments, so as to help protect the public
against honest-but-deluded therapists, and against the outright charla-
tans who know their treatment is bogus but who promote it as a means
of acquiring income or professional accolades. Akin to the game of
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Whack-A-Mole, new pseudoscientific therapies are constantly being
promoted, as well as some very old ones, and it requires vigilance for
the more evidence-based members of the professional to expose the
lack of credible evidence and exaggerated claims associated with these
treatments.

It is also difficult, but not as difficult, to make a strong claim that
something does not work. Philosophically, this is akin to the problem
of proving a negative. Like claiming black swans do not exist, to
confidently assert that a given treatment does not work renders one
liable to being proved incorrect, when positive examples emerge.
We may be inclined to state that acupuncture meridian fields do not
exist, but it is possible (albeit scarcely probable based on available
evidence) that someday strong studies will demonstrate their exis-
tence. The honest scientific skeptic must remain open to such claims.
Thus it is said that scientific skepticism is more akin to doubting
claims, rather than denying their validity outright. Maybe, someday,
a series of strong replicated experiments will show that homeopathic
medicines can cure childhood anxiety states, or that thought field
therapy has effects above and beyond placebo influences. If that
happens, we will be delighted, happy that new scientific developments
have given us useful tools to help anxious children. But in the mean-
time, constant vigilance is needed to discourage the promotion of
pseudoscientific therapies said to help anxious youth. Acceptance,
or even the tolerance, of such methods embedded within the existing
structure of the mental health profession degrades the intellectual life
of each discipline, erodes its credibility in the eyes of the public, and
is a violation of professional ethical codes that require each member
to promote high standards of practice. Failing to act is condoning
fraud within one’s field.
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11

Obsessions and Compulsions

Monica Pignotti and Bruce A. Thyer

Obsessive-compulsive disorder (OCD), which is more common than was
once believed, is one of the most common mental disorders in children,
said to have a prevalence occurring anytime during childhood of 2% to
3% (Helbing & Ficca, 2009). Approximately one-third to one-half of
adults with OCD are said to have developed this condition during child-
hood, although relatively few children receive accurate diagnosis and
treatment (American Psychiatric Association, 2013). Children and ado-
lescents can present with a variety of symptoms, including “compulsive
washing, checking, repeating, counting, ordering, hoarding, magical think-
ing or rituals involving other people as well as obsessions regarding con-
tamination, aggressive thoughts, hoarding, somatic, religious, superstitious
and sexual beliefs” (James, Farrell, & Zimmer-Gembeck, 2017, p. 9).
OCD can be an extremely debilitating condition and individuals with
OCD have been found to be ten times more likely to die from committing
suicide than the general population (de la Cruz et al., 2016), making
intervention as early as possible with effective interventions imperative.

The fifth edition of the Diagnostic and Statistical Manual (DSM-5),
unlike earlier editions that grouped it with anxiety disorders, places
OCD in its own category along with body dysmorphic disorder, hoarding
disorder, and trichotillomania. Obsessions are unwanted recurrent and
persistent thoughts, urges, and impulses that the person tries to ignore or
suppress by performing an action known as a compulsion. Compulsions
are repetitive behaviors the individual feels he or she must perform,
imposing rigid rules. The purpose of these behaviors is to reduce anxiety
and distress or prevent something they dread from occurring, although
young children may not be aware of this purpose. Moreover, the obses-
sions and compulsions must take an hour or more a day, cause significant
distress, or impair the person’s ability to function in areas of their lives
that are important to them. The obsessions and compulsions cannot be
the result of a substance or be better explained by another mental
disorder.
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Practitioners (and caregivers of youth who meet the criteria for OCD)
need to remain aware that these criteria are purely descriptive in nature.
They do not explain anything. At present, no firm etiologies have been
established for OCD, although numerous causative factors have been
and are constantly being proposed and explored – neurological, genetic,
cognitive, traumatic insult, learning experiences, infections, and so on.

Sidebar Box: Do superstitious rituals help cope with anxiety? by Stuart Vyse

If youwere a school-aged child in England of the 1930s and you saw
an ambulance go by, you would likely grab your collar and quickly
recite:

Touch your collar
Touch your toes
Never go in one of those,
Touch your knee
Touch your chin
Never let the burglar in.

The rhyme might vary depending upon your area of the country,
and in some cases the ritual required that you maintain a grip on
your collar until you had seen a dog or another four-legged animal
(Opie & Opie, 1959). In England during that era, children spent
more time outside than they do today, and there were lucky or
unlucky omens associated with seeing nuns, trains, oil patches,
peoplewithwooden legs, and a variety of animals, includingwhite
horses, crows, ladybirds, and magpies.

Many typically developing children show magical beliefs and
rituals beginning at approximately age 2 and continuing
throughout childhood (Evans et al., 2002). Often these rituals
center on common early fears; although they appear similar in
shape to the compulsive rituals of OCD, there is little
understanding of the relationship, if any, between typical
childhood rituals and the more pathological patterns of behavior
shown inOCD (Evans et al., 1997). Indeed, early superstitious rituals
are considered adaptive responses to anxiety, in contrast to the
nonfunctional compulsions of OCD. Furthermore, many adults
employ rituals to manage the stress of loss and to prepare for
important performances (e.g., in sports and in the theater). There is
nowgrowing evidence that rituals can help adultsmanage anxiety,
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which in turn can improve performance at a skilled activity (e.g.,
a timed math test; Brooks et al., 2016). Rituals are not magical
incantations, but in both children and adults, performing a ritual
can have psychological benefits. However, it is important to note
that the ritual can be helpful even without any attached
superstition (for a more detailed discussion, see Vyse, 2018).

