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FOREWORD

Being asked by Edward C. Chang, Thomas J. D’Zurilla, and Lawrence
J. Sanna to write a foreword to this volume provided me with the opportunity
to reflect on when my involvement in social problem solving first began.
An event that stands out in my memory goes back to the late 1960s. I can
vividly recall Tom D'Zurilla and [ sitting in my backyard, talking about the
possible development of a problem-solving intervention that could be added
to the array of available behavioral techniques already in use. At that point
in time, the introduction of cognitive interventions into behavioral therapy
was in its early stages; the label cognitive~behavioral therapy was not yet in
existence. Still, those of us at Stony Brook (i.e., D'Zurilla, Jerry Davison,
Stu Valins, and myself) and several of our behavioral colleagues at other
institutions (e.g., Albert Bandura, Peter Lang, Amold Lazarus, Michael
Mahoney, Don Meichenbaum, and Donald Peterson) firmly believed that
although methods based on classical and operant conditioning had made
important contributions, more work was needed. Tom and 1 were particularly
interested in developing an intervention that not only would help clients
cope with specific life problems but also would afford them a skill that they
could use in dealing with a variety of problematic situations.

In addition to the beginning cognitive movement within behavioral
therapy, another important context that set the stage for us working on the
development of the social problem-solving model was a criticism that had
been made of behavioral therapy—or behavior modification, as it was some-
times called. This criticism came from our psychodynamic colleagues, who
maintained that the directive nature of our interventions undermined the
client’s autonomy and independence. At the time, the terms control and
manipulation appeared in the behavior therapy literature, which were associ-
ated with the methods and findings that were extrapolated from research



in the laboratory setting. These methodologically based terms, together with
the relatively more structured and directive nature of the interventions, led
to our psychodynamic colleagues accusing us of functioning much like
puppeteers in our clients’ lives. To counter this accusation, many of us
began to frame behavioral interventions as methods for helping clients
develop self-control or self-regulation in their lives. This focus eventually
evolved into the notion of therapy as coping-skills training, whereby clients
were being taught to become their own therapists. Training in social problem
solving provided a most natural way of making this happen.

Still another context for our development of the problem-solving
model was our work with college students. The original clinic set up by
the psychology department at Stony Brook—Psychological Services—was
established both to provide therapy to undergraduate students and to serve
as a training facility for our newly developed clinical psychology training
program. On the basis of much of our clinical work with undergraduates,
it became clear that many of our clients were having difficulty making the
transition to the college setting. They were continually confronted with a
variety of problematic situations associated with having become a college
student, which was exacerbated by the growing pains that came with a
newly formed university (e.g., crowded dorms and inadequate library facili-
ties). What became apparent was that the failure to effectively deal with
these situational challenges often resulted in their experiencing anxiety,
depression, and other psychological problems. As a result, Tom and I focused
our research efforts on the facilitation of competence in college freshman.
We defined competence in a functional way—namely the ability to deal
effectively with those issues inherent in the problematic situations that one
typically encounters, while minimizing any possible negative consequences.

Our involvement in studying competence in college freshman quickly
led us to recognize that they clearly were not the only population that was
confronted with problematic situations. Indeed, we noted in our 1971 Journal
of Abnormal Psychology article that for all of us, “Our daily lives are replete
with situational problems which we must solve in order to maintain an
adequate level of effective functioning” (p. 107).! As suggested by Harry
Stack Sullivan several years earlier, problems in living are part of the human
condition. We all experience them, need to accept them as a fact of life,
and need to learn how to cope with them.

As we sat there in my backyard discussing problem-solving training,
Tom and I had a sense that we might be on to something—not a clear
realization but more of an intuitive sense. It was a feeling that a problem-

YD'Zurilla, T. J., & Goldfried, M. R. (1971). Problem solving and behavior modification. Journal of
Abnormal Psychology, 78, 107-126.
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solving intervention might contribute to behavioral therapy—and perhaps
therapy in general. We never anticipated that it would gain as much recogni-
tion or utility as it has.

As the result of the efforts of Chang, D'Zurilla, Arthur M. Nezy,
Albert Maydeu-Olivares, Sanna, and countless other workers in the field—
including many of those who have contributed to this important volume—
there are applications of social problem solving for a wide variety of problems
in living. Just to mention a few, problem-solving training has been used for
stress management and for dealing with life transitions, substance abuse,
couple relationships, family conflict, adolescent conduct disorders, suicide
risk, schizophrenia, anger management, stress of caregivers, and a variety
health-related problems.

In every area of applicability, social problem solving has allowed indi-
viduals to gain a better sense of control over their lives. Not only does it
help to resolve the distress of encountering difficult life situations and their
possible negative consequences, but with the experience of successful coping
and increased competence also comes an enhanced sense of self-efficacy—
an important key to psychological well-being. As so comprehensively illus-
trated in this volume, the implications of effective problem solving can
indeed be far reaching.

—Marvin R. Goldfried, PhD
Stony Brook University
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PREFACE

Life is complex and dynamic, filled with many enriching experiences.
These experiences are what make life meaningful. When some experiences
become bothersome and troubling, a person may feel uncertain about how
to deal with them, or a person may try to cope but nothing seems to work.
That is when experiences become problems. But experiencing problems and
finding ways to deal with them effectively also serve to make life meaningful
and promote growth and development. Even in extreme cases involving
clinical dysfunction, some have argued that such individuals are experienc-
ing “problems in living” with which they are unable to cope effectively.
In that regard, social problem solving represents a broad and complex
theory of how we go about solving problems in our day-to-day lives, from
problems that are simple and benign to those that are complex and involve
multiple causes and consequences. Social problem solving also represents
a key form of intervention within contemporary psychotherapy and educa-
tion, a way to better manage the demands of everyday living in a world
that is often complex and unpredictable and sometimes irrational. It was
thus for both mundane and compelling reasons that we decided to embark
on this volume.

Before this book, no single volume existed in which leading researchers,
practitioners, and educators came together to share their expert and experi-
enced thoughts on the power of social problem solving. We put together a
book that would offer readers multiple perspectives, insights, and directions
in understanding social problem solving as an important theory that has
driven wide-ranging scientific research and as an important means of training
to empower and elevate the lives of individuals. We believe that social
problem solving can help individuals free themselves from the problems
they face or the distress that these problems cause. We recognize that
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some problems may be difficult or impossible to solve, but we believe that
considerable value remains in understanding and promoting effective social
problem solving to foster the novel insights and methods in which problems
that seem insurmountable ultimately may be conquered in incremental steps,
across time and across individuals. Moreover, we believe that problems can
be solved in different ways. When problematic situations or circumstances
are manageable or controllable, a good problem solver tries to find ways to
change them for the better. However, when such situations or circumstances
are unchangeable or uncontrollable, one can still use problem solving to
find ways to accept and tolerate with less distress that which cannot be
changed or controlled.

In putting together this volume, we emphasized a balance between
theory, research, and training. Thus, one will find that most of the chapters
on social problem-solving research also address the issue of training. Likewise,
one will find that the chapters on problem-solving training also focus on
research. We tried to be comprehensive in our coverage of social problem
solving. Because social problem solving occurs in a social context, it was
important for us to include an appreciation of how social problem solving
may operate effectively (or ineffectively) within individuals, couples, care-
givers, and families. However, we simply could not include everything.
There is much that we do not know and much work that remains to be
done. Despite this, we believe that this book will inspire in the reader much
excitement about the future of social problem solving and its value in helping
individuals and groups. Solving problems in life is meaning making, and
thus we hope that this volume contributes to helping individuals seek and
find greater meaning in their lives.

