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Abstract
This study examined the relationship o f depressive symptomatology and gender with
social problem-solving ability in hopes o f furthering the understanding o f adolescent depression,
and how gender and social skills relate to this disorder. It was predicted that non-depressed
adolescent females would be better problem-solvers than non-depressed adolescent males, while
depressed adolescent females would not differ in their social problem-solving ability from
depressed adolescent males. Relevancy o f means, accuracy o f problem identification, the
generation o f alternatives, and consequential thinking were the problem-solving processes
examined. Research questions were posed concerning possible interactions between gender and
level o f depression for perceived social problem-solving and problem-solving self-efficacy.
432 adolescents (265 females and 165 males) ages 13 to 20 ( M = 15.92) completed a selfreport measure of adolescent depressive symptomatology (Reynolds Adolescent Depression
Scale; Reynolds, 1987) . Those students demonstrating high depressive symptomatology were
re-administered the depression measure one to two weeks later, along with two paper and pencil
social problem-solving measures; the Social Problem-Solving Interview-Revised (revised from
Connolly, 1989a) and the Means Ends Problem Solving Procedure (Piatt & Spivack, 1975).
Questions concerning perceived social problem-solving and problem-solving self-efficacy were
also posed. Students demonstrating low depressive symptomatology were matched with this
group and also administered the depressive symptomatology and social problem-solving
measures. Students reporting consistent depressive symptomatology on both administrations o f
the depression measure made up the final group for analyses. The final high depressive
symptomatology group included 19 females and 5 males, while the low depressive

symptomatology group included 26 females and 11 males.
There was a significant interaction between the quality o f solutions generated and
depression and gender. Non-depressed females were more likely to generate more positive
solutions than non-depressed males. Depressed males and females did not differ in their quality
o f solutions. The low internal consistency o f the subscale assessing quality o f solutions makes
results hypothetical. N o other significant interactions, between gender and depression, were
found for individual problem-solving processes.
A significant main effect for depression was found where depressed participants produced
significantly more irrelevant means than non-depressed individuals. N o significant gender
differences were found for any area o f social problem-solving.
There was not a significant interaction between gender and depression in perceived social
problem-solving ability or problem-solving self-efficacy.

A main effect for depression was

found, whereby depressed participants perceived themselves as poorer problem solvers, both
prior to and after solving the problem, than non-depressed participants. Results mdicating
depressed individuals have a lower perception o f their problem-solving ability are consistent with
cognitive theories o f depression (Beck, 1967), suggesting negative self-perceptions are a key area
of difficulty in terms of depressed individuals' social skills. In relation to the other results o f the
study, perception o f skills may be the primary area o f the problem-solving process with which
depressed individuals have difficulty.
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Gender Differences in the Social Problem-Solving Ability o f Depressed
and Non-Depressed Adolescents
CHAPTER 1
Introduction
Overview
Research suggests that children exhibiting depressive symptoms generally have poor
social relationships (Bell-Dolan, Reaven, & Peterson, 1993; Puig-Antich et al., 1985), are less
liked (Peterson, Mullins, & Ridley-Johnson, 1985), and are more likely to be rejected by peers
(Kennedy, Spence & Hensley, 1989) than their non-depressed counterparts. Still, little is known
about the social skill deficits that may cause such poor interpersonal relationships for depressed
individuals. Poor social problem-solving skills, a component o f social skills, has been linked
with the stress and poor coping skills in depressed adults (McLean, 1976; Nezu, 1987; Nezu &
Ronan, 1985). This suggests social problem-solving is a key component in depressed
individuals' poor social skills.
Research in the area of interpersonal problem-solving and depression has shown
contradictory results for adults (Blankstein, Flett & Johnston, 1992; Marx & Schulze, 1991),
adolescents and children (Marton, Connolly, Kutcher & Korenblum, 1993). These findings
suggest the need for further examination into the role of interpersonal problem-solving in
depression, so as to better understand the deficits that may exist.
The majority o f studies in the area o f depression and social problem-solving have not
examined gender differences. However, this is considered an important area o f research due to
the high prevalence rate o f depression in females, which is first evident in adolescence (Hammen
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& Rudolph, 1996; Nolen-Hoeksema & Girgus, 1994; Reynolds & Johnston, 1994), and the
findings that females are better problem-solvers than males (Caplan, Bennetto, & Weissberg,
1991; Murphy & Ross, 1987; Rubin & Krasnor, 1983). Such findings suggest gender differences
may exist in depressives' problem-solving ability. Because depressed individuals' social skill
deficits are still an area to be understood, examination o f gender differences in social problemsolving ability in relation to depression could offer important insight into depression.
Social Problem-Solving and Depression
The majority o f the literature examining interpersonal social problem-solving skills and
depression is primarily adult focused. The adult literature has shown varying results in the area
of social problem-solving and depression (Blankstein et al., 1992), focusing on clinical and nonclinical samples.
GofJib and Asarnow (1979) examined the social problem-solving ability o f 58
undergraduate students, who were grouped as: clinically depressed, suffering from high levels o f
depressive symptomatology, a non-depressed clinical control, or a non-depressed control.
Results indicated that both the clinical and high symptomatology group were significantly worse
problem solvers than the clinical and non-depressed control groups, generating more irrelevant
means to solve problems, non means, no response answers and fewer relevant means, and
elaborating these means less on the Means Ends Problem Solving Procedure ( M E P S ; Piatt &
Spivack, 1975) (see Appendix A for definitions).
Marx, Williams, and Claridge (1992) reported two studies, the first examined clinically
depressed, clinical control and non-depressed adults' social problem-solving skills. The
depressed participants developed fewer relevant means, less effective strategies, generated fewer
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alternative solutions and acknowledged fewer potential obstacles than the non-depressed
participants. The depressed and clinical control groups were not significantly different; however,
the authors acknowledged that the clinical control group had higher depression scores than the
nonclinical group, thus possibly affecting results. In the second study, using the same
participants, Marx et al. (1992) found that when presented with a personal problem, as opposed
to solving a vignette, as in Study 1, the depressed group was less effective in developing effective
ideal solutions than both the non-depressed and clinical control groups.
Marx and Schulze (1991) examined social problem-solving in university students
exhibiting high levels o f depressive symptomatology. A s in Gotiib and Asamow's (1979) study,
Marx and Schulze (1991) found that the depressed group generated less effective strategies to
solve social problems than the non-depressed group. Further support for the notion that
depressed individuals have poor interpersonal problem-solving skills was put forth by Nezu and
Ronan (1985). This study examined the perceived social problem-solving ability of 205
undergraduate students. Results indicated that there was a significant correlation between level
o f depressive symptoms and perceived social problem-solving, with those who perceived
themselves as poor social problem solvers exhibiting higher levels o f depressive symptoms.
Although the majority o f the research has found significant differences in social problemsolving between depressed and non-depressed adults (Gotiib & Asarnow, 1979; Marx et al.,
1992; Marx & Schulze, 1991; Nezu & Ronan, 1985) there have been results to the contrary.
Doerfler, Mullins, Griffin, Siegel, and Richards (1984) found that depressed and non-depressed
women did not differ significantly in their social problem-solving ability. Similarly, Blankstein
et al. (1992) found that depressed and non-depressed university students did not differ in their
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social problem-solving ability. Mayo and Tanaka-Matsumi (1996) found that depressed and nondepressed undergraduates generated as many effective solutions to social problems but that
depressed individuals generated more emotional-focused solutions and fewer problem-focused
solutions in comparison to non-depressed individuals. Such inconsistent results in the literature
suggests further research is necessary to clarify the role o f social problem-solving i n depressed
individual's social functioning.
Similar to the adult literature there have been variable results in the research examining
the interpersonal problem-solving skills o f children. Mullins, Siegel and Hodges (1985) found
that depressed children produced more irrelevant means than non-depressed children; however,
no difference was found in the number o f relevant alternatives generated b y the two groups.
Sacco and Graves (1984) examined 40 children and found that depressed participants were
poorer at considering alternatives, consequences, planning the steps o f problem solutions and
anticipating obstacles (known as the primary means-ends thought process) than the nondepressed group. Rudolph, Hammen, and Burge (1994) also found that depressed children
differed significantly from non-depressed controls, with depressed children choosing
significantly fewer socially acceptable strategies and significantly more hostile strategies.
Goodman, Gravitt and Kaslow (1995) found that both the effectiveness o f a solution and the
negative life stress, but not number o f alternative solutions, were significantly related to level o f
depression. Therefore, higher depression scores were related to more negative life stress and less
effective alternative solutions.
A s with depressed adults, Doerfier et al. (1984) did not find significant differences
between depressed children and non-depressed children's social problem-solving ability. O n
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closer examination o f the result, however, it is evident that there is a small but significant
correlation (r = .16, p_<.05) between being a child with high depressive symptomatology and
producing more irrelevant means. Mullins et al. (1985) cite this correlation as evidence that
depressed children are more likely to generate irrelevant means than non-depressed children.
Such a small correlation may reflect statistical significance but does not reflect any practical
significance.
Depressed adolescents' social problem-solving ability has received little focus (Joffe,
Dobson, Fine, Marriage & Haley, 1990) and the research which has been completed has
primarily used clinical samples. Joffe et al. (1990) and Marton et al. (1993) both examined
social problem-solving skills o f clinically depressed adolescents. Joffe et al. (1990) found no
significant differences between the depressed and non-depressed groups on ability to problem
solve or type o f solution used (e.g., passive). Likewise, Marton et al. (1993) found there were no
significant differences i n social problem-solving ability or social perspective taking between the
depressed group and a clinical and non-clinical control group. Doerfler et al. (1984) using a
nonclinical sample, reported non-significant correlations between depression levels and the
number o f relevant and irrelevant means produced b y the adolescents. Siegel and Griffin (1984)
cite this relationship between depression and overall social means-ends problem-solving to be
non-significant but do report a low, but significant, relationship (r= -.21, rj=.04) between
depression level and the generation o f irrelevant means on a dating scenario. Adams and Adams
(1991) offer support that adolescents have social problem-solving deficits. Participants
exhibiting high levels o f depressive symptomatology chose less constructive solutions on several
interpersonal scenarios in comparison to adolescents exhibiting low levels o f depressive
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symptomatology.
Given that depressed individuals exhibit social skill deficits (Hammen & Rudolph, 1996),
the research in the area o f depressed individuals' social problem-solving ability has not received
enough attention. This is particularly true of the adolescent population (Joffe et al., 1990;
Marton et al., 1993), as only a handful o f studies in this area have been completed with this
population. Moreover, the research that has been completed has not reported consistent findings.
Such disagreement across the research may be attributed to differences in samples, methods and
analyses completed. Therefore, investigation in this area is necessary to further understand the
relationship between social problem-solving and adolescent depression. The current
investigation will aid in clarifying this relationship b y using multiple methods o f assessing social
problem-solving ability, using a reasonable number o f adolescents exhibiting high and low levels
of depressive symptomatology, and using measures designed particularly for use with
adolescents. These methods will be discussed in detail in Chapter 4.
Gender Issues
Gender is also an area needing further research when considering depressed adolescents'
social problem-solving ability. That is, are differences in social problem-solving abilities among
depressed adolescents specific to males or females? Rudolph et al. (1994) found that boys
endorsed more hostile and fewer socially acceptable social problem-solving strategies than girls
but there was no significant interaction between depression and gender on the child's social
problem-solving skills. Similarly, Goodman et al. (1995) found no gender effects in depressed
children's ability to social problem-solve. Sacco and Graves (1984) found no significant
interaction between childhood depression, gender and perceived social problem-solving skills.
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The majority o f the studies in the area of depression and social problem-solving do not examine
gender differences let alone the interaction between gender and depression, and no studies have
focused on the possible gender and depression interaction as a primary research question.
The general depression literature indicates that females report more occurrences o f
depression than males, with this higher prevalence rate in females being first evident in
adolescence (Angold & Rutter, 1992; Hammen & Rudolph, 1996; Nolen-Hoeksema & Girgus,
1994; Petersen, Sarigiani & Kennedy, 1991; Reynolds & Johnston, 1994). The general social
problem-solving literature has indicated females to be better problem-solvers than males (Caplan
et al., 1991; Murphy & Ross, 1987; Rubin & Krasnor, 1983). However, no study has examined
the possible interaction that gender and depression may have on social problem-solving ability as
a primary research question. Given the strong support that gender differences exist in each o f
these domains, this is an area in need o f examination.
Purpose o f this Study
The purpose of the study is to examine the social problem-solving ability o f adolescents
exhibiting high levels o f depressive symptomatology (depressed) in comparison to those showing
low levels (non-depressed). The interaction effect between gender and depression in social
problem-solving ability will be examined. Therefore, this study proposes to examine depression
and gender in relation to the social problem-solving ability for adolescents.
Justification of this Study
Adolescence is an important age period to study, separate o f childhood, as differences in
cognitive development between these age periods may generate differences in social ability
(Lenhart & Rabiner, 1995). Connolly (1988) suggests that adolescents who are "lonely, socially
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rejected or isolates" are at greater risk for adjustment problems, while Lenhart and Rabiner
(1995) indicate that adolescent's social functioning, as related to social adjustment, is an under
studied area.
Adolescent depression is an important area o f continued research due to the high
prevalence rate o f this disorder among this population (Fleming, Offord, & Boyle, 1989;
Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993; Reynolds, 1992a, 1994a; Whitaker et al.,
1990). During adolescence an increase in the prevalence o f this disorder is observed (Angold &
Rutter, 1992), particularly in females (Angold & Rutter, 1992; Hammen & Rudolph, 1996;
Nolen-Hoeksema & Girgus, 1994; Petersen et al., 1991; Reynolds & Johnston, 1994). Further
support for research in this area is that adolescent depression has been shown to predict later life
adjustment problems, with depressive episodes in adolescence being a strong predictor o f future
episodes both in adolescence and later life (Lewinsohn et al., 1993). Therefore, adolescence is a
particularly important life period to examine due to the possibilities for early intervention and
treatment of the disorder, therefore possibly reducing episodes and adjustment problems
throughout later life (Mufson, Moreau, Weissman, & Klerman, 1993).
Although it has been well established that depressed individuals exhibit social skills
deficits, little is known about the specific deficits which exist. Further examination of the social
problem-solving skills o f depressed individuals is necessary due to the inconsistent results across
and within adult, adolescent and child populations. Examination of depressed adolescents'
social-problem solving skills, in particular, is warranted due to the limited number o f studies
completed with this population (Joffe et al., 1990; Marton et al., 1993). Only a few studies have
been completed to date which examine this particular area. Methodological and poor sampling
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procedures used in the clinical studies lead to concerns o f interpretation o f results, again
suggesting sound research in this area is required.
Few studies in the depressed child, adolescent or adult social problem-solving ability
literature have examined possible gender effects, and in particular the possible interaction
between gender and depression on social problem-solving ability. The fact that gender
differences exist in the areas of social problem-solving ability (Caplan et al., 1991; Murphy &
Ross, 1987; Rubin & Krasnor, 1983) and depression (Angold & Rutter, 1992; Hammen &
Rudolph, 1996; Nolen-Hoeksema & Girgus, 1994; Petersen et al., 1991; Reynolds & Johnston,
1994), as individual constructs, suggests gender and depression may interact when examined in
combination. Therefore, it is necessary to have research directed particularly towards examining
gender differences and possible interactions so as to clarify the role o f gender and its relationship
with depression and social problem-solving.
Results indicating depressed adolescents have difficulties social problem-solving may
lend support to the theories o f depression which support social skill deficits in depressed
individuals (Beck, 1967; Coyne, 1976a; Lewinsohn, 1974; Nezu, 1987). In particular, such
findings would support Nezu's (1987) pluralistic theory of depression, where social problemsolving ability is considered to be directly related to depression.
This study will help further the understanding o f adolescent depression, and the
relationship social skill deficits have to this disorder. In particular, this study will offer insight
into the problem-solving deficits depressed adolescents may have, highlighting the specific areas
of the problem-solving process where these difficulties exist, and whether depressed males and
females exhibit different deficits or levels o f deficit. If results determine that depressed
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individuals have social problem-solving deficits it can be concluded that poor interpersonal
relationships/ social skills/ problem-solving skills are not merely due to behavioral or enactment
problems in depressed adolescents, but reflect difficulties at a cognitive processing level.
Differences in problem-solving deficits between depressed males and females will add to the
growing understanding o f gender differences in depression.
Summary
Adolescent depression is considered an area requiring continued study due to the possible
developmental differences, the increase in prevalence rates during this age period, the increase in
prevalence among females at this age, the fact that depression in this age group is a predictor o f
later depressive episodes and adjustment problems, and the importance for early intervention or
treatment o f this disorder. This population is considered understudied, particularly in the area o f
interpersonal relationships. This study is further justified by the lack o f research into depressed
adolescent's social problem-solving ability, the limited examination o f gender effects in socialproblem solving ability in this group, and the inconsistent results across the literature in this area.
Therefore, this study will offer insight into the specific problem-solving deficits depressed
adolescents may be experiencing and i f these deficits differ across males and females. Such an
understanding o f social skill deficits in depressed adolescents could lead to better interventions in
terms o f social skills for these individuals.
Primary Study Hypothesis
Based on the premise that there will be a significant main effect in social problem-solving
ability for level o f depressive symptomatology and gender, the following hypothesis is put forth:
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There will be a significant interaction in social problem-solving ability between gender and
depressed and non-depressed adolescents (See

Figure 1).

Specifically, non-depressed adolescent females will be better problem-solvers than nondepressed adolescent males, while depressed adolescent females will not differ in their social
problem-solving ability from depressed adolescent males. The specific domains o f social
problem-solving ability which will be examined include: relevancy o f means, accuracy o f
problem identification, the generation o f alternatives, and consequential thinking. These
domains are discussed further in a later section. Secondary research questions will be discussed
in Chapter 3.

Summary
Little is known about the nature o f the social skills deficits which cause poor
interpersonal relationships for depressed individuals. Social problem-solving, being linked with
social skills, is therefore a viable area to assess for social skills deficits. The relationship
between social skill deficits and depressed adolescents has received minimal attention in the
research (Marton et al., 1993), with studies examining social problem-solving skills in this
population being limited (Joffe et al., 1990). The research across adult, child and adolescent
populations has shown inconsistent results and has not examined possible gender effects
thoroughly. Given the inconsistencies and methodological problems in the current research,
there is a clear need for further research to determine if adolescents with high levels o f depressive
symptomatology have deficits in their social problem-solving ability and if gender is related to
these problem-solving deficits.

Figure 1. Hypothesized interaction between gender and level of depressive symptomatology
social problem-solving ability.
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CHAPTER 2
Literature Review
Depression
Wiliiin the last twenty years depression has become recognized as a leading mental health
problem among children and adolescents (Hammen & Rudolph, 1996; Reynolds, 1992a, 1994b;
Reynolds & Johnston, 1994). Previously, depression was considered not to exist in these
populations or was viewed as a part of the developmental process (Hammen & Rudolph, 1996;
Reynolds & Johnston, 1994). Still others hypothesized that depression was masked by
externalizing symptoms such as behavior problems or somatic complaints (Hammen & Rudolph,
1996). Finally, others proposed there to be no difference between child, adolescent and adult
depression. A n influx of recent research in this area has led to a greater understanding of this
disorder and the differences that exist between child, adolescent and adult depression. However,
continued examination of adolescent depression is justified as evidence indicates a high
prevalence rate for this disorder in both the general and clinical population (Fleming et al., 1989;
Lewinsohn et al., 1993; Reynolds, 1994a, b; Whitaker et al., 1990).
Definition of Depression
As an mtemalizing disorder, the symptoms of depression have the most effect on the
individual suffering from the disorder, as opposed to externalizing disorders which cause distress
to those in the disordered individual's environment (Reynolds, 1992b, 1994b). Because
depression is an internalizing disorder a large number of cases of depression go unnoticed and/ or
untreated.
The term 'depression' can take on different meanings. Depression can be considered a
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symptom, a syndrome or a disorder (Hammen & Rudolph, 1996; Merrell, 1994). Depression as a
symptom refers to a mood or state o f being, such as feeling sad or down. It is normal for
everyone to feel sad or "depressed" at some point in their life. Such feelings represent
depression as a symptom. Feelings o f depression or sadness are necessary but not sufficient to
diagnose clinical levels of depression. A s a syndrome, depression presents itself as a grouping o f
symptoms that co-exist. Depressive symptoms and syndrome are part o f a depressive disorder.
However, to be considered a disorder the symptoms and syndrome must be present for a
specified length o f time and cause dysfunction to the individual (Merrell, 1994). Thus, there are
specific boundaries and criteria that need to be met for depression to be considered a disorder
(Hammen & Rudolph, 1996).
The Diagnostic Statistical Manual ( D S M - I V ; American Psychiatric Association, 1994)
and the International Classification o f Diseases (ICD-10; World Health Organization, 1993), are
the primary sources used to clinically diagnose an individual with an affective disorder, including
major depression. The D S M - I V , however, is more widely used. Symptoms associated with
depression fall into four main areas; affective, cognitive, motivational and somatic/ vegetative.
Symptoms in the affective domain may include dysphoria, anhedonia, crying or tearfulness,
irritability or excessive anger, anxiety, and detachment from feelings. Symptoms considered
more cognitive in nature include self-depreciation, loss o f self-esteem and self-worth, feelings of
guilt, self-blame, suicidal ideation, pessimism, hopelessness, a decreased ability to concentrate,
difficulty making decisions, and being easily distracted. Linked with the cognitive symptoms are
the motivational symptoms o f decreased academic performance, social withdrawal, and loss o f
interest. Somatic/ vegetative symptoms may include such things as fatigue, lack o f energy,
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insomnia or hypersomnia, a change in appetite or weight, psychomotor retardation or agitation
(Hammen & Rudolph, 1996).
The areas o f dysfunction exhibited by depressed individuals cover a broad range,
including cognitive difficulties (as discussed previously), as well as family and interpersonal
difficulties. Family problems for children and adolescents often take the form of poor relations
with parents, while interpersonal difficulties include peer rejection, withdrawal from social life,
and decreased social competence (Hammen & Rudolph, 1996). Social problem-solving, being a
sub-component o f social competence (Tisdelle & St. Lawrence, 1986), whereby it facilitates and
maintains social competence (D'Zurilla & Nezu, 1982), may also be an area o f dysfunction in
depressed individuals.
Depressive Symptomatology Specific to Adolescents
Depression in childhood and adolescence is presently diagnosed using the same criteria as
used for adults, as many studies have shown there to be limited differences in symptoms between
these age groups (Mitchell, McCauley, Burke, & Moss, 1988; Ryan et al., 1987). Yet there are
several symptoms o f adolescent depression, as a disorder, that differ from that o f child' and adult
depression. In particular, children and adolescents have been shown to have a higher level of
imtability than adults, whereby adults exhibit dysphoric moods more often (Hammen &
Rudolph, 1996). Hypersomnia, feelings o f hopelessness, anhedonia, weight change and suicide
are present more often in depressed adolescents than depressed children, while children
experience more or higher levels of psychomotor agitation, phobias, hallucinations, separation
anxiety, depressed appearance and somatic complaints than adolescents (Ryan et al., 1987). The
higher level o f somatic complaints has been attributed to children exaggerating their symptoms.
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Developmental trends are evident in several of these depressive symptoms. Symptoms such as
anhedonia, psychomotor retardation, feelings of hopelessness, delusions and higher levels of
symptomatology being present in the morning all increase with age, while somatic complaints,
low self-esteem and hallucinations decrease with age (Carlson & Kashani, 1988).
It is important to investigate adolescent depression separate of child and adult depression,
as significant differences may exist in the disorder across the life-span. In consideration of the
present study there may be differences in social skills, and therefore social problem-solving
ability, across age-periods. Therefore, findings based on depressed adult or child populations
should not be assumed applicable to depressed adolescents.
Prevalence of Adolescent Depression
Reported prevalence rates for adolescent depression vary across the research, but are high
enough to suggest depression is a prevalent mental health issue among youngsters. This and the
increase in the prevalence rates of depression between childhood and adolescence (Angold &
Rutter, 1992) continue to motivate investigation into the disorder. Whitaker et al. (1990), in their
examination of the prevalence of various psychiatric problems among youth in grades nine
through twelve (N=5596), reported the hfetime prevalence rate of major depressive disorders
among youth to be 4.0%. Lewinsohn et al. (1993) report a somewhat lower prevalence rate of
2.8% for major depression in adolescents in grades nine through twelve, with Hfetime prevalence
rates ranging between 18.5 to 24.0% (n=l,710 and 1,508, respectively) at initial testing and a
one-year follow-up. A n Ontario study of mental health (Fleming et al., 1989) reported the
prevalence of depression among Ontario adolescents, aged twelve to sixteen, to range from 1.8%
to 7.8% for those with high and moderate diagnostic certainty, respectively. The above reported
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prevalence rates are fairly consistent with the suggested prevalence rate of 3 to 5% for major
depression in the general population of adolescents cited by Reynolds (1994b), as assessed using
structured interviews.
Gender Differences in Adolescent Depression
Research indicates that adult females are twice as likely to suffer from depression as adult
males (Nolen-Hoeksema & Girgus, 1994). The discrepancy between prevalence rates for males
and females is first observed in adolescence (Hammen & Rudolph, 1996; Nolen-Hoeksema &
Girgus, 1994; Reynolds & Johnston, 1994). Nolen-Hoeksema and Girgus (1994), in their review
article on gender differences in depressed adolescents, report that females between the ages of
thirteen and fourteen begin to exhibit higher prevalence rates of depression and at age fifteen are
twice as likely to be depressed than males. Whitaker et al. (1990) reported, in an examination of
students in grade nine through twelve (n=356), that females were significantly more likely to
suffer from major depression than males, with prevalence rates being 4.5% for females and 2.9%
for males. Similarly, Angold and Rutter (1992), in their examination of eight to sixteen years old
in- and out- psychiatric patients (not including schizophrenic or pervasive developmental
disordered individuals; N=3519), found that females were twice as likely to be depressed than
males by the age of sixteen, with this discrepancy being evident by age thirteen.
Prior to adolescence the rates of depression for both males and females are similar
(Angold & Rutter, 1992; Fleming et al., 1989; Lewinsohn et al., 1993; Nolen-Hoeksema &
Girgus, 1994). Although some studies have provided support for pre-adolescent males to be
more often depressed than pre-adolescent females (Nolen-Hoeksema & Girgus, 1994), this
finding is not consistent nor prominent in the literature.