Stuart Vyse, PhD, is a behavioral scientist and contributing editor
for Skeptical Inquirer magazine. He is the author of the book
Believing in Magic: The Psychology of Superstition, updated ed
(2013).

11.1 Pseudoscience and Questionable Ideas

Because evidence-based practices are underutilized, this opens the
door for pseudoscientific practices to proliferate, particularly for clients
who may have tried an evidence-based approach and may not have had
the proper preparation or had found it too uncomfortable to continue.
While the practices described here are not meant to be an exhaustive
list of such treatments, they are some examples that are widely pro-
moted on the internet that we consider some of the most egregious
offenders.

11.1.1 Energy Psychology and Energy Therapies

Energy psychology or energy therapies, more popularly known as tap-
ping therapy, refer to a novel form of therapy whereby stimulation of
specified acupressure points of the body is employed, usually by finger
tapping while the person is focusing on an emotionally distressing situa-
tion or physical pain. The first energy therapy that employed tapping on
acupressure points for psychological problems was thought field therapy
(TFT; Callahan & Callahan, 2000) which was invented by psychologist
Roger Callahan in the early 1980s, then known as Callahan Techniques.
Soon thereafter, as Callahan promoted this tapping therapy in themedia,
offshoots began to proliferate, the most widespread one being emotional
freedom technique (EFT) started by Gary Craig, an engineer who was
a student of Callahan’s. Although TFT began as a treatment for phobias,
Callahan quickly expanded its uses to include trauma and a variety of
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other psychological issues including OCD. To date, no studies demon-
strate the effectiveness of TFT, EFT, or any other tapping therapy for
OCD, yet there have been numerous anecdotes by practitioners who
employ this method on clients with OCD, including Callahan himself.

Callahan and other proponents of tapping therapies have claimed that
these methods work equally well on adults and children; Callahan, as
a psychologist, initially specialized in treating children, and many of his
early television appearances involved treating children for phobias and
sometimes even OCD on popular talk shows. An education-based web-
site offers a course on EFT for parents of children who pull hair and pick
skin, claiming parents will learn how to reduce their own stress regarding
their children’s skin picking or hair pulling as well as a tapping routine for
the child to help reduce the urge to pick or pull (Paton & Kaylor, 2015).
It also features Tappy Bear, a stuffed animal with meridian points that
children can use to transfer their urge to pick or pull.

As is common in pseudoscientific practices, when a treatment fails to
work or initial relief is temporary and does not hold up over time, ad
hoc hypotheses are added to explain away failure (Lilienfeld, Lynn, &
Lohr, 2014). In the case of TFT, Callahan claimed that the reason
treatment results do not last is individual energy toxins (IET;
Callahan & Callahan, 2000). An IET in TFT jargon is not necessarily
a poison but can be any substance consumed or inhaled, including
common foods. A chiropractic muscle-testing technique or
a proprietary method conducted over the phone called voice technol-
ogy identifies the IET. Once identified, the person is asked to abstain
from that substance. Often these IETs can include commonly eaten
foods such as wheat, dairy, soy, or corn, and eliminating these food
groups can extremely limit the person’s diet and lead even someone
without OCD to obsess over what is in the food they eat. When some-
one is getting the TFT’s telephone treatment, it is not uncommon for
the person to be encouraged to call daily if they are having problems
with their symptoms and check what substances they have consumed
that are causing the symptoms. When treated initially with tapping, the
person often experiences a reduction or elimination of their emotional
distress, obsession, or compulsion, likely due to placebo effect, which
often does not hold up over time. When the unwanted feelings return,
the person is checked for toxins by Callahan’s propriety assessment
methods, trade secrets that have no scientific support.

For someone with OCD, the possibility of further reinforcing compul-
sions, especially checking compulsions when they are encouraged to
check for toxins, is a possible harmful side effect. While in most instances
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for other conditions, tapping may be harmless and have some placebo
effect, in the case of OCD, being encouraged to constantly check for
toxins may actually be harmful. Additionally, repetitive actions could
reinforce OCD symptoms, as some clients with OCD even have tapping
rituals. One practitioner of EFT actually noted the potential for tapping
to reinforce the chronic repetitive behaviors and thoughts that so many
clients with OCD have and provided some suggested guidelines for
attempting to minimize this possibility (Bressler, 2011). However, while
it is good that Bressler is encouraging EFT practitioners to work only
within their area of expertise, none of thesemethods has ever been tested
in a properly conducted study, so even when licensed professionals
knowledgeable about OCD are using it, whether it is effective in redu-
cing this potential for harm is unknown.

Practitioners using EFT tapping do not usually check for toxins.
Nevertheless, there is no evidence that this therapy is effective for any
form of OCD. The way in which these therapies are promoted as being
able to instantly eliminate problems, sometimes in minutes, is very
attractive and may lead people to choose them over empirically sup-
ported therapies that have been shown through well-designed studies to
work.