We acknowledge the support, guidance, and insights proffered by the
contributors to this volume. Without their expertise and enthusiasm, this
book simply would not have been possible. We thank Susan Reynolds at
the American Psychological Association for giving us the opportunity to
edit this volume and for her encouragement and support. We also thank
the production and development editors at the American Psychological
Association, especially Kristine Enderle, who helped ensure that the book
was complete and ready for publication every step of the way. Finally, we
thank the many individuals, including the contributors of this book, who
continue to help shape and guide our excitement about the future of social
problem-solving theory, research, and training.
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INTRODUCTION:

SOCIAL PROBLEM SOLVING
FOR THE REAL WORLD

EDWARD C. CHANG, THOMAS ]. D'ZURILLA,
AND LAWRENCE ]. SANNA

According to ancient Greek philosophers such as Aristotle (1908/350
B.C.), practical wisdom, prudence in judgment (logos), and action in the real
world (praxis) were considered to be among the highest virtues attainable
by an individual. In later years, numerous educators and psychologists have
echoed these sentiments. Despite these early views, the role of problem
solving in adjustment did not receive serious scientific study until the second
half of the 20th century. In their seminal article on problem solving and
behavior modification, D’Zurilla and Goldfried (1971) called for a major
research effort to study the role of social problem solving in adjustment, as
well as the efficacy of problem-solving training as a clinical intervention
and prevention approach. They argued that such training would lead to
more positive, generalized, and durable behavior changes because individuals
would learn general skills that would enable them to enhance their function-
ing in a positive direction and deal more effectively with future problems.



Since the publication of this classic article, there has been an explosion
of studies on the topic of social problem solving and problem-solving training
and therapy in the clinical and counseling psychology literature. Within
the past decade, research interest in this subject has also grown rapidly in
other areas of psychology as well, including cognitive, social, developmental,
organizational, and health psychology. Reviews of this research literature
have appeared in a number of chapters and books during the past two
decades (D’Zurilla, 1986; D'Zurilla & Nezu, 1982, 1999; Nezu & D'Zurilla,
1989; Nezu, Nezu, & Perri, 1989). However, before this volume, no edited
book has been published that addresses so many issues and ideas related to
an understanding of social problem solving as both a wide-ranging theory
of adjustment and as an effective form of therapy. This volume brings
together leading experts in the area of social problem solving to share their
thoughts on social problem-solving theory, research, and training. Indeed,
the interconnectedness of social problem-solving theory, research, and train-
ing are explicit across all of the chapters in this volume.

OVERVIEW

This volume is separated into four sections. The first section focuses
on providing a broad overview of social problem-solving theory. In chapter 1,
Thomas J. D'Zurilla, Arthur M. Nezu, and Albert Maydeu-Olivares introduce
fundamental concepts involved in the study of social problem solving. These
authors go on to provide a critical review of major social problem-solving
models and measures, with specific attention to the popular social problem-
solving theory of D*Zurilla, Goldfried, Nezu, and Maydeu-Olivares. In addi-
tion, these authors present a problem-solving model of stress that forms the
foundation of problem-solving therapy. Following this broad conceptual and
methodological overview, Alexander R. Rich and Ronald L. Bonner, in
chapter 2, provide critical discussions of possible determinants (mediators)
of social problem solving for answering how social problem solving may
develop and of possible interaction factors (moderators) of social problem
solving for answering why social problem solving may be effective for some
and not for others. These authors make a convincing case for considering
social causes and contexts within problem-solving theory.

The second section of this volume focuses on research linking problem
solving with adjustment. Beginning this section, Arthur M. Nezu, Victoria
M. Wilkins, and Christine Maguth Nezu, in chapter 3, provide an up-to-
date review of the extant literature examining support for the involvement
of social problem solving in negative affective conditions (e.g., depression,
worry, anxiety) and for the involvement of social problem solving as a
moderator of the association between stressful life events and psychological
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distress. Based on their analysis of findings reported in more than 50 different
studies conducted on social problem solving, these authors find positive
support for the involvement of social problem solving in both situations.
Extending the examination of social problem solving, stress, and negative
affective conditions further, George A. Clum and Greg A. R. Febbraro, in
chapter 4, focus on how social problem solving and stress contribute to
suicide risk. These authors provide a careful review of the extant literature
supporting a link between stress and suicide risk and supporting a link
between social problem solving and suicide risk. This leads to a practical
discussion by these authors on the effectiveness of social problem-solving
treatments to help individuals better manage stress and reduce their level
of suicide risk. In chapter 5, Sarah E. Morris, Alan S. Bellack, and Wendy
N. Tenhula provide evidence for the usefulness of applying social problem-
solving theory to the study of extreme psychotic behavior—specifically,
schizophrenia. In reviewing the complex literature on schizophrenia, these
authors not only identify significant problem-solving deficits among individ-
uals with schizophrenia, but they also identify some promising evidence
supporting the idea that social problem-solving abilities can be bolstered
to improve social functioning in this population. Going against the tradi-
tional focus on negative conditions, Edward C. Chang, Christina A. Downey,
and Jenni L. Salata, in chapter 6, focus on a much-needed examination of
social problem solving and positive psychological functioning. Based on a
review of the limited available literature and on analyzing recently collected
data on psychological well-being, these authors conclude that social problem
solving is not only important for understanding negative functioning, but
it is also important for understanding, and perhaps promoting, positive
functioning. In chapter 7, Timothy R. Elliott, Joan S. Grant, and Doreen
M. Miller go beyond a discussion of psychological conditions to also consider
physical conditions. These authors provide an important discussion of the
multiple roles of social problem solving found in understanding behavioral
health, ranging from the role of social problem solving in pain behaviors
to the role of social problem solving in promoting positive functioning
among individuals with health-related problems. An implicit theme running
through the previous chapters of this section is that the exercise of greater
social problem-solving abilities is adaptive, whereas the exercise of poor
social problem-solving abilities is maladaptive. Extending important research
and theory on mental simulations, Lawrence J. Sanna, Eulena M. Small,
and Lynnette M. Cook, in chapter 8, provide a thought-provoking discussion
of how timing, among other critical factors, and the exercise of certain
problem-solving abilities can interact to determine positive and negative
outcomes.