18

There have been several theories on why females suffer more from depressive symptoms
than males after mid-adolescence. Biological changes have been investigated as a possible
reason for such gender differences, as the hormonal and body changes females experience may be
a leading cause for their heightened depressive symptoms. Research has not supported this
theory, as pubertal status has not had a significant effect, alone, on levels o f depression (Angold
& Rutter, 1992; Fleming et al., 1989; Nolen- Hoeksema & Girgus, 1994).
Nolen-Hoeksema and Girgus (1994) hypothesize that the higher depression rate in
adolescent females can be accounted for by the interaction between gender-related risk factors
and the challenges adolescents face. Nolen-Hoeksema and Girgus (1994) suggested that
adolescent females may be predisposed to risk factors, such as being less assertive in their coping
styles than males, thus making life changes more challenging. Second, adolescent females
possibly have to deal with

more social and biological changes than males (Nolen-Hoeksema

&

Girgus, 1994). Therefore, it is not biological changes alone which account for the gender
differences in prevalence rates in adolescence, but possibly the combination o f biological
changes and gender-related risk factors.
Petersen et al. (1991) completed a cohort-sequential longimdinal study examining the
amount and type o f changes adolescents experience. In particular the study examined the effect
o f family change, early onset o f puberty, and the simultaneous timing o f school transition and
puberty on the development o f depression. Gender differences, as well as coping style, and
parent and peer support were examined. The authors assessed 335 students in grades six through
eight and a follow-up on 169 students was completed in grade twelve. Results indicated that
early puberty, as well as the simultaneous changes o f school and puberty were risk factors for the
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development o f depression. Females were reported to be more likely to experience early puberty
or school transition at the same time as reaching puberty, therefore causing a higher rate of
depression in females by grade twelve. A s well, students with positive coping skills and good
parent-child relationships were less at risk for developing depression.
Because gender differences observed in the prevalence rates o f depression are first
evident in adolescence, continued examination o f the factors that could relate to such gender
differences is important. Although Petersen et al. (1991) have supported such factors as
developmental differences and coping strategies between the genders as possible risk factors for
developing depression, there is a need for continued examination into other possible factors
related to depression that differ between the genders.
Theories o f Depression Related to Social Skill Deficits
There are many theories on the cause and maintenance o f clinical depression and
depressive symptoms, with three theories being regularly cited in the literature related to
depression and interpersonal relationships. These are Beck's (1967) cognitive theory o f
depression, Lewinsohn's (1974) interpersonal behavioral theory and C o y n e ' s (1976a)
interactional theory of depression. Nezu (1987) has proposed a pluralistic model o f depression
where interpersonal problem-solving is suggested to mediate the relationship between stress and
depression. This theory encompasses Beck's (1967), Lewinsohn's (1974) and C o y n e ' s (1976a)
theory within its model. These theories offer explanations as to why depressed persons suffer
from social skill deficits, and in turn offer insight into possible social competence deficits and
therefore social problem-solving deficits.
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Cognitive Theories of Depression
Beck (1967) proposed that depression is the result of three types o f thought patterns:
systematic biases and cognitive errors, negative cognitive schemata, and negative perceptions o f
oneself, the world and the future. Beck (1967) suggests that depressed individuals are
predisposed to such negative thought patterns with triggers, such as stress, resulting in depressive
symptomatology.
Negative schemata are described in the literature as stable negative thought patterns that
cause the individual to process or interpret information as negative and therefore maintain selfcritical attitudes and beliefs. These negative schemata drive the negative views the depressed
individual maintains o f themselves, including limited feelings o f self-worth and an
underestimation o f their ability. These maladaptive schema affect one's view o f the world and
their future, with the individual mterpreting life events in a negative manner, as well as
mamtaining negative expectations for their future and feelings of hopelessness. These negative
views of the self, world and future are known as the cognitive triad (Beck, 1967).
The third thought process considered to be a driving factor o f depression is the systematic
reasoning errors. Beck (1967) and Beck, Rush, Shaw, and Emery (1979) describe six types o f
automatic errors depressed individuals maintain as part o f their thought process. The errors are
as follows: arbitrary inferences, selective abstraction, personalization, over generalization,
magnification or minimization, and absolute or dichotomous thinking. A l l these error types lead
to the misinterpretation of situations in one's environment. Systematic biases, negative schemata
and negative perceptions o f oneself, the world and the future could all affect an individual's
ability to act in a socially competent manner, and thus affect one's social problem-solving ability.
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This will be discussed further in a later section.
Behavioral Theories of Depression
Opposed to cognitive theories of depression, which suggest that self-esteem, negativism
and guilt are a few of the primary causal factors in depression, behavioral theories of depression
see these factors as products or outcomes of the depressive or dysphoric state (Lewinsohn, 1974).
One of the most prominent theories of depression that relates to the understanding of depressed
individuals' poor social skills is the behavioral or interpersonal theory proposed by Lewinsohn
(1974). The premise of Lewinsohn's (1974) theory is that depressed individuals experience a
lower rate of response contingent positive reinforcement than non-depressed persons due to their
poor social skills. This low rate of positive reinforcement elicits dysphoria and other depressive
symptoms.
Lewinsohn (1974) defines social skills as the "ability to emit behaviors that are positively
reinforced by others" (p. 171). Evidence supporting that depressed individuals have poor social
skills which could cause a lack of positive reinforcement is offered by Lewinsohn's (1974)
summary of his early research. Depressed individuals were found to take part in interpersonal
behaviors approximately half of the time that non-depressed individuals did, and were shown to
reinforce others less often and be slower at reinforcing others. Such behavior might cause others
to lose interest in interacting with the depressed individual, thus limiting their opportunity to
receive positive reinforcement. Lastly, depressed individuals have less reciprocal relationships
than non-depressed individuals; however, it is unclear whether the lack of reciprocity is from the
depressed individual or from others.
Kaslow, Brown, and Mee (1994) summarized the cyclical nature of this theory suggesting
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poor social skills lead to a lack of reinforcement, which exacerbates depressive symptoms, which
lead to withdrawal from social situations, in turn reinforcing poor social skills, and so on. Social
problem-solving, being a component o f social skills, may in fact be linked to this cycle, whereby
social problem-solving deficits cause the poor social behavior linked to the lack o f positive
reinforcement.
A n extension o f the 'typical' behavioral theory proposed by Lewinsohn (1974) is
presented b y Coyne (1976a). K n o w n as the interactional or transactional theory o f depression,
this theory opposes other behavioral theories that suggest that the depressed individuals are
unable to take in and interpret the feedback given from others. C o y n e ' s (1976a) theory is
premised on the fact that individuals live in an interactive and ever changing environment,
whereby the depressed individuals' symptoms cause them to act in such a manner that others
withdraw their social support. Depressed individuals are aware that they have lost social support
and in turn become more depressed (Coyne, 1976a, b). Therefore the relationship between the
depressive symptoms and the reaction o f others becomes cyclical or interactional, whereby one
drives the other. This theory suggests that it is not social skills deficits alone that maintain
depressive states in individuals, but possible social skills deficits (which could include social
problem-solving deficits) coupled with the reaction o f others to the depressed individuals, the
depressed individual's interpretations of these actions (Coyne, 1976a, b) and the depressed
individual's possible inability to overcome the feelings and actuality o f rejection (Coyne, 1976b).
Coyne (1976a) proposes that as the depressed individuals interact with others they elicit
rejection b y producing negative affect in these individuals. However the 'others' continue to
verbally reassure the depressed individual o f their support and care. The depressed individual
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acknowledges a discrepancy between the verbal support and the negative affect o f the others and
thus exhibits more symptoms. A s this cycle continues the 'others' reduce their feelings o f guilt
for being critical and rejecting the individual by offering verbal reassurance. The depressed
individual questions the legitimacy of this support but also realizes they receive verbal support
through expressing depressive symptoms and therefore continues to exhibit such symptoms at an
increasing level. Therefore, the fear of rejection and the knowledge o f rejection forces the
depressed individual to have more symptoms, thus ensuring more verbal reinforcement and
continued rejection from others (Coyne, 1976a).
Coyne (1976b) completed a study that lent some support to this interactional theory o f
depression. Fifteen female undergraduates exhibiting high depressive symptomatology and 15
exhibiting low levels of symptomatology were included in the study. Each depressed participant
was paired with a non-depressed participant for a phone-call. Post conversation m o o d ,
willingness to talk another time, and perception of one's phone partner was assessed. A s well,
the phone conversation was scored on activity (time spent engaged in conversation), other-self
ratio (amount of time talking about oneself as opposed to partner), number o f approval responses,
number o f hope statements, and genuineness. Depressed participants were shown to elicit
negative affect in their phone partners. A s well, depressed individuals were more rejected than
non-depressed individuals.
Coyne (1976a) and Beck's (1967) theories share similarities in that both theories discuss
the loss o f social reinforcement coupled with the disruption o f peer relationships which act as
mediators to the "development and maintenance" o f depression (Sacco & Graves, 1984). This
similarity can be extended to include Lewinsohn's (1974) theory.
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Pluralistic Model of Depression
Nezu (1987) suggests a different view o f social problem-solving as related to depression
which integrates several o f the other theories of depression, making it a "meta-model" o f
depression. The theory proposes a bi-directional causality, whereby a reciprocal relationship
between social problem-solving, stress and depression exists. Figure 2 illustrates the model,
showing possible paths that can lead one to experience depressive symptomatology. For
example, negative life events lead to stress. Although an effective problem-solver may
experience limited or no depressive symptoms due to this stress, an ineffective problem-solver
will likely experience some form o f depressive symptomatology. This individual then perceives
and/ or actually experiences negative consequences due to their ineffective solution, which in
turn exacerbates their problems and thus increases the likelihood for them to experience future
negative events. Such continued exposure to negative life events most likely will decrease the
individual's perceived and/ or actual positive reinforcement for their efforts, thus affecting their
motivation to engage in future problem-solving (Nezu, 1987).
A n important part of this theory is the consideration o f individual differences. This
model proposes that, due to individual differences, those who have ineffective problem-solving
skills may experience deficits at different stages o f the problem-solving process. Each stage
requires the implementation of various cognitive and behavioral processes. Difficulties at any
stage of the process may, therefore, be related to such deficits as discussed in the theories of
depression presented above (i.e., Beck, 1967; Coyne, 1976a; Lewinsohn, 1974). The problemsolving process and its relationship to these theories o f depression will be discussed in detail in a
later section.

Figure 2. Pluralistic Model o f Depression proposed b y Nezu (Nezu, 1987, p. 130).
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There have been several studies supporting this model of depression (Nezu, 1987). In
particular there has been evidence that those who perceive themselves as effective problemsolvers and experience high levels o f stress exhibit lower levels o f depression in comparison to
who perceive themselves as ineffective problem-solvers under the same level of stress (Nezu,
Nezu, Saraydarian, Kalmar, & Ronan, 1986). Nezu et al. (1986) reported the amount o f variance
in predicting depression scores, above that explained by stress, is increased three fold when
perceived problem-solving and the interaction between perceived problem-solving and stress are
included in analysis. Nezu and Ronan (1985,1988) found a significant interaction between
social problem-solving and life stress. The authors concluded such a significant interaction
offers support to the hypothesis that stress-related depression is moderated by one's effectiveness
in social problem-solving. It is important to note that one of these studies examined perceived
social problem-solving ability and the other actual social problem-solving ability.
Recent literature also supports this theory. Goodman et al. (1995) examined social
problem-solving as a mediator between level o f stress and depressive symptomatology. The
authors found that children who were ineffective problem-solvers and experienced high levels o f
stress due to negative life events reported higher rates o f depressive symptomatology than
children who were effective problem solvers but suffered high levels o f stress due to negative life
events. Regression analysis revealed that 73% of the variance in self-reported depression scores
was accounted for by negative life stress and the interaction of effectiveness of alternative
solutions and negative life stress. Such evidence provides strong support for Nezu's (1987)
pluralistic theory o f depression.
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Summary
Depression being a prevalent mental health issue, causing affective, cognitive,
motivational, somatic/ vegetative and interpersonal dysfunction, determines the need for
continued investigation into this disorder. Interpersonal difficulties, in particular, often include
peer rejection, withdrawal from social life, as well as decreased social competence (Hammen &
Rudolph, 1996), suggesting social problem-solving to be a likely area o f dysfunction in depressed
individuals.
Theory supports social skills as an area o f deficiency in depressed individuals. Beck
(1967) proposed depression to be the result of several negative thought patterns to which
depressed individuals are predisposed. These negative thought patterns, coupled with triggers
such as stress, produce depressive symptomatology. It is clear that such thought patterns could
affect one's ability to interact competently in social situations.
Lewinsohn (1974) proposed factors such as social skills deficits cause a low rate of
positive reinforcement, which produces depressive symptoms. Depressive symptoms in turn
exacerbate the poor social skills, causing a cycle o f depressive symptoms and a lack o f social
reinforcement. Similarly, Coyne (1976a) suggests that it is not social skill deficits alone which
maintain the depressive state, but possible skill deficits coupled with the reaction o f others to the
depressed individual, the depressed individual's interpretation o f these actions and the depressed
individual's possible inability to overcome the feeling and actuality o f rejection. Social problemsolving being a component o f social competence is clearly linked to these theories o f depression.
Nezu (1987) combined these cognitive and behavioral theories to form a pluralistic theory
o f depression whereby a reciprocal relationship is proposed to exist between social problem-
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solving and depression, being moderated by such factors as social skill deficits, cognitive
distortions, and negative attributional styles. Therefore, this theory also supports the presence o f
social problem-solving deficits in depressed individuals.
Adolescent depression, separate from adult and childhood depression, is important to
examine due not only to differences in the disorder across the life span but also to the high
prevalence rate o f this disorder in adolescence, the emergence o f significant gender differences in
prevalence rates at this age, and the risk for later adjustment problems or further depressive
episodes.
Social Problem-Solving
Evidence supporting the link between social adjustment and social informationprocessing has been well documented in the children's literature. However there has been little
examination o f such a relationship in adolescent populations (Crick & Dodge, 1994; Lenhart &
Rabiner, 1995). Examination of the social-cognitive functioning o f adolescents is considered
important as development may affect both social adjustment and adolescents' social information
processing (Crick & Dodge, 1994). Connolly (1988) suggests that adolescents who are "lonely,
socially rejected or isolates" are at greater risk for adjustment problems. Connolly, (1989a, p.
395) also indicates "social impairment is symptomatic of many adolescent psychiatric disorders".
Social problem-solving as a component o f social information- processing (Lenhart & Rabiner,
1995) is a useful construct to examine when researching the social ftmctioning o f adolescents.
Discussion of social problem-solving and theories related to such processing are presented
below.
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Social Skills
Social skills may be defined as the "discrete behaviors that lead children to solve social
tasks or achieve social success" (Rubin, Bukowski & Parker, 1996, p.21).

Rubin et al. (1996)