Some tapping therapy practitioners combine EFTwith other question-
able practices such as neurolinguistic programming (NLP) for OCD. For
example, a practitioner of EFT and NLP, using typical pseudoscientific
jargon about rewiring the brain, wrote up an anecdote about using his
methods on a client with a compulsion to check her door lock, claimed
that using his methods make exposure with response prevention (ERP)
or medication unnecessary:

By using FasterEFT to change those original records (whatever they
may be) Pat will literally rewire the neocortex of her brain, so that
the act of locking the door is no longer linked to danger or a threat to
her life – her brain will therefore no longer be prompted to trigger
the fight-freeze-or-flight response . . . This means that Pat will not
need to expose herself to the stress and trauma of ERP therapy or
take medication; she will not need to try to resist the compulsion
while feeling the anxiety; and she will experience a change in how
she responds automatically. (Smith, 2016, paras. 32–34).

A Google search on TFT or EFT and OCD will reveal many similar
articles promoting these methods and will provide no evidence for their
efficacy other than testimonials and anecdotes. Some practitioners indicate
that they combine EFT or TFT with some form of cognitive-behavioral

Obsessions and Compulsions 163

terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781316798096.013
Downloaded from https://www.cambridge.org/core. University of Sussex Library, on 25 Feb 2019 at 19:12:37, subject to the Cambridge Core

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781316798096.013
https://www.cambridge.org/core


therapy (CBT); nevertheless, there is no evidence that this in any way adds
to the effectiveness of the therapy. Rosen and Davison (2003) used the
analogy of a practitioner asking a client to wear a purple hat while doing
a form of exposure therapy. A complex system of magnets could be placed
within the hat and elaborate theories developed. However, since the
therapy being conducted already had empirical support without the purple
hat, all these complexities add nothing to the effectiveness of the treatment,
other than perhaps to enhance placebo effect. The claims being made by
proponents of tapping therapies are not much different from this mythical
“purple hat” example.

11.1.2 Supplements and Dietary Changes

Supplements and dietary changes are popular forms of alternative treat-
ments often making scientific-sounding claims with scant evidence to
support them. St. John’s Wort is one of the most popular remedies
that, in addition to depression, is now beginning to be used for OCD.
An internet search reveals many claims regarding this supplement for
OCD. However, evidence does not support these claims and randomized
controlled studies show no difference between St. John’s Wort and
placebo (Kobak et al., 2005). Some websites promoting St. John’s Wort
explain away null results saying thatmore research is needed to do longer
follow-ups. However, no such research exists, so the claims of “promis-
ing” research appear to be premature. Inositol 5 HTP, fish oil/Omega 3,
tryptophan, milk thistle, and N-Acetylcysteine (NAC) are also popularly
promoted, with scant evidence to support their efficacy. Additionally,
herbal and nutritional supplements are not without side effects and
interactions if other medications are being taken; this would especially
be the case when children are involved. One website does note that the
doses need to be scaled down for children but does not say by howmuch.
It is very risky to just guess, when children are involved.

Food allergies, also erroneously called “brain allergies,” are also pop-
ular but unsupported factors believed to cause OCD. There appears to
be no evidence other than anecdotal that this is the case. There are also
claims that some foods will aggravate OCD, again with scant evidence.
The Livestrong Foundation provides a list of foods to avoid if one has
OCD, including processed foods. While this advice might make sense for
some of these foods from the standpoint of healthy eating, they offer no
scientific evidence that avoiding them will help OCD. Nevertheless, to
sound scientific, they cite a study that involved depression and processed
foods that had nothing to do with OCD. Other websites have
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testimonials from parents who changed their children’s diet and their
OCD supposedly disappeared. But testimony is akin to anecdote, and of
little scientific standing. The problem with these testimonials is that we
do not knowwhether the child had an actual diagnosis of OCD in the first
place, or, if they did, if other factors could be responsible for the changes.
Even though some children go on to develop chronic OCD in adulthood,
other children with OCDmay actually experience remission and become
subsyndromal as time passes (James et al., 2017).

The unnecessary and non-empirically supported focus on food aller-
gies as a cause of OCD could be particularly problematic when applied to
children who suffer from the sudden onset of severe OCD symptoms,
known as pediatric acute onset neuropsychiatric syndrome (PANS). Or,
if OCD is preceded by a Group A streptococcal infection, the result has
been called pediatric immune neuropsychiatric disorder associated with
streptococcal infections (PANDAS; Toufexis et al., 2015). Children with
PANS or PANDAS have been reported to have fears of food contam-
ination and fears of choking, swallowing, or vomiting that can result in
PANDAS anorexia, a condition where the child refuses to eat. If a parent
or practitioner adds to this the belief that these symptoms are caused by
food allergies and employs pseudoscientific testing for food allergies
resulting in restrictions on the child’s diet, that would likely reinforce
the child’s PANDAS anorexia, by adding a nocebo effect (negative
suggestion) that food is an allergen or a toxin. Needless to say, this is
the last thing a child with PANDAS needs.

