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'lfXAs V'u 

"To whomever is concerned with schizophrenia, 

nothing can be more important than its prevention." 

( Ar i e t i , 19 7 4 , p . 51 3 ) 
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CHAPTER 1 

INTRODUCTION 

An estimated two million Americans, or 1% of the 

population, suffer from schizophrenia today. Each year, 

an estimated 180,000 of that total are hospitalized for 

the treatment of schizophrenia (Lehmann, 1975). According 

to Segal and Kety's 1964 National Institute of Mental 

Health Report (cited in Salzinger, 1973), 25% of the 

patients admitted to state mental hospitals each year and 

50% of the resident population in these hospitals are 

diagnosed schizophrenic. 

A number of theories attempt to explain the etiology 

of schizophrenia. The organicity-environment, nature

nurture controversies from the past continue in the 

present . In addition, there is mounting interest in the 

significance of family interaction as it relates to the 

development of schizophrenia. Currently, most persons 

investigating schizophrenia in relation to the family 

believe that the total family unit is pathogenic and that 

the schizophrenic behavior of the "identified patient" of 

the family serves an adaptive function within the family. 

Disturbance of thinking and conceptualization is one 

of the most characteristic features of schizophrenia. 

1 
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The person diagnosed schizophrenic thinks and reasons 

according to his own autistic terms, and his thought 

processes often lead to conclusions which are not based 

on reality. Thinking and concept distinction are necessary 

to problem-solving. 

Previous research (Platt, Siegel, & Spivack, 1975; 

Platt & Spivack, 1972a) has identif~ed the relative 

inability of persons diagnosed schizophrenic, as contrasted 

with normals, to generate means of resolving interpersonal 

problem situations. If one assumes that schizophrenia 

is of family origin, research focusing on the problem

solving ability of the family member diagnosed 

schizophrenic and the other members of the family is 

indicated. 

Psychiatric-mental health nurses interact with 

persons diagnosed schizophrenic and those persons' 

families . An increased understanding of family systems 

and of family members' interactions in relation to relevant 

psychiatric variables is needed for more therapeutic 

approaches in primary, secondary, and tertiary prevention 

interventions by nurses. 

Statement of Problem 

The problem of this investigation was: Is there a 

difference in interpersonal problem-solving ability between 
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persons diagnosed schizophrenic and family members of 

persons diagnosed schizophrenic? 

Justification of Problem 

Si nce psychiatric-mental health nurses are involved 

in f amil y systems and interpersonal situations with 

c lients, a theory well-supported by nursing research which 

would al l ow the development of solutions to interpersonal 

problems would be very useful. The requirement for theory 

to gui de research and for research to enhance theory 

deve l o pment has become recognized by nursing (Sills, 

1977) . In a rev iew and assessment of research in the 

field o f ps yc h iatric-mental health nursing, Sills (1977) 

reported that from t h e mid-1960s to the present, nurse 

re s earchers h a ve focused on social systems,and that one 

focal unit fo r s tudy with in the systems framework has 

been familie s . However, the body of the work done in the 

systems framewo rk h as been smal l . 

In the report o f t he i r research, Platt and Spivack 

(1 972a) concluded tha t the relationship of problem-solving 

cognition to the ability to s ucce ssfully solve life 

problems and to adapt to the envi ronmen t has been 

relatively neglected in researc h in p s yc hopathology . 

In their study , the hypothesis that psychiatri c patients 

are less able than normal controls to address themselves 
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to hypothetical problematic situations and to provide 

solutions to such problems was supported. Compared with 

normal controls, psychiatric patients responded with less 

means-ends thinking and with a lower percentage of 

relevant means in response to hypothetical problematic 

social situations. 

The results of another study (Platt, Siegel, & 

Spivack, 1975) suggested: 

The underlying element in successful interpersonal 
problem solving may be the spontaneous capacity 
to generate possibilities when confronted with 
interpersonal problems; psychiatric patients 
are unable to think through the rationale under
l y ing a particular course of action; and, 
successful therapeutic intervention should focus 
on the development of skills related to the 
generation of problem-solving thought. (p. 279) 

These studies give rise to the need for further 

un derstanding of the problem-solving ability of psychiatric 

p a t ien t s. Persons with the diagnosis of schizophrenia 

we re s ubjects in these cited studies, but they were 

c ompared to control groups of normals or to other 

psyc hiatr i c patien ts rather than with other members of 

their own f ami l i es. It would seem that comparing the 

problem-solving ab i l i t ie s of members of a family would 

be of benefit in expanding health p rofessionals' 

knowledge about family s y s tems o f which persons identified 

as schizophrenics are members . 
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If there is the kind of relationship between the 

ident·ified patient and other members of that person's 

family that family systems theory asserts that there is, 

then the identifiable deficits of the schizophrenic, 

one of them being inadequate problem solving, can be 

hypothesized to be present in family members other than 

the identified patient. 

Persons diagnosed schizophrenic tend to have a 

high rate of readmission to inpatient psychiatric treat

ment facilities. Having an advanced scientifically-based 

understanding of problem· solving within the family, 

health professionals could possibly intervene prior to 

the occurrence or recurrence of the maladjustment 

requiring hospitalization of the individual. Another 

positive outcome of the increased knowledge may be 

discouragement of the now common labeling and scapegoating 

of the diagnosed schizophrenic member of the family. 

Family systems theory asserts that the whole family system 

is responsible for the dysfunction. 

Theoretical Framework 

Family systems theory, also known as the Bowen theory, 

is a specific theory which focuses on human relationship 

functioning and emotional functioning (Bowen, 1976). 

Theorists including Ackerman (1966), Jackson (1960), 
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Lidz, Fleck, and Cornelison (1965), Satir (1967), Skynner 

(1976), and Kantor and Lehr (1975) support Bowen's family 

systems theory through their views that the family system 

is an individual's most ongoing and consistent influence, 

and that it is the most accessible, intimate, intense system 

of which an individual is a component part. According 

to these theories, all human behavior occurs in systems. 

Family systems theory demands looking at a family 

problem as a whole, attending to both the overt and 

covert behaviors and interactions. The individual members 

of a family make up the whole of the family system (Bowen, 

19 7 6) . This theory recognizes that there may be one 

malfunctioning component part in the family, but emphasizes 

that the family has precipitated the malfunction and that 

the malfunction serves a purpose in maintaining the 

family's present level of functioning. Without knowing 

how the entire family system functions, one cannot treat 

the malfunctioning part. Therefore, the system must be 

clearly observed and accurately described. 

Systems theories address a hierarchy of subsystems, 

systems, and suprasystems (Beavers, 1977). An example of 

this hierarchy is a family (a system) , composed of several 

individuals (subsystems) , existing in a society (a 

suprasystem) . Members of a family relate to each other 
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with greater intensity than they do to individuals outside 

of their particular family boundary. These same individual 

family members and the family as a whole also relate to 

the larger society, which is a system including many 

family systems. 

Within a family system, an individual can change 

only oneself. However, following an individual's change, 

other individuals of the system react differently than they 

did prior to the one individual's change; this is 

attributed to the constant exchange of energy among all 

members of the system (Bowen, 1976). Therefore, the 

change of one person affects the whole system. 

Bowen (1976) asserted that systems function at all 

levels of efficiency or dysfunction. The basic concepts 

of Bowen's theory (1976), which describe functional 

and dysfunctional family systems, share a commonality with 

the basic concepts of von Bertalanffy's general system 

theory. The concept "open system" (von Bertalanffy, 1968) 

is a system which maintains a continuous inflow and 

outflow of energy among its component parts, actively 

interacting with its environment. The c~ncept of open 

system is related to Bowen's (1976) description of healthy 

families, in which "differentiation of self" occurs. The 

concept of differentiation of self refers to an individual 
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who has his/her own identity, is autonomous, has a strong 

ego, and who actively interacts with other members of his/ 

her family system and with the larger environment. An 

open system allows and encourages self-growth of its 

individual members. 

A "closed system" (von Bertalanffy, 1968) is considered 

to be isolated from and, therefore, noninteractive with 

its environment. This concept shares commonalities with 

Bowen's (1976) description of dysfunctional families, of 

which "undifferentiated family ego mass" is a part. 

Membe rs of a closed, dysfunctional family system function 

on a dependent level, not perceiving themselves and each 

other as separate from one another. Within the undiffer

entiated family ego mass, individuals' feelings are 

generalized and projected, and egos are weak. Another 

concept which Bowen (1976) used to refer to this intense 

dependence is "fusion." 

Within the closed system, the responsibility for 

the general unpleasantness is often assigned to a particular 

individual , often the identified patient, since the entire 

family 's assuming responsibility for the pathology would 

be a threat to the existence of the system (Beavers, 1977). 

Schizophrenic families are considered closed systems. 

"In a family with a schizophrenic family member, the 



9 

fusion. hetweerr father, mother, and child approaches 

maximum intensity" (Bowen, 1965, p. 219). The unique 

needs of the individual members are experienced as a 

threat to the whole system, and the group lives according 

to complex rituals, unspoken rules, unclear patterns of 

behavior and communication, and secrets. Family systems 

theory (Bowen, 1965) considers "family projection 

process" the controlling mechanism in schizophrenia, the 

mechanism through which the parental emotional illness 

is transmitted to the child. Balancing needs of the 

parents and the child keep the relationship in equilibrium. 

The characteristics of all systems, whether open 

or closed, are not determined by any one person in the 

system but by a dynamic interaction of all the members of 

the system. All systems are more than the sum of their 

parts (Bowen, 1976). Family systems theory does not 

negate that an individual family member exhibits the 

symptomatology, but it emphasizes assessment of the 

whole family, followed by therapeutic intervention. 

The core of Bowen's theory (1976) focuses on the 

degree to which people are able to distinguish between 

"feeling" and "thinking." Bowen's early research found 

that the parents of persons diagnosed schizophrenic, 

appearing to function well, had difficulty distinguishing 
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between the subjective feeling process and the more 

objective thinking process, this difficulty being most 

marked in a close interpersonal relationship. This 

finding was followed by Bowen's investigating the same 

phenomenon in most impaired, normal, and highest function-

i ng families. The findings that there were differences 

between the ways feelings and thoughts were either fused 

or differentiated from each other led the theorist to 

develop the concept differentiation of self (Bowen, 1976). 

People with the greatest fusion of feeling and thinking 

a re vulnerable to many problems. Those persons with the 

most ability to distinguish between feeling and thinking, 

h a v ing the most differentiation of self, have the most 

fl e x ibility and adaptability in coping with life stresses 

and experience the most freedom from problems of all 

kinds (Bowen, 1976). 

Closely related to Bowen's (1976) family systems 

t 'heory is the transactional analysis-based theory of the 

etiolo gy of schizophrenia as presented by Schiff (1975). 

Schiff (1975) discussed healthy and unhealthy symbiosis, 

schi z ophr e n i a refl ecting the characteristics of unhealthy 

symbiosis. Schiff g a v e the following definition of 

symbiosis : 

two or more individua ls beha v ing as though 
between them they form a who le p erson; this 
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relationship is characterized structurally by 
neither individual cathecting a full complement 
of ego states. (p. 5) 

This definition complements the family systems theory by 

suggesting that unless each family membe·r is self-

differentiated, there is no opportunity for growth in 

the entire family system. 

Through an awareness of oneself, others, and reality 

situations, one thinks and is able to define problems, 

determine options to solve the problems, and act effec-

tively on the options (Schiff, 1975). Thinking is viewed 

as an adaptation which is learned in response to environ-

mental demands. Not all persons achieve socially 

functional thinking, and Schiff (1975) hypothesized that 

individuals' unsuccessful achievement of socially 

functional thinking can be attributed to biological 

defi ciencies, limitations in environmental stimulation, or 

exposure to incorrect learning. 

For many people with thinking problems, there are 

"script" issues which are accompanied by misinformation 

or in junctions such as "Thinking is hard work" or "Don't 

think ." Script is a transactional analysis concept which 

refers to an individual's living out his life based on an 

early childhood decision; the script is the individual's 

blueprint for life (Schiff , 1975). Schiff hypothesized 
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that script options are defined by the frame of reference 

which is initially learned from the parents and that 

scripts determine the structure of thinking, problem 

solving, and other adaptive behaviors. Schiff listed 

the following as important messages for every child to 

incorporate as his own: II ( 1) You can solve problems, 

( ? ) You can think, (3) - You can do things" (p. 33) . 

Schiff (1975) was consistent with Bowen (1965) in 

her description of the individual members of the dysfunc-

t ional family system having assumed long-term patterns 

o f relating, occupying fixed roles, and having minimal 

interaction with the outside world. Persons identified as 

sch i zop hrenics are examples of individuals whose life 

e xperiences have not adequately prepared them for 

a u ton omous coping. They have learned a number of 

dys functional behaviors, and these do not contribute to 

a stron g ability to solve interpersonal problems. The 

same ma y be true of other members of their families. 

Sat i r (1967) applied s ystems theory in the assessment 

and t r eatme n t o f families. Satir emphasized that the 

"identified pati ent" is the famil y member who is most 

affected by the pare nts' marital dissension and who is 

most subjected to dy s fun c tion a l p arenting. Bowen's 

(196 5) family systems theory is furthe r supported by 
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Satir's (1967) assertion that symptoms and illness do not 

exist in one family member in isolation from other family 

members. Rather, the interactions of all members of the 

family system are held responsible for whatever dysfunc

tion is present. Satir (1967) analyzed communication 

patterns and behavior patterns within families, referring 

to communication as the largest single factor determining 

the types of relationships that people have in their 

s pecific family system as well as in the larger supra

system. 

Ackerman (1966), a pioneer in family therapy, did not 

utilize the specific concepts of the family systems 

theory, but his beliefs were congruent with those of 

Bowen's (1965) theory. Ackerman (1966) discussed the 

dyn amic emotional and behavioral exchange of family 

members, proposing that the family determines the emotional 

hea lth or il l ness of the child. Along with Bowen (1965), 

Ac kerman (1966 ) affirmed that an emotional or behavioral 

change b y one family member effects an altered inter

actio n al p rocess among other family members. Also 

addre s sed by Ac k e rman (1966) was the interaction O L the 

family and s o c iety . The following statement may be 

paralleled with Bowen's (1965) d ifferentiation of self 

concept and with Schiff 's (1 97 5 ) healthy symbiosis and its 
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step-by-step breakdown. "From difference comes union, out 

of union comes difference, and again new union, on into 

perpetuity" (Ackerman, 196 6, p. 7) . 

Family system theory (Bowen, 1965, 1976) and the 

supportive systems theories suggest that interpersonal 

interactions within healthy families are distinguishable 

from interactions within dysfunctional families and that 

children learn problem solving and other adaptive behaviors 

from their parents. Accepting the propositions of Bowen's 

family systems theory (1965, 1976), further study of 

variable s within family systems seems reasonable. 

Identification of the cornparabilities of interpersonal 

problem-solving abilities of persons diagnosed schizo

phrenic and members of their families may be one method 

of testing the theory. 

Assumptions 

The following assumptions were made: 

1 . Schizophrenia is a serious health problem 

experienced by many individuals and families. 

2. A family system is more than the sum of its 

individual members . 

3. Problem solving is an inherent task in daily 

living . 
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4. The ability of individuals to manage inter

personal problems is a key factor in emotional well-being 

and social adjustment. 

Hypothesis 

The following hypothesis was tested at the .05 level 

of significance: There is no difference in interpersonal 

problem-solving ability between persons diagnosed 

schizophrenic and their family members. 

Definition of Terms 

The following terms were defined for the study: 

1. Interpersonal problem-solving ability--the 

Relevant Means (Means) score obtained on the Means-Ends 

Problem-Solving Procedure (Appendixes F and G), in 

response to the administration of six hypothetical 

interpersonal problematic situations (stories) ; the sum 

of Relevant Means from each of the six stories constitute 

the total score. 

2. Family--mother, father, and at least one child 

age 13 or older living together in one household, one 

family member meeting the criteria of the individual 

diagnosed schizophrenic; the family may be a "blended" 

family where the children are parented by a step-, legally 

adoptive, or foster parents. 
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3. Family member--any one of the individual persons 

of which the selected families are composed; this 

individual may be the father, mother, or child of the 

family; the members of each specific family live in the 

same household; boarders were not considered family 

members. 

4. Schizophrenia--a clinical diagnosis documented 

in the selected community mental health center's record 

of the identified patient of each of the selected 

families. 

Limitations 

The following uncontrolled variables were 

identified: 

1. Some family members may have been taking 

medications or other agents which may have influenced 

cognitive states at any given time. 

2. There was no control of variation of intelligence 

levels within and among families. 

3. Variability of environment was not controlled. 

4. Subjects being differentially motivated during 

the testing was not controlled. 
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5. There may have been family members other than 

the identified patient who had characteristics of 

schizophrenia but who were not formally diagnosed. 