The third section focuses on problem-solving training and therapy for
different populations. Beginning in this section, Marianne Frauenknecht
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and David R. Black, in chapter 9, discuss the importance of problem-solving
training to meet the multiple health and educational needs of children
and adolescents. These authors provide an integrative review of the many
different problem-solving training programs that have been developed and
used in this population and highlight common elements across the different
programs that have been found to be the most effective in promoting the
needs of children and adolescents. In chapter 10, Arthur M. Nezu, Thomas].
D'Zurilla, Marni L. Zwick, and Christine Maguth Nezu offer a comprehensive
review of problem-solving therapy guidelines for working with adults, and
evaluate findings obtained from 48 outcome studies using problem-solving
therapy to treat adults for various conditions and problems. From their
review, the authors highlight the greater efficacy of problem-solving therapy
over no or alternative interventions and discuss novel and innovative ways
in which such therapy may be used in working with adults. Extending the
focus of the previous chapter, James V. Cordova and Shilagh A. Mirgain,
in chapter 11, look at problem-solving training for working with adult
couples experiencing distress. These authors provide a useful and comprehen-
sive review of major therapeutic interventions predicated on social problem-
solving theory used to promote positive functioning and constructive motiva-
tion between partners and identify positive support for the effectiveness of
incorporating problem-solving training elements in working with distressed
couples. Within family systems perspective, Sam Vuchinich, in chapter 12,
provides a valuable discussion on the application and usefulness of problem-
solving training in working with distressed families. The author notes four
basic ways in which problem-solving training may be used to work with
distressed family members, and he provides practical guidelines for using
such theory in families. In chapter 13, Christine Maguth Nezu, Andrew D.
Palmatier, and Arthur M. Nezu provide a valuable look at problem-solving
therapy as an effective or promising intervention for helping caregivers of
individuals dealing with a variety of illnesses, from cancer to stroke.

In the fourth section, Thomas J. D'Zurilla, Edward C. Chang, and
Lawrence J. Sanna, in chapter 14, conclude the volume by reflecting on
some of the main concerns raised in the previous chapters and with thoughts
on future directions for social problem-solving research and training.

SOCIAL PROBLEM SOLVING AS BOTH A USEFUL THEORY
AND A USEFUL THERAPY

We attempted to promote a balance of theory, research, and therapy
in developing a comprehensive volume on social problem solving. It is our
hope that in doing so, this volume will have a strong appeal to researchers
and to mental health professionals alike. To reiterate an earlier point, social
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problem solving is neither a theory of adjustment nor an effective therapy
to promote adjustment; rather, social problem solving refers to both a theory
and a form of therapy. The wide-ranging impact of social problem-solving
theory and therapy is identified and documented throughout the pages of
this volume. Accordingly, we believe the relevance of this volume also
extends to everyday people who find themselves dealing with real and
complex problems in living.

REFERENCES
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WHAT IS SOCIAL
PROBLEM SOLVING?



SOCIAL PROBLEM SOLVING:
THEORY AND ASSESSMENT

THOMAS . D’ZURILLA, ARTHUR M. NEZU,
AND ALBERT MAYDEU-OLIVARES

In this chapter we describe the social problem-solving model that has
generated most of the research and training programs presented in the
remaining chapters of this volume. We also describe the major assessment
methods and instruments that have been used to measure social problem-
solving ability and performance in research as well as clinical practice.

The term social problem solving refers to the process of problem solving
as it occurs in the natural environment or “real world” (D'Zurilla & Nezu,
1982). The adjective social is not meant to limit the study of problem solving
to any particular type of problem. It is used in this context only to highlight
the fact that we are interested in problem solving that influences one’s adap-
tive functioning in the real-life social environment. Hence, the study of social
problem solving deals with all types of problems that might affect a person’s
functioning, including impersonal problems (e.g., insufficient finances, stolen
property), personal or intrapersonal problems (emotional, behavioral, cogni-
tive, or health problems), interpersonal problems (e.g., marital conflicts, family
disputes), as well as broader community and societal problems (e.g., crime,
racial discrimination). The model of social problem solving presented in
this chapter was originally introduced by D'Zurilla and Goldfried (1971)
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and later expanded and revised by D'Zurilla, Nezu, and Maydeu-Olivares
(2002; D'Zurilla, 1986; D'Zurilla & Nezu, 1982, 1990, 1999; Maydeu-
Olivares & DZurilla, 1995, 1996; Nezu & D’Zurilla, 1989).!

MAJOR CONCEPTS

The three major concepts in the D'Zurilla et al. model are (a) problem
solving, (b) problem, and (c) solution. It is also important for theory,
research, and practice to distinguish between the concepts of problem solving
and solution implementation. The definitions presented are based on concepts
previously discussed by Davis (1966), D'Zurilla and Goldfried (1971),
D'Zurilla and Nezu (1982, 1999), and Skinner (1953).

Problem Solving

As it occurs in the natural environment, problem solving is defined as the
self-directed cognitive—behavioral process by which an individual, couple, or
group attempts to identify or discover effective solutions for specific problems
encountered in everyday living. More specifically, this cognitive—behavioral
process (a) makes available a variety of potentially effective solutions for
a particular problem and (b) increases the probability of selecting the
most effective solution from among the various alternatives (D’Zurilla &
Goldfried, 1971). As this definition implies, social problem solving is con-
ceived as a conscious, rational, effortful, and purposeful activity. Depending
on the problem-solving goals, this process may be aimed at changing the
problematic situation for the better, reducing the emotional distress that it
produces, or both.

Problem

A problem (or problematic situation) is defined as any life situation or
task (present or anticipated) that demands a response for adaptive function-
ing but no effective response is immediately apparent or available to the
person or people confronted with the situation because of the presence of
one or more obstacles. The demands in a problematic situation may originate
in the environment (e.g., objective task demands) or within the person

!Several variations and modifications of this social problem-solving model have appeared in the
clinical, counseling, educational, and health psychology literature (see Black & Frauenknecht, 1990;
Crick & Dodge, 1994; Elias & Clabby, 1992; Frauenknecht & Black, 2003; Spivack et al., 1976;
Tisdelle & St. Lawrence, 1986). In addition, similar models and perspectives have also been
described in the literature on geropsychology and organizational psychology (see Poon, Rubin, &
Wilson, 1989; Sinnott, 1989; Sternberg & Wagner, 1986).
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(e.g., a personal goal, need, or commitment). The obstacles might include
novelty, ambiguity, unpredictability, conflicting stimulus demands, perfor-
mance skill deficits, or lack of resources. A particular problem might be a
single time-limited event (e.g., missing a train to work, an acute illness), a
series of similar or related events (e.g., repeated unreasonable demands from
a boss, repeated violations of curfew by an adolescent), or a chronic, ongoing
situation (e.g., continuous pain, boredom, or feelings of loneliness).

An interpersonal problem is a special kind of real-life problem in which
the obstacle is a conflict in the behavioral demands or expectations of two
or more people in a relationship (Jacobson & Margolin, 1979). In this
context, interpersonal problem solving may be described as a cognitive—
interpersonal process aimed at identifying or discovering a resolution to the
conflict that is acceptable or satisfactory to all parties involved. Hence,
according to this view, interpersonal problem solving is a “win—win” ap-
proach to resolving conflicts or disputes rather than a “win—lose” approach.

Solution

A solution is a situation-specific coping response or response pattern
(cognitive or behavioral) that is the product or outcome of the problem-
solving process when it is applied to a specific problematic situation. An
effective solution is one that achieves the problem-solving goal (i.e., changing
the situation for the better or reducing the emotional distress that it pro-
duces), while at the same time maximizing other positive consequences and
minimizing negative consequences. The relevant consequences include both
personal and social outcomes, long-term as well as short-term. With specific
reference to an interpersonal problem, an effective solution is one that
resolves the conflict or dispute by providing an outcome that is acceptable
ot satisfactory to all parties involved. This outcome may involve a consensus,
compromise, or negotiated agreement that accommodates the interests and
well-being of all concerned parties.