11.1.3 Neurofeedback

Neurofeedback or EEG biofeedback is an intervention best known for
treatment of attention-deficit/hyperactivity disorder (ADHD), where
the person is hooked up to electrodes placed on specific sites on the
skull corresponding to various brain sites and then plays a computer
game where they earn rewards for increased brain wave activity at
these specified sites. Since computer games are involved, this form of
treatment has become popular with children. Currently, neurofeedback
is used for a variety of conditions, even though evidence for many of
these conditions, including OCD, is scant. Nevertheless, websites pro-
moting neurofeedback claim it is the best treatment for OCD. They seem
to be basing this on research showing OCD is related to specific areas of
the brain. However, no randomized clinical trials actually test to see if
this intervention helps with OCD. The only studies that have been
conducted appear to be small, uncontrolled pilot studies (Surmeli &
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Ertem, 2011). Once again, the promotions appeal to the fact that it is
a painless treatment that is quick, easy, and comfortable for the client to
engage in, in an attempt to make it more appealing than evidence-based
approaches that can require a significant amount of work. The idea that
people can gain control over the regions of their brains that are respon-
sible for various conditions can be compelling and give the appearance of
having a scientific basis. However, evidence is scant that neurofeedback
accomplishes this, particularly for OCD.

11.1.4 Hypnosis and Past Life Regression

Hypnosis, particularly regressing a person to memories of past experi-
ences, often used for trauma, is also used for OCD even though there is
no evidence that this is effective. The celebrityHowieMandel claims that
he was successfully treated with hypnosis for his OCD, which involved
fear of shaking people’s hands (Singer, 2016). Some of the more exotic
forms of hypnosis can involve past life regression, whereby the person is
supposedly regressed to what they believe is a former lifetime. For
example, one website states: “In Obsessive Compulsive Disorder, an
individual is ‘plagued’ with thoughts, beliefs, and attitudes – usually
originating from a traumatic death in a past life – that result [sic] in
disempowering behaviors that seriously disrupt their present day life”
(Heal Past Lives, n.d.). What follows is a lengthy list of various forms of
OCD such as hoarding or “clean freaks” and what kind of trauma they
suffered in a past life. It is claimed that those who are able to free
themselves of their OCD through this process of past life regression
will be free of it for the remainder of their “karmic cycle.” No author is
named for this article; it is listed as “channeled information.”

Other forms of hypnotic regression may not involve past lives but are
equally unsupported by any kind of scientific evidence that they are
effective. One such approach, heart-centered hypnotherapy (HCH;
Zimberoff, 2016) claims that it can cure OCD by regressing the person
back to the trauma that caused the condition and connect with their inner
child. The description claims the following:

In HCH we help the client to wash off the child that was dirtied and,
perhaps for the first time, begin to love this little girl or boy.
We encourage the client to love the inner child the same way you
would love and heal any child who was harmed or betrayed by their
caregivers. When healed on the deep subconscious level where the
original traumatizing event occurred, the person is able to stop the
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OCD behavior because the triggering event is neutralized of its
power. Without the original event’s reservoir of fear and shame
propelling it, the current triggering event has lost its commanding
influence. (para. 6)

Some forms of hypnosis are aimed specifically at children and claim to
help with a variety of conditions including OCD. Again, there appears to
be the assumption that regression to some sort of trauma will cure
whatever the problem is. For example, one practitioner of NLP and
hypnosis employs a technique called talking puppet therapy whereby
children are placed under hypnosis and encouraged to talk to a puppet
about their problems (Knight, n.d.). The advantages to these approaches,
he claims, are that they are drug free or can be used as complements to
prescribed drugs. He makes no mention of the evidence-based non-drug
interventions that do exist.

11.2 Research-Supported Approaches

The promotion and proliferation of pseudoscientific practices for OCD is
especially troubling since well-researched, evidence-based practices for
OCD have existed for quite some time (see Pignotti & Thyer, 2011, for
a review of best practices). Since OCD can be so debilitating and have
such an adverse impact on a person’s life, it is vital that well-supported
effective treatments are disseminated and made available and that the
person with the disorder receives accurate information about what those
are. Currently, the intervention with the most support for OCD is thera-
pist-assisted exposure therapy and response prevention, a type of beha-
vior therapy (ERP or ETRP; Abramowitz, 1997; Fisher & Wells, 2005;
Mantz&Abbott, 2017). Recent work also indicates the potential value of
internet-guided ETRP for adolescents, which is less expensive but simi-
larly effective (Lenhard et al., 2017). ERP treatments involve client
exposure on a gradual basis to stimuli that trigger OCD symptoms and
then having the client refrain from performing OCD rituals.
Nevertheless, ERP is underutilized with only 50% of therapists who
report cognitive-behavioral therapy as their primary orientation using
ERP (Maltby & Tolin, 2005); among those who do not, that percentage
would presumably be even lower. One of the main problems with ERP is
that because this treatment can be difficult and uncomfortable,
a minority of clients refuse treatment to begin with or drop out of
treatment (Tolin & Maltby, 2008). However, readiness interventions
involving motivational interviewing as an adjunct to ERP have been
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designed that have shown some promise in small clinical trials (Randall
& McNeil, 2016). Additionally, education can be used with any family
members who live with the individual who has OCD, so they can learn
how to be helpful in carrying out homework assignments and not be
overly accommodating or overly antagonistic (Renshaw, Steketee, &
Chambless, 2005). Family involvement would be particularly relevant
in the case of a child or adolescent living at home.

