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Introduction

Most people find psychology the most interesting, intriguing and beguiling of the (social) sciences. At its best it gives valid, evidence-based explanations for everyday experiences. Many theories are surprising, some even counter-intuitive. Often the more surprising the explanation the more popular it becomes. This is certainly true of the Freudian explanations for so much social behaviour, which though they fell out of favour, are now on the rise.

Psychology as an academic discipline, as well as a profession, is booming: there are over 100,000 licensed practitioners in America and a similar number of students in Britain, and the American Psychological Association has 55 specialist fields alone. Psychologists have always shone a torchlight, and then a spotlight, into many dark corners of the human mind. They study everything from art preference to altruism; coaching to criminality; jokes and humour to justice and honesty; sexual differences to schizophrenia. 

Most, but not all, psychological research is serious, often useful, and occasionally profound. Sometimes researchers have been accused of researching trivial questions, but what is trivial in one generation might not be the same in the next. Students of body language and non-verbal communication were thought of as pursuing a pointless quest in the 1960s but today it forms the fundamentals of understanding human communication. Equally, 20 years ago, psychologists were scorned for studying happiness when it was thought they were meant to be focusing entirely on human misery!

The media loves psychology and psychologists. Newspapers and websites report, often many times a week, on the results of psychological studies. Findings from no other disciplines (consider chemistry, geography and education, for example), with the possible exception of medicine, attract so much journalistic enquiry and debate. This is a double-edged sword for psychologists for two reasons. First, the media often prefers to report more dramatic and sensationalist findings in ways that simplify the research, often with headlines that do not reflect the cautious style of the research psychologist. Second, and perhaps more importantly, it makes psychology often seem like common sense, because people have ‘heard it all before’. In fact, psychologists are very interested in ‘common sense’ itself: What it is and why some people seem to have more of it than others.

These are indeed exciting times. With new techniques and ever more researchers in the field we are making lots of progress in the understanding of human behaviour. Neuroscientists, many of whom trained as psychologists, appear to be on the brink of major new discoveries.

But this does not mean we should neglect the past. Some of the concepts and theories in this book are far from new but have stood the test of time. They continue to reveal some of the most interesting aspects of our thoughts, feelings and public behaviour.

At its best psychology offers clear descriptions and explanations for all sorts of phenomena. Better results can be replicated, theories tested and predictions made. More importantly, psychological research is often aimed at improving lives. Nearly all the applied psychologists – e.g. clinical, educational, counselling and work psychologists – aim, as a result of their research, to make people more happy and be able to realize their full potential.

Psychology attracts some of the best university students and some of the largest public funding for research. Psychologists are also found in many institutions like schools, hospitals and prisons but also in big corporations and industries, and today their voices are increasingly heard.

Psychologists can also puncture the pretentiousness of pompous pundits. They can and do challenge assertions asking for ‘good evidence’. They are fond of asking those ‘does it work’ questions, whether it is alternative medicine or psychotherapy itself. There are many ‘snake oil’ sales people offering advice and magical cures which can be challenged by the cool, research logic of experimental psychology.

Of course, they are also far from infallible and also, sometimes, are liable to exaggeration and error. But science and research is self-correcting: and the truth will come out! Some will have heard of the ‘replication crisis’, meaning that a lot of important research findings cannot be replicated and may be wrong or exaggerated. Time alone will tell.

This book offers bite-size chunks of psychological science. The choice of topics reflect my own expertise, interest and training. I have written about and researched many of these topics.

The book is a ‘sort of’ update on my 2008 book, 50 Ideas You Really Need to Know: Psychology, published by Quercus. It has been by far my most successful book, translated into over 30 languages and selling over 500,000 copies. I still see it with some joy at airport bookshops around the world. 

There are two differences between this book and the earlier version. First, quite obviously, the book is more than twice as long, with 101 rather than 50 entries. Second, I did not choose those 50 ideas and do not know who did (I seem to recall it was a vice chancellor from Australia). While I thought they represented the full range of psychology, they would not have been my choice. Further, the book was highly structured and formulaic: each chapter had to have exactly 1,350 words, two boxes, three quotes and a time line. This certainly gave the book a nice symmetry and I have tried to retain some aspects of it.