suggest that social success and positive interactions are developed b y having appropriate social
skills and social competence. Factors necessary to be considered socially competent include
being able to meet the "needs" and "goals" o f oneself through the use o f appropriate and
effective behavior (Rubin et al., 1996). Changes in the social skills needed over time, various
situations and environments suggest the list o f possible "discrete" social skills needed for
positive social relationships may be endless (Rubin et al., 1996). Ten skills Rubin et al. (1996)
consider necessary for such success include: understanding others' feelings, thoughts and
motives; being flexible during interactions; being attentive to others during interaction;
recognizing consequences o f social actions; exhibiting appropriate moral judgement; having
clarity o f communication (verbal and non-verbal) and expressing oneself appropriately, inMbiting
negative behaviors and acting in a truly kind or altruistic manner; and interpreting information
about the situation and those involved. It is evident that several of these skills cross over into the
social problem-solving domain.
Definition o f Social Problem-Solving
Nezu (1987) defines social problem-solving as "the cognitive-behavioral process b y
which individuals identify or discover effective strategies o f coping with problematic situations
encountered in daily living" (p. 121). A n important aspect o f defining social problem-solving is
the recognition o f its close link to social competence. Literature in the area o f social skills
suggests social problem-solving skills are a sub-component of social competence (Tisdelle & St.
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Lawrence, 1986), whereby it facilitates and maintains social competence (D'Zurilla & Nezu,
1982). Thus social problem-solving skills clearly contribute to an individual's prosocial skills.
The social problem-solving literature suggests there is a set o f skills that are employed to
successfully solve problems. However there is debate over the composition o f this skill set;
therefore several differing models of social problem-solving have emerged. Two of these models
are presented below.
Theories o f Social-Problem Solving
Social Information-Processing
A general social information-processing model, which is applied in the social literature to
the social problem-solving process, was proposed by Crick and Dodge (1994). This
reformulation o f Dodge's (1986) earlier model explains children's social adjustment in terms o f
a six-step model (see Figure 3) and emphasizes the constant reflection on social schema,
social knowledge, and past experiences at each stage known as the "data base" o f the process,
thus forming a reciprocal relationship between the data base and each stage o f processing. The
model proposes a cyclical method o f processing that allows for simultaneous/ non-linear
processing (which is similar to general cognitive processing models), as opposed to sequential
processing, as was suggested in Dodge's (1986) previous model. The child progresses through
the encoding o f internal and external cues, interprets these cues through the evaluation o f past
goal attainment and past performance, self and other evaluations, as well as causal and intent
attributions (inferences concerning others' perspectives). The child proceeds to clarify the goal
o f the situation and generates possible responses. A t stage five the "best" response is chosen and
then performed at stage six. Dodge and Feldman (1990) suggest that children who have
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Figure 3. Social inforrnauon-processing model (Crick & Dodge, 1994, p. 76).
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difficulties in such processing, at any step, may have difficulty with peer relations, both in acting
competent and in being viewed as such by peers. This offers evidence to suggest that poor peer
relations in depressed persons may be related to problems in social problem-solving.
Problem-Solving Process
Specific processing models related to the social problem-solving process have been
developed by Spivack and Shure (1974) and previously by D'Zurilla and Goldfiied (1971), who
identifiedfivesteps that an individual likely proceeds through when following the problemsolving process. A revised model of this social problem-solving process has been proposed by
D'Zurilla and Nezu (1982). Thisfivestep process includes: problem orientation, problem
definition and formulation, generation of alternatives, decision making and solution
implementation and verification. These steps are not linear but instead arefluid,with problemsolving involving a continual interaction between these steps. This study will assume this model
as the theoretical problem-solving process adolescents follow.
Problem Orientation is the identification and realization that a problem exists. With this
is the need to accept that problems are a part of everyday living. Another component is the
ability to think through the problem and not act impulsively with a rash or automatic decision.
D'Zurilla and Nezu (1982) suggest the most important aspect of this stage is the belief that the
problem is solvable, that is, the individual views him/ herself as capable of solving the problem.
Viewing oneself as a capable problem solver (positive social self-efficacy), might be an area
deficient in many depressed individuals if considering Beck's (1967) theory of depression. Due
to the individual's negative schemata and negative perception of themselves, a solution to a
problem may seem unattainable.
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Problem Definition and Formulation is the assessment of the problem and goal setting o f
how to achieve a reasonable and achievable solution. D'Zurilla and Nezu (1982) indicate this to
be the most important step in the problem-solving process; however it is also considered the most
challenging. T o assess the problem properly it is important to decide what is problematic about
the situation. Then the individual must attain and sort all information concerning the problem,
distmgmshing the important from the irrelevant and facts from hypotheses. Difficulty can arise
when the problem definition is based on inaccurate information. D'Zurilla and Nezu (1982) title
this a pseudo-problem, because one may end up solving the wrong problem and in fact creating
further problems.
In the Generation of Alternatives stage the problem solver generates as many solutions as
possible. D'Zurilla and Nezu (1982) have concluded that "brainstorming'' solutions allows for
more solutions, therefore allowing for superior solutions to be available. It is necessary at this
stage to brainstorm all possible solutions prior to judging their worth, otherwise it may impede
the brainstorming process. A likely transition from this stage is to the Decision Making step.
This allows the problem solver to choose the best solution that is considered the most effective
from the "brainstorming". T o be considered effective the solution needs to be assumed capable
o f achieving the desired outcome while maximizing positive outcomes and limiting negative
ones. This is determined b y weighing the present and future effects on the self and others.
The Solution Implementation and Verification stage is the implementation of the solution
and the evaluation o f its effect on the situation and on others. Comparison o f the desired and
actual outcome is necessary. If successful the individual is rewarded either socially or b y
themselves. Such reward reinforces the solution but also the perceived control o f the situation,
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which is necessary in the first stage (Problem Orientation) in future problem- solving situations.
If the desired goal is not achieved the problem and solution are re-evaluated and alterations are
made. Depressed individuals may experience difficulties at this stage, according to Beck (1967),
Coyne (1976a) and Lewinsohn's (1974) theories, because depressed persons are thought to
misinterpret the social reinforcement they receive for successfully solving problems, which in
turn exacerbates their perceived lack o f control in the situation and ones to follow (D'Zurilla &
Nezu, 1982).
Gender Differences and Social Problem-Solving Skills
Gender differences in youngsters' social problem-solving ability have not been
extensively examined in the literature (Murphy & Ross, 1987). Crick and Dodge (1994)
highlight this point concluding that "relatively little research has addressed adequately the
relations among gender, social information processing, and social adjustment" (p. 92). Research
that has been completed suggests clear gender differences in the amount and type o f solutions
generated. In Caplan et al.'s (1991) examination o f sixth and seventh graders' social problemsolving knowledge, females generated significantly more effective solutions at initial prompts,
when presented with an obstacle, and across all other solutions. Murphy and Ross (1987), in
their examination o f the social problem-solving knowledge o f adolescents aged fifteen to
nineteen, found a significant main effect for gender, with females scoring higher on the M E P S
(Means Ends Problem Solving Procedure; Piatt & Spivack, 1975), indicating more effective
solutions.
Gender differences in the type of solutions generated have also been examined in the
literature. Rubin and Krasnor (1983), in their examination of preschool and kindergarten
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childrens' social problem-solving knowledge, found that females generated more alternative
solutions than males. Research also suggests that in child samples, males generate more
physically aggressive solutions than females (Caplan et al., 1991; Rubin & Krasnor, 1983), while
females generate more cooperative solutions than males (Caplan et al., 1991). Crick and Dodge
(1994) suggest such problem-solving behavior to be normative, with females being more
"interpersonally orientated," that is, "more prosocial, cooperative and more concerned about
social disapproval" (p.92) than males, who are more "mstrumentally orientated," being "more
concerned about controlling external events, more physically aggressive, and more dominating
towards peers" (p.92). Such gender differences suggest a possible developmental difference
between males and females in their knowledge o f social problem-solving solutions (Murphy &
Ross, 1987). Another possible explanation for such differences between the genders is that
females, in general, are more advanced in their knowledge of interpersonal skills (Murphy &
Ross, 1987).
Due to the limited research on gender differences in the social problem-solving ability o f
adolescents, it is important to examine possible gender effects when researching social problemsolving knowledge o f depressed adolescents. Current fmdings that females are better problemsolvers are contrary to what would be anticipated, given the literature on depression. Females are
more often depressed than males. Therefore, i f social problem-solving is affected by level o f
depression, females would be expected to be worse problem-solvers than males. Examination o f
gender differences may offer further clarification as to whether females are more effective
problem-solvers than males and allow for research into a possible interaction effect o f gender and
depression.
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Summary
Social problem-solving is directly related to social skills (Tisdelle & St. Lawrence, 1986),
whereby social problem-solving facilitates and mamtains an individual's social competence
(D'Zurilla & Nezu, 1982). Theories related to social problem-solving suggest this process to be
fluid and non-linear, involving many stages. Crick and Dodge (1994) propose a cyclical model
of simultaneous processing whereby the child encodes and interprets cues, clarify goals,
generates responses, and performs the response chosen to be best. Similarly, D'Zurilla and Nezu
(1982) proposed a problem-solving process consisting o f five steps (problem orientation,
problem definition and formulation, generation o f alternatives, decision making and solution
implementation and verification). Dodge and Feldman (1990) suggest that children who have
difficulties at any stage o f such processing models may experience difficulties in peer
relationships. Deficits experienced may include a lack o f competence and being viewed as
incompetent b y peers. Therefore, social skill deficits in depressed individuals may be, in part,
accounted for by deficits in the problem-solving process. The theories o f depression previously
discussed offer support that depressed individuals have difficulties in implementing the problemsolving process.
Nezu's (1987) pluralistic model o f depression suggests that depressed individuals may
have difficulties at various stages o f the problem-solving process, due to the reciprocal
relationship between depression, social problem-solving and stress. Similarly, Beck's (1967)
cognitive theory o f depression suggests that due to negative schemata depressed individuals may
not see themselves as capable problem-solvers, which is a necessary component to achieving a
successful resolution. A s well, Beck (1967), Coyne (1976a) and Lewinsohn (1974) all support
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the notion that, even i f successful in solving a problem, the depressed person's misinterpretation
of social reinforcement will lead to further depressive symptoms and exacerbate the depressed
individual's feelings o f limited control over the situation. Although theory supports the notion
that social skill deficits in depressed individuals are due to difficulties in the social problemsolving process, the lack of research into depressed individuals social problem-solving ability
makes strong conclusions impossible. Therefore, research in this area is important.
Although gender differences in social problem-solving have not been extensively
examined, evidence suggests that females are more successful in social problem-solving than
males, with females generating more alternative solutions (Rubin & Krasnor, 1983), more
effective solutions (Caplan et al., 1991; Murphy & Ross, 1987), and more cooperative solutions
(Caplan et al., 1991). Such findings are contrary to what would be anticipated, given the
literature on depression. Females are more often depressed than males. If social problemsolving is affected b y level of depression, females would be expected to be poorer problemsolvers than males.
Social Problem-Solving and Depression
Social Problem-Solving and Psvchopathology
Piatt and Spivack's (1972) study comparing the problem-solving "cognition" o f adult
psychiatric patients to non-psychiatric controls has become a landmark in the literature on social
problem-solving ability and depression. Results indicated that psychiatric inpatients, no matter
their diagnosis, had poorer means-ends thinking, produced significantly fewer enumerations, and
had a significantly lower relevancy ratio (the total number o f relevant means divided b y the sum
o f the total number of relevant means, irrelevant means, and no means) than the control group.
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The groups did not differ in their ability to recognize obstacles within the problem or in their
ability to discern the time factor needed to reasonably solve the problems.
Piatt, Spivack, Airman, Airman, and Peizer (1974) furthered Piatt and Spivack's (1972)
study b y examining problem-solving ability o f adolescent psychiatric patients (n=32) in
comparison to non-psychiatric high school controls (n=53). The psychiatric group produced
significantly more ineffective and irrelevant means than the controls when given social meansends problems or when required to generate alternative solutions. O n both emotional (the
individual's ability to deal with negative affective states, e.g., anxiety or depression) and social
problems, the psychiatric group generated fewer solutions and were less able than the control
group to view the problem from the various scenario characters' perspectives. The two groups
did not differ in their sensitivity to the problems, causal thinking, consequential thinking, or their
emotional means-ends.
Siegel, Piatt, and Peizer (1976) examined the social problem-solving ability in adolescent
and adult psychiatric patients in comparison to non-psychiatric controls. These researchers
furthered previous studies b y examining the link between intelligence (IQ), social problemsolving and emotional problem-solving. IQ was significantly related to emotional and social
problem-solving ability for adults but only to emotional problem-solving for adolescents. Using
IQ as a covariate, both adult and adolescent psychiatric patients had significantly poorer social
problem-solving skills than the normal controls; however there was no difference between
groups in emotional problem-solving. The authors suggest that emotional problem-solving may
require a greater ability to abstract, thus explaining its relationship to IQ. Social problemsolving, on the other hand, requires more objective knowledge, as society dictates what solutions
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and behaviors are acceptable.
Specificity
Results indicate psychiatric patients to have social problem-solving deficits (Piatt &
Spivack, 1972; Piatt et al., 1974; Siegel et al., 1976). However, these studies have led to
controversy over the specificity o f social problem-solving deficits in depressed individuals.
Haley (1985) examined the social skills and perceived social ability o f 30 females (10 clinically
depressed, 10 psychiatric controls, and 10 non-depressed non-psychiatric controls) using a roleplay method. Haley (1985) found that social skill deficits were not specific to depression alone,
but typical of psychopathology in general. However, depressed individuals perceived their recent
and optimal behavior as significantly worse than either the psychiatric controls or the nonpsychiatric controls. Haaga, Fine, Roscow Terrrill, Stewart, and Beck (1995) concluded that
both depression (non-clinical) and anxiety are related to problem-solving deficits, mdicating
problem-solving deficits are not specific to depression. It is important to note that the deficits
were found solely in the problem orientation stage and not in problem-solving skills themselves.
These findings are not consistent with the majority of the research literature (to be discussed
below), which suggests that depressed individuals have difficulty across several stages o f the
problem-solving process.
Marx et al. (1992) also concluded that both clinically depressed and anxiety disordered
adults experience problem-solving deficits. This study included 20 participants with major
depression, 17 anxiety disordered clinical controls, and 20 non-depressed controls. Both the
depressed and anxiety disordered participants generated significantly more irrelevant means, less
effective strategies, and fewer alternate solutions, and recognized fewer obstacles than the non-
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clinical controls. However, the depressed individuals were significantly worse at developing
effective strategies than either the anxiety disordered or the non-clinical control group. The
authors concluded that although both groups exhibit problem-solving deficits, the deficits exist at
different stages o f the problem-solving process. A s in Marx et al.'s (1992) study, Rudolph et al.
(1994) concluded that both anxiety disordered and depressed individuals have difficulties with
social problem-solving skills, but that having depressive symptoms was a significant predictor o f
more hostile and less sociable strategies, while having anxiety symptoms was a significant
predictor o f less hostile strategies. A s with Marx et al. (1992) this suggests that deficits in social
problem-solving are not specific to depression but that the deficits experienced are different from
those anxiety disordered individuals experience.
Summary
Although there is conflicting evidence as to whether social problem-solving deficits are
specific to depression, evidence suggests that those suffering from a psychopathology, including
depression, will suffer from social problem-solving deficits (Haley, 1985; Haaga et al., 1995;
Marx et al., 1992). There is a need for continued investigation into this area, as the literature also
suggests that within the problem-solving process depressed individuals may have deficits which
differ from other pathologies. Continued research may highlight the differences among these
deficits more clearly.
Social Problem-Solving Ability and Depressed Adults
A s in most research examining depression, the majority of research in the area o f
depressed individuals' social problem-solving ability focuses on adults. Given the limited
research in the area of social problem-solving ability and depressed adolescents, it is useful, and

41

necessary, to examine the results in the adult literature. In general, results o f studies examining
social problem-solving skills suggest that depressed adults do have deficits in their social
problem-solving ability. Evidence for such deficits has been found in both clinical and high
symptomatology groups.
Gotlib and Asarnow's (1979) examination o f undergraduates suffering from clinical
depression (n=10) versus high levels o f symptomatology (n=20) (compared to clinical; n=8, and
nonclinical control groups; n=20) is one o f the most widely cited studies in the area o f depression
and social problem-solving. It has been given much consideration in the literature as it is one o f
the first studies which specifically investigates social problem-solving skills and depression. A s
well, the study makes useful comparisons o f clinical and nonclinical populations, and examines
both impersonal and interpersonal problem-solving. Furthermore, the study includes analysis o f
specific aspects o f the social problem-solving process, thus offering insight into depressed
individuals' specific social problem-solving deficits. However, it is important to note that the
only measure reportedly used to assess the clinically depressed group was a self-report measure
of depression, more useful in indicating level o f depressive symptomatology. A s well, the same
cutoff score for this measure was used for the high symptomatology group and the "clinical"
group. Therefore mterpreting results in terms o f a clinical population is unwarranted.
Results indicated that the "clinical" group in comparison to the clinical control group and
high level symptomatology group in comparison to the low symptomatology group generated
fewer relevant means, more irrelevant means, no means and no-response answers and elaborated
less on their generated means. A s well, both groups o f depressed adults achieved lower
relevancy scores in comparison to their counterparts. These results were confirmed b y the
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significant correlation between higher scores on the self-report depression measure and lower
scores on the social problem-solving measure. That is, those with higher scores on the
depression measure had fewer relevant means, fewer enumerations, a lower percentage o f
enumerated means, more irrelevant means, no means, no response answers and a lower relevancy
score.
Nezu and Ronan (1985) ftirthered Gotlib and Asarnow's (1979) study in their
examination o f the relationship between life stress, level o f depression and perceived social
problem-solving in 205 undergraduates. Results revealed social problem-solving to have a
significant direct effect on ones level o f depressive symptomatology. The poorer one's perceived
social problem-solving, the higher their level o f depressive symptomatology. Nezu and Ronan's
(1985) study is a useful addition to the literature in this area as it examines a much larger sample
than investigated b y Gotlib and Asarnow's (1979) and clearly uses a non-clinical population.
Similar findings were revealed in Marx and Schulze's (1991) study o f social problemsolving ability in 40 university students experiencing high versus low depressive
symptomatology. In seven o f eight problem scenarios presented, those exMbiting high
depressive symptomatology produced more ineffective strategies (e.g., offering no solution or
having no intention o f doing anything) than the non-depressed group. Marx and Schulze (1991)
used specific cutoff scores to determine the high and low level o f depressive symptomatology
groups, excluding those scoring in the mid-range from analysis. Such group divisions were not
clearly included in either Gotlib and Asarnow's (1979) or Nezu and Ronan's (1985) studies.
Excluding those scoring in the mid-range allows for a clearer comparison and more valid analysis
between those suffering from depressive symptomatology and the 'normal' population.
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Similar to Marx and Schulze (1991), Marx et al. (1992), as discussed in a previous
section, found that clinically depressed adults have a significant problem-solving deficit.
Depressed and anxiety disordered participants generated significantly more irrelevant means, less
effective strategies, fewer alternative solutions and recognized fewer obstacles than the
nonclinical controls. The depressed group was significantly worse than the clinical control group
in developing effective strategies only. In a second study, Marx et al. (1992) examined depressed
adults' problem-solving ability in real-life problems (participants' own interpersonal problem).
The depressed and clinical control group exhibited less effective actual solutions to real-life
interpersonal problems than the non-clinical control group. However, the depressed group was
less able to generate effective ideal solutions to these problems than either the clinical or nonclinical control group. The authors conclude that although both clinical groups suffered from
problem-solving deficits it is possible that these deficits exist in different parts o f the problemsolving process.
Although several studies' results differ from the above findings, that depressed adults
exhibit significant social problem-solving deficits, these studies have various methodological
problems which limit the generalizability o f their results. Doerfler et al.'s (1984) study is one o f
the most cited studies that has provided evidence suggesting that depressed adults do not have
social problem-solving deficits. Doerfler et al. (1984) found that thirteen depressed women did
not differ significantly from fifteen non-depressed women in their generation o f means, no
means/ irrelevant means, number o f obstacles, or elaborations o f means. O f importance to
recognize is the small sample used in this study and the fact that no male subjects were
examined. Because females are considered better problem solvers (Caplan et al., 1991; Murphy
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& Ross, 1987), in general, results may not be generalizable to depressed males.
Zenmore and Dell (1983) found that although depression proneness, or one's "tendency
to become depressed," was significantly negatively correlated with the number o f relevant means
generated, number o f enumerations, and relevancy ratio, and was positively correlated with the
number o f no means on the M E P S , level of depression was not significantly related to these
factors. Based on these results, the authors suggest that poor social problem-solving skills are an
antecedent to depression but do not co-exist with depression. The method o f assessing
depression proneness is questionable, with the participants being asked to rate how often, how
long, and how deeply depressed they become in comparison to others. Such a subjective measure
may not adequately reveal an individual's tendency to become depressed.
Blankstein et al. (1992) used the Beck Depression Inventory (BDI; Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961) and a revised version o f the M E P S to examine the social
problem-solving ability of 36 university students experiencing high and low depressive
symptoms. Contrary to many of the other studies completed in this area, Blankstein et al. (1992)
found that depressed and non-depressed students did not differ in their interpersonal,
intrapersonal or emotional problem-solving ability. However, depressed adults were more likely
to generate means with negative outcomes. This study used a disproportionate number o f female
participants. A s discussed above, a limited male sample limits the generalizability o f the results
and the validity o f the conclusions because females have been shown to be better problem
solvers than males (Caplan et al., 1991; Murphy & Ross, 1987).
M a y o and Tanaka-Matsumi's (1996) study of 13 depressed and 15 non-depressed adults'
social problem-solving skills offers results that only partially differ with the literature in this area.
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Depressed adults generated as many effective solutions as non-depressed adults. However, the
depressed adults generated more emotion-focused (e.g., "emotional discharge, seeking emotional
support and bolstering morale") and fewer problem-focused solutions (e.g., "information
seeking, taking specific actions") than the non-depressed adults. Social problem-solving was
assessed using an informal tliink aloud method; therefore there were no psychometrics presented
for this method, making it unclear whether this is a valid measure of social problem-solving
ability. Secondly, the sample was fairly limited and, as in Doerfler et al. (1984) and Blankstein et
al. (1992), the study included an over-representation o f females in the dysphoric group, thus
limiting the generalizability and validity o f the fmdings.
Summary
Results indicate depressed adults have significant deficits in their social problem-solving
skills. In particular the research suggest difficulties in the areas of generating alternative means,
relevant means, irrelevant means, no means, no-response answers, elaboration of means (Gotiib
& Asarnow, 1979) and developing effective means on means-ends problems (Marx & Schulze,
1991; Marx et al., 1992). Several studies which report results contrary to these findings have
methodological problems, including poor sample distribution. Therefore results o f these studies
have limited generalizability.
Social Problem-Solving and Depressed Children
The results across studies examining depressed childrens' social problem-solving ability
are fairly consistent, suggesting that children experiencing high levels o f depression have
difficulty successfully problem-solving in social situations. Sacco and Graves (1984) examined
the social problem-solving ability o f 40 children aged nine through eleven (taken from a pool o f
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350 students), with 20 students exhibiting high levels o f depressive symptomatology and 20
showing low levels. Results indicated that the depressed children performed significantly poorer
than the non-depressed children on primary means-ends problem-solving. Primary means-ends
problem-solving is the cognitive process o f moving from a desired goal to the implementation or
resolution o f the problem. Therefore, consideration o f alternative solutions, consequences o f
solutions, and anticipation o f obstacles are all involved in this process. Similarly, Rudolph et al.
(1994) investigated the social problem-solving ability o f non-clinically depressed children. O f
the initial 161 participants, 61 students were included in the low symptomatology group and 57
were included in the high symptomatology group. Depressed children performed significantly
worse than non-depressed children on all aspects o f a conflict negotiation task including,
conflict-negotiation competence ("persistence in problem-solving efforts, positive assertiveness,
positive conflict management, and general social competence"), affect regulation, dyadic quality
("conflict or friction between peers, collaboration, problem-solving competence of the dyad, and
mutuality/ reciprocity"), and the peer's reaction to their partner.
Mullins et al. (1985) in their study o f 134 children aged 9-12 years found that nonclinically depressed children generated significantly more irrelevant means to social situations
than non-depressed children. However, no significant relationship was determined between
depression and the total number o f relevant alternatives or relevant means generated. The
significance o f the correlation between depression and the total number o f irrelevant means
generated in social situations (r= .16, p<.05) is statistically significant but small when
considering practical significance. Therefore, the results should be interpreted with caution.
Doerfler et al. (1984) generated the same conclusions from these results.
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A recent study reported by Goodman et al. (1995) examined social problem-solving as a
mediator between stress and depressive symptomatology (as suggested in Nezu's, 1987,
pluralistic theory o f depression), in 50 participants, aged eight to twelve years. Although the
number o f alternative solutions generated was not significantly correlated with level o f
depression, the effectiveness o f these solutions and negative life events were each negatively
correlated with depression (i = -.51, p<.001; r = -.58, p<.001, respectively). Therefore, when
controlling for level o f stress, participants who generated ineffective solutions reported
significantly higher levels o f depressive symptomatology than those who generated effective
solutions. Regression analysis revealed that 33% of the variance in the depression scores was
accounted for b y negative life stress and 55% was accounted for when effectiveness o f solutions
was added to the model. In fact, 73% o f the variance in self-reported depression was accounted
for b y negative life stress and the interaction o f effectiveness o f alternative solutions and negative
life stress (effectiveness o f solutions alone was not a significant predictor o f depression in this
final model). Therefore, children who were effective problem-solvers and experienced high
levels of stress due to negative life events reported higher rates o f depressive symptomatology
than participants who were effective problem solvers but suffered lower levels o f stress due to
negative life events. These results offer ftirther support to the interactional model proposed b y
Nezu (1987), suggesting that social problem-solving and negative life stress together are
significant predictors of depression.
Summary
The results in the area o f depressed children's social problem-solving skills are not as
consistent as the adult literature in this area. However, the above research suggests that
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depressed children do have social problem-solving difficulties. The aspect o f the problemsolving process where these deficits exist remains unknown primarily due to the limited studies
in this area using child populations. The limited number o f studies using child samples makes it
difficult to draw clear conclusions and even more difficult to draw comparisons between the
child, adolescent and adult literature.
Social Problem-Solving and Depressed Adolescents
Studies examining depressed adolescents' social problem-solving skills are limited in
number (Joffe et al., 1990), with "links between interpersonal behavior deficits and depression in
adolescence" receiving little attention (Marton et al., 1993). Several studies have specifically
examined depressed adolescents' social problem-solving, with three o f these studies examining
clinically depressed populations. Joffe et al. (1990) compared the social problem-solving skills
of depressed, conduct-disordered and normal adolescents.