Summary 

There is a need for further understanding of the 

problem-solving process per se and, specifically, of the 

interpersonal problem-solving ability of persons 

diagnosed schizophrenic and members of their families. 

The relationship of problem-solving cognition to the 

ability to successfully solve interpersonal problems and 

t o adap t to the environment has been neglected in 

research in psychopathology. 

Studies have suggested that therapeutic intervention 

wi t h schizophrenia should focus on the development of 

s kil ls related to the generation of problem-solving 

thought. P rior to therapeutic interventions by health 

p ro fe ssionals, there should be an understanding of the 

phe n omenon of interpersonal problem-solving abilities of 

persons diagnosed schizophrenic and their family members. 



CHAPTER 2 

REVIEW OF LITERATURE 

Chapter 2 reviews the concepts of interpersonal 

problem solving and families of persons diagnosed schizo

phrenic. Three main areas of the literature reviewed 

and presented are interpersonal problern ·solving, families 

of persons diagnosed schizophrenic, and interpersonal 

problem solving in families of persons diagnosed 

schizophrenic. The chapter concludes with a summary of 

the review. 

Interpersonal Problem Solving 

The study of human problem solving has a long 

history in psychology and has been reviewed periodically 

(Davis , 1966; Duncan, 1959; Simon & Newell, 1971). The 

focus of these studies has been the measurement of 

cognitive styles and abilities when the person is 

confronted with impersonal, nonsocial tasks. Tasks 

presented in these studies have included puzzles, anagram 

problems, water jar problems, grouping various items, 

arithmetic problems, concept-identification problems, and 

tests of general reasoning ability. 

18 
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In their reviews of the research addressing human 

problem solving, both Davis (1966) and Duncan (1959) 

described this area of research as chaotic, attributing 

the chaos and lack of systematic progress to the diversity 

of "problem-solving" tasks and techniques, frequent use of 

unanalyzed and nondimensionalized variables, the lack of 

an agreed-upon taxonomy of behavioral processes, and the 

failure to relate the data to previous data or to theory. 

The approaches taken in measuring problem-solving 

abilities of subjects participating in the above-mentioned 

types of tasks have reflected the theoretical dispositions 

of the investigators (Coates, Alluisi, & Morgan, 1971). 

The Gestalt approach has emphasized the insightful nature 

of problem solving (Asher, 1963; Davis, 1973; Scheerer, 

1963). Others have treated the issue in terms of human 

thinking and information processing (Maltzman, 1962; 

Posner, 1965) . Still others have approached the issue in 

terms of intellectual ability (Merrifield, Guilford, 

Christensen , & Frick, 1962). Duncan (1959) expressed 

optimism that in the unintegrated area of research on 

problem solving there are a number of theoretical beginnings. 

According to Davis (1966), basic learning principles 

have been used to interpret the complex behavior of 

problem solving . Davis (1966) asserted that the most 
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significant difference between problem solving and other 

forms of learning is that in most problem-solving tasks, 

the response alternatives are not clearly defined for the 

subject. 

Hore recently, Davis (1973) discussed barriers to 

effective problem solving. Aside from a lack of 

prerequisite information or deficient mental ability, the 

author identified habit and conformity pressure as the two 

main interrelated barriers. Davis related these barriers 

to the personality concepts of rigidity, fixation, 

predisposition, resistance to change, tradition

orientation, fear of the unknown, and occasionally 

obstinateness. 

Platt and Spivack (1975) expressed concern that 

theorists have not distinguished between the problem

solving processes required by impersonal intellectual tasks 

and the thinking demanded when confronted with inter

personal problems. Platt and Spivack (1975) stated that 

ability to solve nonsocial tasks cannot predict how well 

an individual will manage a conflict with another person, 

and they are unwilling to generalize research findings 

related to nonsocial tasks to an individual's personal 

or interpersonal problems. 
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Some studies have focused attention upon the 

relationship between problem-solving thinking and human 

social/emotional adjustment. Meichenbaum and Goodman 

(1971) have conducted studies based on the assumption 

that children act impulsively · because prior to acting 

they do not think through the problem confronting them. 

In these studies, the problems presented the children were 

nonsocial in nature. Meichenbaum and Goodman found it 

possible to train second-grade children to first speak out 

l oud and finally to themselves about the problem. The 

children could be trained to instruct themselves while 

carry ing out a variety of paper-and-pencil tasks, varying 

in diff iculty. As a consequence, impulsive handling of 

o t her p aper-and-pencil tasks was reduced. However, 

t here was no significant change in the children's impulsive 

behaviors in the classroom. 

Levenson and Neuringer (1971) proposed that suicidal 

behavior among adolescents may reflect diminished 

pro blem-solving ability. The WAIS Arithmetic Subtest 

and the Rok each Map Reading Problems Test were administered 

to 13 s u icidal, 13 psychiatric but nonsuicidal, and 13 

normal adolescents. All subjects were between 15-17 

years of a ge; the three group s of adolescents were each 

composed of s i x females and s even males. The suicidal 
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group was composed of patients who had been hospitalized 

on the adolescent ward of a state hospital because of 

serious suicidal behavior. Psychiatrically disturbed but 

not suicidal adolescents from the same ward were used for 

comparison purposes. Normal adolescents from a nearby 

community were used as a second comparison sample. The 

Rokeach Map Test Problems was a modification of a test 

developed by Rokeach in 1948. Rokeach asserted that the 

ability to solve the task depends on "flexibility of 

thinking." 

The subjects were asked to draw the shortest route 

from one point on the map to another point on the map, the 

same task applying to a series of maps. It was 

hypothesized that the suicidal subjects would be more 

rigid in their thinking than the other two groups in the 

study (Levenson & Neuringer, 1971). The results were 

that the suicidal adolescents made lower WAIS Arithmetic 

Subtest scores and failed the Rokeach Map Test Problems 

more often than the psychiatric and normal groups. On the 

WAIS Arithmetic Subtest, the normal adolescents made the 

highest mean score; ~he next highest mean score was made 

by the psychiatric subjects; the suicidal subjects made 

the lowest score; however, analysis of variance did not 



23 

demonstrate that these differences were statistically 

significant. 

On the Rokeach Map Reading Test problems (Levenson 

& Neuringer, 1971), 13 suicidal subjects, two psychiatric 

subjects, and one normal subject failed to solve the task. 

Chi-square analysis of the data gave the value 14.58 

(df = 2, p < .01). Further analysis, not identified in 

the research report, reportedly indicated that the source 

of the difference was between the suicidal adolescents as 

one group and the psychiatric and normal adolescents as 

another group. The results were interpreted to mean that 

the group of suicidal adolescents were less able than 

were other abnormal and normal adolescents to shift to a 

more efficient method of route-drawing on a paper-and

pencil map task. No explanation was offered as to normal 

and nonsuicidal psychiatric adolescents not differing 

on the measured flexibility of thinking. Contrary to 

Platt and Spivack's (1975) assertion, Levenson and 

Neuringer (1971) affirmed that even though the problem

solving tasks presented the subjects were hypothetical 

and nonsocial, the tasks require and measure the same 

problem-solving capacity required by the suicidal 

adolescents ' problems of living. 
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Early studies which focused on thinking skills in the 

area of interpersonal events were those by Muuss (1960) 

and Ojemann (1967). The concept investigated by these 

researchers was causal thinking. Causal thinking as 

defined and measured by Muuss (1960) includes an individual's 

ability to defer judgment until more information is 

available and to see things from the viewpoint of other 

persons; causal thinking includes having insight into the 

dynamics of other persons' problems and behaviors. Muuss 

(1960) proposed that a causally oriented person is aware of 

consequences and is "better able to solve his own problems 

and to meet social situations" (p. 122). Platt and Spivack 

(1975) proposed that through training programs and/or 

therapy,causal thinking may be taught to individuals, 

contributing to improved social and emotional adjustment. 

A related concept, perspective-taking, has been the 

subject of more recent research (Marsh, 1978; Marsh, 

Serafica, & Barenboim, 1980); these studies have addressed 

the effect of perspective-taking training on interpersonal 

problem-solving. 

The cognitive processes that comprise personal and 

interpersonal problem-solving thinking are implicit in 

theories of healthy functioning (Platt & Spivack, 1975). 

Hartmann (1964) asserted that the ability to think 
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rationally has been one element in scientists' attempts to 

define psychological health. Similarly, Jahoda (1953) 

emphasized the importance of the capacity to problem

solve real life situations as a criterion for defining 

positive mental health. Jahoda (1953) stated that neither 

problem· solving nor certain cognitive tendencies singly 

should be regarded as indicating psychological health. 

Rather, certain modes of problem· solving occurring with 

certain cognitive tendencies indicate psychologically 

healthy behavior (Jahoda, 1953). 

Researchers and clinicians have not responded to 

Jahoda's suggestion that the modes of problem solving 

and coinciding cognitive tendencies, jointly implying 

psychologically healthy behavior, be examined. The focus 

fo r both researchers and clinicians has remained 

processes such as motives and conflicts that interfere 

with the ability to face and resolve problems (Platt & 

Spivack, 1975). The capacity to exercise good problem

solving thinking has not been the issue for study. 

Platt and Spivack (1975) indicated that in clinical 

practice , there has been an implicit assumption that once 

conflict is resolved or anxiety reduced, good problem

solving thinking will naturally emerge. With this 

assumption , the study of how one learns to think about 
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solving interpersonal problems has remained an unexplored 

area. 

Interpersonal Cognitive Problem-Solving 
(ICPS) Skills 

Spivack, Platt, and Shure (1976) proposed that the 

quality of solution of interpersonal problems is probably 

due to a complex of interrelated factors, including the 

material and social resources available to the individual 

at the time. They indicated that it is the process of how 

the individual thinks about and works through the inter-

personal situation, rather than what he/she thinks, that 

defines the individual's social problem-solving capacity; 

and they identified means-ends thinking as the determinant 

of the quality of the problem-solving outcome. 

Spivack et al. (1976) proposed a theory of cognitive 

problem-solving that suggests that there is a grouping of 

interpersonal cognitive problem-solving (ICPS) skills that 

determine the quality of one's social adjustment. The 

processes involve sensitivity to the presence of personal 

or interpersonal problems, ability to generate alternate 

courses of actions, ability to conceptualize the means to 

solve a problem, and sensitivity to consequences in human 

behavior . The purposes of their research have been to 

identify and measure the ICPS skills, to demonstrate their 



27 

relationship to social adjustment, to discover how they 

are learned and how they evolve and change through the 

life span, to understand their relationship to motivational 

and affective elements in the person, and to develop 

educational and treatment programs to enhance the 

operation of the ICPS skills (Platt, Scura, & Hannon, 

1973; Platt, Siegel, & Spivack, 1975; Platt & Spivack, 

1972a, 1972b, 1974, 1975; Platt, Spivack, Altman, Altman, 

& Peizer, 1974; Spivack, Platt, & Shure, 1976). 

Interpersonal problem-solving skills have relevance 

to human social and emotional adjustment across a wide age 

span and across socioeconomic groups. Spivack et al. 

(1976) hypothesized that the significance of each of the 

proposed grouping of interpersonal cognitive problem

solving (ICPS) skills in determining the degree of social 

adjustment may differ as a function of age. These skills 

may emerge at different ages, depending on the capacity 

of the developing child and the cognitive demands of the 

skill. The same authors suggested that one skill may play 

a more significant role than another in the social adjust

ment of the individual, depending on age. The ICPS skills 

are not personality traits, nor are they merely one facet 

of general intelligence as measured by standard IQ tests. 
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These skills comprise a grouping of skills that 
are ~earned thr~ugh experience with other people, 
part~cularly ch~ldrearers. How well the growing 
child evolves these skills will reflect how much 
these forms of ICPS thought are manifest in 
adults around him at home, especially during the 
resolution of real interpersonal problems in the 
family. (Spivack et al., 1976, p. 7) 

Means-Ends Thinking 

One of the most important interpersonal cognitive 

problem-solving (ICPS) variables is that of means-ends 

thinking (Spivack et al., 1976). This skill involves the 

ability to orient oneself to and conceptualize the step-

by-step means of moving toward a goal. The first 

measurement of means-ends problem-solving congition was 

by Spivack and Levine (1963), who studied the relation-

ship of interpersonal problem-solving skills to adjustment 

in adolescents. In this study, the investigators compared 

a group of adolescent boys at a residential treatment 

center who were showing poor social and emotional self-

regulation with a matched group of normal adolescents from 

similar socioeconomic backgrounds. For four means-ends 

problem-solving stories combined, the residential treatment 

group showed a significantly lower number of means. 

Spivack and Levine (1963) found that the normal group 

also had significantly longer stories than the group in the 

treatment center. Failing to find a significant 



29 

relationship between story length and means-ends scores 

in either group, it was concluded that the number of means 

was unrelated to story length. In this study, as well as 

in later studies of interpersonal problem-solving abilities, 

means-ends cognition was not found to be a function of 

IQ in either the disturbed or control groups. 

In the Spivack and Levine (1963) study, there was no 

relationship between means-ends cognition scores and total 

scores on the Wechsler Adult Intelligence Scale (WAIS) for 

either the normal or emotionally disturbed groups. 

Contrasted with impulsive adolescents, the normal 

adolescents were found significantly more likely to 

mentally preview the pros, cons, and possible consequences 

involved in making the decision in the presented inter

personal problem-solving situation (Spivack & Levine, 

1963). The "stories" presented the subjects were brief 

descriptions of initial problems that were later resolved; 

the subject's task was to connect the beginning given with 

the end given, by providing the intervening events (the 

"means"). The subjects' responses were scored for 

individual relevant steps in problem solving (means), 

awareness of potential obstacles, and awareness of the 

passage of time. 
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The significance of means-ends thinking appears to 

change little from adolescence to adulthood; there 

persists a clear relationship of this variable to adjustment 

status (Spivack et al., 1976). The authors claimed 

evidence that degree of means-ends cognition is directly 

related to adjustment level within adolescent and adult 

patient groups. 

The first in a series of studies of means-ends 

thinking in adults involved a comparison of psychiatric 

patients in treatment in an intensive-care short-term 

inpatient facility with a nonpatient group (Platt & Spivack, 

1972a). Most of the patients were diagnosed schizo

phrenic. To assess interpersonal cognitive problem 

solving, the subjects were administered the Means-Ends 

Problem-Solving (MEPS) problem situations individually, 

and their performances were compared with those of 

hospital employees with similar age and educational 

characteristics. 

The subjects were administered nine stories which 

specified the beginning and the end of the problematic 

situation; the subject:'s task was to identify the means 

of solving the presented problem. The findings of the 

study (Platt & Spivack, 1972a) indicated that each of the 

nine stories contributed to differences between the two 
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groups. With one exception, scores were not related to 

diagnostic category. Patients with a manic-depressive 

diagnosis tended to have higher scores than diagnosed 

schizophrenics, although this tendency did not reach 

significance. 

Compared with controls, patients had a lower mean 

relevancy ratio, reflecting a significantly smaller 

proportion of relevant means among all story-directed 

responses (Platt & Spivack, 1972a). Normals gave signifi

cantly more enumerations of means than did patients; 

there were no differences between the groups with respect 

to the story elements of obstacles and time. "Enumerations 

of means" were additional details concerning a particular 

step in the problem-solving of the story. "Obstacles" 

were difficulties identified in reaching the goal, either 

external or internal to the problem-solver. "Time" was 

a specified amount of time elapsing between the beginning 

and the end of the story, as specified by the problem· 

solver. 

Research on interpersonal cognitive problem solving 

in adults has focused p~imarily on the means-ends 

variable. Spivack, et al. (1976) reported that means-ends 

thinking is recognized as the most significant ICPS skill 

related to social adjustment. 
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Spivack, et al. (1976) also reported that evidence 

indicates that means-ends thinking is intimately 

related to adjustment during adolescent years. Attempting 

to achieve a goal in an interpersonal context, maladjusted 

groups, when compared with adjusted groups, have been 

found to be less able to conceptualize a step-by-step 

plan that incorporates details of action, consideration 

of potential obstacles, and appreciation of a temporal 

component. Spivack et al. (1976) asserted that means-ends 

thinking of relevancy to social adjustment is related to 

and effective with interpersonal problematic situations, 

not problem situations of other kinds. 

The capacity to think in terms of means-ends is not 

present in preschool children (Larcen, Spivack, & Shure, 

1972; Shure & Spivack, 1972), but evolves and relates to 

adjustment during middle latency years and continues as 

a significant mediator in adolescence. Developmental 

differences of the various age groups require that the 

instruments measuring means-ends problem-solving abilities 

of persons be appropriate to those ages. 