In this new book, I have chosen all 101 topics based on three things: my expertise, my experience of the interests of students and general audiences, and my own curiosity. The topics are highly idiosyncratic but I have road-tested them and people agree for the most part they are very interesting.

So, three reasons for the rather idiosyncratic choice of topics.


First, they are topics I know something about. I have done research and written papers, chapters and books on nearly all of these topics. 


Second, I did some market research. I made some lists of 10 to 20 topics at a time and gave them to all sorts of people asking them to rank in order those they would be most interested in reading about. I gave them to friends, fellow passengers on planes and trains, and a few online acquaintances. I included those that were most often highly rated.


Third, I tried to minimize the overlap with the entries in the previous book. I know my choices will frustrate some people for both sins of omission and commission. At least for the former I can start a list for the second edition!

I hope you get as much pleasure from reading it as I have writing it. I hope also that you will forgive any errors of omission or commission, or infelicitous judgements.

Adrian Furnham
London 2020
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Accident Proneness: Just Being Clumsy?


Accident. Noun. An inevitable occurrence due to the action of immutable natural laws. (Ambrose Bierce, Devil’s Dictionary, 1906)


My only solution for the problems of habitual accidents…is to stay in bed all day. Even then there is always the chance that you fall out. (Robert Benchley, Chips off the old Benchley)

There are two principal ways of looking at the accident problem:


Theory A: Accidents are caused by unsafe behaviour (and some people are more prone to behaving unsafely than others). Accidents may therefore be prevented by changing the ways in which people behave. This is the concern primarily of personality and social psychology. Theory A focuses on individuals.

Theory B: Accidents are caused by unsafe systems of work. Accidents can therefore be prevented by redesigning the working system. This is the approach taken by cognitive psychologists and ergonomists. Theory B focuses on systems.



The concept of the accident-prone person originated when it was discovered that a small percentage of the population had a high percentage of accidents. The theory of accident proneness is based on identifying individuals who have certain characteristics.
 
People drive as they live – that is, there are consistencies of behaviour (in response to particular stimuli) which suggest that they may be related to accidents. People who take risks tend to take risks with all aspects of their life: how they drive, the sports they choose, the social rules they break.

Studies from First World War munitions factories also showed that a small number of people had a disproportionately large share of accidents. Researchers asked why. Was this due to physical or psychological characteristics; specific to a job or more general; a permanent or transient effect; due to greater risk exposure; because having one accident may increase the likelihood of another; or was it due to biases in reporting?

What about people’s characteristics? There is little evidence of the relationship between accidents and intelligence. Accident-free steelworkers tended to be more extrovert and outgoing than accident repeaters. Those actively involved in accidents have higher absenteeism rates than those passively involved or not involved. Not surprisingly, accident-prone individuals also take more risks and think the work is less dangerous.

We know that psychological states (not personality traits) do affect accidents. For instance:
 
• Influenza can result in a 50 per cent impairment in a reaction-time test;

• A typical worker feels ‘low and miserable’ for 20 per cent of the time: 50 per cent of accidents occur during these periods of negative mood;

• Drivers and pilots have more accidents when going through major life events (for example, divorce);

• Women are more accident prone before and during menstruation, both for active and passive accident involvement.

As may be expected, older people have fewer accidents. Job-related experience seems to be most relevant to accident rate, although the effects of the number of years spent in an industry and the number of hours worked on a specific task (where the job involves a number of tasks) can also be demonstrated.

Thus, it seems that there is sufficient evidence that personality variables do relate to all sorts of accidents in all sorts of populations. Aggressive, impulsive, neurotic and fatalistic traits seem particularly associated with accidents. They seem to account for about 10 per cent of the variance, which is certainly not to be dismissed. The two independent, unrelated factors that seem to be the best predictors of accidents are extroversion/sensation-seeking/A-type behaviour and neuroticism/anxiety/instability.

The personality traits that relate to accidents and make people accident prone are these:

1 Stimulus seeking: The more people like variety and change, prefer people to things, get bored easily and trade speed for accuracy, the more they are likely to do things (drive fast, ignore warnings, try untried new activities) that lead to accidents.