Participants were 27 adolescents

(nine per group) aged thirteen through seventeen. Diagnosis o f conduct disorders and depression
were based on the DSM-III criteria. Severity o f depression was assessed using the Child
Depression Inventory (CDI; Kovacs, 1979). Social problem-solving was measured using both
the M E P S and the Social Problem-Solving Interview (SPSI; Connolly, 1989a). The SPSI
examines the generated solutions and perceived outcome o f these solutions as well as
distmguishing the type o f solution as either aggressive, active-positive or passive. Joffe et al.
(1990) suggest this measure allows for a more detailed analysis than the M E P S . Results revealed
that the conduct-disordered adolescents produced significantly fewer relevant means and
"perceived" significantly fewer obstacles on the M E P S than the depressed and control group.
The only significant effect found when analyzing the responses on the SPSI was that the conduct
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disordered adolescents employed significantly fewer assertive solutions than the depressed
adolescents and control group. It is important to note that on both the M E P S and the SPSI no
significant differences were found between the depressed and non-depressed control group.
Although a useful study, being one o f the few focusing on the area o f adolescent depression and
social problem-solving skills, there are concerns with the methods used. The researchers used a
limited sample size, including only nine participants in each group for analysis. With such a low
sample size the conclusions must be interpreted with caution.
Marton et al. (1993) also studied the social problem-solving, social understanding and
social self-evaluation o f clinically depressed adolescents (n=38), psychiatric controls (n=31) and
non-psychiatric controls (n=34). Depression was assessed using the K i d d i e - S A D S ( K - S A D S ;
Puig-Antich & Chambers, 1978) and the Hamilton Depression Rating Scale (Hamilton, 1960).
Social problem-solving was measured using the SPSI and self-perceived competence was
assessed using the Adolescent Self-Perception Profile (Harter, 1988). Results indicated that
although the depressed adolescents had a significantly lower self-concept than either o f the
control groups, there were no significant differences between the depressed and control groups in
terms o f their social problem-solving skills. The authors conclude that in fact it is the depressed
adolescents' negative self-concept that impedes successful social relationships and not social
problem-solving or their ability to perspective take. Such conclusions concur with Beck's (1967)
cognitive theory o f depression.
Marton et al.'s (1993) sampling procedure could lead to an ineffective examination o f
group differences. If a participant were classified as emotionally or behaviorally disordered on
the K - S A D S and achieved a 16 on the Hamilton (cutoff score is 17) the participant was included
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in the psychiatric control group, even though they are experiencing high levels o f depressive
symptomatology, just not high enough to be included in the depressed group. A more useful
examination would be to have participants in the psychiatric control group who scored at the
lower end o f the Hamilton. This would require screening a larger sample and thus choosing, for
example, those who scored in the lowest and highest third on the Hamilton.
Siegel and Griffin's (1984) study of 99 twelve to eighteen year olds examined the
relationship between stressful life events, attributional style and social problem-solving in nonclinically depressed adolescents. N o significant correlations were evident between social meansends thinking and depression. However, a small but significant relationship (r = .21, p=.004)
between depression and the generation o f irrelevant means was revealed on the dating problem
situation. However, the generation of irrelevant means on the dating scenario accounted for only
4% of the variance in depression. Siegel and Griffin (1984) concluded that depressed
adolescents are aware o f successful social problem-solving solutions but do not implement these
strategies in real life situations. Doerfler et al. (1984), based on the same data as Siegel and
Griffin (1984) reported no significant differences in the depressed and non-depressed groups
ability to generate relevant means, and irrelevant means on both social and emotional problems.
Adams and Adams (1991) offer support that depressed adolescents have social problemsolving deficits. The authors examined the relationship between negative life events, problem
solutions and level of depressive symptomatology in 135 tenth graders who completed the
Reynolds Adolescent Depression Scale ( R A D S ; Reynolds, 1987) and the Problem Solving
Alternative Scale ( P S A S ; Adams & Adams, 1991). The P S A S required adolescents to rate their
likelihood o f using eleven possible solutions to various interpersonal problems including parental
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break up, loss o f a friend, and a drop in grades. Results indicate that adolescents with high levels
o f depressive symptomatology choose negative solutions to their interpersonal problems more
often than adolescents with low levels o f depressive symptomatology. Participants with high
levels o f depressive symptomatology rated "get loaded on drugs/ alcohol" more often across the
three problems than the low symptomatology group. O n the loss o f friend scenario, which is
particularly related to social problem-solving, depressed adolescents rated less constructive
solutions such as staying away from others, as well as hurting to drug and alcohol intoxication
significantly more often than their non-depressed counterparts. Similar trends o f choosing less
constructive choices were exhibited on the parental breakup and the drop in grades scenarios.
Adams and Adams (1996) completed a similar study to Adams and Adams (1991) but
examined 80 adolescent psychiatric patients (41 were exhibiting high levels o f depressive
symptomatology and 39 were exhibiting low levels). Adams and A d a m s ' (1996) study lends
support to the results o f Adams and A d a m s ' (1991) finding that adolescent psychiatric patients
experiencing high levels o f depressive symptomatology also interpret life events more negatively
and choose negative solutions to problems more often than non-depressed adolescents.
Summary
Given the limited amount of research into depressed adolescents' social problem-solving
skills there is a need for controlled and detailed research in this area. Research with this
population is particularly necessary due to the lack o f research, methodological problems, and
poor sampling procedures used in several o f the current studies. Results in the adult and child
literature would suggest that social problem-solving deficits do exist in adolescents. However,
adolescence being a separate developmental period, unique both in the social domain and in the
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manifestation o f depression, it is necessary to confirm this using an adolescent sample.
Gender Differences in the Social Problem-Solving Skills o f Depressed Individuals
A s in the general area o f social problem-solving, there has been little research into the
gender differences o f depressed individuals' performance on social problem-solving tasks.
Given the clear distinction between the prevalence o f depression between the genders, as well as
gender differences in problem-solving ability in general, it is quite possible gender differences do
exist in depressed individuals for interpersonal problem-solving ability. However, the few
studies that do examine or analyze possible gender effects do not reveal an interaction between
depression level and gender on problem-solving ability. Rudolph et al. (1994) found no
significant interaction between depression and gender in terms o f the child's social problemsolving skills but did find that boys chose significantly more hostile and fewer socially
acceptable social problem-solving strategies than girls. Similar to this finding, Sacco and Graves
(1984) found that there was not a significant interaction between gender and perceived
interpersonal problem-solving skills for depression level, nor a significant main effect o f gender.
A s well, Goodman et al. (1995) found no gender differences in depressed children's ability to
social problem-solve. N o studies have examined, as a primary research objective, the possible
interactional effect that gender and depression level may have on social problem-solving ability.
Given the paucity of research examining gender differences in depressed individuals'
social problem-solving ability, it is necessary to examine these possible differences in depth. A s
the current research in each area separately suggests substantial gender differences do exist, an
interaction between gender and depression for social problem-solving ability is a reasonable
outcome to examine.
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Perceived Social Problem-Solving Skills and Depression
Social problem-solving can be studied from several perspectives, mcluding knowledge o f
problem-solving, actual enactment o f problem-solving behavior and self-report o f problemsolving abilities. Negative self-perceptions o f social problem-solving skills can be viewed as a
deficit in the social problem-solving process. It is important, according to D'Zurilla and Nezu
(1982), as part o f the Problem Orientation stage, for the problem solver to believe they are
capable of solving problems. The research suggests that depressed individuals have a low selfperception of their problem-solving abilities (Flett & Johnston, 1992; M a y o & Tanaka-Matsumi,
1996; Nezu, 1986; Sacco & Graves, 1984; Sadowski & Kelley, 1993). Therefore depressed
individuals do have some level o f social problem-solving deficit, present at the Problem
Orientation stage o f the process. Such negative self-appraisals concur with Beck's (1967)
cognitive theory o f depression where depressed individuals have negative schema leading to
negative views of oneself.
Nezu (1986) examined perceived problem-solving in 268 undergraduates. Participants
who reported high levels o f depressive symptomatology reported themselves to be less confident
in their problem-solving ability, to have less self-control o f the situation and be less active and
systematic in problem-solving than those reporting low levels o f depression. Furthermore, one's
confidence in their problem-solving, their approach versus avoidance style, and their feelings o f
control in problem situations, accounted for 51% of the variance in depression scores. Such
results suggest these factors to be significant predictors o f self- reported depression. Similar
findings were found in a second study which followed the same procedure but examined the
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perceived problem-solving ability o f a clinical population, using 25 participants (Nezu, 1986).
Mayo and Tanaka-Matsumi (1996) found that depressed individuals perceived their social
problem-solving ability as significantly worse than non-depressed individuals even though the
depressed and non-depressed individuals generated the same number o f effective solutions.
Further investigations into perceived social problem-solving skills have been completed
using child and adolescent populations. These studies also conclude that depressed youngsters
have poor perceptions o f their social problem-solving skills (Sacco & Graves, 1984; Sadowski &
Kelley; 1993). Sacco and Graves (1984) found that depressed children rated themselves poorer
than non-depressed participants on questions related to their
solving performance, and how they felt their performance
did not differ on their

satisfaction with their problem-

compared to their peers. The groups

evaluation o f their own performances.

Sadowski and Kelley (1993) compared the perceived social problem-solving skills o f 30
adolescent suicide attempters to 30 psychiatric and 30 non-psychiatric controls, aged 12 to 18
years. Perceived social problem-solving was assessed using the Social Problem-Solving
Inventory (D'Zurilla & Nezu, 1990). Results indicated that those who attempted suicide reported
having poorer social problem-solving skills and poorer problem orientation as well as having
more difficulty generating alternative solutions to problems than either the psychiatric and nonpsychiatric control groups. Although the above results were specific to suicide attempters, both
the attempters and the psychiatric controls reported poorer decision making skills than the nonpsychiatric controls. This study is important to the area o f adolescent depression as depression is
a common mental health problem among suicidal adolescents (Reynolds & Mazza, 1994).
Results which oppose the notion that depressed individuals suffer from deficits in their
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perceived problem-solving ability are put forth by Priester and C l u m (1993). This longitudinal
examination of freshmen's self-perceived problem-solving skills found no significant direct
relationship between perceived problem-solving and depression, hopelessness or suicidal
ideation. The authors suggest that these results may oppose those o f other studies because
perceived problem-solving was entered into the regression analysis second, after prestress levels
o f the three dependent measures was entered, thus placing a "stricter statistical demand" on the
problem-solving variable. It is important to note that a significant interaction between stress and
one's confidence in problem-solving did predict depression (higher stress levels and low
confidence predicted increase in depression as well as hopelessness and suicidal ideation).
Two o f the studies discussed in this section have examined possible interactions in
perceived social problem-solving ability between gender and depression. Sacco and Graves
(1984) found no significant main effect of gender or interaction effect o f gender and depression
for children's perceived social problem-solving. Nezu (1986) reported similar findings but with
adult populations. Research examining such interaction effects in an adolescent sample would be
useful.
Problem-Solving Self-Efficacy
Although considered a separate construct, social self-efficacy is related to one's
perception o f their social skills being defined as, "an individual's judgements about how wellthat is efficiently and effectively- he/she will deal with specific situations in future time"
(McFarlane, Bellissimo, Norman, & Lange, 1994, p. 604). Connolly (1989b) suggests there is
little known about the social self-efficacy o f adolescents due to the under examination o f
adolescent social competence. Connolly's (1989b) research suggests that adolescent females
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have a higher social self-efficacy than adolescent males, including when both genders are
emotionally disturbed. However, those adolescents experiencing emotional disorders have been
shown to have lower social self-efficacy than non-disordered adolescents (Connolly, 1989b).
McFarlane et al. (1994) indicate self-efficacy to be a "central construct" in depression
from the cognitive-behavioral standpoint, due to perceptions o f limited control (low self-efficacy)
which may cause the development o f depressive symptoms. McFarlane et al. (1994) examined
the roles o f social stress, social self-efficacy and social support in depression in a sample o f 648
adolescents (338 males and 310 females) taking grade ten non-university preparation courses
from eleven different high schools. Depression and the social factors were assessed twice during
the school year, at a sixth month interval. Self-efficacy was assessed using the Adolescent Social
Self-Efficacy Scale ( A - S S E ; Connolly, 1989b). Results indicated significant group differences.
Those who were depressed at both times had the lowest social self-efficacy scores, and those who
were depressed at time one and not at time two exhibited the next lowest social self-efficacy
scores. The participants who were non-depressed at both times had the highest social selfefficacy scores, while those who were depressed at time two, but not at time one, had the next
highest social self-efficacy scores. Such findings suggest social self-efficacy to be related
significantly to depression. O f interest is i f similar results would be found when examining
problem-solving self-efficacy in depressed adolescents, as opposed to the more general social
self-efficacy.
Summary
Although social problem-solving deficits are not specific to depression, there is evidence
that depressed individuals suffer from different deficits in the problem-solving process than those
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suffering from other pathologies. Research supports that depressed individuals o f all ages
perceive themselves as poor problem-solvers. However, social problem-solving treatment
programs have shown mixed results in terms o f success in treating depression and the research
examining the social problem-solving ability o f depressed individuals has not shown consistent
results.
Results indicate depressed adults have significant deficits in their social problem-solving
skills. Specifically, deficits have been shown in the areas o f generating alternative solutions,
relevant means, irrelevant means, no means, no-response answers, elaborating means (Gotiib &
Asarnow, 1979) and developing effective means for social problems (Marx & Schulze, 1991;
Marx et al., 1992). Although not as conclusive due to the limited number o f studies, evidence
also supports social problem-solving deficits in depressed children. Only a limited number o f
studies have researched the area of depressed adolescents' social problem-solving. Conflicting
evidence in results suggests there is a need for further research in this area examining this
developmental period.
Gender differences in depressed individuals' social problem-solving ability have been
given little attention in the literature. The studies that have been completed suggest gender and
depression do not interact to have a combined effect on social problem-solving ability.

Given

the research in the area o f depression and social problem-solving suggests gender differences do
exist for each construct, there is a need for further examination to determine i f there is an
interaction effect o f depression and gender on social problem-solving ability.
Summary
Depression is recognized as a leading mental health problem among adolescents.
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Adolescent depression is an important area o f continued study, due to possible differences in the
disorder at this age period, the high prevalence o f the disorder in adolescents and the emergence
of gender differences in prevalence rates at this age. Depression is reflected in dysfunction in
cognitive, affective, motivational, somatic/ vegetative and interpersonal domains.

Interpersonal

difficulties include peer rejection, withdrawal from social life, and decreased social competence.
Social problem-solving is directly related to social skills, as it regulates an individual's social
competence. Theories related to social problem-solving suggest that individuals who have
difficulty at any stage of the social problem-solving process may have difficulty with peer
relationships. Theories o f depression suggest that depressed individuals may have difficulties at
various stages o f the social problem-solving process.
The literature indicates depressed individuals perceive themselves as poorer social
problem-solvers. However, the results examining the actual social problem-solving ability o f
depressed individuals have not been as consistent. Results indicate depressed adults to have
significant deficits in their social problem-solving skills. The child depression literature has not
presented such a consistent picture of social problem-solving deficits. This may be due to the
limited amount o f research in this area. The research completed in the area o f depressed
adolescents' social problem-solving has also been limited. Conflicting results and
methodological problems suggests a need for further research to examine social problem-solving
in this unique developmental period.
Evidence supports that females are more successful at social problem-solving than males.
Likewise, adolescent females are more likely to be depressed than adolescent males. However,
there has been little examination into possible gender differences in depressed individuals' social
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problem-solving skills, particularly with adolescent populations. Given a gender and depression
interaction has not been examined as a primary research objective, this is an area o f needed
research.
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CHAPTER 3
Statement o f Problem
Adolescence is considered an important, but understudied, period o f development to
examine in terms of social ability, due to the developmental differences present between this
population, children and adults (Lenhart & Rabiner, 1995). Research into adolescent depression,
in particular, is essential due to the increase in prevalence in this disorder during this age-period
(Angold & Rutter, 1992).
Although research has established that depressed individuals suffer from social skill
deficits, there is still little understanding concerning the specific social skills deficits. Social
problem-solving, being a component o f social competence, has been given some support as an
area of deficiency in depressed individuals. Examination of the social problem-solving ability o f
adolescents is important due to the limited number o f studies completed in this area with this
population (Joffe et al., 1990; Marton et al., 1993).
The examination o f possible gender effects and the interaction o f depression and gender
on social problem-solving ability are also warranted. The significantly higher prevalence rate o f
depression in females, which is first evident in early adolescence (Hammen & Rudolph, 1996,
Nolen-Hoeksema & Girgus, 1994; Reynolds & Johnston, 1994) and the significantly better
problem-solving ability o f females, in general (Caplan et al., 1991; Murphy & Ross, 1987; Rubin
& Krasnor, 1983; Rudolph et al., 1994) suggest an interactional effect o f depression and gender
may exist. Therefore, this study will examine the effects o f depression and gender on depressed
adolescents' social problem-solving ability.
This study will help further the understanding o f adolescent depression, and the
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relationships social skill deficits have to this disorder. In particular, this study will offer insight
into the problem-solving deficits depressed adolescents may have, highlighting the specific areas
o f the problem-solving process where these difficulties exist, and whether depressed males and
females exhibit different deficits. If results determine that depressed individuals have social
problem-solving deficits, it can be concluded that poor interpersonal relationships, social skills
and problem-solving skills are not merely due to behavioral or enactment problems in depressed
adolescents, but reflect difficulties at a cognitive processing level. Differences in problemsolving deficits between depressed males and females will add to the growing understanding o f
gender differences in depression.
Primary Study Hypothesis
Based on the premise that there will be a significant main effect in social problem-solving
ability for level of depressive symptomatology and gender, the following hypothesis is put forth:

There will be a significant interaction in social problem-solving ability between gender and
depressed and non-depressed adolescents

(See Figure

1).

Specifically, non-depressed adolescent females will be better problem-solvers than nondepressed adolescent males, while depressed adolescent females will not differ in their social
problem-solving ability from depressed adolescent males. The specific domains o f social
problem-solving ability which will be examined include: relevancy o f means (relevancy means,
irrelevant means, no-means), accuracy o f problem identification, the generation of alternatives
(number o f solutions, solution quality, quality of best solution), and consequential thinking
(number o f consequences, quality o f consequences, quality o f most likely consequence). These
domains are discussed further in the scoring section o f Chapter 4.

6 2

Rationale
It is well established that adolescent females over the age o f thirteen/ fourteen exhibit
higher prevalence rates o f depression and depressive symptomatology than males (Angold &
Rutter, 1992; Hammen & Rudolph, 1996; Nolen-Hoeksema & Girgus, 1994; Petersen et al.,
1991; Reynolds & Johnston, 1994; Whitaker et al., 1990). Females have also been shown to be
significantly better problem-solvers than males (Caplan et al., 1991; Murphy & Ross, 1987;
Rubin & Krasnor, 1983; Rudolph et al., 1994). Rudolph et al. (1994) concluded that females
endorse more socially acceptable strategies and fewer hostile solutions than males. Other studies
have supported these findings that females generate fewer hostile solutions than males (Caplan et
al., 1991; Rubin & Krasnor, 1983). Similarly, females have been shown to generate significantly
more effective solutions (Caplan et al., 1991; Murphy & Ross, 1987), more alternative solutions
(Rubin & Krasnor, 1983) and more cooperative solutions than males (Caplan et al., 1991).
Adams and Adams (1991) and Siegel and Griffin (1984) provide support that depressed
adolescents have social problem-solving deficits. Similarly, depressed adults, both clinical and
non-clinical samples, have been shown to have significant deficits in their social problem-solving
ability (Gotiib & Asarnow, 1979; Marx & Schulze, 1991; Marx et al., 1992; Nezu & Ronan,
1985). Similar results have been found in depressed children (Goodman et al., 1995; Mullins et
al., 1985; Rudolph et al., 1994; Sacco & Graves, 1984) suggesting that depressed children also
have social problem-solving deficits.
Research examining the combined effect o f gender and depression on social problemsolving ability has been limited. Studies which have been completed in this area have found no
interactions between these variables (Goodman et al., 1995; Rudolph et al, 1994; Sacco &
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Graves, 1984), but none have been completed with an adolescent population, and no study has
examined a possible gender by depression interaction as a primary research question.
Secondary Research Questions
Question 1
Based on the assumption there will be significant main effects for both gender and
depression for perceived problem-solving effectiveness the following question is put forth:

Is there a significant interaction between level of depression and gender in adolescents'
perception of problem-solving effectiveness?
Rationale
Research suggests depressed individuals have lower perceived problem-solving ability
(Flett & Johnston, 1992; Mayo & Tanaka-Matsumi, 1996; Nezu, 1986; Sacco & Graves, 1984;
Sadowski & Kelley, 1993) than non-depressed individuals. Studies examining the interaction in
perceived social problem-solving between gender and depression, using child and adult samples,
have not found significant results (Nezu, 1986; Sacco & Graves, 1984). However, examination
o f such an interaction using an adolescent population would be useful.
Question 2
Based on the assumption there will be a significant main effect o f gender and depression
on problem-solving self-efficacy the following question is put forth:

Is there a significant interaction between level of depression and gender in problem-solving
self-efficacy in adolescents?
Rationale
Adolescent females have been shown to have a higher level o f social self-efficacy than

64

adolescent males, in both the general population and with emotionally disordered adolescents
(Connolly, 1989b). Emotionally disordered adolescents have been shown to have lower levels of
social self-efficacy than non-disordered adolescents (Connolly, 1989b). Likewise, depressed
adolescents have been shown to have lower levels of social self-efficacy than non-depressed
adolescents (McFarlane et al., 1994). Therefore, it is useful to examine differences in selfefficacy for problem-solving across gender and depression levels.
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CHAPTER 4
Method
Participants
Participants were 61 students from four high schools and included 26 females and 11
males in the low depressive symptomatology group, and 19 females and 5 males in the high
depressive symptomatology group. Participants were drawn from a larger sample o f 432
secondary students attending grades eight through twelve in the Lower Mainland o f British
Columbia. The larger sample included 265 females and 165 males (N = 432) and ranged in age
from 13 to 20 with a mean age of 16.91 years. 265 females and 165 males participated (two did
not report their sex). Table 1 reports the descriptive statistics for this initial sample, while Table
2 describes the descriptive characteristics o f the final sample used in this study.
Written parental permission was required for all participants unless they were o f legal
age. Consent from participants was also required. The participants were from the regular school
classroom. Adolescents with intellectual deficiencies or learning disabilities were not included
in the sample.
T o encourage the return o f permission forms, students who returned completed
permission forms (accepting or declining participation) were entered into a contest to win one o f
two gift certificates for $50.00 each to a music store. Approximately 1200 consents were handed
out to students. 582 were returned, with 453 consenting to participate. 87 were returned
unsigned and 42 did not consent to participate. Therefore the total return rate o f consents was
approximately 49%. O f returned forms the consent rate was 78%.
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Table 1
Descriptive Characteristics o f Participants in the Initial Sample

Gender

Characteristic

Total

Male

Female

Analysis

N

432

165

265

X (1) = 2 3 . 2 6 , < . 0 0 1

M

15.92

15.92

15.91

t(428) = 0.06, p = ns.

SD

1.42

1.49

1.37

Range

13-20

13-20

13-20

M

10.50

10.45

10.53

SD

1.15

1.21

1.12

Range

8-12

8-12

9-12

Caucasian

55.8

58.0

54.4

East Indian

23.8

24.7

23.4

African American

0.8

0.0

1.2

Hispanic

2.5

3.3

2.0

Asian

9.3

8.7

9.3

Pacific Islands

5.8

4.0

6.9

Other

2.3

1.3

2.8

2

E

Age (years)

Grade
t(414) = -0.80,p = ns.

Ethnicity (%)
X (6) = 5 . 0 1 , = ns.
2

E

Reynolds Adolescent Depression Scale

M

59.10

55.38

61.38

SD

13.38

13.06

13.09

% above cutoff

9.7

5.6

12.3

t(419) =-4.57, p < . 0 0 1

X ( l ) = 12.90, p<.001
2

67

Table 2
Descriptive Characteristics o f Participants in the Final Sample

Gender

Male

Female

Analysis

61

16

45

X ( l ) = 13.79, p = <.001

M

16.44

17.00

16.24

t(59) = 1.82, p. = ns.