To date, four separate means-ends pToblem-solving 

instruments are available. The Means-Ends Problem-Solving 

(MEPS) Procedure is utilized to measure the problem

solving ability of adults and adolescents with a minimum 
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age 13 years. For children ages 6 through 12 years, the 

Children's Means-Ends Problem-Solving Procedure (Children's 

MEPS) is utilized to measure problem-solving ability. 

The recently developed Social Problem Situation Analysis 

Measure (SPSAM) is utilized to measure the problem-solving 

ability of children ages 6 through 10 years (Elias, 1978); 

and the Preschool Interpersonal Problem ·Solving Test 

(PIPS Test) is utilized to measure the problem-solving 

ability of children ages 4 and 5 years (Shure, 1978). 

Interpersonal cognitive problem-solving skills may 

not be manifest for two broad classes of reason (Spivack, 

et al., 1976). One reason is that the individual may not 

have adequately learned such cognitive skills or may not 

have been exposed to them at all. A second reason is that 

the individual may fail to manifest good interpersonal 

problem-solving thinking on a particular occasion because 

the situation arouses emotions that interfere with his 

usual social sensitivities or inhibit him from freely 

exploring available options. It is the failure of these 

thought processes to function that leads to interpersonal 

misjudgement and social frustration. 

In the case of a general social cognitive deficit 

of function in the individual, the deficit could occur as 

part of a general deficiency in all areas of intellectual 
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stimulation in the home or as a consequence of family 

emotional dynamics that restrict any opportunity to acquire 

the ICPS skills (Spivack, et al., 1976). Closed family 

systems are hypothesized to reflect deficiency in this 

area (Bowen, 1976; Schiff, 1975). 

Weinstein (1969) offered speculation on interpersonal 

problem solving, viewing it as the ability of people to 

achieve their purposes when interacting with others. Such 

competence is said to depend upon one's empathy, defined 

by Weinstein as the ability to see the other's perspective, 

acquiring a repertoire of tactics to use with others, and 

a variety of personality parameters that may inhibit or 

augment such competence. 

More globally, Newell and Simon (1972) spoke about 

the world as being populated by a great many problem 

solvers. Insofar as there are different ways of 

approaching a task, there need be no behavioral 

similarity among several problem-solvers; the commonalities 

of problem solving depend on commonality of situations 

and goal s (Newell & Simon, 1972). Culture, age, education, 

socioeconomic class, experiences, jobs, interpersonal 

communications , and books read are some of the factors which 

serve to influence an individual's problem-solving thinking 
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and behavior. Duncan (1959) specified age as an effective 

variable in most types of problem solving. 

There has been a recent surge of studies of inter

personal problem solving. The increase of scientific 

investigation of problem-solving variables within various 

populations has occurred within the ~ast 2 years (Appel 

& Kaestner, 1979; Gotlib & Asarnow, 1979; Intagliata, 1978; 

McClure, Chinsky, & Larcen, 1978). 

Also within the past 2 years, interpersonal problem

solving has been the research topic of several doctoral 

dissertations within the psychology discipline. Similar 

to the earlier studies addressing interpersonal problem

solving, some of the dissertations (Chandler, 1978; DeLong, 

1978; Eleftherios, 1978; Hayes, 1978; Kolman, 1978) 

investigated interpersonal problem-solving abilities 

within and among specific groups, as related to specific 

variables . Other studies (Barckley, 1979; Illig, 1978) 

examined interpersonal problem solving with respect to 

communication theories and patterns. Still other studies 

attempted to contribute to the validation of present 

measures of interpersonal effectiveness (Nowinski, 1978). 

The studies addressing training programs for the teaching 

of interpersonal problem-solving abilities (Foster, 1979; 

Marsh , 1978 ; Mitchell , 1979; Schner, 1979) seem to be 
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implementations of earlier recommendations by Platt and 

Spivack (1973). 

Families of Persons Diagnosed Schizophrenic 

The etiology of schizophrenia remains an area of 

controversy among theorists. The organicity-environment, 

nature-nurture controversies from the past continue in 

the present. The role of social factors, especially the 

intrafamilial ones, in the understanding, intervention, 

and management of schizophrenia is finding justification 

in the studies of past and present researchers. A 

voluminous literature regarding schizophrenia as a 

scientific enigma is available. 

What schizophrenia is or is not has been a subject 

of contention since the term was coined by Bleuler in 1911. 

Application of the term "schizophrenia" has been shown to 

be affected by such factors as the nature of the relation

ship established in the diagnostic interview, the 

context within which the interview is conducted (e.g., 

hospital or clinic), and the diagnostician's theoretical 

background and training (Salzinger, 1973; Szasz, 1976). 

Of all mental disorders, schizophrenia is often said to 

be the condition with the most disputed definition 

(Sartorius, Shapiro, & Kimura, 1975). 
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S.Chizophrenia always involves deterioration 
from a previous level of functioning during 
some phase of the illness in such areas as 
work, social relations, and self-care .. 
Invariably there are characteristic disturb
ances in several of the following areas: 
content and form of thought, perception, 
affect, sense of self, volition, relationship 
to the external world, and psychomotor 
behavior. It should be noted that no single 
feature is invariably present or seen only in 
Schizophrenia. (DSM-III, 1980, pp. 181, 182) 

Salzinger (1973) asserted that one of the most 

difficult problems posed in research involving the 

mentally ill is that of making accurate measurements of 

the patient's behavior, such as degree of psychopathology, 

change as a result of treatment, and symptom patterns. 

Lacking independent and objective correlates of emotional 

and behavioral disturbances, psychiatry is vulnerable to 

social influences (Sartorius, et al., 1975). 

Roff (1976) emphasized that schizophrenia as diagnosed 

in the United States yields a heterogeneous group with 

notable differences in clinical picture, family character-

istics , and long-term outcome. Roff asserted that the 

heterogeneity indicates a need for more homogeneous 

entities within the larger group and that in future 

research efforts should be made to consider the mixture 

of influences contributing to the above-mentioned differ-

ences. Roff expressed optimism in developmental patterns 

and family characteristics serving as selection criteria. 
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Bannister (1968) affirmed that what is needed is not 

more data but rather a more logical delineation of 

research in the field of schizophrenia. The second 

requirement is the linking of conceptual and operational 

definitions. Bannister (1968) criticized research of a 

completely empirical nature that simply asks if persons 

diagnosed schizophrenic differ from normal persons in a 

specific variable without making any attempt to relate 

such a difference to a network of theory that has been 

supported by other data. 

Noted theorists (Bowen, 1961; Jackson, 1960; Laing, 

1960; Lidz et al., 1965; Wynne, 1970) have identified the 

family as the main functional unit of social culture and 

as the unit for research and study in the nature and 

etiology of schizophrenia. A commonality of studies by 

these theorists and their colleagues was referral to some 

peculiari ties of behavior and communication found in the 

families under study. Guirguis (1980) recently compared 

and evaluated the above-mentioned five major schools which 

influenced the studies of families of persons diagnosed 

schizophrenic. 

Bowen (1961, 1965) was of a psychodynamic discipline. 

Bowen 's concept of schizophrenia was that it is an 

expression of the entire family 's psychosis and that it 

is by drawing the child into an interdependent triad of 
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relationships in which contradictory demands are made upon 

him that the family "causes" schizophrenia (Guirguis, 

1980). Concepts unique to Bowen's theory are "emotional 

divorce" and "the interdependent triad" (Bowen, 1961, 

1965, 1976). 

Prior to the mid-1940s, family members other than 

the "identified patient" were rarely involved in any aspect 

of the one member's psychotherapy. In this way, the notion 

that individual psychopathology was the result of intra

psychic conflict alone was perpetuated and rarely challenged 

(Goldenberg & Goldenberg, 1975). The rapidly expanding 

child-guidance movement in the mid-1940s and increased 

interest in marital counseling were beginning acknowledge

ments that individual distress was related to interpersonal 

conflicts as well as intrapsychic pressures. In addition 

to highlighting the importance of symbiotic relatedness 

in families of persons diagnosed schizophrenic, Bowen was 

one of the pioneers in the development of family therapy 

for those families (Searles, 1965). 

Goldenberg and Goldenberg (1975) reported clinical 

investigation s of family interactional patterns which were 

carried out by Sullivan in 1947, Fromm-Reichmann in 1948, 

Bateson in 1956, Lidz and his colleagues in 1963, Bowen in 

1960, and Wynne in 1958. These theorists and researchers 
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examined, more closely than in past research, the social 

interaction patterns within families in order to discover 

the possible link between specific features of family life 

and the etiology of disordered behavior. 

More recently, many researchers (Borgman & Monroe, 

1975; Brown, Birley, & Wing, 1972; Haley & Hoffman, 1967; 

Leff, 1976; Messer, 1971; Vaughn & Leff, 1976; Wild, 

Shapiro, & Abelin, 1977; Wynne, 1970) have continued to 

investigate the influence of family and social factors on 

the course of schizophrenia and other psychiatric illnesses. 

The etiology of schizophrenia continues to puzzle 

clinicians and researchers, but evidence to date suggests 

that persons with an established diagnosis of schizophrenia 

are highly responsive to their social environments and, 

more specifically, to the influence of family life. 

Jones, Rodnick, Goldstein, McPherson, and West (1977) 

examined parental transactional style deviance, as measured 

by the Thematic Apperception Test (TAT), as a possible 

indicator of risk for schizophrenia. Accepting previous 

research findings that transactional style deviance is an 

att ibute of parents of offspring with a schizophrenia 

diagnosis , the researchers hypothesized that parental 

transactional style deviance might serve as an indicator 

of risk for the subsequent development of adult 
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schizophrenia in emotionally disturbed but currently 

nonpsychotic adolescents. The study was of potential 

value for primary prevention interventions. The study 

presented no conclusive findings regarding identifying 

adolescents at risk for schizophrenia. One recommendation 

for further study of transactional style was the employment 

of individual assessments of the parents, siblings, and 

target child in addition to an assessment of the familial 

social system for the determination of a more effective 

combination of predictors. 

Family therapists are distinct as a group largely 

because of the common assumption that if the individual is 

to change, the context in which he lives must change 

(Haley & Hoffman, 1967). These researchers asserted that 

only by observing a person diagnosed schizophrenic in 

interaction with his significant others can one discover 

that the individual's bizarre behavior is meaningful 

and adaptive to his natural setting. The unit of treatment 

is the set of relationships rather than the individual. 

Feinsilver (1970) addressed the increasing focus on the 

study of distorted c mmunication in families of persons 

diagnosed schizophrenic. 

Ackerman (1970) clarified that "family" does not 

necessarily mean a biological relationship. Instead, 
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family can best be thought of in terms of the functioning 

group living together in one household. Bowen's (1961) 

concept of family is congruent with Ackerman's definition. 

Herschkowitz and Kahn (1980) challenged the literature 

on family theory and therapy which views the family as a 

functional or dysfunctional system, suggesting that for 

reasons external to the family unit, one member may become 

dysfunctional and thereby significantly affect the system. 

This view is the reverse of the assumption generally held 

by family therapists, which is that the system affects the 

individual member (the subsystem) • The authors presented 

two cases that demonstrated changes in the family system 

precipitated by crises in one family member. 

The intention of the Herschkowitz and Kahn (1980) 

study was to take into account some aspects of psycho

analytic theory of personality and some aspects of family 

systems theory. The goal was to demonstrate how theore

tical constructs in psychoanalytic and family systems 

theories can be unified to enhance an understanding of 

individuals and their families. Unlike individuals, whose 

conflicts arise from intrapsychic ever1ts, the dynamics 

within a family can be seen to result from interpsychic 

events , that is, from conflicts among the various members 

of the system in an attempt to gratify their individual 
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strivings. As in intrapsychic conflicts in the individual, 

interpsychic conflicts within the family have genetic 

roots (Herschkowitz & Kahn, 1980). These researchers 

asserted that family systems conflicts are functions of 

transmission of patterns from earlier systems, and that 

each family system presented with a similar problematic 

situation would react to the situation with behavior 

based on the system's point of fixation. 

Other theorists and researchers (Ackerman, 1970; 

Richter, 1976) have addressed the interrelationship of 

psychoanalytic theory and family systems theory. 

Historically speaking, Ackerman (1970) stated that it was 

psychoanalysis that gave emphasis to the role of family 

conflict in mental illness. 

Describing common objects as a test of communication 

between family members involves the task of properly 

conceptualizing those objects. Feinsilver (1970) examined 

the communication between family members by presenting the 

task of communicating the essential attributes of common 

household objects from one person to another. A group 

of six families, each consisting of a mother, father, a 

child diagnosed schizophrenic, and a nonschizophrenic 

s i bling, was compared with a control group of six "normal" 

familie s. The verbal interaction of all the various 
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pairings within each family was scored according to the 

following categories: misidentification of the object, 

inappropriate conceptualization, and impaired focal 

attention. Impaired focal attention was the listener•s 

weakened ability to focus attention on the meaning of what 

was being communicated. 

In every category, the families of the persons 

diagnosed schizophrenic performed significantly more 

poorly than the families designated the normal controls. 

Grand totals of the categories differentiated the two 

groups (Feinsilver, 1970). Focal attention totals showed 

a significant difference between the two groups. A 

comparison of the various pairings within the families 

reportedly revealed that there were no significant differ

ences between the communication from the parents to the 

child diagnosed schizophrenic and to his/her nonschizo

phrenic sibling; the p value was not reported. 

Comparing the pairings within the normal family group 

with the pairings within the family group of persons 

diagnosed schizophrenic, the greatest difference was 

between the normal child-sibling pairing and the schizo

phrenic child-sibling pairing. Feinsilver (1970) 

concluded that although the study provided significant 

findings , it was a preliminary investigation of a technique 
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which might prove useful in differentiating families of 

persons diagnosed schizophrenic from other families, 

including normal families or families of another psychiatric 

population such as sociopaths, depressives, and neurotics. 

The failure to find significant differences between 

the communication to the family member diagnosed 

schizophrenic and his/her nonschizophrenic sibling nor 

between any of the pairings within the families, suggested 

that impaired communication as measured in Feinsilver's 

(1970) study is probably a function of the total family 

and not of the patient; and it alone cannot account for 

the patient, rather than his/her sibling, becoming 

schizophrenic. Feinsilver related the findings to previous 

research (Singer & Wynne, 1965a, 1965b, 1966; Wynne & 

Singer, 1963a, 1963b). 

Studies by Morris and Wynne (1965), Longabaugh and 

Hayes-Roth (1973), Bourne, Abraham, Brauchi, Justesen, 

Beeker, Whitaker, and Yaroush (1977), and Pishkin and 

Williams (1977) focused on the concept of thought disorder, 

which is noted as one of the most characteristic features 

of schizophrenia. Morris and Wynne (1965) examined the 

i nteractions of identified schizophrenics and their 

parents, concluding that the kind and extent of thought 

d i sorder of the person diagnosed schizophrenic may be 
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genetically and/or interpersonally transmitted to him by 

his parents. The researchers elaborated that if the mode 

of transmission is via interpersonal interactions, it 

would be possible for the identified schizophrenic to 

induce the same behavior in other persons. The literature 

does not reflect studies of the relationship of thought 

disorder and interpersonal problem solving, but thinking 

and concept distinction are necessary to problem solving. 

Wynne and Singer (1963a)made reference to "trans

actional thought disorder" within families of persons 

diagnosed schizophrenic, stating that within these 

families the degree of disturbance in family transactions 

is greater and qualitatively different from that found in 

the contributions of any individual family member. Wynne 

and Singer spoke of a "thought disorder" of a particular 

variety and intensity in the family social system of a 

person diagnosed schizophrenic, also referring to 

"disjunctive family transactions." 

Wynne and Singer (1963a) continued saying that 

disturbed thinking in individual family members may be 

difficult to datect in emotionally protected or 

constricted , role-structured relationships, but that it 

is readily revealed when the family members verbally 

interact, in unstructured test situations, and in 
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unstructured psychotherapeutic relationships. Within the 

family, the impact of fragmented communication builds up 

over time. The authors referred to studies which have 

suggested that intrafamilial communication and relation-

ship patterns can be linked to forms of personality 

organization, including styles of thinking, in offspring 

who have grown up in these families. 

Interpersonal Problem-Solving within Families 
of Persons Diagnosed Schizophrenic 

Socioeconomic status is a variable to be considered 

in families' interpersonal problem-solving abilities. 

Some existing evidence and theory that focuses on the 

family as a problem-solving unit (Aldous, Condon, Hill, 

Straus, & Tallman, 1971; Strauss, 1968) hypothesized that 

families from different social classes differ in the 

ability of the family group to manage "the kinds of novel 

and problematic situations characteristic of a rapidly 

changing urban-industrial society" (Strauss, 1968, p. 417). 