2 Emotional instability: The more moody, pessimistic and unhappy people are, the more likely they are to become self-absorbed or jittery and ‘take their eye off the ball’, which may lead to accidents.

3 If they are young, male and not very well educated, as well as stimulus seeking and emotionally unstable, these people really do seem likely to be accident prone.

Robert and Joyce Hogan developed a personality test to detect the accident prone. It has six scales and it is always the high scorers that do best and have the fewest accidents.

The six scales of safety-related behaviours are:

1 Defiant–Compliant: This component concerns a person’s willingness to follow rules. Low scorers may ignore rules; high scorers follow them effortlessly.

2 Panicky–Strong: This component concerns handling stress. Low scorers are stress prone, may panic under pressure and make mistakes; high scorers typically remain steady.

3 Irritable–Cheerful: This component concerns anger management. Low scorers may lose their temper easily and make mistakes; high scorers control their temper.

4 Distractible–Vigilant: This component concerns focus. Low scorers tend to be easily distracted and may make mistakes; high scorers remain focused.

5 Reckless–Cautious: This component concerns risk-taking. Low scorers tend to take unnecessary risks; high scorers avoid risky actions.

6 Arrogant–Trainable: This component concerns trainability. Low scorers tend to ignore training and feedback; high scorers pay attention to training.

References
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Alcohol Use and Addiction: Fancy a Quick Drink?


Drunkenness is simply voluntary insanity. (Seneca, Moral Epistles to Lucilius)


Man, being reasonable, must get drunk: The best of life is but intoxication. (Lord Byron, Don Juan, 1810)

 

Alcohol use and abuse is as old as man. It was drunk in Mesopotamia 5,000 years ago. The Bible, in both old and new testaments, has parable stories and warnings about the benefits and dangers of strong drink. The message it seems is that alcohol consumed in moderation is socially highly beneficial. Indeed, wine is at the heart of both Jewish and Christian rituals.


• Drink no longer water, but use a little wine for thy stomach’s sake and thine often infirmities. I Timothy 5:23.

• Wine is as good as life to a man, if it be drunk moderately: what is life then to a man that is without wine? For it was made to make men glad. Ecclesiasticus 31:27.

• Give strong drink unto him that is ready to perish, and wine unto those that be of heavy hearts. Proverbs 31:6.


Nearly (but not all) societies discovered alcohol and developed social conventions, morals and laws for regulating and consuming it. Climate, geography, economics, local customs and laws all influence national patterns of drinking. Immigrant groups take their patterns of drinking with them when they move, but tend, over time, to pick up local drinking habits.

Further, they usually attempt to instil these behavioural rules in their children by a variety of means. In most European countries, about 90 per cent of the population drink alcohol primarily to socialize, celebrate and relax. Many quote studies that show the health benefits of moderate drinking. The alcohol industry is huge and employs around one million people globally and generates £7bn in taxes per year.

The psychological effects of alcohol are well known. Alcohol makes the drinker more self-assured and self-accepting. It has been called a paradoxical stimulant because although it is pharmacologically a depressant it seems to act as a social stimulant making drinkers less inhibited and more sociable. Alcohol has symbolic and ritualistic uses. It is often used to give an enhanced sense of group cohesiveness, especially among the young.

There are many theories about the causes of alcoholism and alcohol abuse, including biological, familial, cultural and psychological theories. We know that younger people (18–34 year olds) drink more heavily than older people (over 55-year-olds). Males drink more heavily than females. Younger groups are more likely to drink in bars/pubs but this declines as people get older. Middle-class people drink less but on more occasions than the working class. Certain trades are associated with heavy drinking and alcohol abuse: alcohol producers and retailers, heavy manual workers, business executives, travelling salesmen, journalists, entertainers, seamen and construction workers.

Psychologists and psychiatrists have come up with criteria for alcohol and all other substance abuse:

1 Tolerance: a need for markedly increased amounts of the substance to achieve intoxication or desired effect and/or markedly diminished effect with continued use of the same amount of the substance.

2 Withdrawal syndrome for the specific substance, or the same substance is taken to relieve or avoid withdrawal symptoms.