SD

1.46

1.16

1.51

Range

14-20

14-18

14-20

M

10.98

11.63

10.76

SD

1.01

0.89

0.96

Range

9-12

9-12

9-12

Caucasian

43.9

31.3

48.8

East Indian

31.6

37.5

29.3

African American

0.0

0.0

0.0

Hispanic

8.8

12.5

7.3

Asian

10.5

18.8

7.3

Pacific Islands

1.8

0.0

2.4

Other

3.5

0.0

4.9

Characteristic

N

Total

2

Age (years)

Grade
t(59) = 3.18, p = <.01

Ethnicity (%)
X (5) = 4.01,p = ns.
2

Reynolds Adolescent Depression Scale (Time 2)
M

60.31

57.38

61.36

SD

17.82

15.30

18.68

% above cutoff

39.34

31.25

42.22

t(59) = -0.76, p = ns.

X (l) = 8 ! 7 , p < . 0 1
2

68

Materials
The data collected were part o f a larger study using multiple measures. Only those
measures relevant to this study will be discussed in this section.
Demographic Information (Appendix B)
A n information sheet was used to obtain data on the age, grade, race and gender o f the
student. These data were used to describe characteristics o f the sample and as a basis for group
(gender) selection.
Reynolds Adolescent Depression Scale (Appendix C)
The Reynolds Adolescent Depression Scale ( R A D S ; Reynolds, 1987) is a 30-item selfreport measure which assesses current levels of depressive symptomatology in adolescents aged
thirteen to eighteen. This screening measure uses a four-point Likert scale ("almost never",
"hardly ever", "sometimes", or "most o f the time") and can be individually or group
administered. The higher the score on the R A D S the higher the level o f depressive
symptomatology. A score o f 77 or above is indicative of a level o f depressive symptomatology
associated with clinical levels o f depression.
The standardization sample included 2,460 adolescents, grades seven though twelve
(aged 12 to 18 years), in the U S . The manual details the demographic information for the
standardization sample, suggesting the sample included representative numbers in terms o f race,
gender, age and socio-economic level.
Strong evidence is given in the R A D S manual to support the rehability and validity o f the
measure. In terms o f reliability, the R A D S reports an internal consistency o f .92. The author
cites several other studies offering support for this high internal consistency. Other support for
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the reliability o f the measure includes a strong split-half reliability coefficient (r = .91). A testretest reliability coefficient of .80 was found when 104 adolescents, grades ten and eleven, were
re-administered the R A D S after a period o f six weeks. In a second study when 415 adolescents,
grades nine through twelve, were re-administered the R A D S , after a three month period, a testretest reliability coefficient o f .79 was found.
The manual details strong evidence supporting the validity o f the R A D S , in the form o f
content, criterion-related, construct, and clinical validity. For example, concurrent validity, a
means o f supporting criterion-related validity, was demonstrated in a study comparing the
responses o f 111 adolescents, grades ten and eleven, on the R A D S and the Hamilton Depression
Rating Scale, revealing a correlation coefficient o f .83. Similarly, construct validity was
demonstrated through the satisfactory correlations o f the R A D S with other self-report depression
measures (convergent validity).
Means Ends Problem Solving Procedure (Appendix D)
The Means Ends Problem Solving Procedure ( M E P S ; Piatt & Spivack, 1975) assesses an
individual's ability to generate the steps necessary to solve a problem, beginning at the stage the
problem is identified (Spivack, Shure, & Piatt, 1981). The M E P S presents the adolescent with a
series o f story stems; each details a problematic situation for a target character and presents the
successful resolution o f the problem. The student is required to complete the middle o f the story
b y presenting possible events that could have occurred between the initial problem and the
resolution, to achieve the final goal. The M E P S includes both male and female forms and can be
self-administered or administered b y an examiner. The manual suggests all ten items may be
demanding for youngsters to complete, and therefore suggests only administering three to four
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stories to this population. The present study employed three stories (see Appendix D).
The M E P S can be scored for number o f relevant means, obstacles, enumerations o f
means, time, irrelevant means, no-means responses (see Appendix A for definition o f terms), and
story content. The present research scored responses for the number o f (a) relevant means, (b)
irrelevant means, and (c) no-means, combining the scores for these factors to achieve a relevancy
score (the total number o f relevant means divided b y the sum o f the total number o f relevant
means, irrelevant means, and no means). This score provided a ratio describing the number o f
relevant steps taken towards achieving the specified goal in comparison to the total number o f
steps taken. Therefore the relevancy ratio assessed the adolescents' ability to effectively solve a
problem in a step b y step fashion. Scoring for the ratio is discussed in detail in a later section.
Relevant means, irrelevant means, and no-means were chosen for investigation as they are,
according to Spivack, Piatt, and Shure (1976), the most commonly examined factors in the
literature, therefore allowing for easier comparison o f results. Studies discussed previously, in
the literature review, which examine at least one o f these factors include: Gotiib and Asarnow
(1979), Joffe et al. (1990), Marx et al. (1992), Mullins et al. (1985), Siegel and Griffin (1984),
Zenmore and Dell (1983). Spivack et al. (1976) indicated enumerations to be closely related to
number of relevant means, suggesting there is too much overlap in the constructs to assess both.
A s well, examinations o f obstacles and awareness o f time "seem to be measuring qualities o f
thought not necessarily related to adjustment" (Spivack et al.; 1976, pp. 87-88) and therefore
were not included in scoring criteria for the current investigation.
The psychometrics o f the M E P S have not been well established in the literature (Butler &
Meichenbaum, 1981; Tisdelle & St. Lawrence, 1986), despite the wide use o f this measure
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throughout the literature on social problem-solving. Norms are based on a limited number o f
males and females who are unrepresentative o f the general population, including norms for
groups such as penitentiary inmates and psychiatric patients. Internal consistency coefficients
range from .82 to .84 for males and .80 to .82 for females. However, these reliability tests were
conducted on psychiatric patients, therefore not establishing the measure's reliability in the
general population. Test-retest reliability is poor and again is based on a sample not reflective o f
the general population. For example, 11 college males, with a mean age o f 19.7 years, showed a
test re-test reliability o f .64 when re-administered the M E P S after five weeks (the measure was
self-administered).
The manual discusses several studies supporting the validity o f the measure, including
construct, content, and criterion-related validity. Evidence o f construct validity was presented
through a number o f studies in which people expected to be poorer problem solvers due to poor
levels o f adjustment were differentiated from successful problem-solvers. For example, Piatt and
Spivack (1972) and Piatt et al. (1974) found that psychiatric patients (adult and adolescent,
respectively) achieved significantly lower scores on the M E P S than non-psychiatric controls.
Further evidence o f construct validity for the M E P S is presented in Joffe et al.'s (1990) study.
Joffe et al. (1994) found that conduct disordered adolescents produced significantly fewer
relevant means and fewer obstacles on the M E P S than depressed adolescents and normal controls
and generated fewer assertive solutions on another measure o f social problem-solving, the SPSI.
N o correlations between these two measures were reported. Content validity was demonstrated
through factor analysis, whereby all the M E P S stories load onto a single factor, suggesting that
each story measures the same type o f thinking.
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Although evidence supporting the rekability and validity of the MEPS is limited, this
measure has been widely used throughout the research examining social problem-solving,
particularly in studies examining psychopathology. Therefore the MEPS was administered in
this study to allow for comparisons across the literature. However, due to the limited
psychometrics of this measure a second measure of social problem-solving was used to support
the results found using the MEPS.
Social Problem-Solving Interview- Revised (Appendix E)
The Social Problem-Solving Interview (SPSI; Connolly, 1989a; 1992) assesses social
problem-solving in adolescents. The current study made several revisions to the original SPSI.
The changes made included; 1) adding two new scenarios, 2) making the measure a paper and
pencil task, 3) group administering the measure, 4) not using photographs, and 5) offering
feedback on problem identification.
As originally developed, five problem scenarios dealing with peers (e.g. being laughed at
by one's peers) are presented using black and white photographs as aides. The current study did
not use the photographs and added two new scenarios for a total of seven. The black and white
photographs were not used as they were confusing and often did not correspond with the scenario
correctly. Adding new scenarios allowed for a greater sampling of problem-solving skills
across situations. The SPSI is usually presented orally, on a one-on-one basis; however this
study presented small groups, of approximatelyfiveadolescents, with this measure in a group
administered fashion, using paper and pencil. These changes were made to allow the measure to
be completed by many participants in a short amount oftime.Both the SPSI and SPSI-R use
separate sets of scenarios for males and females, differing in the gender of the characters in the
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scenarios, only. The changes described above are discussed in detail below.
The adolescent was asked to: (a) describe the problem, (b) generate alternative solutions,
(c) select the best solution, (d) describe possible consequences (e) and choose which
consequence was most likely to happen. These tasks assessed the accuracy o f problem
identification, the generation o f alternatives and one's understanding o f consequences.
Specifically, accuracy was assessed by the description given o f the problem. Solution generation
was assessed in terms of total number o f generated solutions, and whether these solutions and the
best solution were: (a) positive-passive, (b) positive-active, (c) solved b y another person, or (d)
violent or vague. Finally, understanding o f consequences was assessed b y the number o f
consequences given and whether the consequence thought to most likely occur was positive or
negative. The two new scenarios (scenario 6 and 7) are presented in Appendix E. One describes
a situation where an adolescent is asked to a movie and is stood-up and the second presents a
problem where a student loses a friend's compact disc player.
Instead o f orally correcting the adolescent i f they described the problem incorrectly,
which is the usual procedure, all participants were given written feedback describing the correct
problem prior to them continuing with the remaining questions for that specific problem.
Specifically, the student was presented with the scenario and asked to define the problem in the
scenario. W h e n they completed this task, a new page was presented on which the scenario was
re-presented along with a correct interpretation o f the problem. The student was then required to
complete the remaining SPSI-R questions. A detailed description of the scoring procedure for
this measure is presented in the scoring section o f this chapter. The processes assessed by the
SPSI/ SPSI-R closely follow D'Zurilla and Nezu's (1982) model o f problem-solving, assessing
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the problem definition, generation o f alternatives, decision making and solution verification
stages.
Rekability and validity data for the original SPSI is limited. Inter-rater rekability has
been shown to range between .81 to .94 (Joffe et al., 1990). Joffe et al.'s (1990) study offered
some evidence o f construct vakdity for the SPSI. Conduct disordered adolescents produced
significantly fewer positive solutions on the SPSI than depressed adolescents and normal controls
and generated fewer relevant means and fewer obstacles on another social problem-solving
measure, the M E P S . N o correlations between these two measures were reported. The SPSI was
created for use with adolescent populations. Although this measure has not been widely used,
two o f the primary studies examining the problem-solving abikty o f clinically depressed
adolescents (Joffe et al., 1990; Marton et al., 1993) have employed it. This measure is
considered a useful addition to this study; as Joffe et al. (1990) suggest this measure offers a
more detailed analysis of social problem-solving abikty than the M E P S . A s wek, the use o f
multiple measures was used to help confirm or validate the results for what may be considered a
"fuzzy" construct.
Problem-Solving Self-Efficacy and Perceived Problem-Solving (Appendix E)
Two additional questions concerning the problem-solving self-efficacy o f the adolescent
and one assessing their perceived problem-solving effectiveness were added to the SPSI-R. The
social problem-solving self-efficacy question was, "If y o u had this problem, how wek do y o u
think y o u would be able to solve it?". This question was presented before and after (pre and
post) the problem identification portion of the SPSI-R. The question was asked twice to
determine whether having feedback on problem identification affected the participant's level o f
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self-efficacy. The perceived social problem-solving effectiveness question was presented after
the Quality of Best Solution question on the SPSI-R asking, "How effective will this solution
be?".
The three questions were presented in the form of a six point Likert-type scale, with a
score of one being considered low problem-solving perceived effectiveness/ self-efficacy and a
score of six being considered high. Further scoring information on these questions will be
discussed in the scoring section of this chapter. Any future reference to the SPSI-R in terms of
administration procedure includes the perceived problem-solving effectiveness and problemsolving self-efficacy as questions.
Procedure
Permission was given by three lower mainland school districts to conduct the study
within their districts. The Research Director or Assistant Superintendent within each district
approached various schools to achieve a list of interested schools. This resulted in the
participation of 4 schools across the three districts. Within each district, meetings were held to
discuss the purpose and procedure of the study with the secondary school administrators and/ or
school counselors. Times to administer the study materials were decided upon at the
convenience of the schools. The researcher and an assistant also met with teachers interested in
participating in the study, at the respective schools, to outline the study.
The researcher and an assistant met with each class individually to hand out consent
forms and explain the project. The consent form detailed the purpose of the study and described
what was required of participants (see Appendix F). Written parental consent was required for
participation unless the participant was of legal age. Consent was also required from the student
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participants.
O n the day materials were administered, the participants were given a brief description o f
the study and what they were required to do b y their classroom teachers, the researcher or
assistant (see Appendix G). It was explained that participation in the study was voluntary, and
participation or lack thereof would not effect their academic standing. Students who did not wish
to participate, or for whom parental permission was not obtained were given regular classroom
work to complete. The classroom teacher, researcher or assistant handed out a packet containing
the demographic sheet, the R A D S and other questionnaires not part o f the present analysis, for
the participants to complete (N = 432). The package o f materials took 30 to 45 minutes to
complete. The classroom teacher was present throughout the assessment period.
Based on the R A D S scores from this administration, 26 females and 10 males
experiencing high levels o f depressive symptomatology (those who scored 77 or more on the first
administration o f the R A D S ) were matched for sex, age, and in most cases grade, to 27 females
and 11 males experiencing low levels of depressive symptomatology (those who scored 61 or
less on the first administration o f the R A D S ) . These groups were targeted for administration o f
the social problem-solving measures ( M E P S , SPSI-R). Frequencies, according to age, for the
high symptomatology group and matched cases are presented in Table 3. The mean scores
achieved b y these groups for the first administration o f the R A D S (Time 1) are also presented in
Table 3.
One week to two weeks after the initial assessment, the 74 participants were assessed in
small groups o f approximately five or six students using the R A D S , the M E P S and SPSI-R. The
small group assessments were conducted b y the primary researcher and a research assistant.
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Table 3
Frequencies o f Participants Meeting Criteria for Reassessment, and Matched Cases. According to
Age. Gender, and Level o f Depression

Male

Age

Female

Non-depressed

Depressed

Non-depressed

Depressed

(n=ll)

(n=10)

(n = 27)

(n= 26)

14

1

1

15

0

1

16

1

17

3

Total n

3

8

6

6

13

1

7

6

15

4

3

6

6

19

18

5

4

5

3

17

20

0

0

0

2

2

M

49.55

84.20

51.15

83.85

SD

7.79

6.36

7.59

6.62

R A D S Time 1
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Packages containing the RADS, MEPS and SPSI-R were handed out and the students were given
direction for how to complete the measures. The RADS was re-administered to achieve
ameasure of the students' current level of depressive symptomatology. These students were then
asked to complete the MEPS and SPSI-R. It took approximately forty to fifty minutes to
complete these measures.
Three participants had declined participation, and 3 were absent (1 depressed male, 1
depressed female and 1 non-depressed female, in each case). These participants are not included
in the frequencies documented in Table 3. Three of the depressed students who did participate (2
males and 1 female) had invalid responses on thefirstadministration of the RADS and therefore
were not included in the data analysis, but were however included in calculating the reliability of
the MEPS and SPSI-R. These participants are included in the frequencies documented in Table
3. Those in the high symptomatology group who did not score above a 70 on the second
assessment of the RADS were excluded from the data analysis. This included 3 males and 6
females. Those in the low symptomatology group that scored above a 60 on the second
assessment of the RADS were excluded from data analysis. This applied to 1 participant
(female). Therefore, 26 females and 11 males were included in analysis for the low depressive
symptomatology group, while 19 females and 5 males were included in analysis for the high
depressive symptomatology group. The mean age of these 61 participants was 16.44, with the
mean grade being 10.96 (grade ranged from 9 to 12). Frequencies, according to age, for the final
sample are presented in Table 4. This table also provides the means scores achieved on the
RADS for thefirstand second administrations (Time 1 and Time 2) by thefinalsample.
Confidentiality was maintained in both testing sessions by having no names appear on

79

Table 4
Frequencies of Participants in Final Sample. According to Age. Gender, and Level of Depression
and Mean RADS Scores at Both Assessments

Female

Male

Non-depressed Depressed

Non-depressed Depressed

(n=ll)

(n = 5)

(n = 26)

(n=19)

14

1

0

3

2

6

15

0

1

6

5

12

16

1

0

7

4

12

17

4

3

5

3

15

18

5

1

5

3

14

20

0

0

0

2

2

M

17.09

16.80

16.12

16.42

SD

1.16

0.98

1.28

1.73

M

49.55

85.60

51.08

83.42

SD

7.79

4.67

7.74

6.58

M

48.45

77.00

47.15

80.79

SD

7.85

4.85

7.83

8.82

Age

RADS (Time 1)

RADS (Time 2)

Total n
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the test materials. Each package had an identification number and a place for the adolescent's
name on the first page (identification sheet). The second page had the identification number at
the top. After filling out their names, the students tore the identification page off and handed it
tothe teacher or researcher. These identification sheets remained with the school's counsellor
throughout the research and were destroyed when the analysis of the data was completed. This
master list allowed for adolescents with high levels o f depressive symptomatology to be targeted
for reassessment and possible treatment b y the school district. The researcher notified the school
o f students who achieved scores at a clinical level on the R A D S . The identification sheets were
also used to target students for reassessment in this study. The researcher reported the
identification numbers o f students who were to be reassessed and the counsellor ensured those
students met with the researcher for a small group (reassessment) session.
Scoring
The scoring o f the M E P S and SPSI-R was completed b y the researcher and an assistant
with graduate tiaining in assessment. Inter-rater reliability was calculated, using an interclass
correlation coefficient (Bartko, 1966), for 40% o f the completed measures. Table 5 lists the
subscales for the M E P S and SPSI-R that were examined in this study, and the range o f scores
possible for these scales. The scoring methods for each o f these tests is discussed in detail
below.
Means-Ends Problem-Solving Procedure
The M E P S was scored on the number of: (a) relevant means, (b) irrelevant means, and (c)
no-means responses to achieve an overall relevancy ratio (total number o f relevant means divided
b y the sum o f the total number o f relevant means, irrelevant means and no-means). A score o f
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one was given for each effective step listed that enabled the target character to reach the stated
resolution and/ or i f the target character overcame an obstacle which was preventing the
attainment o f this resolution (relevant means). A score o f one was given for irrelevant mean, that
is, i f a response was not effective within the story context, and i f the first step or foundation to
the solution was left out (even if the rest were effective). A score of irrelevant means can not be
given i f any relevant mean is presented. A score of one was given for no-mean responses, which
were those that failed to provide the steps necessary to reach the resolution. Examples of nomean responses included a lack o f sufficient detail of how the goal was reached, a response
which was a repetition o f the presented story, i f the response was merely a value judgement o f
the situation or outcome, and i f the outcome was described as being achieved by an accident or a
"miracle." These scores were totaled across the three presented scenarios and presented as a
relevancy score. Only participants with complete data for all three scenarios were included in the
analyses (n = 57), as a number o f participants were unable to complete all the measures within
the allotted time.
Social Problem-Solving Interview- Revised
The SPSI-R was scored for three aspects o f problem-solving: (a) accuracy o f problem
identification, (b) generation o f alternatives (number o f solutions, solution quality, and quality o f
best solution) and (c) consequential thinking (number o f consequences, quality o f consequences,
and quality o f most likely consequence). Each scenario was scored for each component listed in
the brackets above. Accuracy of problem identification was scored as a 0,1, or 2 point response.
A zero score was given when the problem .was interpreted inaccurately or when no response was
given. A one point score was given for answers reflecting the action o f the scenario only (e.g.
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"kids making fun o f the guy"), while a two point score was given for answers reflecting the
action o f the problem as well as recognizing the feelings the main character could be
experiencing (e.g. "make fun o f the guy and he feels bad"). Number o f solutions and number of
consequences were scored by giving one point for each "qualitatively" different solution or
consequence. Consequences included the thoughts, attitudes and feelings o f others. Solution
quality and quality of the best solution were scored as a 0,1, 2, or 3 point response. A zero was
given i f the solution was verbally or physically violent, unclear or inappropriate. A score of one
was given if the solution was passive and allowed the main character to avoid "active
confrontation". A score o f two was achieved i f the solution was positive, where the main
character tried to achieve a solution directly. A score o f three was given i f a third person was
relied upon for the resolution o f the problem. Quality o f consequences and quality o f the most
likely consequence were scored as either a 1 or 2 point response. A score o f one indicated that a
negative outcome was described for the main character, while a score o f two was given i f the
outcome was positive. Quality of consequences and quality o f most likely consequence were not
scored i f no consequences were given. Some students missed or did not answer questions on the
SPSI-R. Missing data for the SPSI-R, although limited, was scored as 0.
Problem-Solving Self-Efficacy and Perceived Problem-Solving
Problem-solving efficacy and perceived problem-solving were scored according to the
six-point Likert-type scale, with a score of one being considered low problem-solving perceived
effectiveness/ self-efficacy and a score o f six being considered high. The range o f scores for
each o f the problem-solving efficacy questions (pre and post) and the perceived problem-solving
questions was 1 to 6.
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Design
This study was a 2 (high versus low level depressive symptomatology) x 2 (gender)
between groups design. The groups were selected from the initial pool o f 432 participants, based
on their initial R A D S scores. Those who scored above a 77 were included in the high
symptomatology group, while those who scored below 61 were matched with the high group on
sex, age and in most cases grade. 27 females and 11 males experiencing low levels o f depressive
symptomatology and 26 females and 10 males experiencing high levels o f depressive
symptomatology were assessed on problem-solving ability. Analyses were conducted on those
exhibiting consistent R A D S scores at both the initial assessment (Time 1) and the small group
(Time 2) assessment. Those scoring high on the R A D S for both assessments (at or above a 77 at
Time 1 and at or above a 70 at Time 2) were included in the high depressive symptomatology
group and those scoring low on the R A D S for both assessments (at or below a 61 at Time 1 and
at or below 60 at Time 2) were included in the non-depressed group. Therefore, 26 females and
11 males were included in analysis for the low depressive symptomatology group, while 19
females and 5 males were included analysis for the high depressive symptomatology group.
Data Analysis
Preliminary Analyses
Descriptive Statistics
Descriptive information (gender, age and grade) of the initial and study sample were
reported in means and ranges (see Chapter 4's Table 1 and Table 2). Means and standard
deviations for the scores achieved on the R A D S , the M E P S and the SPSI-R were calculated for
the overall sample ( R A D S scores only; see Table 1), the low depressive symptomatology group,
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and the high depressive symptomatology group.
Other Analyses
Using Cronbach coefficient alpha (Cronbach, 1951), internal consistency reliabilities for
the subscales o f the M E P S and SPSI-R were determined. Inter-rater reliability was analyzed,
based on an interclass correlation coefficient (Bartko, 1966), for 40% o f the completed measures.
Primary Analyses
Two multivariate analyses o f variance ( M A N O V A ) were conducted with depression level
(high/ low) and gender as the independent variables and each o f the subscales o f the M E P S and
SPSI-R as outcome measures or dependent variables. O f interest from these analyses were
interaction effects between gender and depression on the social problem-solving process
(subscales o f the M E P S , SPSI-R), as well as any main effects o f depression and/ or gender for
these dependent variables. A n alpha level of .05 was used for these analyses. T-tests were
conducted to examine planned contrasts for significant interactions.
Secondary Analyses
Two-way analyses o f variances ( A N O V A ) were conducted with depression and gender as
the two independent variables and perceived problem-solving and the two problem-solving selfefficacy questions as the respective dependent variables. Because these analyses represent
separate questions an alpha level o f 0.05 was used in all calculations.
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CHAPTER 5
Results
Preliminary Analyses
Descriptive Statistics
The mean for the first admimstration o f the R A D S (N=423; M = 59.10, S D = 13.38) is
similar to that achieved during the standardization o f the measure ( M = 60.18, S D = 14.29)
(Reynolds, 1987). Means and standard deviations for both administrations of the R A D S (Time 1
and Time 2) for the four groups (non-depressed males, depressed males, non-depressed females
and depressed females) are presented in Table 4. The time between administrations ranged from
one to two weeks. Mean scores achieved by these four groups on the M E P S , SPSI-R, perceived
social self-efficacy questions and the perceived social problem-solving questions are presented in
Tables 6 through 8, respectively. Correlation matrices examining the relationship between the
following variables; the R A D S (Time 1 and Time 2), M E P S subscales, SPSI subscales, perceived
social problem-solving, and perceived social self-efficacy (pre and post) are presented in Tables
9 and 10. The correlation between the pre and post assessment o f perceived self-efficacy was
high (r = 0.96). Self-efficacy (pre and post) also correlated significantly with perceived problemsolving (r = 0.74 and r = 0.75, respectively).