11.3 Conclusion

One might wonder what the appeal would be and why someone would
choose an approach that had little scientific evidence over one that has
solid evidence such as ERP for OCD.When it comes to OCD, a common
theme in all these questionable approaches appears to be that they are
painless or relaxing and certainly more pleasant than ERP. Nobody likes
discomfort.We all would like to believe that there is an easy, comfortable
way to cure whatever ails us. Additionally, grandiose claims are made,
accompanied by jargon that sounds scientific to those who are not trained
in the scientific method, which not only includes families seeking treat-
ment for their child but also some mental health professionals not ade-
quately trained in the scientific method. These claims can be very
seductive.Which would you rather do?Have a relaxing hypnosis session,
play a fun computer game, tap on your body while humming a tune, play
with Tappy Bear, and talk to a puppet – or go through a course of ERP
that requires exposure to what you fear and dread the most, that which
evokes the most anxiety? Even if the exposure is gradual, there is no
question which options would sound the most appealing to most people.
However, ERP, as previously noted, has actually been shown to be
efficacious through numerous randomized clinical trials and these other
approaches have not. All of these more fun and relaxing approaches are
unlikely to be helpful, beyond a temporary placebo effect, whereas
with ERP, the person has a good chance to achieve clinically sig-
nificant reduction or elimination of symptoms of OCD, even though
the treatment is not easy.

What is the solution? First, mental health professionals need to be
educated early, while they are still attending their university-based pro-
grams on not only the scientific method and evidence-based practice but
also on distinguishing science from pseudoscience; then when they grad-
uate and begin to practice, they will not fall for pseudoscientific market-
ing, which is directed not only to therapy consumers but also to
practitioners. It is not easy to compete with the seductive claims being
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made on the internet, but those who teach in psychology, counseling,
social work, and family therapy programs have to try harder and do
a better job to educate mental health professionals as often and as
early as we can, so they will graduate from their programs with a sound
grounding in the scientificmethod, critical thinking, and inoculation from
pseudoscientific practices.
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19

Skepticism and Psychotherapy

Stephen Hupp and Kathleen Dyer

The mind is a terrible thing – there are so many ways that our minds can
be deceived. Many of us have been tricked into believing that aliens land
in our cornfields, that Sasquatches run through our forests, that ghosts
haunt our homes, or even that demons possess our souls. Even worse,
there are so many ways that our mind can fool itself. Sensory illusions,
logical fallacies, and cognitive biases constantly deceive us. It’s nearly
impossible to avoid myths, misperceptions, and other mistakes. Even
when we devise studies to test our hypotheses, we are deceived by
spurious correlations, uncontrolled confounds, and other design flaws
that impede our goal of revealing some truth. Sometimes our minds even
make us wonder if any “truth” can ever really be known.

On the other hand, the mind is also a wonderful thing. Our mind has
the ability to be skeptical, an ability that helps us protect against trickery
by others and the biases that influence our own perceptions. If the occa-
sion calls, we’ll need this ability, skeptical thinking, to save us from an
alien invasion, from a stray asteroid, or from ourselves.

Reading through these chapters, it’s really exhausting to thinking about
how much time, money, and effort are spent using therapy practices that
are questionable, ineffective, or even harmful. And this book covers just
one part of the bigger problem.One of the limitations of this book is that it
has focused largely on symptoms of diagnoses covered in the Diagnostic
and Statistical Manual of Mental Disorders – 5th ed (DSM-5; American
Psychiatric Association, 2013). It’s a fair criticism of this book to say that
there are many other areas covered in psychotherapy that are not directly
tied to a disorder. To chip away at this limitation, the first Sidebar Box in
this chapter describes one of the most egregious forms of pseudoscience
that was not covered earlier – conversion therapy.

Another fair criticism of this book could be the term pseudoscience
itself. It’s human nature to place concepts into categories, and this book
largely emphasizes two categories – pseudoscience in psychotherapy
(i.e., demonstrably ineffective approaches) and science in psychotherapy
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(i.e., evidence-based approaches). The reality is that there is a lot of gray
area between pseudoscience and science, often referred to as the
“demarcation” problem (Pigliucci, 2014). Where should we demarcate
the line between pseudoscience and science? The extreme examples are
easy, but what about the middle ground? Surely treatment components
are emerging now that have little to no research support. If a therapist
uses these components, are they practicing pseudoscience? Are they
using science? Upon what does the answer depend on? We need to
leave room for emerging techniques without calling something pseu-
doscience too quickly. You may have noticed this book often hedges by
using the phrase “questionable ideas,” and that was done to leave the
door open for some of these approaches to develop a research base.
Interested readers should also check out Strosahl’s (2018) article entitled
“Some Reflections on the Stormy Marriage of Science, Would-Be
Science, and ‘Pseudoscience.’” But please don’t stop there! In response
to that article, Lilienfeld and Gaudiano (2018) made a convincing case
for why and when the term “pseudoscience” is warranted. In short, there
are some exciting debates in our field when it come to pseudoscience.