3 The substance is often taken in larger amounts or over a longer period than was intended.

4 A persistent desire and/or unsuccessful efforts to cut down or control use.

5 Much of the person’s time is spent in activities necessary to obtain the substance, or recover from its effects.

6 Important social, family, occupations or leisure activities are ignored or reduced because of substance use.

7 Substance use is continued despite knowledge of persistent or recurrent physical or psychological problems that are likely to have been caused or exacerbated by the substance.

Nowadays, we know many things about alcohol abuse. Consider the following passage from the American Psychiatric Association Diagnostic Manual. (DSM-IV) (pp.201–3).

1. Specific Culture, Age and Gender Features

The cultural traditions surrounding the use of alcohol in family, religious, and social settings, especially during childhood, can affect both alcohol use and patterns and the likelihood that alcohol problems will develop. Marked differences characterize the quantity, frequency, and patterning of alcohol consumption in the countries of the world. In most Asian cultures, the overall prevalence of Alcohol-Related Disorders may be relatively low, and the male-to-female ratio high… Low educational level, unemployment, and lower socioeconomic status are associated with Alcohol-Related Disorders, although it is often difficult to separate cause from effect. 

2. Prevalence

Alcohol Dependence and Abuse are among the most prevalent mental disorders in the general population.
 
3. Course

The first episode of Alcohol Intoxication is likely to occur in the mid-teens, with the age at onset of Alcohol Dependence peaking in the 20s to mid-30s. The large majority of those who develop Alcohol-Related Disorders do so by their late 30s. 

4. Familial Pattern

Alcohol Dependence often has a familial pattern, and at least some of the transmission can be traced to genetic factors. The risk for Alcohol Dependence is three to four times higher in close relatives of people with Alcohol Dependence. Higher risk is associated with a greater number of affected relatives, closer genetic relationships, and the severity of the alcohol-related problems in the affected relative.

Though debatable, researchers have identified different personality patterns associated with alcoholics:

1 The Immature Personality: self-centred, poor at relationships, impulsive. They drink to escape the realities of the grown-up world so different from that of their imagination.

2 The Self-Indulgent Personality: The over-protected child can fail to learn self-confidence and self-reliance. They drink to reduce personal discomforts which arise whenever personal wishes are frustrated. Alcohol is available, dependable and always gratifying.

3 The Sexual Problems Personality: Those who feel sexually inhibited and those who are deviant may drink to achieve courage and disinhibition.

4 The Self-Punitive Personality: People who repress strong emotions like anger and aggression find drink releases their hostile impulses.

5 The Stressed Personality: These people drink to give themselves a quick release, social confidence and (or a release) from social inhibition.
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Alternative Medicine: What is it and Does it Work?


The great tragedy of science – the slaying of a beautiful hypothesis by an ugly fact. (T.H. Huxley, Collected Essays)


But besides real diseases we are subject to many that are only imaginary for which physicians have invented imaginary cures. (Jonathan Swift, Gulliver’s Travels)

 

Complementary and alternative medicine (CAM) has gained wide recognition and CAM is now big business. There are common themes in the philosophies of CAM. Aakster (1986) argued that they differ from orthodox medicine in five ways:



Health: Whereas conventional medicine sees health as an absence of disease, alternative medicine frequently mentions a balance of opposing forces (both external and internal). 



Disease: Conventional medical professionals see disease as a specific, locally defined deviation in organ or tissue structure. CAM practitioners stress body-wide signs, such as body language indicating disruptive forces and/or restorative processes.


Diagnosis: Regular medicine stresses morphological classification based on location and aetiology, while alternative interpretations often consider problems of functionality to be diagnostically useful.


Therapy: Conventional medicine often claims to destroy, demolish or suppress the sickening forces, while alternative therapies often aim to strengthen the vitalizing, health-promoting forces. CAM therapists seem particularly hostile to chemical therapies and surgery.

The Patient: In much conventional medicine the patient is the passive recipient of external solutions, while in CAM the patient is an active participant in regaining health.