Self-efficacy scores did not differ between pre and

post (t(65) = 0.48, p = ns.). A comparison o f the means achieved on the M E P S and SPSI-R
subscales between this study and past published research is presented in Tables 11 and 12,
respectively. Comparing Joffe et al.'s (1990) results to the current study shows means are wimin
one standard deviation (Table 11); however, the standard deviations vary greatly in relation to the

87

C
1/3

Q

ON

-o
cCD
CD

O
x

c
_o

o

°00
CD

ON
CN

©

©

II

II

PHI

PHI

PHI

o

*
oo

CN
©

oo

Ov

©

II

<u

Q

-a
cCD

II

PHI

PHI

rf

CN

©

o

CD

PHI

rf
cn

ON
©

©

II

o

cn

©

II

II

PHI

PHI

PHI

PHI

CD

00
oo
CD
>H

CD

PH

De

a

a,

CN

II

m

r--

r-H

vo

rf

©

CN
vo
©

oo

rr

CN
CN

m
©

CN
CN

©

ON
OO

ON
©'

00
CN
©

CN
O
' O
VO <n

O
m

00

©

in

^

in

O

©

vo
vo

VO
cn

r-H

3

-a

T-H

©

©

CD

00
o
o
CD
t-i
D.
CD

TJ
C

No

CD

CN
||

ON

VO

T3CD

oo

00
OH

Cl.

CD

Q
T3

©

©

in
©

©
©

©
©

©

O. rf

r-H

00
00
CD

a
OH
CD

r--

I

ao

'r-H

in

Z

CN

00
cn

SI SI

CD

si

SI

in

in
©

SI

C/3

©

rt

o
CO
OH
pq

S

o
oo
3

00

>
"CD

rt

CD

-H"

fc!

O

>
HH

SI

©

rf
rf
<+H , _
©

Ol
*
*

88

.2 ^
Q x
c
_o
°00
00
<D

*
rf
ON

o
in

r-cn

cn

cn

d

|j
II
PHI

d
l|
II
PHI

II

II
PHI

II

II
PHI

PHI

PHI

II
PHI

O

O

NO

O

cn

cn

CN

NO

CN

d

CN

o

oo T3

o

CN

©

o

O

>H

d

II

II

11

PHI

PHI

PHI

PHI

PHI

PHI

PHI

r-p

ON

NO

in
rr

CN
CN

o
rf

d

d

cn
II

II

PHI

PHI

II

ON
II

r-H

ON

«

r-H,

d

OO

r-H

CN

in

a
P-.

in
ON

CN

d

lj
II
PHI

II

OH

3

d

II

Vi

Q

II

II

NO

o

II

II

ON

u
TJ
C

II

||

d

d
it

d

ll

OH

Q

d

o

O

O

©

o

O

oo

r-H

cn

oo
cn

00

||

oo
in
cn

r—H

r-H

CN

o

||

||

II
PHI

II
PHI

ON
o o ON
r f NO

rf

r-H

r-H

in

oo
cn
rf

1

CN

rf

||

II

II
PHI

PHI

r-cn
d

oo
rf

r-H

CN

m
r-

rf
d

NO
cn

CN

r-H

,_;

rf

r—1

CN

ON
NO r f
CN
r ^
CN

T3
<U
CL)
kH

V

CN

NO

C

,—(

o

d

CN
O

CN
NO 00
r f NO

i> rt
rf

cn

r-H

rt rt

o

o

NO
rf o
NO
^H

rt

CN

l-H

rf
O

1

CN
rf

rt

T3

<U

oo
oo

13

De

in
8
OH
II

Sr-H

3

0

0

CN

CN NO

cn"

rt

o

00

O

cn

•o

rf

NO

<~i

rt

CN

m
rf

r-H

O

O
CN ON
CN
^
rt
CN

o
d

o oo

oo

00

<=>.

CN

ON CN

rt rn

u
oo
oo

<L>
»H

OH

-o
o

r-H

in
rf

||

od

Cl

o
o

r--

T-H

'I*o

u

TJ

^

GO &0

o
VH

PH

oo
C

c

c

OH

rf

rt

cn

oo
O

o

CN CN
cn

rt

ON
cn

m
in
cn

rt

siS

rt
O

<H

<u SI

a

_o

"o
00

CQ

S|

O

3

rt
3

a

rt

o
C
<u
3

r—H

rt

CN

00

NO
CN

o
c
u
3
o"
<u
oo
C

o
U

00

rt

o
U

OO

C

siS

r-H

a*

u

(L>

etH

d

OO
OJ

00

00

NO c n

o
rf

I

"o
00

rf

NO

c
o

'3

a

NO c n

NO ON

CN

c
o

rt

rf

o

in

<U

CQ

rt
O

rt
O

rt
3

rt
3

*SI

Q
1/3

-ol >n
cj <=>
o

a

89

0

.2 ^
55

co

_

&o
Q

o

ro
©
II

-O

cu C
fcj cu

ON

©

O
II
fel

II

x
*
ro

'So
co
cu

*
*

*
o

ON

00
II

fcH
ft

cu

Q

rfcH

oo

o

cu

C

©

II

cu

II

II

rtl

O

13

cu
co
to
cu

vo

fcH

OH

CM

CU

cu
"c3

S

CU
tin

Q

13

ON

ro'

rt

CN

rt

rt

ON

rt

o

ro'

ON

CN

VO

rt

CN

CN

CN
ro
00
CN

»/o
ro

CU
CO
CO

cu
fcH

OH

cu

CN

C

CO

O

CN

CM

00

rt

ro
CN

VO

CN

O
CN

II

ro
in
II
rtl

CU
co
CO

CU
fcH

OH
CU

O
CN

O

CN

*0

rt

cu

Q

O
©

^

CN
CN

Tl-

^

in

o
CN
ro"
CN

rCN

CU

co
co
cu
fcH

OH
CU

o

I

O

o

ON

vd
CN

ro

o
rt

ro

O
00
vd
CN

o

CN

o

CO

rt

oo
CN

o
CN

'55
CU

O,

Oi)

cu

c

<rt

o
o

>
cu

"o
OO
i

__!
rt

s

fcH

(U
T3

C

cu

O

CU

co
cd
cu

i> rt

:

^ »
.2 S
o
oo

M

a

SI

Q
oo

CN

cu

s

a

SI

Q
00

rt

~o
fcH

OH
.2
'o

o

GO

« SI

Q
GO

°

vd
>n

rt

90

cct

oi

o

>
__

*

o

so so
ro
o o

CN

c<3
o

oo
o

O

o

so
o

—
CN
d

o
©

o\

so

oo

ro

O

—

d

d

d

d d

Tf

SO

*

*

o

©

ro
m

CN

*

OS
CN

ro

d

—

—

o d d

S3
>

t/3
OH
W

fc

—

o

CN

©

r—-~ vo
—
d
d

o

CN

—

o

ro

ro

o d d

S

T}- so *— so so
—
—
CN
© © d d d ©

CM

3 §

O

CM

o

©

OS

©
d

o
d

SO

CN

—-

d

d

d d

o

»o
—;
©

o

CN

N

CN

N

N

CN

o d d

CO

— r-

d

d

d

Q

<-/> vo
o —
O

O

Q

o

©

o
d

©

o

1°.
V
s

eB

_
o

B
O
U

s
o
5/3

_ 11

_

I

Ou

co

_
o

_
E

o

oo
c

o
U

o
c
o

CO

_u
> _
e8
u E 3 u '§ 2
CD 3 a CQ

o
co

z

o
Cu
C3

a

o
o

se _

Q.
*
*

O
V

*

o

91

CJ

rt

o
3

cu

o

cu

3
CT

1

cu
C/3

e
o

*m

©

©

©

*
*r o

^ H

©

©

©

o

o

00
o

ro

a

3

*VCOO *o

CN
VO

3

CN

vo

Ti-

U

CO

x

IT)

o

*

VO

m

CO

©

©

©

CO

OQ
o

*t--

Tf

*as

©

TT

>n

©

©

©

©

©

©

**

ro

in

ro

o

r©

©
©

©
©

CN
©

©

©

©

©

©

©

©

*

**r o

in

©

VO
©

©

©

©

rt
©

#
VO
CN
©

©

©

*
*rr oo

*mCN

CN
CN

CN

<—

m
'—i

©

©'

©

©

©

©

CN

3
O

'I
"o
oo

c3
3

o

co
x

3
O

S
xi
o

£

'I

©
ro

3

Z

©

rt

1

3

CU

3

i

*
*rr oo

vo
©

©

©

rt
©

ro

rt
©

1

CO
CJ

c
O

•3

a

is
C

T3
rt

rt
Irt

OO
rt
00

rt 2?
o

oo
PH
OO

c
o
C

o
3
o
00
rt
o

3
O

OO

O
oo

CO
X

3

Z

o

3

CO

CQ
rt
O
3

c
CO
3

CO
CO

o
c
CO
3

CT
CO

t»
c
o
CJ.
rt
O

3

2

CO
CJ

CT
CO

CO

c
o

s
3

CT
CO
</>
G
O

U

rt
O

</)
60

u
13

rt
rt

•3

o

'5

3

O

O

CO

.>

o
13
3

fcCO

PH

W

s a;

o
PH

00
I

o

s

3
o

o
co

oo

CO

oo

V
a
*

in
o

V
a
*

cu

rt
o

92

Table 11
Comparison of M E P S Mean Scores Between Current Study and Published Study

Current Study

Joffe etal.(1990)

3

b

Non-depressed

Depressed

Non-depressed

Depressed

(n = 27)

(n = 21)

(n = 9)

(n = 9)

M

1.96

1.49

3.60

3.50

SD

1.10

1.23

1.74

1.48

M

0.01

0.14

0.10

0.13

SD

0.06

0.20

0.17

0.22

M

0.35

0.38

0.11

0.12

SD

0.31

0.35

0.20

0.17

Relevant Means

Irrelevant Means

N o Means

Note.

a

mean o f 3 scenarios. mean of 5 scenarios.
b
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Table 12
Comparison of Mean SPSI-R Scores Between Current Study and Published Study

Current Study

Marton et al. (1993)

3

b

Non-depressed

Depressed

Non-depressed

Depressed

(n = 37)

(n = 24)

(n = 34)

(n = 38)

M

1.4

1.4

1.2

1.3

SD

0.4

0.4

0.3

0.4

M

2.3

2.2

1.7

1.7

SD

0.4

0.4

0.3

0.3

M

2.3

2.2

1.7

1.7

SD

0.4

0.4

0.3

0.2

Accuracy

Best Solutions

Best Consequence

N o t e . mean of 7 scenarios. mean of five scenarios.
3

b
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means. Psychometric issues may account for this and will be discussed in Chapter 6. Similar
means were found between the SPSI-R and the SPSI (Marton et al. 1993), with most means
being within or close to one standard deviation (Table 12).
Rekability
Internal consistencies for the subscales o f the M E P S and SPSI-R were calculated using
Cronbach coefficient alpha (Cronbach, 1951). A s Table 13 indicates, the coefficients ranged
from 0.07 to 0.33 for the M E P S and 0.32 to 0.82 for the SPSI-R. Inter rater rekabikties were
also calculated for the subscales of these measures (see Table 13), using Bartko's (1966)
intraclass coefficient. Inter-rater rekabikty coefficients for the M E P S ranged from 0.18 to 0.74,
while the SPSI-R coefficients were more consistent ranging from 0.86 to 0.97. Internal
consistencies for the questions assessing perceived social self-efficacy (pre and post) and
perceived social problem-solving abikty were also calculated using Cronbach coefficient alpha.
Coefficients ranged from 0.83 to 0.85.
Primary Analyses
Hypothesis
Based on the premise that there would be a significant main effect in social problemsolving abikty for level of depressive symptomatology and gender, the foUowing hypothesis was
put forth:

There will be a significant interaction in social problem-solving ability between gender and
depressed and non-depressed adolescents.
Analyses
T o determine i f a significant interaction was present, two-way M A N O V A s were
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Table 13
Internal Consistency (r ) and Inter-Rater Reliability (r ) of the M E P S and SPSI- R Subscales
g

icc

Measure

Subscale

n

r

MEPS

Relevant Means

60

.33

SPSI-R

a

n

r

26

.74

i(

Irrelevant Means

.07

.18

N o Means

.25

.71

Relevancy Ratio

.70

Problem Identification

74

.80

30

.93

Number of Solutions

.77

.96

Quality of Solutions

.41

.94

Quality of Best Solution

.32

.97

Number of Consequences

.82

.93

Quality of Consequences

.76

.86

Quality of Best Consequence

.76

.95
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calculated, with gender and level o f depression being the independent variables and the subscales
o f the M E P S and SPSI-R being the dependent variables for each analysis, respectively. There
was no significant interaction of gender and level o f depression on either the M E P S or SPSI-R
(F(4,41) = 0.68, p= ns., F(7, 51) = 0.80, p = ns., respectively). Univariate analyses revealed
there were no significant interactions between gender and level o f depression for any o f the
subscales o f the M E P S , individually. Quality o f Solutions was the only subscale o f the SPSI-R
where gender and depression interacted significantly. Table 6 presents F values from the
univariate analyses with the M E P S subscales as the dependent variables. Table 7 reports F
values from the univariate analyses with the SPSI-R subscales as dependent variables. A planned
comparison, examining non-depressed females in comparison to non-depressed males, revealed a
significant difference in the quality o f solutions produced (t(35) = -2.36, p_ <.05), with nondepressed females producing significantly better solutions (see Figure 4). There was no
significant difference between depressed females and depressed males for the quality o f solutions
generated (t(22) = 0.64, p_ = ns.).
M A N O V A s examining the main effect of depression, for the M E P S subscales combined
and the SPSI-R subscales combined, were non-significant (F(4,41) = 0.90, p_ = ns. and F(7, 51) =
0.42, p_ = ns., respectively). Similarly, M A N O V A s examining the main effect o f gender, for the
subscales of the M E P S combined and the subscales o f the SPSI-R combined, were nonsignificant (F (4,41) = 2.01, p_ = ns. and F(7, 51) = 0.78, p. = ns., respectively).
There were no significant main effects for relevant means, irrelevant means, no means or
the relevancy ratio for the M E P S based on sex. There was a significant main effect o f irrelevant
means based on level o f depression, but not for relevant means, no means or the relevancy ratio.

Figure 4. Interaction effect between gender and level of depressive symptomatology on
Quality of Solutions Subscale (M) of the SPSI-R.
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Table 6 reports the F values from these analyses. The depressed group produced significantly
more irrelevant means than the non-depressed group. The practical significance o f this will be
discussed in Chapter 6. Main effects were nonsignificant for problem identification, number o f
solutions, quality o f solutions, quality o f best solution, number o f consequences, quality of
consequences or quality of best consequence for either sex or level o f depression on the SPSI-R.
Table 7 reports the F values for the subscales of the SPSI-R based on level o f depression and
gender, separately.
Secondary Analyses
Question 1
Based on the assumption there will be significant main effects for both gender and
depression for perceived problem-solving effectiveness (perceptions o f performance after solving
a problem) the following question was put forth:

Is there a significant interaction between level of depression and gender in adolescents'
perception of their problem-solving effectiveness?
Analyses
The results o f a two-way A N O V A , with level of depression and gender being the
independent variables and perceived problem-solving effectiveness as the dependent variable is
shown in Table 8. A s shown in Table 8, the interaction between gender and level o f depression
for perceived problem-solving effectiveness was not significant. The main effect for gender was
nonsignificant, but there was a significant main effect for level o f depression. Those with high
levels o f depressive symptomatology had significantly lower perceived problem-solving
effectiveness (see Table 8).
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Question 2
Based on the assumption there will be a significant main effect o f gender and depression
on problem-solving self-efficacy (perceptions o f problem-solving skills prior to solving a
problem) the following question was put forth:

Is there a significant interaction between level of depression and gender in problem-solving
self-efficacy in adolescents?
Analyses
The results o f two two-way A N O V A s , with each assessment o f problem-solving selfefficacy (pre and post) as the dependent variable, respectively, and level o f depression and gender
as the independent variables is shown in Table 8. A s shown in Table 8, the interaction between
gender and depression for the pre and post assessment o f problem-solving self-efficacy was not
significant. There was a significant main effect for level o f depression for both the pre and post
assessment o f problem-solving self-efficacy, but the main effect for sex was non-significant.
Depressed individuals reported significantly less problem-solving self-efficacy than nondepressed individuals (see Table 8).
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CHAPTER 6
Discussion
Research has supported the claim that depressed adolescents suffer from social problem
solving deficits (Adams & Adams, 1991; Siegel & Griffin, 1984), but the literature in this area is
considered limited (Joffe et al., 1990; Marton et al., 1993). This study proposed to examine the
joint relationship o f depressive symptomatology and gender with social problem-solving ability
in hopes o f furthering the understanding of adolescent depression, and how gender and social
skills relate to this disorder. Results suggest that, in general, social problem-solving ability does
not differ between depressed and non-depressed adolescents, or between male and female
adolescents, or when depression and gender are considered together. Results indicate depressed
adolescents have a lower perception o f their problem-solving ability than non-depressed
adolescents. Poor perceived problem-solving may be a factor associated with depressed
adolescent's poor social relationships. Results are discussed in detail below, with current
findings being presented in relation to past findings, as well as to theories o f depression and
social problem-solving.
Discussion o f Results
Social Problem-Solving in Relation to Gender and Level o f Depression
It was predicted that there would be a significant interaction in social problem-solving
ability between gender and level o f depression. Specifically, non-depressed adolescent females
were predicted to be better problem-solvers than non-depressed adolescent males, while
depressed adolescent females and males were predicted not differ in their social problem-solving
ability. The specific domains o f social problem-solving of interest, as assessed using the M E P S
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and SPSI-R, included: relevancy of means (relevant means, irrelevant means, no-means),
accuracy o f problem identification, the generation of alternatives (number o f solutions, solution
quality, and quality o f what the student chose to be the best solution), and consequential thinking
(number o f consequences to the best solutions, quality of these consequences, and quality o f what
consequence the student chose as most likely to occur). Contrary to the hypothesis, the results
indicate that level o f depression and gender together did not significantly relate to social-problem
solving ability when examined together as a complete process. This is consistent with findings in
the child depression literature (Rudolph et al., 1994). A s discussed, no studies have examined
this interaction in adult or adolescent populations.
A possible explanation of why a significant interaction was not present is that assessing
problem-solving ability may not target areas o f difficulty or differences between these groups.
That is, it may be that all four groups were equally capable o f cognitively generating ideas o f
how to solve problems, but differ in their ability to put these ideas into action in actual social
situations. A s this study assessed contrived paper and pencil social situations, an evaluation o f
behavior in actual social situations was not achieved. Therefore, this study confirms the thought
processes of males and females, whether depressed or non-depressed, do not differ.