Weinstock (1967) found that adults who in their early 

childhood were raised in lower-class homes, generally 

characterized by more punitive and less verbally clear 

childrearing practices , were more prone 30 years later to 

utilize denial defenses than were the adults raised in 

families of higher social class. Results from a number of 
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studies (Fried, 1975; Hunt, Gurrslin, & Roach, 1958; Kosa & 

Robertson, 1975; Rosen, 1956, 1959; Schubert & Miller, 

1980; Wild, Shapiro, & Abelin, 1974) were congruent 

with the above-mentioned findings in identifying socio

economic status, ethnicity, culture, social environment, 

and family environment as factors influencing one's manner 

of coping with stress, being achievement-oriented, having 

access to psychiatric resources, and responding to 

psychiatric treatment. 

Schubert and Miller (1980) investigated social class 

as related to a treatment outcome measure. The results 

of their study, demonstrating distinction of social 

classes IV and V, the two lowest classes, with respect 

to the treatment response examined, recommended that 

social classes be considered separately for both research 

and clinical purposes. 

Fried (1975) reported that in the United States 

the lowest social classes have the highest rates of severe 

psychiatric disorder. Fried expressed optimism with the 

continuous growth of literature addressing the social 

forces that influence potentials for malfunction, that 

define acceptable and unacceptable behavior in the 

community , that produce resources differentially for 

different communities and subpopulations , and that affect 



49 

the paths to treatment and the outcome of diagnosed 

malfunction. 

The same author (Fried, 1975) indicated that since 

1922 the rate of psychiatric hospitalization of Blacks 

has continued to increase more rapidly than psychiatric 

hospitalization of Anglos. Shorter community residence of 

emotionally disturbed persons in Black communities implies 

lower community tolerance for psychiatric symptoms among 

Blacks than among Anglos. Fried (1975) reported that among 

several studies of race differences and the distribution 

of psychiatric disorders, the Black-Anglo difference was 

the largest and most consistent. The conclusions that can 

be drawn from Fried's (1975) reports are limited, since 

the methodologies and statistical analyses of the cited 

studies were not presented. 

Bee ( 1971) studied the significance of maternal 

behaviors in the development of the young child's cognitive 

abilities. Comparing the behavior of lower-class and 

middle -class mothers in both an unstructured waiting room 

and a structured child-task situation, Bee noted that the 

lower-class mother was less attentive and, when attending 

to her child, would more often tell the child what to 

do or disapprove of what he/she was doing. Analysis of the 

language used by the mothers revealed further differences. 
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Middle-class mothers, compared with lower-class mothers, 

used longer and more complex sentences, relatively more 

adjectives, and fewer personal references, all associated 

with a more elaborate linguistic code. 

Strauss (1968) examined problem-solving behavior 

in a laboratory situation. Subjects were middle-class 

and working-class families consisting of mother, father, 

and a 12-year-old offspring. Observation and measurement 

of family group behavior revealed that in comparison with 

middle-class families, lower-class family members func

tioned more in isolation from one another, shared verbal 

in f ormation less often, and were less prone to act out a 

pote ntial solution to other family members. Across three 

cultures--Bombay, San Juan, and Minneapolis--the lower

class families were more restricted in the range of 

s olut i ons that were attempted and in the amount of verbal 

and non verbal communication within the family. The number 

of a c tion o ptions displayed was correlated with the 

quality of probl em· solving that resulted (Strauss, 1968). 

Mi nuc h in, Chamberlain, and Grambard (1967) studied 

the behavior o f a disorg anized family, which included a 

disturbed and delinquent adolescent, when problems arose 

within the family . The re s e arche rs noted a marked deficit 

in verbal communication when an i s sue o f rul e s arose in 
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the family or when there was an expressed need on the part 

of a family member. Intensity of sound and action rather 

than the logic of argument determined "power." Family 

talk was interruptive and of great volume, topics were 

not focused upon, questions were not elaborated, and 

information was not gathered in an organized fashion. In 

communication between child and adult, the child learned 

to focus almost exclusively on who the adult was, to the 

relative exclusion of the content of the communication. 

There was a tendency for problems to not be resolved 

(Minuchin et al., 196 7) . Their findings are congruent 

with Bowen's (1976), Satir's (1967), and Schiff's (1975) 

descriptions of dysfunctional families. 

Reiss (1971) evolved a theoretical system within 

which total families have been categorized. Each of the 

three family categories--"environment-sensitive," 

"consensus-sensitive," and "interpersonal distance

sensitive"--has implications for how effectively a family 

unit responds to problems confronting it. The environment

sensitive (normal) family sees the problem as "out 

there ,' logically searches for solutions, and is open to 

cues about the problem and its possible solutions from 

both inside and outside the family. The problem-solving 
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process is characterized by a sharing of experience with a 

sense that consensus is possible. 

Reiss (1971) referred to the third family type as the 

interpersonal distance-sensitive family. Confronted 

with problems, family members approach problem analysis 

and solution as simply a means by which each can show 

independence from the family. Each member has a private 

space of laws and values, and each functions alone on the 

assumption that nothing he or she does can be useful to 

or evaluated by others. Members of this type of family 

are isolated. As a consequence, there is no sense of 

sharing in problem· solving. Family members may be in 

constant conflict, preoccupied with their own satisfaction 

and point-of-view, with little, if any, sense of emotional 

connection. Reiss (1971) saw families of delinquents as 

fitting this category. 

The consensus-sensitive family approaches a problem 

as a potential threat to its solidarity. Such a family 

is not open to all external cues. Members are quick to 

surrender their individual ideas, and dissent is not 

tolerated because the family yoal is always to maintain 

a close , uninterrupted agreement. As a consequence, the 

family reaches consensus too quickly and may even 

experience illusion . Reiss (1971) viewed the "schizophrenic 
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family" as an extreme example of the consensus-sensitive 

type, and has provided some evidence to this effect 

(Reiss, 1967, 1968, 1969). 

Reiss' theoretical framework (1971) is congruent 

with family systems theorists (Ackerman, 1966; Bowen, 

1976; Jackson, 1960; Kantor & Lehr, 1975; Lidz et al., 

1965; Satir, 1967; Skynner, 1976). Other researchers 

(Friedman, Boszor.menyi-Nagy, Jungreis, Lincoln, Mitchell, 
~ 

Sonne, Speck, & Spivack, 1965; Hoover, 1965; Mishler 

& Waxler, 1968; Scott & Askworth, 1967) have also 

reported the overcontrol of family members and the 

boundaries unique to the closed family system of persons 

diagnozed schizophrenic. 

The view that certain parameters of childrearing 

or parent-child interaction may influence the child's 

cognitive development has been well-documented insofar 

as abstract, impersonal intellectual development is 

concerned. Hess and Shipman (1965) studied the inter-

action of mother and child to assess how a mother assists 

her child in handling an intellectual task, and how 

differences reflect a more general cultural deprivation. 

In noting differences, Hess and Shipman (1965) referred 

to both the style of approach and to more specific 

qualities of the mother-child interaction. 
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Ferreira and Winter (1968) compared "normal" and 

"abnormal" families of three decision-making variables--

spontaneous agreement, decision-time, and choice-

fulfillment. The definition of abnormal families was 

"families where simply emotional problems were acknowl-

edged, whether attributed to any individual member or to 

the family group" (pp. 17-18). The normal families were 

families in which 

there was no known emotional or criminal problem 
for any of its members for a period of at least 
five years prior to the testing; no family member 
or member or members had received, or been 
recommended to receive, any form of psycho
therapy for at least the past five years; and 
the overall behavior of the family had not been 
considered abnormal by the referring source. 
(p. 18) 

The task presented the subjects was not interpersonal 

in nature; instead, a questionnaire referring to a number 

of "situations" was given each subject (Ferreira & 

Winter , 1968). Each of the seven situations had 10 

alternatives or choices from which the family members 

could choose. A total of 85 families (36 normal, 49 

abnormal) were tested. Previous research investigating 

the variables specified in this study had been confined 

to family triads (father, mother, and one child); this 

study was of family tetrads (father, mother, and two 

children) . Hypothesis one , that the spontaneous agreement 
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score would be greater for normal than abnormal families, 

was accepted at p < 0.05. Hypothesis two, that the 

decision-time would be longer in abnormal than in normal 

families, was accepted at p < 0.025. Hypothesis three, 

that the choice-fulfillment score would be greater in 

normal than in abnormal families, did not reach the 

established statistical significance. 

The researchers (Ferreira & Winter, 1968) concluded 

that the testing instrument utilized in this study was 

not sensitive enough to warrant diagnostic conclusions 

about particular families, bu.t that it did reveal family 

measurements of the three variables, permitting placement 

of the families on the spectrum of normal versus abnormal 

scores available through the findings of this and previous 

studies. Goals of these studies have been an increased 

understanding of the basic issues in family relationships, 

family interaction, family decision-making, and family 

"normality" and "abnormality" (Ferreira & Winter, 1968). 

Chilman (1966) reviewed the childrearing literature 

in an attempt to summarize the childrearing patterns 

reportedly characteristic of families with emotionally 

healthy offspring. Results of these studies reviewed 

suggested that such families are sensitive to causes in 

their child's behavior, considering reasons why specifics 
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occur; open and free in verbal communication, with control 

manifest largely through verbal communication, in contrast 

to physical means; unrepressive and unpunitive in 

response to the child's questions about sexual behavior; 

and flexible and open to new experiences. 

Similarly, after considering various developmental 

facets of change in human characteristics, Bloom (1964) 

concluded that apparent influences on cognitive development 

are: opportunities for the child to have ce~tain kinds 

of enjoyable contact with parental figures, including 

opportunities to solve problems; encouragement to think 

clearly; and encouragement to attack problems flexibly 

and while considering outcomes. Schiff's (1975) 

assertion that through an awareness of oneself, others, 

and reality situations, one thinks and is able to define 

problems, determine options to solve the problems, and 

act effectively on the options parallels Chilman's (1966) 

and Bloom's (1964) propositions. Schiff (1975) identified 

the following as important measures for every child to 

incorporate as his own: " ( 1) You can solve problems, 

(2) Y u can think, and (3) You can do things" (p. 33). 
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Summary 

Knowing the etiology of an illness includes a 

complete understanding of all contributing factors. To 

date, this cannot be claimed for schizophrenia. Likewise, 

numerous theorists and researchers have studied family 

systems, family interactions, and family conflicts, 

attempting to distinguish healthy and dysfunctional 

families. Throughout the literature, definitions of 

normal, abnormal, healthy, and dysfunctional families 

have been obscure. The interrelationship of schizoprehenia 

as a psychiatric disorder and family system as a possible 

contributing factor to the disorder creates additional 

obscurity. 

Thought disorder is noted as one of the most 

characteristic features of schizophrenia. Thinking and 

concept distinction are identified as necessary to problem

solving, but the literature to date does not reflect 

studies of the relationship of thought disorder and 

interpersonal problem-solving. 

Research studies (Platt & Spivack, 1972a; Spivack 

& Levine, 1963) have shown psychiatric ._?atients and 

maladjusted adolescents to be less able than normal 

controls to respond with means-ends thinking and problem 

solving in hypothetical problematic social situations. 
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Most research on interpersonal problem· solving has been 

carried out in populations other than adolescents (Spivack, 

Platt, & Shure, 1976). More intensive study of inter

personal problem solving in adolescents will be of value 

to researchers in determining the roles played by various 

problem-solving skills in the adjustment process during 

the adolescent developmental period. Such understanding 

would be particularly useful in therapeutic planning for 

individuals or groups. In addition, more complete data 

on adolescence would lead to understanding of the develop

mental sequence in which specific problem-solving skills 

appear. 

There has been limited research specifically relating 

family or individual parental behaviors to the inter

personal problem-solving abillty development of the child. 

Utilizing .family system theory (Bowen, 1961, 1965, 1976) 

as a theoretical framework, there is reason to anticipate 

that there would be a direct relationship between certain 

family and/or parenting variables and interpersonal 

cognitive problem-solving ability. 

Research findings that interperson~l cognitive 

problem-solving ability was teachable in 4- to 6-year-old 

children over a 3-month period (Spivack et al., 1976) 

lends some safety in assuming that an adult in an intimate 
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parental role has a significant impact on the development 

of this ability in children. Additionally, the social 

nature of the interpersonal cognitive problem-solving 

processes suggests that the social system within which 

the child grows must play a significant if not the primary 

role in ICPS development. It seems safe to assume that 

these ways of thinking are largely learned; the identifi

cation of the family or parental influences being most 

relevant remains the unexplored area. 

The study of interpersonal cognitive problem-solving 

skills as proposed by Spivack et al. (1976) is in its 

infancy. The research on interpersonal problem-solving 

in adults has focused primarily on the means-ends 

variable, which has been described as the most significant 

ICPS skill related to social adjustment. The Means-Ends 

Problem-Solving Procedure has not been widely utilized 

other than by the scientists who developed the instrument. 

There has been an increased study of interpersonal 

problem solving as well as the increased utilization of 

the Means-Ends Problem-Solving Procedure within the past 

2 years . 

A major finding from the review of the literature was 

that even though persons with the diagnosis of schizo

phrenia were subjects in several of the cited studies, 
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they were compared to control groups of normals or to 

each other rather than with other members of their own 

families. A positive outcome of having an advanced 

scientifically-based understanding of problem solving 

within families, is that health professionals can 

potentially intervene at the primary as well as secondary 

and tertiary levels of prevention. Research findings 

supporting family systems theory would have implications 

for family-oriented assessments and interventions. 

Research studies have distinguished groups of 

emotionally ill or socially ·maladjusted individuals, but 

findings have been limited to the specific variables of 

the studies. An insufficient number of studies and 

findings have been related to previous studies and to 

existing theories. It is not known if persons diagnosed 

schizophrenic and their family members are less able than 

normals to conceptualize the means of solving inter

personal problems. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

This investigation was an ex post facto study in 

which data about the variables presence or absence of 

schizophrenia diagnosis and interpersonal problem-solving 

ability were collected, recorded, and analyzed. The 

problem of the investigation was: Is there a difference 

in interpersonal problem-solving ability between persons 

diagnosed schizophrenic and family members of persons 

diagnosed schizophrenic? 

Settings 

The settings of this study were the respective homes 

of the 15 selected families. The larger setting which 

encompassed four of the families' homes was a large 

metropolitan city located in the Southwestern section of 

the United States. Three small cities in a North-Central 

rural area of the United States were the larger settings 

encompassing 11 of the families' homes. 

Since the investigator was a visitor of the families 

in the families' familiar environments, the investigator 

did not specify the rooms in which the testing took place. 

61 
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The only specification was that the testing occur in a 

quiet room, away from distractions and interruptions as 

much as possible, where the individual subjects and the 

investigator could be comfortably seated and could hear 

each other. In the majority of the homes, the initial 

family interview for the collection of demographic data 

and the individual testing procedure took place in the 

front room or the kitchen. 

Target Population and Sample 

Selected from the outpatient populations of three 

selected community mental health centers affiliated with 

county or multi-county mental health and mental retarda

tion programs, the target populat·ion was all families in 

wh i ch one family member had the clinical diagnosis of 

schizophrenia. Other delimitations, or controlled 

vari ables, of the study were: (a) subjects were voluntary, 

a nd sub j ects under age also had parental consent for 

parti c ipation, (b) the specified age range of subjects 

was 1 3-62 years, (c) only those families in which only one 

family member had the clinical diagnosis of schizophrenia 

were inc luded in the study , and (d) only those families 

in which a l l membe r s o f t he ages 13-62 years participated 

in the testing we r e inc l uded i n the study . The persons 

diagnosed schizophr enic had the f o llowing characte ristics: 
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(a) they were outpatients who were living at home within 

a family system, (b) those who had been hospitalized for 

treatment of the schizophrenia had been discharged from 

the hospi tal at least 1 month prior to the testing, 

(c) the individual had met his/her first outpatient 

appo intment at the community mental health center, and 

(d) the person diagnosed schizophrenic could be any member 

of the family, the ages ranging from 13-62 years. The 

diagnosis of the family member classified as schizophrenic 

appeared in the client's clinical record at the selected 

conununity mental health center. 

The convenience sample consisted of the first 15 

families who met the delimitations of the study and who 

agreed to participate in the study. The sample was 

divided into two groups: one group of subjects was 

family members currently diagnosed schizophrenic, and 

the other group of subjects was family members of those 

persons diagnosed schizophrenic. 

Protection of Human Subjects 

Prior to the collection of data, approval to conduct 

the study was obtained from the Human Research Review 

Committee of the Texas Woman's University (Appendix A) 

and from the research committees of the community mental 

health centers selected as the sources for the selection 
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of subjects (Appendix B). Each subject was provided a 

verbal explanation of the purpose, procedure, risks, and 

bene fits involved in the study (Appendix C). Each subject 

signed an informed onsent form (Appendix D) prior to 

the testing procedure. A parent also signed the informed 

consent forms of those subjects who were minors. Each 

subject was provided a guarantee of confidentiality and 

the freedom to withdraw from participation in the study 

at any time . 