Aakster described three main models of medical thinking: The pharmaceutical model is a demonstrable deviation of function or structure than can be diagnosed by careful observation. The causes of disease are mainly germ-like and the application of therapeutic technology is all-important. The integrational model resulted from technicians attempting to reintegrate the body. This approach is not afraid of allowing for psychological and social causes to be specified in the aetiology of illness. The third model has been labelled holistic and does not distinguish between soma, psyche and social. It stresses total therapy and holds up the idea of a natural way of living.

The popular interest in CAM has been matched by a relatively sudden and dramatic increase in research into the two central questions in this area:
 
1 
Does it work? Is there good evidence from double-blind, placebo-controlled, randomized studies that the therapy ‘cures illness’ as it says it does? That is, is there any indisputable scientific evidence that documented findings of success are due to anything more than a placebo effect? Properly designed and executed studies are complex, very expensive and similar to the research effort to determine the efficacy of psychotherapy. The answer to the question is that either very little or no good evidence is available for the efficacy of most CAM, with the possible exception of herbalism.

2 
Why choose it? If the evidence is limited, equivocal and indeed often points to lack of efficacy, the central question must be why do patients choose at their own expense to visit a CAM practitioner? What do they get from the treatment? Why do they persist? This is where there have been many psychological studies. They concern the often mixed motives that patients have in shopping for health treatments.

There is some evidence that frequent CAM users are more health conscious and believe more strongly that they can influence their own state of health, both by lifestyle and through maintaining a psychological equilibrium. CAM patients appear to have less faith in ‘provider control’, that is in the ability of medicine (specifically orthodox doctors) to resolve problems of ill health. The principal reason for individuals beginning any CAM treatment appears to be that they regard it as more natural and effective, and it allows a more active role for them. 

The second reason is the failure of orthodox medicine to provide relief for specific (usually chronic) complaints. The adverse effects of orthodox medicine, and a more positive patient–practitioner relationship are also important for many patients. There is little to support the widely held view that CAM-seeking patients are especially gullible or naive, or have unusual (neurotic) personalities or (bizarre) value or belief systems.

Results from various studies reported by Furnham and colleagues show:

• People shop for health.

• People want a cure without side effects or pain.

• CAM patients have chronic illnesses or conditions they have difficulty living with.

• CAM patients are disappointed by the traditional orthodox consultation.

• CAM patients want to learn more about self-care (fitness, wellness and prevention).

• CAM patients believe in the ‘holistic’ message.

Who Seeks Cam?

It would be foolhardy to talk about ‘typical’ patients as CAM rejoices in differences, individuality and the uniqueness of people’s lives. However, there are patterns and a higher probability that particular types of people are likely to seek out, use and benefit from CAM.


Demography: CAM patients are more likely to be: women rather than men; aged 30–40 rather than older or younger; middle rather than working class; well-educated; and urban rather than rural.


Medical History: First, patients seeking CAM have chronic problems rather than acute. Secondly, their health problems are often non-specific or have a psychological component. Thirdly, many patients have a ‘thick file’ in the sense that their interest in health issues has led them to seek out various remedies from many different sources.


Beliefs, Attitudes and Values: Many patients seem to be sympathetic with green issues, ideas and understanding. These include environmentalism, one-world-ism and anti-materialism. Pro-CAM beliefs may also include issues of inequality, alienation and social exclusion. CAM patients also seem to be interested in general consumer affairs and may even belong to bodies that lobby in favour of a certain position. CAM patients appear to be particularly interested in the ‘life of the mind’. They certainly believe the maxim of ‘a healthy mind in a healthy body’. CAM patients are, because of their own medical condition, likely to be very empathic to the plight of others, and hostile to the ‘uncaring’ attitude of certain specialists (e.g. surgeons).
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Altruism and Caring: The Psychology of Kindness…and Selfishness


The ‘altruist’ expects reciprocation from society for himself or his closest relatives. (E.O. Wilson, On Human Nature)


Self-sacrifice enables us to sacrifice other people without blushing. (George Bernard Shaw, Man and Superman)

 

Most societies and religions value altruism, caring and compassion. They stress the virtues of empathy and sympathy; of helping other people.

Yet people differ widely in when, where and why they help others. More importantly for some areas of psychology, altruism is a puzzle because it would seem much more beneficial to be selfish and self-absorbed.