Future

research into the actual behavior o f these groups might be beneficial in understanding gender
differences in depressed individuals' problem-solving behavior.
Examination o f the individual processes or subscales o f the M E P S and SPSI-R and their
relationship to level o f depression and gender ( A N O V A s ) , did reveal level o f depression and
gender, in combination, are related to a specific problem-solving process; Quality o f Solutions on
the SPSI-R. It is important to note that the internal consistency o f the Quality o f Solutions
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subscale was less than adequate (r^ = .49). The limited rekability of this subscale makes results
based on it unrekable and purely hypothetical. Quakty o f Solutions required the student to
generate as many solutions as possible to a scenario and the solutions were rated for their quakty
and averaged based on the number o f solutions generated. Quakty was assessed in four ways; 1)
positive and active, where the student confronted and dealt with the problem, 2) positive but
passive, where the student avoided confrontation, 3) a third person solved the problem, and 4) a
violent or vague solution was provided.
A s predicted, non-depressed females had significantly better solutions to social problems
than non-depressed males, while depressed males and females did not differ in their solution
quakty (see Figure 4). This suggests that ak groups were able to generate solutions
(nonsignificant results for Number o f Solutions) but the generated solutions differed in quakty.
It may be possible that non-depressed females were more likely to generate positive solutions
than non-depressed males and/ or non-depressed males were likely to generate more passive
solutions than non-depressed females. However, it is likely that non-depressed males generated
more aggressive solutions (violent/ vague) than non-depressed females, as males generally are
more aggressive in their problem- solving solutions than females (Caplan et al., 1991; Rubin &
Krasnor, 1983; Rudolph et al., 1994).
Although not significant, the relationship between gender, level o f depression and social
problem-solving abikty in the area of Quakty o f Best Solution neared significance (p = .07). A s
with the Quakty of Solutions subscale, the Quakty o f Best Solution had weak internal
consistency (i^ = .32), therefore results discussed based on this subscale must be viewed as
hypothetical. Quakty of Best Solution assesses the quakty o f the solution the student chose as
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the best solution to the problem. The trend, whereby non-depressed females chose best solutions
that were more positive or active than non-depressed males, was consistent with results for the
Quality o f Solutions subscale.
Considering non-depressed females tended to generate more effective solutions (Quality
o f Solutions and Quality o f Best Solution) than non-depressed males, questions are raised as to
why their consequences to these solutions were not significantly more positive than nondepressed males. One explanation is that the SPSI-R only asks for consequences to be generated
for the solution chosen as the best one b y the student. Thus, it may be that non-depressed
females have a more accurate understanding o f the consequences o f their solutions than nondepressed males. Another possibility is that females have a poorer outlook o f the consequences
of their actions and may view their solutions as poor, even when the solutions are good. The
latter is more consistent with females generally having lower self-concept in adolescence than
males (Nielsen, 1991).
Although not significant, there was a trend showing that non-depressed females also
generated better solutions than depressed females (p. = .07) and the quality o f the solution the
non-depressed females chose as their best solution were significantly better than depressed
females (t(43) = 2.20, p_ < .05). If non-depressed females generated better solutions than
depressed females, it is fitting that the solutions they chose as the best would be higher quality.
Results indicated no significant difference between depressed and non-depressed male
participants in their quality of solutions and their chosen best solution, even though means appear
to be different. In examining the scores male participants achieved on the Quality o f Solutions
subscale, it was noted that a few non-depressed males demonstrated lower quality solutions. One
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participant had lower scores on several o f the other aspects o f problem-solving. Maybe this
adolescent's social problem-solving difficulties were not related to depression. A s the male
sample was small, a few participants with scores that deviate, such as this, have a greater effect
on results than if a larger male sample had been examined. Given that depressed and nondepressed females differed in solution quality, it may be that a significant main effect of
depression on Quality of Solutions and Quality o f Best Solutions would have been demonstrated
with a larger male population
Social Problem-Solving and Depression
Adams and Adams (1991) and Siegel and Griffin (1984) found that depressed adolescents
have social problem-solving deficits. This is consistent with studies examining depressed adults
and children (Goodman et al., 1995; Gotlib & Asarnow, 1979; Kennedy et al., 1989; Marx &
Schulze, 1991; Marx et al., 1992; Mullins et al., 1985; Nezu & Ronan, 1985; Rudolph et al.,
1994; Sacco & Graves, 1984).
The hypothesis for this study was posed based on the assumption there would be
significant main effects o f depression and gender for the areas o f social problem-solving
examined. In contradiction to much o f the literature in social problem-solving, where depression
and gender individually are related to various aspects of social problem-solving, the only
significant main effect in this study was for depression, on the number o f irrelevant means
generated on the M E P S . That is, depressed participants, both male and female, produced
significantly more irrelevant means than non-depressed individuals. This suggests that depressed
and non-depressed participants produced a similar number o f relevant steps and had similar
relevancy ratios, but the depressed group used more irrelevant means when solving problems. A s
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well, depressed individuals were able to identify a problem and generate solutions and
consequences to solutions as well as non-depressed individuals.
Although the statistical power o f the analysis indicating depressed adolescents produce
more irrelevant means than the non-depressed group is acceptable (power = 0.78), this result is
reported with caution. The internal consistency o f irrelevant means was 0.07, while the interrater reliability was 0.17. Concern is also raised around the scoring o f irrelevant means; a score
is given only if no relevant means are present or the foundation or initial part o f the story is
missing. Depressed individuals would have had to generate more relevant solutions on some
problems and none on others for the groups not to differ on relevant means as well as irrelevant
means. O f interest would be to investigate how many ineffective solutions depressed individuals
were generating for the scenarios on which they had generated relevant means. It is expected that
the depressed individuals were generating more irrelevant means on these problems as well.
Mullins et al. (1985), using the M E P S , found similar findings to the current study's
results, whereby depressed children produced significantly more irrelevant means to social
situations than non-depressed children and found no significant relationship between depression
and the number of relevant means generated. N o means and the relevancy ratio were not
examined in Mullins et al. (1985). O f interest is that the relationship between irrelevant means
and depression was weak (r = .16, p <.05) with only 2% o f the variance in depression scores
being accounted for by irrelevant means (Mullins et al., 1985).
Marx et al. (1992) also found that clinically depressed participants (adult) generated
significantly more irrelevant means, but found that the depressed participants generated less
effective strategies, fewer alternative solutions and recognized fewer obstacles than the
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nonclinical samples. A s measured using the SPSI-R (number o f solutions and quality o f
solutions), the current study found no significant relationship between effectiveness o f strategies
or number o f solutions generated. Obstacles were not assessed in the current study.
Gotlib and Asarnow (1979) found that both clinical and nonclinically depressed adults
generated more irrelevant means in comparison to counterpart controls, and similar to Marx et al.
(1992) the depressed adults also had fewer relevant means, fewer enumerations, a lower
percentage o f enumerated means, more no means, no response answers and a lower relevancy
score.
Zenmore and Dell's (1983) study lends support to the current findings, showing no
relationship between adult depression and performance on the M E P S for relevant means, no
means, and the relevancy ratio. Irrelevant means were not assessed.
Both Siegel and Griffin (1984) and Joffe et al. (1990) completed studies with adolescents,
using the M E P S . Siegel and Griffin (1984) found a small but significant relationship between
irrelevant means and depression on one scenario. A s only 4% of the variance in depression was
accounted for b y this relationship the authors did not feel this finding held practical significance.
N o other aspect o f the M E P S was significantly related to depression. This is similar to Mullins
et al. (1985), who examined children, and Joffe et al. (1990), who examined clinically depressed
adolescents. Both concluded that depression did not significantly relate to the performance on
the M E P S . Current results are consistent with these findings.
Both Joffe et al. (1990) and Marton et al. (1993) examined social problem-solving in
depressed adolescents using the SPSI. Neither found a significant relationship between the
problem-solving process and depression. It is important to note that both studies used clinically
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depressed samples and had methodological problems, such as limited sample size and poor
sampling procedure. Even so, the current study's results are consistent with the findings o f these
studies, with depression not being significantly related to problem identification, generation o f
alternatives and consequential thinking, as assessed using the SPSI-R.
Results o f the current study are supported by Blankstein et al.'s (1992) and Mayo and
Tanaka-Matsumi's (1996) findings in adult samples. Blankstein et al. (1992) found no
relationship between depression and interpersonal problem-solving ability, while Mayo and
Tanaka-Matsumi (1996) found no differences in the generation o f effective solutions.
Lack o f significant results in the current study suggests that other factors than social
problem-solving ability may account for the poor social skills in depressed adolescents. For
example, social support and social withdrawal have both been linked to depression (Hammen &
Rudolph, 1996; McFarlane et al., 1994) and, therefore, may be related to their poor social skills.
Likewise, social problem-solving may not be related to depression but to another pathology
comorbid with depression, such as anxiety. A s anxiety is present in different degrees in
depressed individuals, social problem-solving may not be problematic for all depressed
individuals. Studies have supported that social problem-solving difficulties are related to areas
o f pathology other than depression (Haaga et al., 1995; Marx et al., 1992; Rudolph et al., 1994)
and psychopathology in general (Haley, 1985; Piatt & Spivack, 1972; Piatt et al. 1974; Siegel et
al., 1976).
Stress and coping may be other areas important to continue to investigate in order to
better understand the relationship between depression and problem-solving skills. Stress has
been shown to be linked to social problem-solving and depression (Goodman et al., 1995; Nezu
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& Ronan, 1985,1988) as theorized in the Nezu's (1987) Pluralistic Theory o f Depression.
Similarly, coping styles have been shown to be related to depression (McLean, 1976; Nezu,
1987; Petersen et al., 1991).
Theories o f Depression and Social Problem-Solving
In the literature review (Chapter 2) several theories o f depression and social problemsolving were presented. The current study followed, in particular, the theory o f social problemsolving presented by D'Zurilla and Nezu (1982). However, the results found in this study also
offer some reflection on several o f the depression theories discussed.
It is difficult to offer insight or support to Lewinsohn (1974) and Coyne's (1976a)
behavioral theories of depression, as these two theories are based on the reciprocal nature o f
social behavior. A s previously discussed, this study required students to generate ideas around a
presented scenario and did not look at actual interactions between individuals. Therefore, the
students' responses and interpretations to verbal and physical social cues from others were not
examined. Coyne (1976a), in particular, supported that the reaction o f others to social
interactions and the interpretation o f social cues b y the depressed individual are important in the
development and maintenance o f depressive symptomatology. Thus, how depressed individuals
interpret the interaction may be an important area where the problem-solving process breaks
down.
D'Zurilla and Nezu's (1982) five step problem-solving theory also supports social
interaction as an important part of the problem-solving process, particularly in the Solution
Implementation and Verification stage. The Solution Implementation/ Verification stage is when
the individual compares the outcome o f the solution to that desired. If there is a match,
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reinforcement from themselves or others occurs and in turn supports positive perceptions o f
problem-solving ability. Although the SPSI-R closely follows D'Zurilla and Nezu's (1982)
model, it does not allow for verification o f solutions because it is a self-report measure and,
therefore, does not assess actual interactions.
The Pluralistic Theory o f depression (Nezu, 1987) suggests that due to the reciprocal
relationship between depression, problem-solving, and stress, depressed individuals will
demonstrate difficulties in different areas o f the problem-solving process. Individuals having
different problem-solving difficulties is one explanation for why depression was not significantly
related to any one specific social problem-solving area in the current study.
Social Problem-Solving and Gender
Past research using a variety o f ages (child, adolescent, or adult), indicates females are
significantly better problem solvers than males in both the amount and type o f solutions provided
(Caplan et al., 1991; Murphy & Ross, 1987; Rubin & Krasnor, 1983; Rudolph et al., 1994).
However, Sacco and Graves (1984) and Goodman et al. (1995) found no significant relationship
between gender and social problem-solving. The results of the current study are in agreement
with Sacco and Graves (1984) and Goodman et al. (1995), suggesting that gender does not relate
to one's ability to social problem-solve. This also suggests that females, although considered
more "prosocial" (Crick & Dodge, 1994) do not demonstrate any different social problemsolving ability than males. It is difficult to make generalizations about any findings related to
gender and this study, due to the limited number o f male participants. It is important to note that
Sacco and Graves (1984) and Goodman et al. (1995) examined gender differences in children's
problem-solving, unlike Murphy and Ross (1987) who examined adolescents. But the later
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study, unlike the former ones, did not examine depression.
W h e n comparing means, a trend o f gender differences (p_ = .06) was noted in participants'
ability to identify a problem (Problem Identification) on the SPSI-R. Problem Identification was
scored as a 0,1, or 2. A O was awarded if no answer was given or an inaccurate interpretation of
the problem was provided. A score o f 1 was given if merely the event in the scenario was
indicated, while a score of two was awarded if a participant was able to identify the event and
also identify the feelings o f the main character. Females tended to be more accurate in their
understanding o f the interpersonal situations. It is possible that females more often define the
event and emotions around the event than males. This is consistent with females being more
"interpersonally orientated" (Crick & Dodge, 1994, p. 92) or advanced in interpersonal skills
than males (Murphy & Ross, 1987). That is, females possibly look at social situations on a
deeper level than males, who are more likely interpret only the action or event, than necessarily
linking it to an internal emotion.
Each time a scenario was presented the student was asked to identify the problem. Then a
description o f the event and emotion linked to it was provided to them. This form o f teaching
could have cued students to the appropriate type of response desired (event and emotion).
Looking at the results, it appears that males, in general, did not pick up on this cue as the
majority o f males continued to define only the action o f the problem on most scenarios. A l s o
notable is that the event o f the problem was more obvious than the emotional state of the
character, as the action was presented in the scenario itself, again supporting that females thought
about the problems on a deeper level.
Even though there were tendencies for males and females to differ on Problem
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Identification, no other areas of problem-solving assessed differed in terms o f gender. In terms
o f the subscales o f the SPSI-R, the lack o f gender differences may be due to the teaching at the
Problem Identification stage o f this measure. That is, once the correct problem or issue was
given, the groups proceeded on equal footing and provided similar responses. However, i f the
teaching had not occurred, females may have performed better throughout the remaining
questions, having had a better understanding of the problem initially. A misinterpretation or
limited understanding o f the problem may have negatively influenced the remaining answers the
males provided, with solutions not being problem focused. This may account for differences
between the current study and past research, whereby past studies have shown adolescent females
produce more effective (relevant) solutions than males (Murphy & Ross, 1987).
Another aspect o f gender differences that would be interesting to investigate would be the
different responses generated depending on the sex o f the person the social interaction takes
place with. Rubin and Krasnor (1983) found that females used more prosocial strategies when
mteracting with boys in comparison to girls interacting with girls, boys interacting with boys, and
boys interacting with girls. Important gender differences may exist in the problem-solving
process depending on the sex of the interaction partner. The current study only examined
problem-solving in relation to interactions with the same sex. Furthermore, it may be important
to look at who they are mteracting with. That is, are interactions superior when the person is a
close friend or family member as opposed to an acquaintance or stranger. Important gender
differences and possibly differences in depressed versus non-depressed individuals may exist in
such specific relationships and gender interactions.
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Perceived Social-Problem Solving in Relation to Gender and Level o f Depression
A s a secondary analysis, this study examined a possible significant interaction between
gender and level o f depression for perceived social problem-solving effectiveness. Results
indicated that gender and depression, together, did not relate to perceived problem-solving
effectiveness. These findings are consistent with past research examining children's (Sacco &
Graves, 1984) and adults' (Nezu, 1986) perceptions o f their problem-solving ability.
Males and females did not differ in their perceptions o f their problem-solving skills;
however depressed and non-depressed adolescents did differ in these perceptions. Depressed
participants reported themselves to be less effective problem solvers. These findings are
consistent with the majority o f past research in the area of perceived problem-solving and
depression (Flett & Johnston, 1992; M a y o & Tanaka-Matsumi, 1996; Nezu, 1986; Sacco &
Graves, 1984).
Results o f this study suggest that depression is not related to identifying a problem and
generating solutions and outcomes but is related to adolescents perceive themselves as problemsolvers. Thus, it may be concluded that depressed adolescents do not differ in their problemsolving ability from non-depressed adolescents but do differ in how they perceive their ability
and actions in solving interpersonal problems. Depressed individuals having low perceptions o f
their problem-solving ability is consistent with several cognitive symptoms associated with
depression, including self-depreciation, low self-esteem, and pessimism (Hammen & Rudolph,
1996).
Marton et al. (1993) completed a similar study, examining both problem-solving ability
and perceived problem-solving in depressed adolescents, that supports the current study's
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findings. A s previously discussed, Marton et al. (1993) found no relationship between cognitive
ability to solve interpersonal problems (assessed using the SPSI) but did find a significant
relationship between perception o f ability to solve social problems. Depressed adolescents
viewed themselves as poorer problem solvers than non-depressed adolescents. The authors
concluded that social skill deficits in adolescents are not related to an inability in the problem
solving process or a lack o f understanding o f social interactions but are related to "cognitive
social skill deficits... in the area o f attributions and self-appraisal" (p. 743).
Social Problem-Solving Self-Efficacy in Relation to Gender and Level o f Depression
In addition to examining perceptions o f problem-solving ability, an examination o f
problem-solving self-efficacy and its relationship to gender and depression was completed.
Similar to the findings for perceived problem-solving, gender and depression together were not
significantly related to problem-solving self-efficacy. This finding was consistent both when
students 1) were asked how well they thought they would solve this problem after initially
deciding what was wrong in the situation and 2) after being given feedback on the true or actual
problem in the scenario.
Gender alone was not related to perceived self-efficacy. This is in contrast to Connolly
(1989b), where adolescent females were found to have a higher level o f social self-efficacy than
males, in both "normals" and emotionally disturbed populations.

Support for Connolly's

(1989b) findings may have been found, if an increased number o f male participants had been
included in the current study.
In the current study, depression did significantly relate to social problem-solving selfefficacy, both after generating their own understanding of the problem in the presented scenarios
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on the SPSI-R, and after being given an accurate description o f the problem. Depressed
participants had a significantly lower view o f their ability to solve problems than non-depressed
participants. According to D'Zurilla and Nezu's (1982) theory o f the problem solving process,
this indicates that depressed individuals have a deficit in the Problem Orientation stage o f
problem-solving process. That is, depressed individuals are able to identify the problem,
generate solutions, and recognize consequences but lack an important part o f being a successful
problem-solver- viewing themselves as a successful problem-solver. Perception o f problemsolving ability may affect social relationships with others and account for social difficulties in
depressed individuals. Likewise, poor perceptions o f ability to solve a problem may lead to
social withdrawal and avoidance o f social interactions because depressed individuals feel the
interactions will not be successful.
Findings suggest that both prior to and after solving problems (self-efficacy and perceived
problem-solving), even when the problem is clearly defined for the adolescent, depressed
individuals have limited confidence in their ability to problem-solve. These findings are
consistent with McFarlane et al.'s (1994) findings that depression is significantly related to selfefficacy. McFarlane et al. (1994) also used adolescent participants, but did not examine gender
relationships or look specifically at social self-efficacy. Similarly, Connolly (1989b) found that
low self-efficacy was strongly related to mtemalizing symptoms.
The fact that depressed individuals had lower perceptions o f their problem-solving ability
(prior to and after solving a problem) fits with cognitive symptoms such as low self-esteem,
which are associated with a depressive disorder. It also lends support to Beck's (1967) cognitive
theory o f depression, where depressed individuals demonstrate a systematic reasoning error o f
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perceiving themselves negatively. This is considered a negative schemata which would lead a
depressed individual to underestimate their ability in comparison to non-depressed individuals.
It is well established that social difficulties such as social withdrawal occur in depressed
individuals. If it is not due to problem-solving related issues there are still questions about what
causes this withdrawal. Is it purely their low self-esteem or poor interpretation o f how they will
or did function in a social situation? It is more likely that a combination o f limited self-esteem
and misinterpretation of social situations along with other symptoms o f depression including: a)
cognitive symptoms such as hopelessness, feelings of guilt, self-blame, self-depreciation, and
difficulty making decisions, b) somatic symptoms such as lack o f energy, c) affective symptoms
such as irritability, anger, and anxiety, and d) motivational difficulties (Hammen & Rudolph,
1996) cause social problems for depressed individuals.
Social Skills Training and Depression
Studies have shown mixed results in terms o f the effectiveness o f social skills tiaining, in
the area of social problem-solving, as a treatment for adolescent depression (Fine, Forth, Gilbert
& Haley, 1991; Mufson et al., 1993). Current results support that social skills tiaining may not
be the best course o f therapy for depressed individuals to improve social skills as depressed
individuals seem to have the cognitive skills to problem-solve effectively. Results suggest
depressed individuals' most salient problem-solving difficulty is their perception o f their ability
to be effective problem-solvers. Thus, cognitive therapy in relation to perceptions o f themselves,
including their social ability and their social problem-solving skills may be a more beneficial area
to target in helping to improve the social skills of depressed individuals.
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Limitations o f this Study
Although several limitations have been mentioned in previous parts o f the discussion,
these and several others will be discussed in detail in this section.
Participants
Although the consent rate o f returned forms was 78%, the return rate o f consents
distributed was only 49%. A low return rate for an adolescent population can be expected
because the student becomes primarily responsible for remembering to have their parents sign the
consent form and bring it back. A s well, not returning a form is a passive form o f denying
participation. However, a low return rate o f consents can limit the sample in terms o f its
representativeness.
The unequal group sizes, and particularly the small number o f male participants, are
limitations, making comparisons across groups and generalizations difficult. The small final
sample is a primary concern in terms o f statistical power. Having a low small group sample
reduces the power of the analyses conducted. T o increase the small group sample size, a larger
initial sample would be necessary to attain more initially (Time 1) depressed participants.
The grouping o f participants into the categories of depressed and non-depressed was
problematic due to the small final sample. A cutoff score o f 77 on the R A D S is considered to be
associated with clinical levels o f depression (Reynolds, 1987), and was used to define high
depressive symptomatology during the initial assessment (Time 1) o f the R A D S . However, due
to the limited number of participants, a cutoff score o f 70 was used on the second administration
o f the R A D S (Time 2); otherwise the number of participants in the depressed small groups would
have been even lower than achieved. 12 participants (3 male and 9 female) in the high depressed
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group scored between 70 and 77 at Time 2. Although still considered to have high depressive
symptomatology, those scoring between 70 and 77 did not demonstrate consistent scores above
the recommended cutoff.
Measures
The limitations o f the measures used also makes drawing conclusions and making
generalizations from findings difficult.
Format
D'Zurilla and Nezu's (1982) problem-solving theory, on which this study is modelled, is
considered fluid and a person is thought to move from step to step in no set order. The SPSI-R,
which is similar in stages to this theory, asks questions and presents the problem-solving process
in a very set order. Although the fluid thought process may be occurring within the problemsolver, this type o f non-linear thinking is not assessed by the SPSI-R.
Reliability
The SPSI-R showed high inter-rater reliability but two subscales had low internal
consistency (see Table 13). In past the original SPSI had unreported psychometrics. Further
investigation into this new measure (SPSI-R) would be beneficial in increasing its utility. A s
mentioned previously, Quality o f Solutions had the second lowest internal consistency (r = .41)
a

on the SPSI-R. Gender and depression, together, were related to Quality o f Solutions, therefore
the previous discussion based on these results is speculative.
The M E P S demonstrated poor psychometrics with internal consistencies reaching as low
as .07 (see Table). The relevancy ratio, although only moderately mternally consistent was the
most reliable measure on the scale (r = .70).
a

Inter-rater reliability was also questionable on the
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irrelevant means subscale (r, = .18). Findings indicated that depressed adolescents produced
cc

significantly more irrelevant means, but due to the irrelevant mean subscale's poor internal
consistency and weak inter-rater reliability, the results should be interpreted with great caution.
Inter-rater reliabilities on the relevant means and non means subscales were in the 0.70 range.
Given low internal consistencies, particularly on the M E P S , and on the Quality of
Solutions and Quality of Best Solution subscales on the SPSI-R (r^ = .41 and

= .32,

respectively), it is questionable whether either o f these measures ( M E P S and SPSI-R)
appropriately measured the aspects o f social problem-solving assessed in this study. Thus, the
validity o f the measures comes into question and results based on these measures must be
interpreted with caution and considered hypothetical.
Validity
In examining construct validity, correlations between subscales on M E P S and SPSI-R
would be expected to be high i f the measures actually measured what they purported to measure.
Furthermore, the relationship between the subscales on the individual scales would be expected
to be significantly correlated if the subtests relate to the general problem-solving process. A s
Table 10 describes, correlations between the subtests on the SPSI-R are generally weak. The
correlations between the subscales on the M E P S , detailed in Table 9, are predictable due to the
scoring methods o f the measure, whereby a no score on Relevant Means provides a score on
Irrelevant or N o Means. Correlations between scales are weak (see Table 9). For example, the
Relevant Means subtest on the M E P S in comparison to the Number o f Solutions and the Quality
o f Solutions subtests on the SPSI-R assess a similar aspect o f the social problem-solving process;
the generation o f alternatives. The correlations between these subscales are not significant and

119

are weak at best, suggesting these measures may not assess the problem-solving process o f
generating alternatives. A s the internal consistency o f the Number o f Solutions subtest (r = .77)
a

is considered moderate and the Relevant Means (r = .33) subtest weak, conclusions about
a

validity, by relating these measures, may not accurately reflect the validity on the Number o f
Solutions subtest. That is, a measure has to be reliable to be valid. Future research comparing
the SPSI-R to other psychometrically sound problem-solving measures may be useful.
Administration
Another concern in relation to the measures was the length o f time it took students to
complete the tasks. In particular, the M E P S took students a varying amount o f time to complete,
with some students not being able to finish items, others writing only limited content, and others
writing extensive stories. Motor control and written expression could interfere with performance
on this measure, unlike the SPSI-R which is more o f a point form format. A l s o , fatigue was a
concern, given the long administration time; forty-five minutes was too long a period to have
students writing. These factors are particularly important to consider when examining depressed
individuals as their psychomotor speed is often retarded (Hammen & Rudolph, 1996). Future
research in this area, using these measures, should reduce the number o f SPSI-R scenarios
administered, or not administer the M E P S , so as to reduce administration time.
Scoring
The scoring guidelines for irrelevant means on the M E P S are problematic. T o achieve an
irrelevant mean score one must have provided no relevant means and provide a step which is
ineffective, or not provide the foundation o f the story. If either o f these requirements is fulfilled
a score o f 1 is given. If any relevant means are present a score o f 0 is given for irrelevant means.