Problem Solving Versus Solution Implementation

Qur theory of social problem solving distinguishes between the con-
cepts of problem solving and solution implementation. These two processes
are conceptually different and require different sets of skills. Problem solving
refers to the process of finding solutions to specific problems, whereas solution
implementation refers to the process of carrying out those solutions in the
actual problematic situations. Problem-solving skills are assumed to be gen-
eral, whereas solution-implementation skills are expected to vary across
situations depending on the type of problem and solution. Because they are
different, problem-solving skills and solution-implementation skills are not
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always correlated. Hence, some individuals might possess poor problem-
solving skills but good solution-implementation skills or vice versa. Because
both sets of skills are required for effective functioning or social competence,
it is often necessary in problem-solving therapy to combine training in
problem-solving skills with training in other social and behavioral perfor-
mance skills to maximize positive outcomes (McFall, 1982).

DIMENSIONS OF SOCIAL PROBLEM-SOLVING ABILITY

One of the major assumptions of this theory is that social problem-
solving ability is not a unity construct but, rather, a multidimensional
construct consisting of several different, albeit related, components. In the
original model described by D’Zurilla and Goldfried (1971) and later ex-
panded and refined by D’Zurilla and Nezu (1982, 1990), it was assumed that
social problem-solving ability consisted of two general, partially independent
components: (a) problem orientation and (b) problem-solving skills (later
referred to as “problem-solving proper,” D'Zurilla & Nezu, 1999, and then
“problem-solving style,” D’Zurilla et al., 2002). Problem orientation was de-
scribed as a metacognitive process involving the operation of a set of rela-
tively stable cognitive—emotional schemas that reflect a person’s general
beliefs, appraisals, and feelings about problems in living, as well as his or
her own problem-solving ability. This process was believed to serve an
important motivational function in social problem solving. Problem-solving
skills, on the other hand, referred to the cognitive and behavioral activities
by which a person attempts to understand problems and find effective “solu-
tions” or ways of coping with them. The model identified four major skills:
(a) problem definition and formulation, (b) generation of alternative solu-
tions, (c) decision making, and (d) solution implementation and verification
(D’Zurilla & Goldfried, 1971). These skills will be described in more depth.

Based on this theoretical model, D*Zurilla and Nezu (1990} developed
the Social Problem-Solving Inventory (SPSI), which consisted of two major
scales: the Problem Orientation Scale (POS) and the Problem-Solving Skills
Scale (PSSS). The items in each scale were designed to reflect both positive
(constructive or facilitative) and negative (dysfunctional) characteristics.
The assumption that problem orientation and problem-solving skills are
different, albeit related, components of social problem-solving ability was
supported by findings that showed that the POS items correlated relatively
high with the total POS score and relatively low with the total PSSS score,
whereas the reverse was true for the PSSS items (D’Zurilla & Nezu, 1990).

In later studies, Maydeu-Olivares and D'Zurilla (1995, 1996) conducted
exploratory and confirmatory factor analyses on the SPSI. Although the
results showed moderate support for the original two-factor model (viz.,
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problem orientation and problem-solving skills), a better fitting model was
found to be a five-factor model consisting of two different, albeit related,
problem-orientation dimensions and three different problem-solving styles.
The two problem-orientation dimensions are positive problem orienta-
tion and negative problem orientation, whereas the three problem-solving
styles are rational problem solving (i.e., effective problem-solving skills),
impulsivity—carelessness style, and avoidance style. These five dimensions
of social problem-solving ability are measured by the Social Problem-Solving
Inventory—Revised (SPSI-R; D'Zurilla et al., 2002), which will be de-
scribed later. Positive problem orientation and rational problem solving are
constructive dimensions that have been found to be related to adaptive func-
tioning and positive psychological well-being, whereas negative problem
orientation, impulsivity—carelessness style, and avoidance style are dysfunc-
tional dimensions that have been found to be associated with maladaptive
functioning and psychological distress (see reviews by DZurilla & Nezu,
1999; D'Zurilla et al., 2002). As would be expected, the constructive dimen-
sions are positively correlated with each other and negatively correlated
with the dysfunctional dimensions and vice versa (D'Zurilla et al., 2002).
Each dimension is described later in the chapter.

Problem-Orientation Dimensions

Positive problem orientation is a constructive problem-solving cognitive
set that involves the general disposition to (a) appraise a problem as a
“challenge” (i.e., opportunity for benefit or gain), (b) believe that problems
are solvable (“optimism”), (c) believe in one’s personal ability to solve
problems successfully (“problem-solving self-efficacy”), (d) believe that suc-
cessful problem solving takes time and effort, and (e) commit oneself to
solving problems with dispatch rather than avoiding them. In contrast,
negative problem orientation is a dysfunctional or inhibitive cognitive—
emotional set that involves the general tendency to (a) view a problem as
a significant threat to well-being (psychological, social, economic), (b) doubt
one’s own personal ability to solve problems successfully (“low problem-
solving self-efficacy”), and (c) easily become frustrated and upset when
confronted with problems (“low frustration tolerance”).

Problem-Solving Styles

Rational problem solving is a constructive problem-solving style that is
defined as the rational, deliberate, and systematic application of effective
problem-solving skills. As noted earlier, this model identifies four major
problem-solving skills: (a) problem definition and formulation, (b) genera-
tion of alternative solutions, (c) decision making, and (d) solution
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implementation and verification. In problem definition and formulation, the
problem solver tries to clarify and understand the problem by gathering as
many specific and concrete facts about the problem as possible, identifying
demands and obstacles, and setting realistic problem-solving goals (e.g.,
changing the situation for the better, accepting the situation, and minimizing
emotional distress). In the generation of alternative solutions, the person focuses
on the problem-solving goals and tries to identify as many potential solutions
as possible, including both conventional and original solutions. In decision
making, the problem solver anticipates the consequences of the different
solutions, judges and compares them, and then chooses the “best” or poten-
tially most effective solution. In the final step, solution implementation and
verification, the person carefully monitors and evaluates the outcome of the
chosen solution after attempting to implement it in the real-life problematic
situation (for a more detailed description of these skills, the reader is referred
to D'Zurilla & Goldfried, 1971; D'Zurilla & Nezu, 1999; D’Zurilla et al.,
2002).

Impulsivity—carelessness style is a dysfunctional problem-solving pattern
characterized by active attempts to apply problem-solving strategies and
techniques, but these attempts are narrow, impulsive, careless, hurried, and
incomplete. A person with this problem-solving style typically considers
only a few solution alternatives, often impulsively going with the first idea
that comes to mind. In addition, he or she scans alternative solutions
and consequences quickly, carelessly, and unsystematically, and monitors
solution outcomes carelessly and inadequately.

Awvoidance style is another dysfunctional problem-solving pattern char-
acterized by procrastination, passivity or inaction, and dependency. The
avoidant problem solver prefers to avoid problems rather than confronting
them head on, puts off problem solving for as long as possible, waits for
problems to resolve themselves, and attempts to shift the responsibility for
solving his or her problems to other people.