Instruments 

Two instruments were utilized for data collection. 

The first was a Demographic Data Form (Appendix E) , and the 

second was the Mean s-Ends Problem-Solving Procedure for 

males (Appendix F) and for females (Appendix G) . 

Demographic Data Form 

The Demographic Data Form (Appendix E) was developed 

by the investigator and consisted of a number of questions 

requesting the age, sex, and education of the individual 

subjects, the occupation of the head of the household and 

any other family members who were in the labor foL~e, the 

ethnic origin of the family or the family 's individual 

members, and information relating to any of the subjects' 

current psychiatric medications and recent or previous 
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psychiatric hospitalizations. The occupational and 

educational data of this instrument were categorized, 

using Hollingshead's Two Factor Index of Social Position 

(Miller, 1977) to determine each family's socioeconomic 

status. The information obtained by use of the Demographic 

Data Form was utilized in the descriptive analysis of the 

families selected for this study. 

Means-Ends Problem-Solving Procedure 

The Means-Ends Problem-Solving (MEPS) Procedure, 

developed by Platt and Spivack (1975), was the test 

administered to all the subjects, since the MEPS is 

considered valid for both adolescent and adult age groups. 

The minimum age individual which can be tested by this 

instrument is 13 years. The MEPS (Appendixes F and G) 

is designed to measure the individual's ability to orient 

toward and conceptualize the means of moving toward a goal 

in a problematic situation. 

The MEPS instrument contains 10 stories which 

present situations in which a need is aroused in the 

"protagonist" at the beginning of the story, and is 

satisfied by the individual at the end of the story 

(Platt & Spivack, 1975). The subject being tested is 

required to complete the story by filling in those events 

which might have occurred between the arousal of the need 
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and the satisfaction of the need. The only difference 

between the male form and the female form of the MEPS 

test is the sex of the protagonist in the stories, 

male for males and female for females. 

Each of the hypothetical stories is designed to 

represent a real-life problematic situation, and most of 

the stories are interpersonal in nature. The stories are 

related to a number of different content areas. It is 

not necessary that all 10 stories be presented to the 

subject, but the greater the number of stories presented, 

the greater will be the reliability of the findings. 

Platt and Spivack have administered a minimum of three 

stories and a maximum of all 10 stories to the subjects 

of their studies (Platt, 1978). In this study, six stories 

were presented to each subject, and the selected stories 

were interpersonal problematic situations (Appendixes 

F and G). 

Validity and reliability. Validity and reliability 

have been established for the Means -Ends Problem-Solving 

(MEPS) Procedure . Construct validity concerns the extent 

to which scores on the Means-Ends Problem-Solving (MEPS) 

Procedure, reflecting the quality of means-ends thinking, 

adequately describe differences among persons tested . 

Previous studies indicated that theMEPS procedure 
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discriminated groups of individuals, as well as individuals 

within groups. Scores on the MEPS differentiated adult 

psychiatric patients from nonpatients (Platt & Spivack, 

1972a, 1973) , adolescent psychiatric patients from 

nonpatients (Platt, Spivack, Altman, Altman, & Peizer, 

1974), and heroin addicts from nonaddicts (Platt, Scura, 

& Hannon, 1973). The MEPS also discriminated levels of 

social competence within a group of psychiatric patients 

(Platt & Spivack, 1972b) 

Discriminant validity of the MEPS has been established 

in association with adjustment and with intellectual 

factors (Platt & Spivack, 1975). The MEPS is not a 

measure of overall adjustment; the possession of good 

interpersonal problem-solving thinking is important to 

but not the sole determinant of adjustment. MEPS scores 

have minimal relationship to scores on paper-and-pencil 

measures of personal adjustment. "The correlations of 

the MEPS scores and the personal adjustment scales have 

been found to be positive, but low, and of borderline 

significance" (Platt & Spivack, 1975, p. 60). The MEPS 

is a measure of cognitive ability; it is not an indirect 

measure of intellectual ability or scholastic aptitude. 

The relationship of MEPS scores with scores of aptitude 
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and intelligence is reported to be low to moderate (Platt 

& Spivack, 1975). 

Content validity is the representativeness or 

sampling adequacy of the content of the measuring 

instrument (Kerlinger, 1973). It is the extent to which 

each item of the test, each story of the MEPS, samples 

the same quality of thinking. In this study, the quality 

is problem solving in interpersonal situations. Factor 

analyses of the MEPS instrument in three samples each 

resulted in a single factor, suggesting that all the 

stories measure the same quality of thinking (Platt & 

Spivack, 1975) . 

Predictive validity is a measure of an instrument's 

prediction of future behavior, the prediction later found 

to be accurate (Treece & Treece, 1977). The following 

reports the predictive validity of the MEPS. 

Youthful heroin offenders were administered 
the MEPS while still incarcerated. A Pearson 
correlation coefficient of +.30 was found 
between number of means and length of time 
(in days) on parole before re-arrest 
(£ < .05). (Platt & Spivack, 1975, p. 62) 

A research instrument has concurrent validity if 

data resulting from its use are related to behaviors in 

the current situation (Treece & Treece, 1977). The subjects 

in a research study which measured and established 

concurrent validity of the MEPS were a group of 45 heroin 
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addicts who were housed together in a residential treatment 

setting. The subjects were administered three MEPS 

stories and were instructed to nominate seven group 

members who were most approachable and seven group members 

who were least approachable in the resolution of inter

personal problems. A composite score of the net number 

of positive minus negative nominations was calculated and 

two distinguishable high and low nomination groups were 

identified. The two groups were then compared on MEPS 

scores. The mean total MEPS score of the high group was 

5.50 (SD = 2.17), and the mean total MEPS score of the 

low group was 3.70 (SD = 1.15). The !-test analysis 

produced a! value of 2.31 (df = 18, E < .025). The same 

procedure was replicated with nine staff members providing 

the ratings of the 45 heroin addicts. Their high rated 

group was found to have a mean MEPS score of 5.00 

(SD = 2.53); their low rated group had a mean MEPS score 

of 2.41 (SD = 2.53). The obtained twas 3.00 (df = 27, 

p < .01). The obtained r between the staff and peer 

ratings was .45 (df = 34, p < .01) (Platt & Spivack, 1975). 

Test-retest reliability of the MEPS is reported for 

experimenter-administered and self-administered research 

studies. One reliability report, in which the MEPS was 

experimenter-administered and the test-retest interval 
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was 2-1/2 weeks (h = 15), gave the statistical findings of 

rho = .59, E < .OS. The report of a self-administered 

MEPS, with a test-retest interval of 5 weeks (n = 11), 

produced the results£ =.64, p < .05. Another self

administered MEPS, having an 8-month test-retest interval 

(n = 47), showed r = .43, E < .005. 

Coefficients of internal consistency also demonstrate 

the reliability of the MEPS. The Spearman-Brown Formula 

showed the coefficient of 72 male psychiatric patients 

to be .84, as compared with a coefficient of .82 for 

66 female psychiatric patients. The Ruder-Richardson 

procedure analyzed the coefficient of 72 male psychiatric 

patients to be .82, as compared with a coefficient of .80 

for 66 female psychiatric patients. These results, 

measured by two separate procedures, reflected a high 

internal consistency (Platt & Spivack, 1975). 

A limitation of the Means-Ends Problem-Solving 

instrument is that it is not a standardized instrument. 

Researchers utilizing the Means-Ends Problem-Solving 

(MEPS) Procedure have presented varying numbers of the 

problematic stories and have measured various aspects of 

problem-solving. The MEPS does have standard administration 

and scoring instructions, but a degree of subjectivity is 

involved in the scoring procedure. The Means-Ends 
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Problem-Solving (MEPS) Procedure is the most appropriate 

instrument available at the present time for the 

measurement of interpersonal cognitive problem-solving 

ability. 

Norms. Means-Ends Problem-Solving (MEPS) normative 

scores have been established for male and female 

populations (Platt & Spivack, 1975). The male categories 

for which the MEPS norms are established are state 

university upperclassmen (n = 38), freshman military 

college students (n = 28), hospital employees (n = 16), 

penitentiary inmates (~ = 54), reformatory inmates 

(n = 329), acute psychiatric inpatients (n = 32), and 

extended care psychiatric outpatients (~ = 26). 

With two exceptions, the total mean score for all 

nine stories decreased consistently with each respective 

male population. One exception was that reformatory 

inmates (~ = 329) had a higher total mean score (1.32) 

than did penitentiary inmates (n = 54, X= 1.08). The 

other exception was that extended care psychiatric 

outpatients (n = 26) had a higher mean score (.17) than 

did acute psychiatric inpatients (n = 32, total X= .6 3). 

State university upperclassmen (n = 38) had the highest 

total mean score (2.49), and acute psychiatric inpatients 

(n = 32) had the lowest (.63). 
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The female categories for which the MEPS norms are 

established are graduate students (n = 23), state 

university upperclassmen (n = 31), student beauticians 

(n = 44), hospital employees (n = 45), acute psychiatric 

inpatients (~ = 23), and extended care psychiatric 

outpatients (n = 33). The total mean score for all nine 

stories decreased consistently with each respective 

population. Graduate students (n = 23) had the highest 

total mean score (2.25), and extended care psychiatric 

outpatients (n = 33) had the lowest (. 62). 

The established MEPS norms support the interpersonal 

relationships theory asserted by Platt and Spivack (1972a, 

1972b, 1975). Their theory identified normals as most 

adequate with interpersonal problem solving, deviant 

populations as less adequate, and identified psychiatric 

patients as the least adequate with interpersonal problem

solving. 

Administration . The Means-Ends Problem-Solving 

(MEPS) Procedure may be administered by an examiner or may 

be self-administered, depending upon the educational level 

and reading ability of the subject. In both cases, the 

subject is read the standard instructions (Appendix H) 

immediately prior to the testing. In the case of 

examiner administration , it is important that the examiner 
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be certain that the subject clearly understands the 

instructions before the first story is read. There is 

to be no prompting by the examiner. Each of the stories 

is read to the subject once, and the subject's response 

is transcribed verbatim by the examiner, directly into the 

test booklet or onto the score form. Condensation is 

avoided with the transcription, since the examiner/ 

recorder may not be the individual who scores the 

subject's responses. The instructions are not repeated 

before succeeding stories unless it becomes obvious 

that the subject has misunderstood the instructions. 

Scoring. Prior to scoring the Means-Ends Problem

Solving test, the investigator is to read through the 

subject's entire response to the story. The stories can 

be scored for story content, numbers of relevant means, 

obstacles, enumerations of means, time, irrelevant means, 

no-means responses, and relevancy ratio. Descriptions of 

the scoring categories follow. 

1. Relevant means, or means. A 'l.mean" is scored 

for each discrete step which is effective in enabling the 

"protagonist" of the story to reach the resolution stage 

of the story or to overcome an obstacle preventing him/ 

her from reaching the goal in the story. More than one 

mean can be scored for a subject's response to a given 
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story. Each mean scored is tallied, being placed in one 

of several categories empirically developed for each 

story. Each category includes several different means 

which are similar, although their exact form differs 

because of being given by different subjects. A high 

relevant means score indicates "good" interpersonal 

problem-solving ability, whereas a low relevant means 

score indicates a deficiency in interpersonal problem

solving ability. 

2. Irrelevant means (IM). An irrelevant mean is 

scored for a response which includes only steps which are 

not effective within the context of the story. Such 

steps could be reasonable and effective if the ending 

of the story were different. An irrelevant mean is also 

scored if the subject provides steps which lack the 

appropriate foundation upon which the middle and the end 

of the story should be built, even though the steps 

provided are effective within the context of the story; 

the underlying mean, or first step, is left out. 

3. No-means (NM). A no-means is scored for a 

response which fails to provide the steps necessary to 

reach the goal. There are three types of no-means 

responses possible for each story: a response which 

fails to specify in sufficient detail how the goal is 
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reached; a response which is only the repetition or reword

ing of the story as given; and a response which is 

simply a value judgment. 

4. No response (NR). If the subject fails to 

respond to a particular story or if his response is not 

story-directed, he is given a score of one no response 

for that story. 

5. Enumerations of means. If the subject explains 

or gives some additional details concerning a particular 

step in the story, the additional explanation is scored 

as one or more enumerations of a mean. 

6. Obstacles. Any obstacle or difficulty in 

reaching the goal which the subject mentions is scored 

as an obstacle. It may be either internal or external 

to the protagonist. 

7. Enumerations of obstacles. Any problem or 

difficulty that the subject mentions which is an addition 

to, or an enlargement upon, a previously mentioned 

obstacle is scored as an enumeration of an obstacle. 

8. Time. If the subject specifies an amount of time 

elapsing between the beginning and the end of the stor , 

one unit of time is scored. 

9. Relevancy ratio. The relevancy ratio is the 

total number of relevant means in relation to the number 
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of relevant means plus irrelevant means plus no-means. 

The relevancy ratio score is given each subject for the 

total number of stories administered, rather than for 

each separate story. 

An MEPS Category Scoring Sheet (Appendix I) exists 

for each of the 10 stories of the MEPS test and is 

utilized by the investigator at the time of administration 

of the test to the subject. Other MEPS scoring forms 

utilized in conjunction with the category scoring sheet 

are the MEPS Subject Scoring Sheet (Appendix J) , the 

MEPS Subject Summary Sheet (Appendix K), and the MEPS 

Sample Summary Sheet (Appendix L). In this study, the 

MEPS scoring forms were utilized for the individual 

subjects, the family units, and the two groups. 

Spivack et al. (1.976) reported that the two scores 

primarily used in studies are the number of relevant 

means and the relevancy ratio. Enumerations of means 

have been found to be so highly related to the number of 

relevant means that they represent the same quality of 

thought. Obstacles and awareness of time seem to measure 

qualities of thought not necessarily related to problem

solving adjustment (Spivack et al., 1976). Only the 

Relevant Means score was calculated and analyzed in this 

study. 
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Data Collection 

The investigator obtained written permission from 

Platt and Spivack (Appendix M) to utilize the Means-Ends 

Problem-Solving Procedure. Prior to the collection of 

data from the convenience sample, a pilot study was done 

by the investigator. One family which met the criteria 

of the sample was selected by means of convenience 

sampling, and the investigator completed the Demographic 

Data Form and administered the Means-Ends Problem-Solving 

Procedure to the 13-62-year-old members of that one 

family. The purpose of the pilot study was for the 

investigator to become familiar with the administration 

of the two instruments and the scoring of the Means-Ends 

Problem-Solving instrument. The family selected for the 

pilot study was assured the same protection of human 

rights as was identified for the sample. Since no 

changes of procedure or instruments were effected by the 

pilot study, the pilot study data were included with the 

data of the sample. 

Upon approval from the specified community mental 

health centers to select the research sample from their 

populations, the investigator received the assistance of 

clinical staff members of those agencies in determining 

the target population from which the sample was selected. 
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Potential subjects signed authorizations for release of 

information, which allowed the community mental health 

centers to share identifying information with the 

investigator. 

Securing subjects who met the delimitations of the 

study presented some difficulties. Of the available 

population, the majority of families in which one member 

had the clinical diagnosis of schizophrenia were not 

intact families living together in one household. 

Separation, divorce, death, the identified patient 

living in a structured group home setting, and family 

members being younger or older than the specified 13-62 

age range were some of the factors contributing to the 

families not being intact and, subsequently, not meeting 

the delimitations of the research study. 

The investigator made a first face-to-face contact 

with each family at the community mental health center. 

The first contact, during which the investigator described 

the plan of study and identified the participants' role 

in the study (Appendix C), was with as many family members 

as possible i om each of the families. The informed 

consent forms (Appendix D) were signed by the family 

members at the time of this first contact and were 

witnessed by an employee of the community mental health 
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center. Following the family's agreement to participate 

in the study, the investigator scheduled the home visit 

with the family. In most cases, the identified patient 

was the only family member present at the community mental 

health center at the time of the first contact of the 

investigator and family. Following the identified 

patient's expressed interest in participation in the 

study, including his/her signing of the informed consent 

form, the investigator and the identified patient agreed 

that the investigator phone the family for the scheduling 

of a home visit of the entire family. It was during that 

visit of each family that the plan of study and the 

identification of the participants' role in the study 

(Appendix C) was read to the family, as had been done 

with the identified patient during the first contact at 

the community mental health center. The informed consent 

forms (Appendix D) were signed by the family members 

following their verbal agreement to participate in the 

study. It was during the same home visit that the data 

were collected. Each of the 15 families was visited only 

once for the data collection. 