Despite these critiques of this book, it is our hope that we have reached
one primary goal – for readers to embrace scientific skepticism, espe-
cially when it comes to psychotherapy with youth. In particular, if thera-
pists embrace scientific skepticism, then they will be less likely to use
ineffective and harmful approaches.

Sidebar Box: What is gay conversion therapy? by Sheldon W. Helms

More than ever before, members of the LGBT community enjoy
a level of inclusion that would have seemed unattainable only
a generation ago. Although much work still needs to be done,
progress has been made in marriage equality and open military
service, aswell as in employment andhousing rights for LGBT citizens.

Unfortunately, forces are still at work in our society that spread
outmoded and unsupported ideas about sexual minorities. One of
them goes under the moniker “Gay Conversion Therapy,”
a collection of ineffective techniques purporting to convert people
from gay to straight (or, in the case of people who are transsexual,
to “solidify” their birth sex as the one they express and experience).
These techniques have a long and sordid history (Vider & Byers,
2015), and one would think that we would be rid of them in the
twenty-first century. Sadly, that is not the case.
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In modern history, this phenomenon began as a quasi-religious
movement that mostly involved “praying the gay away” and took
place inside churches and synagogues. The now defunct Exodus
International was one of the first to make those messages public in
the 1970s and 1980s, promising to curemillions of peoplewilling to
live according to their principles. Michael Bussee, one of the
founders of Exodus who has since left the organization, said in
a interview that he never saw a single person change their sexual
orientation through these methods (Gonzales, 2010). He did,
however, see people becoming less and less interested in sex. But,
of course, abstinence from sex is not the same thing as changing
from gay to straight.

Even some psychologists and psychiatrists have jumped on this
bandwagon, often using (or misapplying) outdated ideas by Freud,
Jung, andAdler to justify their positions. A fewof these therapists use
aversion therapy (Scot, 2017), sometimes involving substances to
induce vomiting, and others electric shocks, meant to associate
unpleasantandpainful experienceswith same-sex images. Inaddition
to being cruel, these techniques have not had the desired effect.

The truth is, we do not yet know what causes sexual
orientation. But a majority of the research strongly suggests two
things: (a) sexual orientation is varied throughout the animal
kingdom, with homosexuality and bisexuality being harmless
variants found in hundreds of species, and (b) sexual orientation is
not vulnerable to change efforts by quasi-religious or
pseudoscientific means.

Fortunately, the American Psychological Association’s (2009)
resolution statement makes their position clear:

The American Psychological Association advises parents, guar-
dians, young people, and their families to avoid sexual orienta-
tion changeefforts thatportrayhomosexuality as amental illness
or developmental disorder and to seek psychotherapy, social
support and educational services that provide accurate informa-
tion on sexual orientation and sexuality, increase family and
school support, and reduce rejection of sexual minority youth.

Sheldon W. Helms, MA, is a professor of psychology at Ohlone
College. He is also host of the ShelShocked podcast.

Skepticism and Psychotherapy 293

terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781316798096.021
Downloaded from https://www.cambridge.org/core. University of Sussex Library, on 25 Feb 2019 at 19:13:06, subject to the Cambridge Core

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781316798096.021
https://www.cambridge.org/core


19.1 Scientific Skepticism

Scientific skepticism, broadly speaking, is a movement that promotes the
use of science and critical thinking to evaluate claims about the world.
It is concerned with differentiating pseudoscience from science, with the
goal of protecting the public from both fraud and misunderstanding.
Scientific skepticism is largely distinct from religious skepticism and
veers away from religious issues (unless they are presented as a form of
science).

Scientific skepticism is also not part of one particular academic or
scientific discipline; rather, it is a movement of laypeople who, together
with scientists, value science as a source of guidance. The term “skeptic”
is often used to identify proponents of scientific skepticism. It means
more than simply being hard to convince. The term reflects a key feature
of scientific investigation, the requirement that evidence be presented
publically and be subject to both critique and revision. Scientists are
trained to look for biases and flaws in evidence to identify weaknesses
in a body of knowledge; all of this is done to expand knowledge. Skeptics
seek to apply these principles by practicing critical thinking in everyday
life.

The movement of scientific skepticism originally focused on debunk-
ing the claims of the paranormal, such as extrasensory perception, alien
abduction, and Bigfoot. As the movement has grown, it has targeted
pseudosciences that affect broader swathes of the public such as health
care frauds. This movement has plenty of room for scientists who study
child development and practitioners who provide care to children.
In fact, as the chapters in this book demonstrate, pseudoscience is wide-
spread in child-focused discipline, as everywhere else.

19.2 Skeptical Organizations, Conferences, and Other
Resources

While skepticism has existed throughout most of human history, the
organized movement is very young. The Committee for the Scientific
Investigation of Claims of the Paranormal (CSICOP) was founded in
1976. It still exists today as the Committee for Skeptical Inquiry (CSI)
and is a cornerstone of the contemporary skeptical movement. CSI hosts
a meeting for scientific skeptics called CSICon, and it publishes one of
the premier skeptical publications for skeptics – Skeptical Inquirer.
Another prominent organization, the Skeptics Society, was formed in
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1992 and publishes the other flagship publication for the skeptical move-
ment – Skeptic Magazine.