THE SOCIAL PROBLEM-SOLVING PROCESS

Based on the social problem-solving model described earlier, the hy-
pothesized social problem-solving process is depicted in Figure 1.1. As the
figure shows, problem-solving outcomes in the real world are assumed to be
largely determined by two general, partially independent processes: (a) prob-
lem orientation and (b) problem-solving style. The two problem orientation
dimensions and the three problem-solving styles that make up the present
model are also shown in the figure. Constructive or effective problem solving
is depicted as a process in which positive problem orientation facilitates
rational problem solving (i.e., the deliberate, systematic application of effec-
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Figure 1.1. Schematic representation of the social problem-solving process based
on the five-dimensional model of D’Zurilla et al. (2002).

tive problem-solving skills), which in turn is likely to produce positive
outcomes. Dysfunctional or ineffective problem solving is shown as a pro-
cess in which negative problem orientation contributes to impulsivity—
carelessness style or avoidance style, which are both likely to produce nega-
tive outcomes. Hence, our model predicts that the most favorable problem-
solving outcomes are likely to be produced by individuals who score relatively
high on measures of positive problem orientation and rational problem
solving while scoring relatively low on measures of negative problem orienta-
tion, impulsivity—carelessness style, and avoidance style. Moreover, when
initial outcomes are negative or unsatisfactory, these “good” problem solvers
are more likely to persist and recycle, or return to the problem-solving
process, to find a better solution or to redefine the problem with more
realistic goals. For example, after finding that a certain medical problem is
incurable, the person may change the problem-solving goal to one that
focuses on minimizing pain and discomfort and maximizing quality of life.
In contrast, poor problem solvers, who have high scores on the dysfunctional
dimensions and low scores on the construction dimensions, might be more
likely to give up when initial outcomes are negative and either do nothing
or try desperately to get someone else to help them solve the problem.
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Empirical evidence that supports different aspects of this hypothesized social
problem-solving process is reviewed in D'Zurilla et al. (2002).

ASSESSMENT OF SOCIAL PROBLEM SOLVING

In research on social problem solving, as well as research and clinical
practice in problem-solving therapy, it is important to assess not only the
person’s general level of social problem-solving ability but also his or her
strengths and weaknesses across the different components of problem-solving
ability (e.g., positive problem orientation, negative problem orientation,
rational problem solving, etc.). Hence, it is useful to distinguish between
two general types of social problem-solving measures: (a) process measures
and (b) outcome measures (D'Zurilla & Maydeu-Olivares, 1995).

Process measures directly assess the general cognitive and behavioral
activities (e.g., attitudes, skills) that facilitate or inhibit the discovery of
effective or adaptive solutions for everyday problems, whereas outcome mea-
sures assess the quality of specific solutions to specific problems. Hence,
process measures are used to assess specific strengths and deficits in social
problem-solving ability, and outcome measures are used to evaluate problem-
solving performance or the ability of a person to apply his or her skills
effectively to specific problems. An outcome measure can be viewed as a
global indicator of social problem-solving ability but, unlike a process mea-
sure, it does not provide any information about the specific components of
social problem-solving ability.

Problem-solving process measures include self-report inventories as
well as performance tests. The self-report inventory provides a broad survey
of a person’s problem-solving attitudes, strategies, and techniques, both
positive (facilitative) and negative (inhibitive). Some inventories also esti-
mate the extent to which the person actually uses the problem-solving skills
that he or she possesses, as well as the manner in which these techniques
are typically applied (e.g., efficiently, systematically, impulsively, carelessly,
etc.). The performance test format presents the person with a specific
problem-solving task that requires him or her to apply a specific skill or
set of skills (e.g., problem recognition, problem definition, generation of
solutions, decision making). The individual’s task performance is then judged
or evaluated and this measure is viewed as an indicator of his or her level
of ability in that particular skill area (see D'Zurilla & Nezu, 1980; Nezu &
D'Zurilla, 1979, 1981a, 1981b; Spivack, Platt, & Shure, 1976).

All problem-solving outcome measures are performance tests. However,
instead of testing one particular component skill or ability, these measures
assess overall problem-solving performance, or general social problem-
solving ability, by presenting the person with a specific problem and asking
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him or her to solve it, after which the solution is judged or rated on some
quantitative or qualitative dimension. An example of a quantitative score
is the number of relevant means, or discrete steps, that enable the problem
solver to move closer to a goal (Platt & Spivack, 1975; Spivack, Shure, &
Platt, 1985). Examples of qualitative scoring are ratings or judgments of
“effectiveness,” “appropriateness,” “active vs. passive coping,” and “approach
vs. avoidance” (Fischler & Kendall, 1988; Freedman, Rosenthal, Donahoe,
Schlundt, & McFall, 1978; Getter & Nowinski, 1981; Linehan, Camper,
Chiles, Strosahl, & Shearin, 1987; Marx, Williams, & Claridge, 1992).
Although most outcome tests have used hypothetical test problems, some
studies have assessed participants’ solutions for their current, real-life
problems (e.g., Marx et al., 1992; Schotte & Clum, 1987). Compared to
an interview or questionnaire format, problem-solving self-monitoring (e.g.,
DZurilla & Nezu, 1999) is a particularly useful and efficient assessment
method for this purpose.

Rather than assessing solutions only, some outcome measures have
been designed to assess one or more process variables as well, thus providing
more information about the person’s problem-solving ability (Donahoe et al.,
1990; Getter & Nowinski, 1981; Goddard & McFall, 1992; Nezu, Nezu, &
Area, 1991; Sayers & Bellack, 1995; Schotte & Clum, 1987). One example
of this approach is the Problem-Solving Task developed by Nezu et al.
(1991) to measure the process and outcome of interpersonal problem solving
in adults with mental retardation. Using an interview format, research
participants are presented with interpersonal problematic situations that
include a stated goal (e.g., to make a new friend). They are then asked a
series of questions that attempt to assess different process variables (e.g., -
the ability to generate alternative solutions, the ability to anticipate conse-
quences) in addition to outcome (i.e., ratings of solution quality). Interrater
agreement has been found to be high (r = .83) and estimates of test—retest
reliability indicate that responses are relatively stable over time (r = .79).
In addition, the Problem-Solving Task has been found to be sensitive to
the effects of problem-solving training.

Although many different process and outcome measures have been
used in social problem-solving research and training, the most popular
instruments have been (a) the Social Problem-Solving Inventory—Revised
(SPSI-R; D'Zurilla et al., 2002), (b) the Problem-Solving Inventory (PSI;
Heppner & Petersen, 1982), and (c) the Means—Ends Problem-Solving
Procedure (MEPS; Platt & Spivack, 1975; Spivack et al.,, 1985).