Psychologists talk about pro-social behaviour, which is any act performed with the goal of helping another person. The motive may or may not be altruistic, which is the drive to help others even if there are costs to oneself. 

Psychological questions about altruism are divided into two categories. Some ask the big theoretical questions: who, why and when do (or do not) people help? They also ask questions about the factors that are related to helping as well as the encouragement of helping: how to teach pro-social behaviour in communities.

The Good Samaritan

The search for the ‘altruistic personality’ has proved long and unsuccessful. There is evidence of sex differences but they seem to be related to the type rather than the amount of altruism. Males predominate in chivalrous, bold, heroic pro-social behaviours, while females are more nurturing, volunteering, caring.

People tend to help others from their own cultural group. So, we are more likely to help people from noticeably the same ethnic, religious, linguistic and demographic group than an ‘obvious’ member from other groups.

We also know about the ‘feel good: do good’ factor: when people are in a good mood they are much more likely to help others. Give a person a small gift, play pleasant upbeat music and compliment them and they voluntarily give more help to others. But people who are sad and distressed will help others to make themselves feel better and reduce their gloom. Equally people who feel guilty have been shown to increase their helpfulness, presumably to reduce their guilt.

Speculations

Psychoanalysts see the same altruistic behaviour as the manifestation of two very different drives. Some kind, generous, helping acts occur because of identification with the ‘victim’, like helpful figures in their past such as parents or teachers. But Freudians also believe it can be a defence against a negative impulse: a neurotic syndrome to cope with anxiety, guilt or hostility. Thus, a deprived child may become a generous giver. Instead of feeling helpless around those in need, they offer help – therefore being both giver and receiver.

Others may only be able to cope with their guilt about their own greed and envy by giving. Some get into debt, due to excessive giving to assuage their guilt. Freudians also talk of hostility-based, reaction-formation giving: the giver masks an expression of aggression by being helpful.

Darwinian-inspired psychologists have tried to offer their explanations for the puzzle of altruism, which at first sight contradicted the central tenet of the theory: if a person’s prime motive is to ensure their own survival, why help others at risk and cost?

A central tenet of this approach is the concept of kin selection. The more a person (relative) shares your genes, the more likely you are to help. Therefore, you ensure survival of your own genes by helping those with them. The biological importance rule becomes ingrained into human behaviour and is not conscious. This means people do act altruistically because they do not do so with a genetic calculus formulae. 

However, they do also suggest the reciprocity norm which is simply a tit-for-tat behaviour that supposes helping others will increase the likelihood that they help you in return. It has been suggested that people who learn and practice the norms and social rules of society will survive best because cultures teach survival skills and co-operative behaviours. People become genetically programmed to learn cultural norms of altruism. 

Thus we seem to be genetically programmed to certain types of altruism because of two processes: Kin selection (helping relatives helps our genes survive) and reciprocal altruism (others help us to survive if we help them).

Context and Decisions

It seems situational factors are more powerful in determining help than personal factors. There is a rural vs urban difference: people in small towns or the countryside are more likely to offer help. Also the longer a person has lived in an area and identifies with that community, the more he or she is likely to help. The higher the residential mobility factor, the less stable the community and the less forthcoming the help. 

The most famous and counter-intuitive finding in this area is called the bystander effect. The greater the number of bystanders (or witness) to an emergency or situation requiring help, the less likely any one individual is to help. This research leads to the development of the famous five-step decision model of bystander intervention. It asserts that people must go through five steps before they offer help:


First, they must notice the event. People who are in a hurry, talking on their mobile phone or otherwise distracted might simply not notice ‘an emergency’.

Second, they must interpret the scene as an emergency where help is required. Many emergencies are confusing. People look to those around them for clues. If others seem unconcerned, people are unlikely to respond. 

Third, they must decide that it is their responsibility to help. The bystander effect is all about the diffusion of responsibility. Believing there are others present who can help, individuals may have no strong personal responsibility to act. The problem of course is that if everyone thinks the same way, nobody acts.

Fourth, people must feel they know how to help. Perceived ignorance about mechanical issues means people may not help a stranded motorist. The less one knows what to do, the less one does it!

Fifth, people have to decide to help
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