The James Randi Educational Foundation (JREF), founded in
1996, has also made important contributions to skepticism. For
many years, the JREF hosted one of the most important skeptical
conferences called The Amaz!ng Meeting (TAM). It also sponsors
the Million Dollar Challenge, whereby anyone claiming a paranormal
ability can earn a million dollar prize simply for demonstrating the
ability under controlled conditions. The claimant and a panel of
scientific skeptics together develop a scientifically sound protocol
that both parties agree will detect the ability if it exists, and the
JREF implements that test. To date, no one has been able to claim
the prize, though many have tried.

All of these organizations have overlapping memberships. Their pub-
lications and conferences draw from similar speaker lists, prominently
featuring scientists and science educators, such as Carl Sagan in years
past, and more recently Neil deGrasse Tyson and Bill Nye, the Science
Guy. The conferences also include other experts in the art of deception –

performers of magic and illusion such as James Randi, Penn and Teller,
and Michael Carbonado. In recent years, television personalities such as
Adam Conover (Adam Ruins Everything) and Timothy Caulfield
(A User’s Guide to Cheating Death) have attended skepticism
conferences.

Similar conferences and organizations can be found locally across
the United States. For example, the Northeast Conference on
Science and Skepticism (NECSS) is co-hosted by the New York
City Skeptics and the New England Skeptical Society. There are
also many international conferences and organizations such as the
Question, Explore, Discover (QED) conference in England, a joint
effort by the Merseyside Skeptic Society and the Greater Manchester
Skeptic Society. A growing list of other countries has also started to
host skeptical conferences.

Podcasting is a large part of the skeptical movement. Themost popular
skeptical podcast is The Skeptics’ Guide to the Universe. Other notable
skeptical podcasts include The Prism Podcast, Skepticality, Inquiring
Minds, and MonsterTalk. A few television shows promote a skeptical
mind-set including MythBusters, Adam Ruins Everything, Reanimated
History, A User’s Guide to Cheating Death, and Bullshit. Additionally,
The Carbonaro Effect is a fun way to watch unsuspecting people experi-
encing magic right in front of their eyes in public places. Many of them
appear to be more likely to believe in the magical occurrences than they
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are to believe that they are currently being taped as part of a hidden
camera magic television show.

All of these organizations and resources have affiliated websites with
plenty of useful information, and a few key general interest books for
every skeptic’s bookshelf include the following:

• The Demon Haunted World: Science as a Candle in the Dark (Sagan,
1995)

• Flim-Flam! Psychics, ESP, Unicorns, and Other Delusions (Randi, 1987)
• Why People Believe Weird Things: Pseudoscience, Superstition, and

Other Confusions of Our Time (Shermer, 2010)
• The Skeptics’Guide to the Universe: How to KnowWhat’s Really Real

in a World Increasingly Full of Fake (Novella et al., 2018).

19.3 Skepticism in Psychology

Disagreeing with Freud’s claims about psychology, John B.Watson was an
early skeptic in psychology who helped move the discipline in a scientific
direction. Similarly, B. F. Skinner carried the scientific psychology torch
with his research and books such as Science and Human Behavior (1953).
These days, people with expertise in psychology are prominently featured
in skeptical organizations and resources. As mentioned in the first chapter
of this book, Ray Hyman is a professor emeritus of psychology and
a founder of the modern skeptical movement. Psychology Professor
Richard Wiseman is one of the three Research Fellows on the staff of
the Committee for Skeptical Inquiry (CSI); other psychology professors
represented on the CSI Executive Council include James E. Alcock, Scott
O. Lilienfeld, and Elizabeth Loftus. In fact, nearly 20% of the CSI Fellows
come from the field of psychology, including Thomas Gilovich, Steven
Pinker, Carol Tavris, and Stuart Vyse.

When it comes to psychotherapy, the Society of Clinical Psychology
(Division 12 of the American Psychological Association) has continued
to emphasize evidence-based practices for years. A website by this
society shares information about evidence-based treatments (EBTs)
and also points out some treatments that are controversial (www.div12
.ort/psychologcial-treatments). Additionally, the Association of
Behavioral and Cognitive Therapies (ABCT) has always emphasized
a scientific focus. In 2018, ABCT’s flagship journal, the Behavior
Therapist (available for free through www.abct.org), published
a special issue called “Pseudoscience in Mental Health Treatment.”
The special issue includes 11 excellent articles (some of which were
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written by contributors to this book) that identified challenges and
potential solutions related to pseudoscience in psychology (see Codd,
2018, for an introduction). For a while, the ABCT conference included
a special interest group related to pseudoscience, but that special interest
group has not continued in recent years. Please, somebody start it back
up! Finally, a few fantastic books related to skeptical psychology follow:

• How We Know What Isn’t So: The Fallibility of Human Reason in
Everyday Life (Gilovich, 1991)

• 50 Great Myths of Popular Psychology: Shattering Widespread
Misperceptions about Human Behavior (Lilienfeld et al., 2010)

• Thinking, Fast and Slow (Kahneman, 2011)
• Alternative Psychotherapies: Evaluating Unconventional Mental

Health Treatments (Mercer, 2014)
• Science and Pseudoscience in Clinical Psychology, 2nd ed (Lilienfeld,

Lynn, & Lohr, 2015)
• MistakesWereMade (But Not ByMe): WhyWe Justify Foolish Beliefs,