Social Problem-Solving Inventory—Revised

The Social Problem-Solving Inventory—Revised (SPSI-R; D’Zurilla
etal.,, 2002) is a 52-item, Likert-type inventory consisting of five major
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scales that measure the five different dimensions in the D'Zurilla et al. social
problem-solving model. These scales are the Positive Problem Orientation
(PPO) scale (5 items), the Negative Problem Orientation (NPO) scale (10
items), the Rational Problem Solving (RPS) scale (20 items), the Impulsivity/
Carelessness Style (ICS) scale (10 items), and the Avoidance Style (AS)
scale (7 items). Using this instrument, “good” social problem-solving ability
is indicated by high scores on PPO and RPS and low scores on NPO, ICS,
and AS, whereas “poor” social problem-solving ability is indicated by low
scores on PPO and RPS and high scores on NPO, ICS, and AS. In addition
to the five major scales, the RPS scale is broken down into four subscales
(each with five items) that measure the four major problem-solving skills
in the D'Zurilla et al. social problem-solving model: (a) the Problem Defini-
tion and Formulation (PDF) subscale, (b) the Generation of Alternative
Solutions (GAS) subscale, {c) the Decision Making (DM) subscale, and
(d) the Solution Implementation and Verification (SIVS) subscale. A 25-
item short form of the SPSI-R is also available that measures the five major
problem-solving dimensions but does not provide subscales that measure the
four specific skills within the rational problem-solving construct. Empirical
evidence supporting the reliability and validity of the SPSI-R and its short
form can be found in D'Zurilla et al. (2002).

Problem-Solving Inventory

The Problem-Solving Inventory (PSI; Heppner & Petersen, 1982) is a
35-item Likert-type inventory that is described by the authors as a measure
of “problem-solving appraisal,” or an individual's perceptions of his or her
problem-solving behavior and attitudes (Heppner, 1988). The PSI is derived
from an initial pool of 50 items that are based on D'Zurilla and Goldfried’s
(1971) original social problem-solving model, which consists of a general
orientation component (later renamed “problem orientation”) and four spe-
cific problem-solving skills (problem definition and formulation, generation
of alternatives, decision making, and verification). Contrary to expectations,
a principal components factor analysis identified a three-factor structure
rather than a five-factor structure, corresponding to the five components in
the D'Zurilla and Goldfried model. The three factors and the scales that
were designed to measure them were named Problem-Solving Confidence
(PSC; 11 items), Personal Control (PC; 5 items), and Approach—Avoidance
Style (AAS; 16 items). Unfortunately, none of these constructs is based on
any particular theory of social problem solving. The most popular measure
has been the total PSI score, which is used as an index of overall problem-
solving ability. Empirical findings supporting the reliability and validity of
the PSI are reported in Heppner and Petersen (1982) and Heppner (1988).

20 D’ZURILLA, NEZU, AND MAYDEU-OLIVARES



In an attempt to relate empirical findings using the PSI to social
problem-solving theory, two different groups of investigators (Elliott, Sher-
win, Harkins, & Marmarosh, 1995; Nezu & Perri, 1989) reinterpreted the
three factors measured by this instrument, using the social problem-solving
model described by D'Zurilla and associates (D’Zurilla & Goldfried, 1971;
D'Zurilla & Nezu, 1990). These investigators have independently concluded
that the PSC and PC scales are measuring problem orientation variables,
whereas the AAS scale can be viewed as a measure of problem-solving
skills.

Using the same social problem-solving model, Maydeu-Olivares and
DZurilla (1997) recently conducted a content analysis of the PSI and
concluded that two meaningful theoretical constructs can be extracted from
this item pool. One construct is problem-solving self-efficacy (i.e., the belief
that one is capable of solving problems effectively), which is an important
subcomponent of positive problem orientation; the second construct is
problem-solving skills. Selecting the items that most closely approximated
these two constructs, Maydeu-Olivares and D"Zurilla (1997) constructed a
1-item Problem-Solving Self-Efficacy (PSSE) scale and a 9-item Problem-
Solving Skills (PSS) scale. A confirmatory factor analysis supported a two-
factor structure corresponding to these two scales. The PSSE and PSS scales
were found to have good reliability and high correlations with the original
PSC and AAS scales (rs = —.93 and —.92, respectively; higher scores on
the PSI scales indicate lower problem-solving ability). The advantages of
the new scales are that they have fewer items without sacrificing reliability
and they are more clearly linked to existing social problem-solving theory.
Additional empirical data on the PSSE and PSS scales can be found in
Maydeu-Olivares and D'Zurilla (1997).

The Means—Ends Problem-Solving Procedure

The Means—Ends Problem-Solving Procedure (MEPS; Platt & Spivack,
1975; Spivack et al., 1985) is described by its authors as a measure of
means—ends thinking, which has three major components: (a) the ability to
conceptualize the sequential steps or “means” that are necessary to satisfy
a need or achieve a particular goal, (b) the ability to anticipate obstacles
to goal attainment, and (c) the ability to appreciate that successful problem
solving takes time or that appropriate timing is important for successful
solution implementation. Research participants are presented with a series
of 10 hypothetical interpersonal problems consisting of incomplete stories
that have only a beginning and an ending. In the beginning, the need or
goal of the protagonist is stated and at the end, the protagonist success-
fully satisfies the need or achieves the goal. The instructions present the
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instrument as a test of imagination. Participants are asked to make up the
middle part of the story that connects the beginning with the ending. The
MEPS uses a quantitative scoring system that computes separate frequency
scores for relevant means, obstacles, and time. The number of relevant
means has been the most common MEPS score used in research. Because
means—ends thinking represents a problem solution rather than the process
that leads to a solution, the MEPS is viewed as an outcome measure rather
than a process measure. Data on the reliability and validity of the MEPS
can be found in Butler and Meichenbaum (1981); D'Zurilla and Maydeu-
Olivares (1995), Marx et al. (1992), Platt and Spivack (1975), Schotte and
Clum (1982, 1987), and Spivack, et al. (1976).

In a study focusing on hospitalized psychiatric patients, Schotte and
Clum (1987) developed a modified MEPS that measures two process variables
in addition to outcome: (a) the ability to generate alternative solutions and
(b) the ability to anticipate solution consequences. Instead of the usual
MEPS problems, the participants were asked to list and respond to real
problems from their personal lives that contributed to their hospitalization.
The results of the study demonstrated that suicidal patients generated sig-
nificantly fewer alternative solutions and reported a greater number of poten-
tial negative consequences than nonsuicidal patients.

OTHER SOCIAL PROBLEM-SOLVING MEASURES

A number of other process and outcome measures have been used in
studies on social problem solving. Unfortunately, many of these measures
have been presented with little or no information about test construction
or their psychometic properties. Some of the better process measures include
the Social Problem-Solving Inventory for Adolescents (SPSI-A; Frauen-
knecht & Black, 1995, 2003), the Problem-Focused Style of Coping
(PF~SOC; Heppner, Cook, Wright, & Johnson, 1995), and the Perceived
Modes of Processing Inventory—Rational Processing (RP) scale (Burns &
DZurilla, 1999).

Other outcome measures that have been used in social problem-solving
research (including some that also measure process variables) include the
Interpersonal Problem-Solving Assessment Technique (IPSAT; Getter &
Nowinski, 1981), the Adolescent Problems Inventory (API; Freedman et al.,
1978), the Social Problem Solving Assessment Battery (SPSAB; Sayers &
Bellack, 1995), the Assessment of Interpersonal Problem-Solving Skills
(AIPSS; Donahoe et al., 1990), the Inventory of Decisions, Evaluations,
and Actions (IDEA; Goddard & McFall, 1992), the Everyday Problem
Solving Inventory (EPS]; Cornelius & Caspi, 1987), the Practical Problems
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(PP) test (Denney & Pearce, 1989), and the Everyday Problems Test (EPT;
Willis & Marsiske, 1993).