In each case, confidentiality of the subjects' 

identifying information was assured. The subjects' 

names were not placed on the test forms; number codes 
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were used on the demographic data form and on the MEPS 

scoring forms to identify each person diagnosed 

schizophrenic and family members as members of the 

same family . The coding format utilized in the _study 

produced such numbers as 1.4, 2.1, 3.2, and 4.3. The 

number preceding the decimal point identified the family 

number; the number following the decimal point identified 

the family member; number 1 was the father, number 2 was 

the mother, and all other numbers were the offspring listed 

chronologically from oldest to youngest. 

Demographic Data Form 

Prior to administering the Means-Ends Problem

Solving Procedure , the investigator verbally collected 

the demographic data by reading the questions of the 

Demographic Data Form (Appendix E) to the family members 

as a unit, writing the information on the form as it was 

provided by the family members. 

Means-Ends Problem-Solving Procedure 

The Means-Ends Problem-Solving (MEPS) Procedure 

may be either examiner-administered or self-adnL.:.nistered. 

Taking into consideration the possible range of educa

tional level and reading ability of the subjects, the 

investigator administered the MEPS to each adolescent and 
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adult subject. The MEPS was individually administered to 

each family member ages 13-62 years, one at a time away 

from the other family members. 

The test procedure was verbally explained to each 

individual subject immediately prior to the individual's 

participating in the test. The investigator read the 

standard instructions of the MEPS (Appendix H) to each 

subject. There was no prompting on the part of the 

examiner. Each of the six stories was read to the subject 

once, and the subject's response was transcribed verbatim 

by the examiner directly onto the category scoring 

forms (Appendix I). The subjects' verbal responses 

were not tape-recorded. Condensation of the subjects' 

verbal responses was avoided in the transcription. The 

instructions were not repeated before succeeding stories 

except in the few cases that it became obvious that 

the subject had misunderstood the instructions. 

Due to the time element involved and taking into 

consideration the subjects' possible declining interest 

and motivation to continue in the test procedure if the 

test were to be presented in its entirety, including all 

10 stories, only six of the MEPS hypothetical inter

personal problematic situations were presented to each 

subject. The same six stories (Appendixes F and G) were 
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administered to each subject, in the same order, beginning 

with story one and concluding with story six. 

Any family member resisting participation in the 

testing was given a maximum of two opportunities to 

participate as a subject. In the event that a subject 

would have become uncomfortable with the procedure, he or 

she would have been allowed to withdraw from the study; 

none of the subjects expressed discomfort with the 

procedure, nor did any of the subjects request withdrawal 

from the study. 

The first step in the scoring process was to read 

the entire response that the subject had given, in order 

to evaluate the logic and consistency displayed in 

connecting the beginning with the end of the study. The 

scorer (investigator) bhen identified the means suggested 

by the subject in reaching the goal. 

Hypothetical example of scoring: In story one 

(Appendix F), Mr. Williams has suggested that the 

protagonist: (a) think about what to do, i.e., 

"Introspection," (b) give a speech, i.e., "Campaign 

speech," and (c) tell the people what to do to improve 

the neighborhood, i.e., "Offer plans or ideas." Thus, 

there are three means given. Each of these means will 

be recorded on the Category Scoring Sheet for story one. 
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Each of the stories presented to the subjects was 

scored on the Category Scoring Sheet (Appendix I) 

specific to each story. The letter corresponding with 

each of the means (each of the categories) was then 

recorded next to the subject's number code on the Subject 

Scoring Sheet (Appendix J) for the specific story. As a 

final step, the total number of means provided by the 

subject for each story was recorded on the Subject Summary 

Sheet (Appendix J), next to the subject's number code. 

The Sample Summary Sheet (Appendix L) was not completed 

until all of the responses of the subjects in the sample 

were scored. 

Even though the MEPS score calculated and analyzed 

consisted of only the number of relevant means, other 

categories of scores which were documented on the scoring 

forms in order that the calculation of Relevant Means 

be accurate were the irrelevant means, no-means, no 

response, and enumerations of means. These categories 

were scored in the appropriate columns of the scoring 

forms. Obstacles , enumerations of obstacles, and time 

elemen s offered by the subjects were not recorded on 

the scoring forms, since these scoring categories were 

not necessary for determining the number of relevant 

means . 
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Analysis of Data 

The research hypothesis was: There is no difference 

in interpersonal problem-solving ability between persons 

diagnosed schizophrenic and their family members. The 

demographic data were statistically analyzed and are 

presented narratively and in table form. The hypothesis 

measured ordinal scale data and was, therefore, 

statistically tested by means of the nonparametric 

Wilcoxon Matched-Pairs Signed-Ranks Test. The level of 

significance required to reject the hypothesis was set 

at the .05 level. 



CHAPTER 4 

ANALYSIS 0 F DATA 

An ex post facto study was conducted to compare the 

interpersonal problem-solving ability of persons 

diagnosed schizophrenic with their family members. This 

chapter is concerned with an analysis of data collected 

from the subjects' responses to hypothetical problematic 

interpersonal situations, as measured by a means-ends 

problem-solving instrument administered to each of the 

subjects. Demographic data were collected by means of a 

questionnaire developed for the study, and the 

Hollingshead Two Factor Index of Social Position (Miller, 

1977) was utilized to determine each family's socio

economic status. The demographic data provided the 

descriptive analysis of the families selected for the 

study. This chapter consists of a description of the 

sample, collected data described in narrative and 

table form, the statistical method utilized, analysis of 

data, the findings of the study, additional findings, 

and a summary of the findings. 
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Description of Sample 

The sample consisted of 52 family members constituting 

15 families. Each family was composed of a mother, father, 

and at least one child living together in one household. 

One family member had the clinical diagnosis schizo

phrenia. Table 1 presents demographic data which describe 

the sample families of this study. 

The sample consisted of 30 males and 22 females. 

Subjects ranged in age from 14-62 years. The number of 

family members ranged from three to five; the mean was 

3.47, and the median and mode were 3 members. The 

number of children per family ranged from one to three; 

the mean was 1.47, and the median and mode were 1 child. 

Other offspring of some of the families were either living 

independently of their families of origin or were younger 

than age 13 years and thus were not administered the 

Means-Ends Problem-Solving Procedure. 

The subjects were of two ethnic groups, Black (3 

families,~= 11) and Anglo (12 families, n = 41). The 

majority of the families were of the lower socioeconomic 

classes. Four of the families (n = 12) were of Class V 

socioeconomic status, seven families (n = 25) were Class 

IV, two families (n = 7) were Class III, and two families 

(n = 8) were of Class II socioeconomic status. Class I, 
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Table 1 

Description of Families 

Family Number Age 
Identi fication of Range of Ethnic Socioeconomic 

Number Members Members Origin Class 

1 5 20-56 Black IV 

2 3 22-54 Black IV 

3 3 21-51 Black IV 

4 3 14-37 Anglo III 

5 3 25-52 Anglo II 

6 4 24-62 Anglo III 

7 3 20-40 Anglo IV 

8 4 15-54 Anglo IV 

9 3 35-62 Anglo v 

10 3 17-62 Anglo IV 

11 3 30-62 Anglo v 

12 3 15-44 Anglo v 

13 3 26-61 Anglo v 

14 4 26-61 Anglo IV 

15 5 18-44 Anglo II 

n = 15 familie s -
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the highest socioeconomic level, was not represented in 

this study. 

All of the subjects having the current clinical 

diagnos i s of schizophrenia were taking prescribed 

psychiatric medications. Only one of the persons 

diagnosed schizophrenic had never been hospitalized for 

treament of the schizophrenia. The number of hospitali

zations f or the other 14 persons diagnosed schizophrenic 

ranged from one to six; the durations of hospitalizations 

ranged from 1 day to 6 months. The most recent hospitali

zation was one of the identified patient's 2-week 

hsopitalization 3 months prior to testing. All subjects 

diagnosed s chizophrenic were outpatients of the 

respective community mental health centers which served 

as the sources of subjects for this research study . In 

one family , t he identified patient's mother was currently 

takin g a prescribed antidepressant, and she had been 

hospitalized f or the treatment of depression 34 years 

pr i or to and 21 years prior to participation in this 

study ; both h os p italizations were of a 3-month duration. 

I n the other 14 f amilies o f the sample, the ide nti f i e d 

p atient was the onl y famil y member taking p r e scribe d 

p s ychiatric medicat i ons. 
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In one of the families, the person with the 

diagnosis of schizophrenia was the father; in two of the 

families, the person with the diagnosis of schizophrenia 

was the mother; and in 12 families, the family member 

with the diagnosis of schizophrenia was one of the 

children. Eleven of the persons with the schizophrenia 

diagnos is were males, and four were females. The mean 

age of the persons diagnosed schizophrenic was 27.8 years 

and the mode was age 35. Table 2 presents demographic 

data which describe the group of persons diagnosed 

schizophrenic which comprised the sample of this study. 

Statistical Analysis 

The research hypothesis tested in this study was: 

There is no difference in interpersonal problem-solving 

ability between persons diagnosed schizophrenic and their 

family members . The mean Means-Ends Problem-Solving 

(MEPS) scores of the family members of the persons 

diagnosed schizophrenic were computed. Table 3 presents 

family identification numbers, demographic data, and the 

Means-Ends Problem-Solving score of each identified 

patient in comparison with the mean Means-Ends Problem

Solving (MEPS) score of the othe~ family members. 
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Table 2 

Description of Persons Diagnosed Schizophrenic 

Identification 
Number of 
Diagnosed Age Ethnic Socioeconomic 

Schizophrenic* (Years) Sex Origin Class 

1.5 20 Male Black IV 

2.3 22 Male Black IV 

3.3 21 Male Black IV 

4.2 35 Female Anglo III 

5.3 25 Male Anglo II 

6.4 24 Male Anglo III 

7.3 20 Female Anglo IV 

8.1 54 Male Anglo IV 

9.3 35 Male Anglo v 

10.3 17 Male Anglo IV 

11.3 30 Male Anglo v 

12.2 35 Female Anglo v 

13.3 26 Male Anglo v 

14.3 31 Male Anglo IV 

15.3 22 Female Anglo II 

n = 15 

*The number preceding the decimal point identifies 
the family number; the number following the decimal point 
identifies the family member; number 1 is the father, 
number 2 is the mother, and all other numbers are the 
offspring listed chronologically from oldest to youngest. 
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Table 3 

Comparison of Means-Ends Problem-Solving Score 
of Each Identified Patient and Other 

Family Members by Family 

Family Socio- MEPS Mean MEPS Score 
Identification Ethnic economic Score of Other 

Number Origin Class of IP* Family Members 

1 Black IV 18.00 16.00 

2 Black IV 15.00 14.50 

3 Black IV 15.00 11.00 

4 Anglo III 19.00 15.00 

5 Anglo II 16.00 18.50 

6 Anglo III 15.00 17.67 

7 Anglo IV 15.00 14.00 

8 Anglo IV 11.00 11.00 

9 Anglo v 3.00 12.00 

10 Anglo IV 7.00 11.00 

11 Anglo v 8.00 15.50 

12 Anglo v 9.00 8.00 

13 Anglo v 15.00 14.50 

14 Anglo IV 15.00 14.00 

15 Anglo II 11.00 12.25 

n = 15 families 

*IP refers to identified patient (the family member 
with the schizophrenia diagnosis) . 
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Four of the sample families were of Black ethnic 

origin, and 11 of the families were of Anglo origin. 

Four families were of Class V socioeconomic status, 

seven families were Class IV, two families were Class 

III, and two families were of Class II socioeconomic 

status. The mean Means-Ends Problem-Solving scores 

of family members ranged from 8.00 to 18.50, low scores 

indicating low interpersonal problem-solving ability and 

high scores indicating a greater interpersonal problem

solving ability. The identified patients' MEPS scores 

ranged from 3.00 to 19.00. In eight families, the 

identified patient's MEPS score was higher than the mean 

MEPS score of other family members; in six families, the 

MEPS score of the identified patient was lower than the 

mean MEPS score of other family members; and in one 

family, the MEPS score of the identified patient and 

the mean MEPS score of other family members were equal. 

In familie s 8, 9, 10, 11, and 12, the Means-Ends 

Problem-Solving score of the identified patient and the 

mean MEPS score of other family members were noticeably 

lower than the scores of the other 10 identified patients 

and families. The five families with the noticeably 

lower scores were of socioeconomic classes IV and V. 

In families 9, 10, and 11, the MEPS score of the identified 
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patient was considerably lower than the mean MEPS score 

of their family members. The identified patient of 

family 9 had been hospitalized 3 months prior to testing 

and met the delimitations of the study, but did appear to 

display more difficulty with focus of attention, 

cogniti ve abilities, and verbal expression during testing 

than did the other 14 identified patients. Neither the 

identified patients nor the other family members of 

families 10 and 11 presented signs or characteristics 

uniquely differen t from those of the other sample 

families. 

Table 4 presents the Means-Ends Problem-Solving 

(MEPS) scores of the 15 diagnosed schizophrenic family 

members and other family members. The table compares 

interpersonal problem-solving abilities of the identified 

patients and other members of their families, analyzed by 

the Wilcoxon Matched-Pairs Signed-Ranks Test. 

The hypothesis measured ordinal scale data and was, 

therefore, statistically tested by means of the nonpara

metric Wilcoxon Matched-Pairs Signed-Ranks Test (Siegel, 

1956). The level of significance was set at .05. 

Statistical computations were calculated on the Texas 

Woman's University ISP (Interactive Statistical Package ) 

computer program . The analysis produced a Wilcoxon T 
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Tab~e 4 

Interpersonal Problem-Solving Ability Scores of Family Members 
Diagnosed Schizophrenic and Other Family Members 

MEPS Score of MEPS Score Rank with 
Diagnosed of Other Less 

Pair Schizophrenic* Family Members* d Rank of d Frequent Sign 

a 1.5 18 1.1 14 4 25.50 25.50 
b. 1.5 18 1.2 15 3 19.00 19.00 
c 1.5 18 1.3 16 2 11.00 11.00 
d 1.5 18 1.4 19 - 1 - 3 0 50 
e 2.3 15 2.1 12 3 19.00 19.00 
f 2.3 15 2.2 17 - 2 -11.00 
g 3.3 15 3.1 13 2 11.00 11.00 
h 3.3 15 3.2 9 6 30.50 30.50 
i 4.2 1 9 4.1 15 4 25.50 25.50 
j 4.2 19 4.3 15 4 25.50 25.50 
k 5.3 16 5.1 20 - 4 -25.50 
1 5.3 16 5.2 17 - 1 - 3.50 
rn 6.4 15 6.1 21 - 6 -30 0 50 
n 6.4 15 6.2 14 1 3.50 3 .50 
0 6.4 15 6.3 18 - 3 -19.00 
p 7 .3 15 7.1 - 13 : 2 11.00 11.00 
q 7.3 15 7.2 15 0 
r 8.1 11 8.2 14 - 3 -19.00 
s 8.1 11 8.3 9 2 . 11.00 11.00 
t 8.1 11 8.4 10 1 3.50 3.50 
u 9.3 3 9.1 11 - 8 -33.00 
v 9 . 3 3 9.2 = . 13 -10 -35.00 
w 10.3 7 10.1 9 - 2 -11.00 
X 10 .3 7 10.2 13 - 6 -30.50 
y 11.3 8 11.1 17 - 9 -34.00 
z 11.3 8 11.2 14 - 6 -30.50 

a a 12.2 9 12.1 5 4 25.50 25.50 
bb 12.2 9 12.3 11 - 2 -11.00 
cc 13.3 15 13.1 17 - 2 -11.00 
dd 13.3 15 13.2 12 3 19.00 19.00 
ee 14.3 15 14.1 14 1 3.50 3.50 
ff 14.3 15 14.2 13 2 11.00 11.00 
gg 14.3 15 14.4 15 0 
hh 15 . 3 11 15.1 12 - 1 - 3.50 
ii 15 . 3 11 15.2 15 4 -25 0 50 
jj 15.3 11 15.4 14 3 -19.00 
kk 15.3 11 15.5 8 3 19.00 19.00 

T = 274.00 

n = 37 pairs 

*MEPS Score is the total number of relevant mea.ns attained by the 
individual subjects on the Means-Ends Problem-Solving Procedure. 
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value of 274.00 with a sample size of 35. The probability 

of T = 274.00 was p = <.251, which is greater than 

p = .05; therefore, the research hypothesis was supported. 

Means-Ends Problem-Solving (MEPS) normative scores 

have been established for male and female populations 

(Platt & Spivack, 1975). Table 5 presents a comparison 

of the subjects' MEPS mean scores with the established 

norms for male and female populations. 