120

A s the scores are dichotomous (0 or 1) an understanding o f how many irrelevant means are
generated b y a participant is not provided. Therefore, it still remains of interest how many
irrelevant means each o f the 4 groups generated and i f this differed across groups.
Statistics
Analyses examining the primary hypothesis should have been ended after the M A N O V A
was completed, as it was nonsignificant. However, analyses were continued looking at univariate
interactions and significant main effects. Such examination lessens the power o f the study,
making it more exploratory research as opposed to hypothesis driven. In fact, results (significant
or otherwise) from the separate A N O V A s examining each subscale o f social problem-solving in
comparison to each gender and depression, may be due only to chance. That is, a total o f 21
analyses were examined with an alpha o f .05. Proper analyses would have divided the alpha b y
21 to account for the analyses, therefore requiring a p. value o f <.005 and, thus, the result that
adolescent depression is negatively related to social self-efficacy would be the only significant
result in this study.
Strengths of this Study
Although the limitations o f this study appear extensive, there are many strengths worth
noting. Beyond being a new area of investigation, in terms o f furthering the understanding o f
adolescent depression, social problem-solving and gender differences, this study employed strong
methods.
Participants
Both the initial and final samples are considered representative o f a typical population
found in the Lower Mainland o f British Columbia, with an appropriate range of age and
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ethnicity.
Measures
Reliability
Concern for the reliability of the measures used have been raised; however, two problemsolving measures were used to ensure a broad sampling of social problem-solving skills. The
M E P S was also employed as a second measure to allow for comparison with past research.
Although the M E P S demonstrated poor psychometrics, in this study, the SPSI-R showed high
inter-rater reliability, ranging from .86 to .97 (see Table 13). The low internal consistencies for
the Quality o f Solutions and Quality o f Best Solutions subscales have to be taken into
consideration when discussing the SPSI-R (see Table 13). However, some subscales had
adequate internal consistency. The Problem Identification and Number o f Consequences
subscales had internal consistencies above .80 and the Number o f Solutions, Quality o f
Consequences, and Quality o f Most Likely Consequences subscales had internal consistencies
equal to or greater than .76.

A s well, the questions concerning social problem-solving self-

efficacy and perceived social problem-solving had internal consistencies ranging between 0.83
and 0.85. The latter is particularly important in supporting the legitimacy of findings for
depression being significantly related to social problem-solving self-efficacy and perceived social
problem-solving. Another strength, although somewhat round about, is that weak reliability
(internal consistency and inter-rater) o f the M E P S suggests this is not a useful measure o f social
problem-solving.
Method
Most studies completed in the past administered the depression measure and the problem-
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solving measure at the same time. This study had students complete a depression measure twice,
one to two weeks after an initial testing. This allowed for a more reliable assessment o f whether
a student was possibly having a bad day or had stable depressive symptomatology. A s well, it is
important to note that the measure used to assess depression was developed for adolescents in
particular. A s prevalence and symptomatology differ between depressed adolescent and child or
adult populations, it was important to use a measure designed and normed particularly on this
group.
Also important to this study was the combined examination o f both the perceived and the
actual ability of social problem-solving. Having the student generate ideas around problemsolving, as well as having them offer opinions on their performance offers insight into multiple
aspects o f social problem-solving, allowing for comparison across type o f task (perceived versus
actual) and to determine where deficits exist or do not exist.
Future Directions
There are many areas upon which to expand and improve the current study. O f initial
interest would be to further assess the reliability and the validity o f the SPSI-R. This may
include item analysis and examining the format. In terms of format, it may be useful to explore
whether pencil and paper methods produce similar number and types o f answers in comparison
to the interview method (SPSI), where the student can be probed for more solutions and
consequences. The psychometrics of each in such a comparison would be o f interest.
In relation to the current study, a larger initial sample from which to draw would be
beneficial in achieving large enough small groups to allow for greater comparisons and stronger
conclusions. Using clinical populations might be interesting as depression scores would be
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consistently high enough to gather a large enough sample to achieve meaningful comparisons.
This would allow for further investigation into any specific deficits and allow these to be targeted
in non-clinical samples.
Stress and depression being related to social problem-solving skills has been given
support in the literature (Goodman et al., 1995; Nezu & Ronan, 1985,1988). Stress may be an
important mediating variable which links depression and social problem-solving. This may be an
interesting area to continue exploring in future research.
O f particular interest would be to compare the social problem-solving ability o f
depressed versus non-depressed students to their actual behaviour. This would be an extensive
undertaking but valuable comparisons could be made. A s well, further investigation into the
perceived problem-solving o f students would be beneficial, including how others perceive
depressed in comparison to non-depressed problem-solving skills and i f depressed individuals
perceive themselves differently than non-depressed individuals in actual social situations, as
opposed to contrived situations presented in this study.
Summary
Results suggest that social problem-solving ability is not related to depression and gender,
together or individually. Although low internal consistencies o f several measures makes drawing
conclusions difficult, results suggest that problem-solving ability may not be the area o f difficulty
related to social skill problems and depression and gender. Lack o f significant differences may
instead be due to difficulty acting on their cognitive problem-solving skills. Several theories o f
depression support the idea that social interactions are related to depressive symptomatology
(Coyne, 1976a; Lewinsohn, 1974). A s well, other areas such as social withdrawal or social
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support may be the mediating factor between social skill difficulties and gender and depression.
Further study into these areas could clarify these issues.
Gender and depression, together, were significantly related to the quality o f solutions
generated, with non-depressed females being more likely to generate more positive solutions than
non-depressed males. Depressed males and females did not differ in the quality o f solutions they
generated. Relating this finding to past research, it may be that males produce more aggressive
solutions than females (Rubin & Krasnor, 1983; Rudolph et al., 1994).
Gender on its own was not related to social problem-solving skills; however depression
was related to the number o f irrelevant means generated, with depressed individuals producing
more irrelevant means than non-depressed individuals. Past research also showed a significant
relationship between irrelevant means and depression but the relationship between these factors
was considered weak (Mullins et al, 1985; Siegel & Griffin, 1984).
Results related to perceived social-problem solving and social self-efficacy are the most
noteworthy as the measures assessing these areas were reliable. Significant results support that
depressed individuals had significantly lower views o f their problem-solving ability and their
social self-efficacy than non-depressed individuals. Fitting with Beck's (1967) cognitive theory
o f depression, it appears that depressed individuals perceive their social ability negatively.

In

relation to the other results o f the study, whereby depression and gender were not related to social
problem-solving ability, it may be that perception o f ability is the only area o f difficulty for
depressed individuals. Given the various symptomatology associated with depression it is felt
that negative feelings about oneself are one o f many depressive symptoms related to social skill
problems in these individuals. Other symptoms may include, for example, irritability,

motivational issues and lack o f energy.
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Definitions

Effective means:

"sequential instrumental acts given by the subject that enable the story

protagonist to reach the stated goal, or to overcome obstacles" (Piatt et al., 1974) (p.789).

Enumerations: "additional

details concerning a particular step in the story" (Piatt & Spivack,

1975) (p.25).

Ineffective means:

"ineffective story directed responses" (Spivack et al.,1976) (p.87). A

response which "(a) failed to specify in sufficient detail how the goal was reached, (b) simply
repeated or paraphrased part o f the story, or (c) made a value judgement on some aspect o f the
story" (Piatt et al., 1974) (p.790).

Irrelevant means:

"some action on the part o f the hero that was instrumental in reaching not the

stated goal but some other goal." (Piatt et al., 1974) (p.790)

Means: "individual steps in problem-solving" (Spivack, Piatt, &
Means-ends problem-solving:

Shure, 1976) (p. 85)

"the individual's ability to orient himself to, and conceptualize

means of moving towards a goal." (Piatt & Spivack, 1975) (p.l)

No-means:

the steps necessary to reach the goal are not provided (Piatt & Spivack, 1975).

No-response:
Obstacles:

no response given.

"events, situations, and so on, which might prevent the hero from reaching the goal"

(Spivack et al., 1976) (p. 86).

Relevant means:

discrete steps "effective in enabling the hero of the story to reach the resolution

stage or to overcome an obstacle preventing the hero from reaching the goal in the story" (Piatt &
Spivack, 1975) (p.21).
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Relevancy score (relevancy ratio): the total number

o f relevant means divided b y the sum o f

the total number of relevant means, irrelevant means, and no means (Piatt and Spivack, 1972).

Time:

"indication o f the passage o f a specific amount of time during the steps taken to reach the

goal" (Spivack et al., 1976) (p.86).
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Do Not Mark

• • • • • • • • • •
• • • • • • • • • •
• • • • • • • • • •

Student Information Form
This p a c k e t of questionnaires is t o find out h o w students a r e feeling a n d a n y p r o b l e m s
t h a t m a y b e g o i n g o n in their lives. Y o u will also b e a s k e d s o m e questions a b o u t h o w y o u
h a v e b e e n feeling lately. There a r e n o right or w r o n g answers. P l e a s e c o m p l e t e the
questions b e l o w a n d t h e n a n s w e r the questions o n the a t t a c h e d sheets. A n s w e r all the
questions t h e best t h a t y o u c a n . Do Not Put Your Name Anywhere On These Pages.
Sex:

•

Age: •

Male
12

•

•
13

Female
•

14

Grade: •

•

15

•

16

•

8•
17

•

9 •
18

10
•

•
19

•

11

•

12

20

R a c e / Ethnicity:

Who do you live with (check
•
M o t h e r a n d Father •
•
M o t h e r only
•
•
Father only
•

one)?
M o t h e r a n d Stepfather
•
Father a n d S t e p m o t h e r
•
O t h e r : ( p l e a s e specify): I

Foster Family
O t h e r Relatives

Mother's Occupation (Job):

Father's Occupation (Job):
Do you think you are (check one):
Very popular
Somewhat popular
with other kids
with other kids

•

•

Not very popular
with other kids

•

Very unpopular
with other kids

•

During the week, how often do you hang out with friends after school (check one)?
More than 4 times
a week

•

Between 2 and 4
times a week

•

About once
a week

Almost never

•

Has anything b a d happened to you in the past year (check one)? •

If yes, p l e a s e e x p l a i n :

•
Yes •

No
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Adopted and reproduced by special permission of me Publisher. Psychological
Assessment Resources. Inc. 16204 Norm Florida Avenue. Lutt. Florida.
33549. from me RADS by William M. Reynolds. Ph.D. Copyright. 198). 1986
by Psychological Assessment Resource! Inc. Further reproduction is
prohibited without permission from PAR. Inc.

Directions
Listed below are some sentences about how you feel. Read each sentence and decide how often you feel
this way. Decide if you feel this way: almost never, hardly ever, sometimes, or most of the time. Check
the box under the answer that best describes how you really feel. Remember, there are no right or wrong
answers. Just choose the answer that tells how you usually feel.
ALMOST HARDLY
NEVER
EVER

SOMETIMES

MOST OF
THE TIME

1. I feel happy

•

•

•

•

2. I worry about school

•

•

•

•

3. I feel lonely

•

•

•

•

4. I feel my parents don't like me

•

•

•

•

5. I feel important

•

•

•

•

6. I feel like hiding from people

•

•

•

•

7. I feel sad

•

•

•

•

8. I feel like crying

•

•

•

•

9. I feel that no one cares about me

•

•

•

•

10. I feel like having fun with other students

•

•

•

•

11. I feel sick

•

C3,

•

•

12. I feel loved.

•

•

•

•

13. I feel like running away

•

•

•

•

14. I feel like hurting myself

•

•

•

•

15. I feel that other students don't like me

•

•

•

•

16. I feel upset

•

•

•

•

17. I feel life is unfair...,

•

•

•

•

18. I feel tired

•

•

•

•

19. I feel I am bad

•

•

•

•

20. I feel I,am no good...

•

•

•

•

21. I feel sorry for myself

•

•

•

•

22. I feel mad about things

•

•

•

•

23. I feel like talking to other students

•

•

•

•

24. I have trouble sleeping

•

•

•

•

25. I feel like having fun

•

•

•

•

26. I feel worried

•

•

•

•

27. I get stomachaches

•

•

•

•

28. I feel bored

•

•

•

•

29. I like eating meals

•

•

•

•

30.

I feel like nothing I do helps any more

•

•

•

•

• •

•

•
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In this procedure we are 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 to you. In other words, you will make up the middle of
the story.

Write at least one paragraph for each story.

H. loved his girlfriend very much, but they had many arguments. One day she left him. H.
wanted things to be better. The story ends with everything fine between him and his girlfriend.
Y o u begin the story with his girlfriend leaving him after an argument.

John notices 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. Y o u begin where he first notices his
friends avoiding him.

Mr. 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 Mr. C. having many good friends and feeling at home in the
neighborhood. Y o u begin the story with Mr. C. in his room immediately after arriving in the
neighborhood.
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Situation 1: Everyone is sitting in drama class, and the teacher tells them to choose a partner.
Doug is without a partner.

1. What is the problem in this situation?

2. How well do y o u think y o u would be able to solve this problem (circle one)?

Couldn't solve

Poor

Okay

Good

Great

problem

solution

solution

solution

solution
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Situation 1: Everyone is sitting in drama class, and the teacher tells them to choose a partner.
Doug is without a partner.
The problem in this situation is:

Doug feels bad because he doesn't have a partner.

3. How well do you think you would be able to solve this problem (circle one)?
Couldn't solve
problem

Poor
solution

Okay
solution

Good
solution

Great
solution

4. There are several ways to deal with this problem. Write as many as you can think of.

5. Which one of these solutions that you have just mentioned would be the best way?

6. How effective will this solution be (circle one)?
Will make
problem worse

Not
effective

Somewhat
effective

Effective

Very
effective

7. If he did this, there are several things that could happen. Write as many as you can think of.

8. What is most likely to happen?
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Situation 2: There are a group of kids eating lunch together at a table. Mike comes in with his
lunch on a tray and notices that one of the kids has his feet up on the onlyfreechair.
Situation 3: The geography teacher announces that there is a test tomorrow and the class
should study their notes. Jim doesn't have any notes.
Situation 4: There are a group of kids standing together in the hallway and talking. John walks
down the hall towards them. When they notice him, they start to laugh and point at him.
Situation 5: Phil is talking with two of hisfriends,and one of them has a bag of popcorn on his
knee. Phil reaches over for hisfriend'spopcorn, and breaks the bag and spills some.
Situation 6: A group of kids were going to a movie and invited John. John waited outside the
movie theatre but the kids never showed up.
Situation 7: Bill borrowed his classmate's compact disc and left it in his bookbag. The next day
he couldn'tfindit.
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The University of British Columbia
Department of Educational Psychology and Special Education
2125 Main Mall, Vancouver, BC V6T 1Z4
Phone: (604) 822-5263 Fax: (604) 822-3302

Informed Consent Form
Exposure to Violence in Adolescents: Relationship to Psychological Distress and Social Problem-Solving
Dear Parent or Guardian:
W e are writing to ask permission for your youngster to take part in a research project that is being
conducted at your child's school. T h e general focus of this study is to examine the potential negative
effects that community exposure to violence may have on young people. This project is directed by Dr.
William Reynolds, w h o is Professor of Educational Psychology and Special Education at the University of
British C o l u m b i a , with M s . D i a n a M i s i c and M s . Erin M o o r s , graduate students at U B C also collaborating
on this study as part of their masters thesis projects.

Purpose:
T h e purpose of this study is to examine: (a) the extent and nature of violence exposure among
adolescents in the Lower Mainland of B C and (b) the relationship between exposure to violence and
psychological distress and social problem-solving ability in adolescents. V i o l e n c e has become a major
concern in many communities and the potential impact of exposure to violence has been shown to be a
factor in the mental health of adolescents. Few studies of exposure to violence have been conducted in
Canada, and there is limited information on the scope of the problem in the Lower M a i n l a n d .

The

current study will report on the extent to which youth are exposed to violence at school and in the
community and the potential effects that this exposure may have on their mental health. In addition, we
will be studying the degree to w h i c h distress in some youngsters may interfere with their social problem
solving ability.

What is involved?
W e plan on assessing the majority of students in the school. Youngsters w h o are participating in
the study will be asked to fill out a set of questionnaires that will take about 45 minutes to complete and
will be done in the classroom during class time. All of the questionnaires have previously been used in
research or general use with adolescents in school settings and there have been no ill effects from
answering the questions. T h e questionnaires will assess the extent to w h i c h your youngster has been
exposed to violence at school and in the community, as well as what type of hassles and events are going
on in your youngster's life. In addition, several questionnaires will inquire as to mental health outcomes
including posttraumatic stress and anxiety, suicidal thoughts, and depression. Most youngsters find the
questionnaires interesting.
A group of students will be asked to complete several of the original set of questionnaires and
measures of social problem solving approximately one week later. The second session will be conducted
in small groups of about 5 or 6 students and take about 30 minutes.
participate will be doing class work.
Page 7 of 3

Students w h o do not wish to

Please complete the section below the dotted line and return the form to school with your child. Keep
the top section for your records. Thank you.
Consent:
I u n d e r s t a n d that m y c h i l d ' s p a r t i c i p a t i o n i n this s t u d y is e n t i r e l y v o l u n t a r y a n d that I as w e l l as m y
y o u n g s t e r m a y refuse t o p a r t i c i p a t e o r w i t h d r a w f r o m t h e s t u d y at a n y t i m e w i t h o u t j e o p a r d y .
I h a v e r e c e i v e d a c o p y o f t h i s c o n s e n t f o r m for m y o w n r e c o r d s
I g i v e c o n s e n t /1 d o n o t g i v e c o n s e n t ( p l e a s e c i r c l e o n e ) for m y s o n o r d a u g h t e r t o p a r t i c i p a t e i n t h i s
study.
t w o u l d l i k e m o r e i n f o r m a t i o n b e f o r e g i v i n g m y p e r m i s s i o n for m y c h i l d t o p a r t i c i p a t e i n t h i s s t u d y .
P l e a s e c a l l m e at

.

Parent or G u a r d i a n ' s N a m e

( p l e a s e print)

Parent or G u a r d i a n ' s signature

Date

Son or Daughter's name

( p l e a s e print)

P l e a s e s e n d t h i s f o r m b a c k to s c h o o l w i t h y o u r s o n o r d a u g h t e r w i t h i n t h e n e x t t h r e e d a y s . T h a n k y o u !

Consent:
I u n d e r s t a n d that m y c h i l d ' s p a r t i c i p a t i o n i n this s t u d y is e n t i r e l y v o l u n t a r y a n d t h a t I as w e l l as m y
y o u n g s t e r m a y refuse t o p a r t i c i p a t e o r w i t h d r a w f r o m t h e s t u d y at a n y t i m e w i t h o u t j e o p a r d y .
I h a v e r e c e i v e d a c o p y of this c o n s e n t f o r m for m y o w n r e c o r d s
I g i v e c o n s e n t / I d o not g i v e c o n s e n t (please c i r c l e o n e ) for m y s o n o r d a u g h t e r t o p a r t i c i p a t e i n t h i s
study.
I w o u l d l i k e m o r e i n f o r m a t i o n b e f o r e g i v i n g m y p e r m i s s i o n for m y c h i l d t o p a r t i c i p a t e i n t h i s s t u d y .
P l e a s e c a l l m e at

.

Parent or G u a r d i a n ' s N a m e

( p l e a s e print)

Parent o r G u a r d i a n ' s signature

Date

Son or Daughter's name

(please print)

Please send this form back to school with your son or daughter within the next three days. Thank you!
Page 3 of 3
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STEP O N E : H A N D O U T QUESTIONNAIRES
Say:
"Because we want to keep your answers private, please put your name on the first page, tear it off
and pass it forward."

(NOTE TO TEACHER: wait until this is complete and put ID sheets in provided envelope.
Make sure students do not switch packets with another student.)

STEP TWO: ADMINISTRATION
Say:
" Y o u may begin now."

ANSWERING STUDENT QUESTIONS:
(NOTE TO TEACHER: When a student asks a question about any particular item that is
confusing to them- you should avoid providing your own interpretation to them. Instead, you
should attempt to simply reread the question for them directing it to the individual student (e.g.,
"What would you say to me if I s a i d " - R E A D Q U E S T I O N ) . Y o u should encourage, students to
interpret questions for themselves, however, i f there is a particular word that is troubling them—
help them out with a definition or ask the other facilitator. Please note any issues that arise on a
piece of paper.)

COMPLETION:
A s students finish up, collect their questionnaires and extra pencils. A t the end of the period
collect all questionnaires, even those not finished. Unused questionnaires should be placed in the
provided envelope. We will be by to pick the materials up.

INSTRUCTIONS FOR ADMINISTERING QUESTIONNAIRES
Adolescent's Exposure to Violence: Relationship to Psychological Distress

Sequence of Events:
A d d any students who have returned their permission slips today to the list o f participants.
Note absent students who were supposed to participate on the bottom o f the participant sheet
(this should be returned with the questionnaires).
Have those students not participating begin other activities.
Have students clear off their desks and move their desks apart i f they are too close.
Make sure each student has a pencil to use to complete the questionnaires (extras in envelope).

Introduction to students:
Say:
"Today you will be taking part in a research project about adolescents. The purpose of this study
is to better understand how teenagers feel about themselves and their communities. Before you
start to fill out the questionnaires, there are a few things you need to know:
1. In order to complete the questionnaire, you should have a pencil.
2 . The instructions tell you how to mark your answers.
3. There are no right or wrong answers- respond to the questionnaire as it applies to you.
4. Please do not skip any questions.
5. If you make a mistake, erase cleanly and make the correction.
6. Please do not talk while completing the questionnaire. If you have any questions, just
raise your hand.
7. When you have finished, turn your questionnaire over and sit quietly. D o not talk or
disrupt other students. I will collect the questionnaires when everyone is finished.
8. If at any time you choose not to continue, let me know."

(NOTE TO TEACHER:

IF S T U D E N T S D E C L I N E P A R T I C I P A T I O N C O L L E C T T H E I R

QUESTION B O O K L E T , A N D P L A C E A L A R G E X O N T H E F R O N T PAGE.)