Unfortunately, a major difficulty with most cutrent problem-solving
outcome tests is the lack of empirical support for their construct validity.
For example, Marsiske and Willis (1995) conducted a confirmatory factor
analysis on three of these outcome tests (the EPSI, EPT, and a modified
version of the PP test) and found little consistency across the three tests.
Specifically, the results showed that the tests were virtually unrelated to
each other, typically sharing less than 5% of their variance. The conclusion
was that these three tests are measuring quite different coping constructs.

These findings are not surprising considering the fact that none of
these tests is based on any particular theory or model of social problem
solving. At the very least, the construction and selection of test items (real
or hypothetical problems) must be based on clear and specific definitions
of the terms problem, problem solving, and solution. For example, in the social
problem-solving model presented, a problem is defined as a life situation in
which there is a discrepancy between demands and the availability of an
effective coping response. Defined in this way, a test problem is likely to
set the occasion for problem solving, which is the process by which a person
attempts to find an effective solution. Because the participant’s test response
is the product of this process, it can be viewed as a valid indicator of
problem-solving ability. On the other hand, if this definition is not used to
construct or select test items, then one cannot assume that the test is
measuring problem-solving ability. Instead, some or all test responses could
simply be products of “automatic processing,” or the direct, single-step
retrieval of previously learned coping responses from memory (see Burns &
DZurilla, 1999; Logan, 1988). Although the test may be viewed as a measure
of coping, its validity as a measure of problem-solving ability could be
seriously questioned. For a discussion of test construction guidelines that
may help to maximize the construct validity of social problem-solving mea-
sures, the reader is referred to D'Zurilla and Maydeu-Olivares (1995).

Because problems in living are idiosyncratic (a problem for one person
may not be a problem for another person), the most valid problem-solving
performance measure may be a problem-solving self-monitoring (PSSM)
method in which individuals are given definitions of the terms problem,
problem solving, and solution, and then are asked to identify real problems
as they occur in everyday living, attempt to solve them, and record their
solutions (D’Zurilla & Nezu, 1999). After a period of time, the person’s
solutions are rated for “effectiveness” and the mean of these ratings is used
as a global index of that individual’s social problem-solving ability. If desired,
this PSSM method can also be used to assess specific process variables, such
as problem definition, the ability to generate alternative solutions, and
decision making.
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CONCLUSION

In this chapter, we describe a social problem-solving model that is
based on an integration of theory and empirical data. This model con-
sists of five partially independent dimensions of social problem-solving
ability: (a) positive problem orientation, (b) negative problem orienta-
tion, (c) rational problem solving (i.e., effective problem-solving skills),
(d) impulsivity—carelessness style, and (e) avoidance style. These five dimen-
sions are measured by the Social Problem-Solving Inventory—Revised
(SPRI-R; D'Zurilla et al., 2002). Good problem-solving ability is reflected
by higher scores on positive problem orientation and rational problem
solving and lower scores on negative problem orientation, impulsivity—
carelessness style, and avoidance style. Two general types of social problem-
solving measures are process measures and outcome measures. Process measures
assess strengths and weaknesses in the cognitive—behavioral activities that
constitute the problem-solving process (i.e., the process of finding a solution
to a problem), whereas outcome measures assess the quality of specific
solutions to specific problems. The SPSI-R is an example of a process
measure. Outcome measures are useful for assessing problem-solving perfor-
mance, or the ability of a person to apply his or her problem-solving skills
to specific problems. Unfortunately, at this time there are no theory-based
problem-solving performance measures that have adequate data supporting
their construct validity. The best method of measuring problem-solving
performance may be problem-solving self-monitoring (DZurilla & Nezu,

1999).
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MEDIATORS AND MODERATORS
OF SOCIAL PROBLEM SOLVING

ALEXANDER R. RICH AND RONALD L. BONNER

In chapter 1 of this volume, D'Zurilla, Nezu, and Maydeu-Olivares
define social problem solving in terms of its components and processes. The
following chapters richly outline the important role of social problem solving
in psychological adjustment and well-being and its prevention of maladap-
tive coping, disease, and psychopathology. This chapter considers the com-
plexity of this dynamic and multivariate process by examining important
mediators and moderators of social problem solving. In other words, we seek
to discover the biopsychosocial factors that transact to determine or influence
social problem-solving capabilities, competencies, and performances. Moder-
ators are variables that interact with problem situations to modify how
problems are experienced and dealt with, and they provide some insight
into why one individual is generally effective in solving social problems and
another person generally is not. Mediators are intervening variables that
“come between” the problem-solving situation and the social problem-
solving process to explain how differences in social problem solving come
about.

Social problem solving is embedded within transactionalism and the
stress and coping paradigm. At any given point in time a variable can serve
as an antecedent, a mediator, a moderator, or a consequence in the social
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problem-solving process (Lazarus, 1981). For example, at one point in time
dispositional optimism may moderate the effects of social problem solving
on adjustment, and at another point in time social problem solving mediates
the effects of optimism on adjustment. In addition, mediational and modera-
tional processes may not be mutually exclusive. Individual differences in trait
affectivity may moderate social problem solving, whereas the effectiveness of
situational problem solving is mediated by current affective states.

The research on moderators and mediators of social problem solving
is in its infancy, and only a few studies have used the methodologies recom-
mended by Baron and Kenny (1986) for testing for moderating and mediating
effects. In addition, comparison across studies is difficult because of differing
operational definitions of social problem solving and the use of different
problem-solving measures. With this caveat in mind, we start by examining
theory and research on potential genetic and early environmental influences
on the development of social problem solving. Person factors are considered
next, followed by a review of studies on the role of various contextual
variables in influencing social problem solving. Our major focus is on theory
and research pertaining to D'Zurilla and colleagues’ social problem-solving
model (D'Zurilla, 1988; D'Zurilla & Goldfried, 1971; D'Zurilla & Maydeu-
Olivares, 1995; D'Zurilla & Nezu, 1982, 1999), but relevant research gener-

ated from other models is included.

GENETIC AND EARLY CHILDHOOD INFLUENCES
ON SOCIAL PROBLEM SOLVING

No research to date has directly investigated the contributions of
genetic factors in social problem solving, though twin studies on related
constructs suggest that it may have genetic contributions. For example, in
research reviewed by Taylor and Aspinwall (1996), optimism—pessimism
was found to have an estimated heritability of .31, suggesting that more than
learning and experience are involved in developing generalized outcome
expectancies. In addition, Kendler, Kessler, Heath, Neale, and Eaves (1991)
found that the coping styles of active coping, turning to others, and the
perceived availability of social support have significant genetic contributions.

The early interpersonal environment interacts with genetic predisposi-
tions to lay the framework for social problem-solving capabilities. Social
competence, including social problem-solving skills, results from complex
interactions between the child and his or her environment. Parental role
models, child-rearing practices, and day-to-day interactions between parents
and children teach both a general orientation to everyday problems and
the skills necessary for solving them (Gauvain, 2001).
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As well, research suggests that the structure and support of secure
attachments to proficient role models provides a context that enables young
children to perform competently and to achieve socially expected goals
(Masten & Coatsworth, 1998). According to attachment theory, parents
provide children with working models for coping with stress and for solving
everyday problems (Bowlby, 1973). As the child develops, these working
models become internalized as attachment cognitions that guide and influ-
ence future experiences. Children who experience secure attachment rela-
tionships are also provided with assurances that they are worthy of being
loved and cared for. Feelings of worth and value become internalized as
part of the child’s attachment cognitions, which lead to positive feelings
about themselves and the world. Insecure attachment relationships have
the opposite effect.