Bad Decisions, and Hurtful Acts (Tavris & Aronson, 2015)

19.4 Skepticism in Child and Adolescent Development

Child development, as a scientific discipline, was founded by G. Stanley
Hall, the first person to earn a doctoral degree in psychology in the
United States. Hall also founded the American Psychological
Association, serving as its first president and was also the founder and
leader of the so-called child study movement, the precursor to the child
development discipline, in the very late 1800s. Hall used empirical meth-
ods to explore children’s knowledge. The scientific study of children was
controversial at the time, being opposed both by some educators who
resented the implied criticism that schools were ineffective and by others
who asserted that it was morally wrong to objectify children by scientific
study. But themovement grew, and began to influence teaching as well as
parent education and clinical psychology. Hall was its undisputed leader
during the formative years of the discipline (Davidson & Benjamin,
1987).

Hall was also one of the founders of the American Society for
Psychical Research in 1884, an organization devoted to scientifically
studying parapsychology. He was skeptically minded and believed that
the methods of science could be used to empirically investigate paranor-
mal claims. When it became clear that the organization was not satisfied
with honest scientific answers to such claims, he resigned from the society

Skepticism and Psychotherapy 297

terms of use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781316798096.021
Downloaded from https://www.cambridge.org/core. University of Sussex Library, on 25 Feb 2019 at 19:13:06, subject to the Cambridge Core

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781316798096.021
https://www.cambridge.org/core


in protest and remained an outspoken critic of parapsychology (Pickren,
2010). In other words, the person considered the father of the discipline
of child development endorsed and practiced scientific skepticism.

The discipline of child development has confronted pseudoscience in
the guise of some silly things that exploit consumers, such as the Mozart
Effect, the debunked notion that fetuses or children will be smarter if
they are exposed to Mozart’s music. Unfortunately, the child develop-
ment discipline currently faces pseudoscience that threatens the health
and well being of many families. That is, the anti-vaccination movement
promotes the conspiracy theory that routine childhood vaccinations
cause autism spectrum disorder, and this movement is likely responsible
for a reduction in vaccination rates, prompting a resurgence of previously
controlled infections (e.g., measles). The rejection of false memories is
another pseudoscience needing the science of child development to
confront. Child care workers have been incarcerated due to the
debunked notion that children cannot possibly have false memories of
abuse implanted through suggestion.

Much of the work of the Society of Clinical Child and Adolescent
Psychology (Division 53 of the American Psychological Association) has
emphasized evidence-based practices in child psychology. Its website (www
.effectivechildrentherapy.org) includes information about EBTs and identi-
fies several ineffective treatments. During the writing of this book, and with
prompting from discussion on the division’s listserv, the website added
facilitated communication as a treatment that has been “Tested and Does
Not Work.” In fact, it has recently added several other treatments into this
category. It is hoped that this book will help them identify a few more!

Jean Mercer’s Childmyths blog covers many topics related to skepti-
cism in child development. Similarly, the Science Moms documentary is
available for free on YouTube (search “Science Moms: Full Film!”).
A few books related to skepticism in child development follow:

• Great Myths of Child Development (Hupp & Jewell, 2015)
• Great Myths of Adolescence (Jewell et al., 2019)
• Thinking Critically About Child Development, 4th ed (Mercer, Hupp,

& Jewell, forthcoming, 2020)

19.5 Conclusion

There’s somuch pseudoscience in the world, making scientific skepticism
sorely needed.We hope that, like the other chapters in this book, this last
chapter has pointed you toward many other places you can learn about
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scientific skepticism and critical thinking related to psychotherapy for
youth. So many more resources are out there than we could have
included, so enjoy the journey in discovering more. Of course, you may
also want to learn more about what treatment approaches actually do
work for youth. If so, then a great starting point is the companion book
Child and Adolescent Psychotherapy: Components of Evidence-Based
Treatments for Youth and Their Parents (Hupp, 2018). On a final note,
it’s also worth considering how we can teach youth about skepticism.
To that end, the final Sidebar Box herein discusses skepticism in the
context of education for youth.

Sidebar Box: Should children be taught about pseudoscience? by Henry Hupp

The importance of pseudoscience has fallen between the cracks
for many educators in American schools. If more teachers
incorporated critical thinking about pseudoscience into lectures
and discussions, students would be able to better prepare
themselves for a future of differentiating what is truth and what
is fiction. In his address to congressional representatives about
quackery, James Randi (1999) explained, “a properly educated
and informed public would know about this, and protective laws
would not be required. Again, education is the key.” In this
excerpt from his speech, Randi was speaking about how the
government needs to intervene on pseudoscientific practices
plaguing the United States. More education about pseudoscience
would help people be able to defend themselves from
misinformation.

To fully educate the American people, the schooling system
is one critical place students can learn about skepticism at an
early age so they can continue to use critical thinking
throughout adulthood. What people learn when they are
young can shape their beliefs as adults. The main takeaway is
that what youth learn matters, and everyone deserves the
opportunity to be taught critical thinking about pseudoscience
at school. For more about teaching skepticism to youth, see
Lilienfeld (2017).

Henry Hupp attends Edwardsville High School. He conducted
a Science Fair project on energy necklaces and the placebo effect.
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