Additional Findings 

Since socioeconomic status has been reported to 

influence interpersonal problem-solving ability, the 

data of this study were further analyzed to determine if 

socioeconomic status had an influence on the subjects' 

Means-Ends Problem-Solving scores. An analysis of 

variance statistical test was utilized to compare the 

mean Means-Ends Problem-Solving (MEPS) scores of the 

four socioeconomic groups represented in the sample 

(Classes II, III, IV, and V). The level of significance 

was set at .05. Statistical computations were calculated 

by the IPS (Interactive Statistical Package) computer 

program. Table 6 presents the mean, median, and 

standard deviation (S.D.) of the MEPS scores according to 

socioeconomic class. 
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Table 5 

Comparison of Subjects' MEPS Mean Scores with Norms 

Individual Scorv t-Ie an Score 5-Story Story 6 6-Story 
Group I ~ 3 4 5 Mean Score Mean Score Mean Score 

Identified Patients 
Males (!!,,. ll) 2.36 2.55 2.00 1. 91 1. 36 2.04 2.36 2.09 
Females (!!,'"' 4) 3.25 2.75 2.00 2.25 1. 25 2.30 2.00 2.25 

Other Family Members 
Males (!!, = 19) 2.84 2.21 2.68 2.26 1. 42 2.28 2.26 2.28 
Females (!!, '"' 18) 2.89 2.50 2.72 2.28 1.22 2.32 2.22 2.31 

Total Family 
Males (!!, = 30) 2.67 2.33 2.43 2.13 1. 40 2.19 2.30 2.21 
Females (!!, = 22) 2.86 2.55 2.59 2.27 1.23 2.30 2.18 2.28 

Norms 

Males 
--state UnivP.rsity Upper-

classmen (!!, = 38) 2.00 2.79 2.42 2.16 1.15 2.10 • • 
Freshman Military College 

Students (!}_ = 28) 1. 78 1. 96 1.25 1.41 1.00 l. 48 • • 
Hospital E~ployees 

<!!.. 16) 1.50 l. 81 1. 62 1. 33 0.75 l. 40 • * 
Penitentiary Inmates 

(!!_ :II 54) ** 1.26 1. 04 l. 30 0.81 NA • * 
Reformatory Inmates 

(!!_a J29) 1.14 l. 29 1. 29 1. 35 0.84 1.18 • * 
Acute Psychia~ric 

Inpatients (!!,- 32) 0.53 0. 72 1. 00 0.61 0.50 0.67 • * 
Extended Care Psychiatric 

Ou~patients (!!_ .. 26) 0.85 0.69 0.88 0.61 0.58 0. 72 * * 
Females 

Graduate Students 
(!!_. 23) 2.50 3.68 2.16 2.08 1.58 2.40 • * 

State University Upper-
classmen ( ~ • 31) 1.81 2.03 2.46 2.23 1.19 1. 94 * * 

Student Beauticians 
(!!_ - 44) l. 57 1. 73 2.27 1. 80 l. 09 1.69 • • 

Hospital Employees 
(!!, • 45 ) 1.60 2.04 1. 44 1. 42 0.75 1. 45 • • 

Acute Pyschiatric 
Inpatients (!!, - 23) 0.74 o. 74 1. 36 0.71 0.21 0.75 * * 

Extended Care Psychiatric 
Outpatients (!!, "' 33) 0.39 0.67 0.78 o. 72 0.53 0.62 • * 

*MEPS Story 6 had not yet been developed when the no~ were established. 
**Not administered. 
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Table 6 

Mean, Median , and Standard Deviation of Means-Ends 
Problem-Solving Scores According to Socioeconomic 

Group 

Socioeconomic Standard 
Group n Mean Median Deviation -

Class II 8 14.13 14.50 3.76 

Class III 7 16.71 15.00 2.63 

Class IV 25 13 .44 14.00 2.96 

Class v 12 11.25 11.50 4 . 41 

n = 52 

The Newman-Keuls multiple comparison procedure 

graphically represented a significant difference between 

the MEPS scores of Class III subjects and Class V subjects. 

Group 4 (Class V) scored significantly lower than Group 2 

(Class III) , and Groups 1 (Class II) and 3 (Class IV) 

scored between Groups 2 and 4, with no significant 

differences. Analysis of variance results showed a 

significant difference (£ = .015) among the groups. The 

Newman-Keuls multiple comparison procedure showed that 

the difference was between the mean Means-Ends Problem-

Solving scores of Class III (16.71) and Class V (11.25), 

Class III having a statistically higher mean score. Table 

7 is an analysis of variance summary table. 
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Groups 

Error 
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Table 7 

Analysis of Variance Showing That 
at Least Two Means Are Different 

ss df MS F F-probability 

136.27 3 45.42 3.86 .015 

564.71 48 11.76 

700.98 51 

Further analyses of the data were performed to 

determine if ethnici ty, age group, sex, and geographical 

area had significant influences on the subjects' Means-

Ends Problem-Solving (MEPS) scores. A !-test comparison 

of mean MEPS scores of Blacks (14.82) and Anglos (13.12) 

showed t(SO) = 1.36, E =.18; the analysis demonstrated 

no significant difference between the two groups. Of the 

52 subjects, 11 were Blacks and 41 were Anglos. 

The mean Means-Ends Problem-Solving (MEPS) scores 

accbrding to age groups were statistically analyzed by 

use of the parametric analysis of variance. Five age 

groups (13-22, 23-32, 33-42, 43-52, and 53-62 years) were 

represented in the sample. The level of significance for 

the statistical analysis was set at .05. Statistical 

computations were calculated by the ISP computer program . 
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Table 8 presents the mean, median, and standard deviation 

of the MEPS scores according to age group. 

Table 8 

Mean, Median, and Standard Deviation of Means-Ends 
Problem-Solving Scores According to Age Group 

Age Group Standard 
(Years) n Mean Median Deviation 

13-22 12 12.33 12.50 3.45 

23-32 9 15.22 15.00 3.07 

33-42 6 12.33 14.00 5.61 

43-52 9 13.33 14.00 4.39 

53-62 16 13.88 13.50 2.94 

n = 52 

The analysis of variance results as calculated by the 

computer program produced no significant difference 

between any of the five age groups (p = .43). 

A !-test comparison of mean Means -Ends Problem-

Solving (MEPS) scores of the 30 male subjects (13.27) and 

the 22 female subjects (13.77) showed no significant 

difference. The analysis produced !(50) = -0.48, E = .63. 

The mean Means -Ends Problem-Solving (MEPS) scores 

according to geographical area of the subjects was 

statistically analyzed by use of the parametric t - test . 
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The means of the two groups (subjects from a Southwestern 

metropolitan area of the United States and subjects from 

a North-Central rural area of the United States) were 

compared. Statistical computations were calculated by 

the computer. Table 9 presents the mean, median, and 

standard deviation of the MEPS scores according to 

geographical area. 

Table 9 

Mean, Median, and Standard Deviation 
of Means-Ends Problem-Solving Scores 

According to Geographical Area 

Geographical Area 

Southwestern 
metropolitan 

North-Central 
rural 

n = 52 

n 

14 

38 

Mean Median 

15.14 15.00 

12.87 13.50 

Standard 
Deviation 

2.71 

3.86 

The !-test analysis produced a statistically 

significant t value of !(50) = 2.02, E = .049. The 

analysis demonstrated that subjects from the Southwestern 

metropolitan area of the United States scored signifi-

cantly higher on the Means-Ends Problem-Solving (MEPS) 

Procedure than did the subjects from the North-Central 

rural area of the United States. 
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Summary of Findings 

An ex post facto study was conducted to compare the 

interpersonal problem-solving ability of persons diagnosed 

schizophrenic with their family members. The two research 

variables were presence or absence of schizophrenia 

diagnosis and interpersonal problem-solving ability. The 

research hypothesis was: There is no difference in 

interpersonal problem-solving ability between persons 

diagnosed schizophrenic and their family members. 

The finding s of this study were: 

1. There is no statistically significant difference 

between the Means-Ends Problem-Solving (MEPS) scores of 

persons diagno sed schizophrenic and their family members. 

2. There is a statistically significant difference 

between the mean Means-Ends Problem-Solving (MEPS) scores 

of sub jects of socioeconomic Classes III and V. Class 

III subjects had significantly higher scores. 

3 . There is no statistically significant difference 

between the mean Means-Ends Problem-Solving (MEPS) scores 

of the Black and Anglo ethnic groups. 

4. There is no st~tistically significant difference 

between the mean Means-Ends Problem-Solving (MEPS) scores 

of any of the five age groups of subjects. 
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5. There is no statistically significant difference 

between the mean Means-Ends Problem-Solving (MEPS) scores 

of male and female subjects. 

6. There is a statistically signific~nt difference 

between the mean Means-Ends Problem-Solving (~lliPS) scores 

of subjects of the Southwestern metopolitan and North

Central rural geographical areas. The metropolitan area 

subjects had significantly higher scores. 



CHAPTER 5 

SUMMARY OF THE STUDY 

This study was conducted to compare the interpersonal 

problem-solving abilities of persons diagnosed schizo

phrenic and their family members. Chapter 5 presents a 

summary of the study, discussion of the findings, 

conclusions and implications based on the findings, and 

recommendations for further study. 

Summary 

Based on studies that showed that persons diagnosed 

schizophrenic differed from nonschizophrenics in their 

abilities to solve interpersonal problems, Platt and 

Spivack (1975) asserted that persons diagnosed schizo

phrenic are deficient in interpersonal problem-solving 

abilities. However, Bowen's (1961, 1965, 1976) family 

systems theory, supported by other systems theories, 

proposed that an individual family member diagnosed 

schizophrenic is not different from his/her family members, 

but that parents, transmitting their emotional illness to 

the selected child, place that child in the "patient" 

role to maintain the family system's equilibrium. 

Balancing needs of the parents and the child keep the 

103 
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relationship in equilibrium. Bowen (1976) indicated that 

the characteristics of all systems, whether those systems 

are open or closed, are not determined by any one person 

in the system but by a dynamic interaction of all members 

of the system . Based on Bowen's (1961, 1965, 1976) 

theory, interpersonal problem solving can be hypothesized 

to be one abili ty learned or not learned within the family 

system, the parents' abilities transmitted to and learned 

by the children. 

The research hypothesis formulated for investigation 

was: There is no difference in interpersonal problem

solvin g ability between persons diagnosed schizophrenic 

and their family members. Data were collected by means 

of a demographic data questionnaire and the Means -Ends 

Problem-Solving Procedure (Platt & Spivack, 1975) 

administered in the homes of the subjects. The occupa-

tional and educational data of each family were categorized 

by Hollingshead's Two Factor Index of Social Position 

(Miller, 1977) to determine each family's socioeconomic 

status. 

Selected from the outpatient populations of three 

community mental health centers, the target population 

was all families in which one family member had the 

clinical diagnosis of schizophrenia. The convenience 
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sample consisted of the first 15 families who met the 

delimitations of the study and who agreed to participate 

in the study . 

The sample consisted of 52 family members constituting 

15 families. Each family was composed of a mother, father, 

and at least one child living together in one household, 

one family member having the diagnosis schizophrenia. 

The subjects ranged in age from 14-62 years. The sample 

consisted of 30 males and 22 females; subjects were of 

two ethnic groups, Blacks (n = 11) and Anglo (n = 41). 

The socioeconomic classes II (n = 8), III (n = 7), IV 

(n = 25), and V (n = 12) were represented; the majority 

of the families were of the lower social classes, classes 

IV and V. 

The hypothesis was tested by means of the Wilcoxon 

Matched-Pairs Signed-Ranks Test, at the .OS level of 

significance. The analysis produced a Wilcoxon T value 

of 274, E = < .251; therefore, the research hypothesis was 

supported. 

Further analysis of the data showed no significant 

difference in the mean MEPS scores for ethnicity, age 

categorie s, or sex. However, there were significant 

difference s in mean MEPS scores between socioeconomic 

classes III and V and between subjects of the two 
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geographical areas (Southwestern metropolitan locale and 

North-Central rural locale) . 

Discussion of Findings 

The dependent variable addressed in this study was 

the interpersonal problem-solving ability of family 

members. The statistical analysis demonstrating no 

significant difference between persons diagnosed 

schizophrenic and their family members in conceptualizing 

relevant means in the testing situation suggests that 

means-ends interpersonal problem-solving ability is more 

alike than unlike among family members. The family 

member diagnosed as being schizophrenic cannot be 

distinguished on the basis of interpersonal problem

solving skill from other, apparently normal family 

members. The analysis lends support to Bowen's family 

systems theory. 

Previous work in the study of interpersonal problem

solving (Platt & Spivack, 1972a) showed significant 

differences between persons diagnosed schizophrenic and 

normal controls. That relationship could be supposed to 

hold true between persons diagnosed schizophrenic and 

their own family members as normal controls if there is 

a real difference in the interpersonal relationship 

ability of persons diagnosed schizophrenic. 
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The extent to which the sample of the study is normal 

is one relevant question. In Platt and Spivack's (1972a) 

study, normals were nonpatients, hospital employees, with 

age and educational characteristics similar to that of 

the patients. Most of the patients were diagnosed, 

hospitalized schizophrenics. In the present study, the 

family was normal in that the members were not hospitalized, 

they were living at horne, at least one member of the 

family was employed, and the family was functional in 

the community. The family member diagnosed schizophrenic 

had many of the same characteristics as other family 

members, that is, living at home within a family system, 

presence of a support system, and absence of psychosis. 

One explanation for the finding that the persons 

diagnosed schizophrenic were not different from the members 

of their families or from normals, is that there may be 

a difference in the identified patient's current degree 

of illness or psychosi s. If severity of illness makes a 

difference in the individual's ability to solve inter

personal problems , the interpersonal relationships theory 

is not supported and it is the psy~hosis (i.e., level of 

functioning) , not the schizophrenia diagnosis, that 

predicts the interpersonal problem-solving ability . Thus 

the interpersonal problem-solving deficit would not be a 
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characteristic of the diagnosis of schizophrenia but would 

be related to the acute psychotic process. The severity 

of illness of the identified patients of the previous 

study (Platt & Spivack, 1972a) was not reported, but they 

were inpatients at an intensive-care short-term inpatient 

facility. It could be assumed that hospitalized persons 

have a lower level of functioning than nonhospitalized 

persons living at horne. 

It may be argued that the persons diagnosed schizo

phrenic were, in fact, different from normals and that 

they were not different from the other members of their 

families because the families were also deficient in 

interpersonal problem-solving ability. If the hypothesis 

that the family and the patient are normal in inter

personal problem-solving ability is accepted, the 

differences which Platt and Spivack (1972a) found between 

the interpersonal problem-solving abilities of patients 

and normals were probably related to other unidentified 

factors. 

In a further attempt to explain the findings, the 

sample Means-Ends Problem-Solving (MEPS) scores weLc 

compared with the established number of relevant means 

norms for males and females (Platt & Spivack, 1975). In 

the present study, the males' (n = 30) mean relevant means 
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scores for each separate story were greater than the mean 

scores for three out of five stories by the state university 

upperclassmen (n = 38) and were lower than the mean scores 

of two stories by the state university upperclassmen 

(n = 38). The male subjects' (n = 30) mean relevant means 

scores for each separate story were greater than all the 

mean scores of the other six male populations for which 

norms have been established. The male subjects' (n = 30) 

total mean score for all five stories (2.19) was greater 

than the total five-story mean score of each of the seven 

male populations for which norms have been established. 

Also in the present study, the females' (n = 22) 

mean relevant means scores for each separate story were 

greater than the mean scores of three out of five stories 

by the graduate students (n = 23) and were lower than the 

mean scores of two stories by the graduate students 

(n = 23). The female subjects' (n = 22) mean relevant 

means scores for each separate story were greater than 

all the mean scores of the other five female populations 

for which norms have been established. The female 

subjects' (n = 22) total mean score for all five stories 

(2.30) was lower than that of the graduate students (2.40), 

but was greater than the total mean scores of the other 

five female populations for which norms have been 

established . 
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The findings do not support Platt and Spivack's 

(1972a, 1972b, 1975) assertion that identified psychiatric 

patients are less adequate than normals or deviants to 

solve interpersonal problems. The findings are inter

preted as showing that persons diagnosed schizophrenic 

are as able as normal populations to solve interpersonal 

problems. 

The finding that persons diagnosed schizophrenic 

and their family members scored as well as normals on 

the Means-Ends Problem-Solving Procedure supports Bowen's 

family systems theory. Cautious interpretation of this 

finding is required, and one can only speculate regarding 

the sample's comparison with the established norms. It 

may be that the MEPS instrument is insensitive to the 

measurement of interpersonal problem-solving ability. 

Another possibility is that, due to the degree of 

subjectivity involved in scording the MEPS, the scoring 

procedure utilized in the previous studies which led to 

the establishment of the norms and the scoring procedure 

utilized in the present study were not similar enough to 

warrant comparisons and ultimate conclusions. The third 

possibility is that persons diagnosed schizophrenic and 

their family members are not deficient in interpersonal 

problem-solving ability. 



111 

The sample selection difficulties posed by this study 

presents a possible explanation of Platt and Spivack's 

(1972a) findings that normals had significantly higher 

scores than did patients on the Means-Ends Problem

Solving test. A large number of the schizophrenics and 

their families admitted to the community mental health 

centers were not intact families including mother, father, 

and at least one child. It may be that more persons 

diagnosed schizophrenic are of nonintact families than 

of intact families . It is possible that the diagnosed 

schizophrenics of Platt and Spivack's (1972a) study were 

not members of intact families. It may be that identified 

patients living within an intact family more adequately 

solve interpersonal problems than do identified patients 

of split, nonintact families, whether or not they are 

hsopitalized. 

The Means-Ends Problem-Solving instrument is a new, 

nonstandardized instrument. Therefore, it is possible 

that the difference between interpersonal problem-solving 

abilities of identified patients and normals (Platt & 

Spivack, 1 972a) was a function of possible deficiencies 

of the instrument. The reported validity of the instru

ment is low, but coefficients of internal consistency 

have demonstrated fair reliability of the MEPS, with 
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reliability measures showing a range of .80 to .84 (Platt 

& Spivack, 1975). More recent interrater reliability 

findings (Appel & Kaestner, 1979; Intagliata, 1978; 

Marsh, Serafica, & Barenboim, ~980; McClure, Chinsky, 

& Larcen, 1978) have been increasingly convincing. 

Analysis of the demographic data showed significant 

differences in the mean MEPS scores between socioeconomic 

classes III (n = 7) and V (n = 12) and between subjects 

of the two geographical areas. The finding that Class III 

subjects scored significantly higher (p = .015) is not 

specifically supported by previous research. Rather, the 

literature has generally stated that socioeconomic 

status is one variable worthy of consideration and control 

when measuring interpersonal problem-solving ability 

(Fried, 1975; Schubert & Miller, 1980; Weinstock, 1967). 

Spivack, Platt, and Shure (1976) stated that interpersonal 

problem-solving skills have relevance across socioeconomic 

groups; and, in most studies, the subjects of the control 

and experimental groups have been of the same socio

economic status and background. Some studies (Appel & 

Kaestner, ~ 979; Gotlib & Asarnow, 1979; Intagliata, 1978; 

McClure, Chinsky, & Larcen, 1978; Platt & Spivack, 1972a) 

have not specified the socioeconomic status of the 

subjects. 
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Schubert and Miller (1980) identified a definite 

distinction between socioeconomic Classes IV (n = 2,443) 

and V (n = 4,122) with respect to psychiatric outcome 

measures and recommended that the classes be considered 

separately both for research and for clinical treatment 

planning. One explanation for the present study's finding 

of a significant difference between the interpersonal 

problem-solving scores of Class III and Class V subjects 

but not between any other classes may be that the 

criteria of the Hollingshead Two Factor Index of Social 

Position (Miller , 1977) were not distinct enough to 

accurately classify the subjects. Other factors possibly 

affecting the findings were the unequal numbers of subjects 

of each socioeconomic class and the small sample size. 

Analysis of the data showed a statistically 

significant (p = .049) difference between the mean MEPS 

scores of subjects from the two geographical areas. 

Subjects from the Southwestern metropolitan area (n = 14) 

scored significantly higher on the MEPS than did subjects 

from the North-Central rural area (n = 38). The samples 

of previous interpersonal problem-solving st ~dies were 

selected from only one geographical area. Other than 

general documentations that culture, social environment , 

socioeconomic status, and other social variables are 
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likely to influence interpersonal problem-solving 

behaviors, the literature and past research have not 

addressed geographical differences. One possible 

explanation of the difference found in this study 

(p = .049) was that the range of MEPS scores of the 

North-Central rural group was larger (3-21) than was 

the range of the Southwestern metropolitan group (9-19). 

The larger score range included more low scores than did 

the score range of the Southwestern group. The score 

range of 3-21 encompassed the score range of 9-19, and 

there were unequal numbers of subjects in each group. 

Further analysis of the data did not show signifi

cant differences in the mean MEPS scores for ethnicity, 

age categories, or sex. Lack of significant differences 

based on these variables was consistent with the 

literature. Of the sample, three of the four families 

from the Southwestern metropolitan location were Black. 

It is possible that an interrelationship of ethnicity and 

geography affected the significant difference shown 

between the two geographical groups; another possible 

interrelationship was that of the ethnic and socioeconomic 

variables. The small sample may have influenced the 

differences and requires that the results be interpreted 

cautiously. 
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Conclusions and Implications 

Based on the previous discussion of the findings in 

this study, it can be concluded that: 

1. Persons diagnosed schizophrenic, who are living 

at home within an intact family, and members of their 

families are alike in interpersonal problem-solving 

ability. 

2. Age , sex, and ethnicity do not affect adoles

cents' and adults' interpersonal problem-solving ability. 

3. There is reason to believe that socioeconomic 

status and geographical area may influence an individual's 

interpersonal problem-solving ability. 

4. The data suggest that there is no difference 

between families of persons diagnosed schizophrenic and 

normal families in interpersonal problem-solving ability. 

The findings of this study, supporting Bowen's family 

system theory , have the following implications for 

psychiatric - mental health nursing: 

1 . Based on the conclusion that persons diagnosed 

schizophrenic and members of their families are alike in 

interpersonal problem-solving ability, the singling out 

of the person diagnosed schizophrenic, treating him/her 

differently in terms of interpersonal problem-solving 

skills, is irrelevant . 
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2. Based on the conclusion that families of persons 

diagnosed schizophrenic are normal in terms of established 

Means-Ends Problem-Solving norms, therapeutic focus on 

the interpersonal problem-solving ability of persons 

diagnosed schizophrenic and their family members is 

irrelevant. 

Recommendations for Further s ·tudy 

Based on the findings of this study, the following 

recommendations are made for further study: 

1. Studies for establishing increased validity 

and reliability of the Means-Ends Problem-Solving 

instrument. 

2. Investigation of the relationship of level of 

functioning and interpersonal problem-solving. 

3. Studying interpersonal problem-solving ability 

of all family members, not limiting the study to an age 

range. 

4. Investigation of interpersonal problem-solving 

within nonintact families of persons diagnosed schizo

phrenic. 

5. Comparison of interpersonal problem-solving 

abilities between normal families and families of persons 

diagnosed schizophrenic. 
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6. Investigation of the variables in which signifi

cant differences were identified--socioeconomic status 

and geographical area. 
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VERBAL EXPLANATION OF THE STUDY 

The following explanation of the purpose, procedure, 

risks, and benefits involved in the study will be read by 

the investigator to the subjects. 

My name is Genelle Okerson. I am a graduate student 

in the psychiatric-mental health nursing program at Texas 

Woman's University in Dallas, Texas. One of the requirements 

for obtaining my Master's Degree is the completion of a 

thesis, which is a research project. 

My research project focuses on interpersonal problem

solving within families in which one member is being seen 

at a mental health center for the treatment of emotional 

problems. All persons have the daily task of solving 

problems, and the ability of people of all ages to deal 

with problems in relation to other people is a key factor 

in emotional well-being . My purpose in meeting with you 

today is to invite you to participate in my research project. 

Since family members interact more frequently and 

more intensely with each other than with other persons, 

it seems important that health professionals learn more 

about how families solve problems. We are trying to better 

understand how people solve problems and whether or not 

there are any differences in individuals' problem-

solving. We are especially interested in understanding 
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this with the patients and their families. Your 

participation in this study would be helpful in that it 

would assist health professionals in better understanding 

problem-solving abilities. 

If you choose to participate in this study, I (the 

investigator) will visit you in your home and your 

activities will include: 

1. Answering questions which I will read to you from 

a questionnaire, which focus on the age, sex, and 

education of each family member ages 13 to 62 years, the 

occupation of each employed family member, your ethnicity, 

and information relating to current medications and recent 

or previous psychiatric hospitalizations of any family 

members. The family may participate as a group in this 

part of the study, and this part of the study will require 

approximately ten minutes. 

2. The second activity will involve family members 

ages 13 to 62 years. Each family member of those ages 

will individually meet with me (the investigator) for 

approximately 20 minutes per person. I will read the 

beginning and the end of six separate problem-solving 

situations to you and will ask you to identify the steps 

necessary to solve the specific problems. There are no 

"right" or "wrong" answers, so you are invited to be 
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creative with your answers. Immediately prior to this 

activity, I will read you the instructions for the 

problem-solving activity. As you state how you will 

solve the specific problem, I will write your answers on a 

score sheet. This will conclude your participation in the 

study. 

If there are three or four members of your family who 

are ages 13 to 62 years, I will need to visit your horne 

only one time. If there are more than four teenagers 

plus adults in your family, I will want to visit your home 

twice to complete these activities. 

Your participation in this study will be voluntary 

and anonymous. In order to assure your privacy, neither 

your names nor any other identifying information will be 

recorded on any forms. Number codes will be used on the 

questionnaire and the scoring sheets. This study requires 

that you give your written consent in order to participate. 

Those of you who are younger than 18 years of age can sign 

a consent form , too, but your parents will also have to 

sign it to allow you to participate in the activity. You 

will be free to withdraw from par-icipation in the study 

at any time . 

A potential risk to you as a participant in this study 

is the possibility of some nervousness related to being 
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asked to provide answers to problem situations. No 

other potential risks are known to the investigator. Your 

participation or refusal to participate in the study will 

in no way influence your present or future treatment at 

the mental health center. 

There are a number of useful steps in the solving of 

problems. Your participation in this study would contri-

bute to health professionals' helping families learn to 

solve interpersonal problems that may have caused them 

trouble. I hope that you will choose to participate. 

You may have a soomary of the results of the study 

you wish by letting me know after I have interviewed 

your family. 
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TEXAS WOMAN'S UNIVERSITY 

(Form B - Oral presentation to subject) 

Consent to Act as a Subject for Research and Investigation: 

I have received an oral description of this study, 
including a fair explanation of the procedures and their 
purpose, any associated discomforts or risks, and a 
description of the possible benefits. An offer has been 
made to me to answer all questions about the study. I 
unders tand that my name will not be used in any release of 
the data and that I am free to withdraw at any time. My 
partic ipation in this study is voluntary. I understand that 
my participation or refusal to participate in the study will 
in no way affect my present or future treatment at the mental 
health center. 

S~gnature Date 

W1tness Date 

Certification by Person Explaining the Study: 

This is to certify that I have fully informed and 
explained to the above named person a description of the 
listed elements of informed consent. 

S1gnature Date 

Pos1t10n 

W1tness Date 
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DEl\10GRAPHIC DATA FORM 

Identification: F.AivliLY NU£.'1BER 

1. Occupation of head of household: 

Occupation of other employed family members: 
Member Occupation 

2. Education of head of household: 
graduate professional training 

3. 

---

---

standard college or university graduation 
partial college training 
high school graduation 
partial high school 
junior high school 
less than 7 years of school 

Education of spouse: 
graduate professional training 
standard college or university graduation 
partial college training 
high school graduation 
partial high school 
junior high school 
less than 7 years of school 

Age and sex of family members: 
A9:e Sex 

Member • 1 : .[\1 F 
Member • 2: £.1 F 
Member , 3: M F 
Member • 4 : M F 
Member • 5 : M F 

4. Ethnic origin: 
Anglo 

---Black 

---
Hispanic 
American Indian 

(SES) 

Other (specify) --- ----------------------------------------
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5. Current psychiatric medications of any family member/s: 
Member .1: 
Member .. 2 : 
Member • 3: 
Member • 4: 
Member o 5: 

6. Any family member other than the identified patient 
ever hospitalized for psychiatric treatment? 

7. If any family member (including I.P.) has been 
hospitalized for psychiatric treatment, when 
hospitalized and when discharged? 

Admission Discharge 
Member Date Date 
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IvlALE FORM OF THE .r-1EPS TEST 

The six MEPS stories to be administered to the male 

subjects include: 

1. Mr . A. was listening to the people speak at a 

meeting about how to make things better in his neighbor

hood. He vvanted to say something important and have a 

chance to be a leader, too. The story ends with him being 

elected leader and presenting a speech. You begin the story 

at the meeting where he wanted to have a chance to be a 

leader. 

2. Harold loved his girlfriend very much, but they 

had many arguments. One day she left him. Harold wanted 

things to be better. The story ends with everything fine 

between him and his girlfriend. You begin the story with 

his girlfriend leaving him after an argument. 

3. I111r . C. had just moved in that day and didn't know 

anyone. Mr . c. wanted to have friends in the neighborhood. 

The story ends with Hr . c. having many good friends and 

feeling at home in the neighborhood. You begin the story 

with Mr. C. in his room immediately after arriving in the 

neighborhood. 

4. John noticed that his friends seemed to be 

avoiding him . John wanted to have friends and be liked. 

The story ends when John 's friends like him again . You 
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begin where he first notices his friends avoiding 

him. 

5. One day George was standing around with some 

other people when one of them said something very nasty 

to George. George got very mad. George got so mad 

he decided to get even with the other person. The story 

ends with George happy because he got even. You begin 

the story when George decided to get even. 

6. Joe is having trouble getting along with the 

foreman on his job. Joe is very unhappy about this. The 

story ends with Joe's foreman liking him. You begin the 

story where Joe isn't getting along with his foreman. 
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FEMALE FORM OF THE MEPS TEST 

The six MEPS stories to be administered to the female 

subjects include: 

1. Ms. A. was listening to the people speak at a 

meeting about how to make things better in her neighbor

hood. She wanted to say something important and have a 

chance to be a leader, too. The story ends with her being 

elected leader and presenting a speech. You begin the story 

at the meeting where she wanted to have a chance to be a 

leader. 

2. Barbara loved her boyfriend very much, but they 

had many arguments. One day he left her. Barbara wanted 

things to be better. The story ends with everything fine 

between her and her boyfriend. You begin the story with 

her boyfriend leaving her after an argument. 

3. Ms. C. had just moved in that day and didn't know 

anyone. Ms. c. wanted to have friends in the neighborhood. 

The story ends with Ms. c. having many good friends and 

feeling at horne in the neighborhood. You begin the story 

with Hs . c. in her room immediately after arriving in the 

neighborhood. 

4. Susan noticed that her friends seemed to be 

avoiding her. Susan wanted to have friends and be liked. 
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The story ends when Susan's friends like her again. You 

begin where she first notices her friends avoiding her. 

5. One day Janet was standing around with some 

other people when one of them said something very nasty to 

Janet. Janet got very mad. Janet got so mad she decided 

to get even with the other person. The story ends with 

Janet happy because she got even. You begin the story 

when Janet decided to get even. 

6. Alice is having trouble getting along with her 

supervisor on her job. Alice is very unhappy about this. 

The story ends with Alice's supervisor liking her . You 

begin the story where Alice isn't getting along with her 

supervisor. 
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STANDARD INSTRUCTIONS OF THE HEANS-ENDS 

PROBLEM-SOLVING PROCEDURE 

The investigator will introduce herself to the 

subject by saying, "My name is Genelle Okerson." Following 

the introduction, the investigator will give the subject 

the following explanation of what the subject and the 

investigator will be doing. 

In this procedure, I am interested in 
your imagination. You are to make up 
some stories. For each story you will 
be given the beginning of the story and 
how the story ends. Your job is to make 
up a story that connects the beginning 
that is given to you with the ending 
given you. In other words, you will make 
up the middle of the story (Platt & 
Spivack, 1975, p. 16). 
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MEPS SUBJECT SCORING SHEET Page __ Of __ 

(Use in conjunction with category scoring sheet) 

Story No. __ l ____ __ Group M (X ) F ( ) 
------------~~~~ 

Date Admin. 
-----------------

scored by Checked by 

I 
Name Sf Means* IM I or NM NR En urn. * Obsta- Enum. 'l"ime - of means cles of Obs. 

Ex. Smith, John a, d, f (I) (/) (/) al' aJ A A4'5 (I) 

1. 
Williams, Pete i a, , a.,,a'l a, c, 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15 • . 

16. 

17. 

18. 

19. 

20. 

* Use letters corresponding to those on category scoring sheet for this story 
Enumerati ons should be listed on back of category scoring sheet' using 
a~propr i ate sub j ect number and "mean" ·letter. 
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MEPS SUBJECT SUMMARY SHEET 

Group ________ M( ) F( ) Date Administered: ____ ~~-----

No. of Means or Other Score* 

11 
St;>rv Total Re1.· 

Subiect 2 3 4 5 6 7 · 8 9 10 Means IM + tJM Ratio** 

1 • 'f'1il1iams, Pete 3 

2. 

3. 

4. 
, 

5. 

6. 

7. 

fL 

9. 

10. 

11. 

12. 

13. 

14. 

15 • . 
16. 

17. 

18. 

19. 

20. 

21. 

22. 

* If means score 1s 0, enter IM, NM, or NR 

•• Relevancy Ratio • Total Means 
Total Means + !M + NR 
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