Secure attachment cognitions are related to social competence and
emotional adjustment, whereas insecure attachment cognitions are related
to poor social skills, relational incompetence, and psychopathology (Engels,
Finkenaurer, Dekovic, & Meeus, 2001). Burge, Hammen, Davila, and Daley
(1997) found that attachment cognitions assessed in high school predicted
college and work-related stress and performance two years later.

Attachment cognitions were found to affect social problem-solving
abilities among college women (Davila, Hammen, Burge, Daley, & Paley,
1996). Women with secure attachment cognitions showed better social
problem-solving ability relative to women with insecure attachment beliefs
as measured by the number of effective strategies for solving hypothetical
interpersonal problems. Additional analysis revealed that global self-worth
mediated the effect of attachment cognitions on social problem solving;
women with secure attachment cognitions had higher global self-worth and
better social problem-solving skills. '

CONTRIBUTIONS OF PERSONALITY
TO SOCIAL PROBLEM SOLVING

Stable individual differences in personality appear to affect social prob-
lem solving. The potential moderating roles of the “supertraits” of the five-
factor model, positive and negative affectivity, optimism—pessimism, hope,
and perfectionism have been investigated within the context of social prob-
lem solving.

Neuroticism and the Big Five

Neuroticism, also defined as negative emotionality, has been defined
by stable tendencies to experience negative affects such as fear, anger, and
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shame (Watson, David, & Suls, 1999). However, consistent patterns of
thoughts and behaviors are also associated with neuroticism. People high
in neuroticism are more likely to evaluate or appraise everyday situations
as threatening compared to those low in neuroticism, and as a consequence
experience more perceived stress (Watson & Hubbard, 1996). In addition,
high scorers on neuroticism do actually experience more stressful life events
than low scorers, which suggests that negative emotionality generates nega-
tive consequences (Suls, Green, & Hillis, 1998). Neuroticism is also associ-
ated with passive and ineffective forms of coping, such as behavioral and
mental disengagement, denial, avoidance coping, wishful thinking, and the
venting of emotions (Carver, Scheier, & Weintraub, 1989; Scheier, Carver,
& Bridges, 1994; Watson & Hubbard, 1996). High neuroticism scorers also
appraise their problem-solving capabilities, as measured by the Problem-
Solving Inventory (PSI; Heppner & Peterson, 1982), as more deficient than
low scorers (Watson & Hubbard, 1996).

Because those high in neuroticism tend to perceive events as a threat,
doubt their capabilities to cope effectively, and use more avoidant ways of
coping, it seerns reasonable to predict that they have deficient social problem-
solving abilities. McMurran, Egan, Blair, and Richardson (2001) found
support for this hypothesis in a sample of mentally ill, inpatient offenders.
As predicted, those high in neuroticism scored high in negative problem
orientation, impulsive and careless coping style and avoidance coping style,
and low on positive problem orientation and rational problem-solving style
as measured by the Social Problem-Solving Inventory—Revised (SPSI-R;
D'Zurilla, Nezu, & Maydeu-Olivares, 2002).

Other members of the five-factor model may also influence social
problem-solving ability. Extroversion or positive emotionality is related to
stable differences in positive affectivity and the use of active, rational problem-
focused coping, positive reappraisal, and the seeking of social support as
coping strategies (Watson & Hubbard, 1996). However, the research linking
extroversion to social problem-solving ability is mixed. Watson and Hubbard
(1996) found extroversion to be only weakly related to perceived problem-
solving ability as measured by the PSI, and McMurran et al. (2001) reported
a low positive correlation between extroversion and a positive problem
orientation as measured by the SPSI-R. The hypothesized relationship
between extroversion and coping style was not confirmed in either study.

Openness was found to correlate moderately with perceived problem-
solving ability in two studies as measured by the PSI (Watson & Hubbard,
1996; Watson et al., 1999). In addition, McMurran et al. (2001), using the
SPSI-R, found openness to be positively related to the use of rational
problem solving and negatively related to impulsive and careless coping
style, avoidance coping style, and a negative problem orientation among
mentally ill offenders. Open individuals report that they are able to generate
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diverse and creative solutions to social problems and are able to adapt if
initial coping efforts are ineffective (Watson & Hubbard, 1996).

The research relating conscientiousness to social problem solving is
mixed. Watson and Hubbard (1996) found conscientiousness to be moder-
ately related to perceived problem-solving ability and use of active problem-
focused coping in their nonpatient samples, and Burns and D’Zurilla (1999)
found a significant correlation between Conscientiousness and the Rational
Processing scale of their Perceived Modes of Processing Inventory (PMPI),
which is a measure of rational problem-solving skills that is highly correlated
with the Rational Problem Solving scale of the SPSI-R. On the other hand,
McMurran et al. (2001) did not find conscientiousness to be significantly
related to any of the SPSI-R social problem-solving dimensions among
mentally ill offenders. At present, agreeableness has not been linked to any
coping or social problem-solving dimension.

Affectivity

Research suggests that two distinguishable dimensions characterize
mood: positive affectivity and negative affectivity. Positive affectivity refers
to the propensity for people to feel active, alert, and enthusiastic and to
experience positive emotions such as joy, interest, pride, and contentment.
Negative affectivity refers to the propensity for people to experience perva-
sive negative mood and stress (Watson & Kendall, 1989).

The role of affectivity in social problem solving has been investigated.
Chang and D'Zurilla (1996) found that although positive and negative
problem orientation as measured by the SPSI-R shared a large amount of
variance with positive and negative affectivity respectively, the two con-
structs were related but independent. In that study, conducted with college
students, a positive problem orientation contributed independent variance
to the prediction of adaptive coping beyond that of both positive affectivity
and optimism; similarly, a negative problem orientation contributed inde-
pendent variance to the prediction of psychological distress beyond negative
affectivity and pessimism.

As traits, positive and negative affectivity may moderate social prob-
lem solving, whereas positive and negative affective states may mediate
particular instances of social problem solving and facilitate long-term
changes in social problem-solving ability. Momentary positive affects such
as joy, interest, love, and contentment appear to broaden cognition as
reflected in more creative, flexible, and open thinking (Isen, 2000), and
they also appear to facilitate effective self-regulation (Aspinwall, 1998).
A number of information-processing advantages appear to be associated
with positive affect, including more efficient decision making and problem
solving in complex situations. Positive affect appears to facilitate a greater
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elaboration of negative information, to engender a more detailed and
flexible view of the problem, and to facilitate the integration of diverse
information (Aspinwall, 1998).

There is also evidence that positive affect builds coping resources.
According to Fredrickson’s (2001) “broaden and build” model, momentary
positive affects such as joy, interest, contentment, pride, and curiosity
broaden a person's thought—action repertoire, and over the long term en-
hance durable personal resources for managing future threats.

Positive affect may undo the effects of negative affect (Fredrickson,
2001). For example, cultivating positive emotions during chronic stress
appears to help people cope with uncontrollable stress such as that experi-
enced by caregivers of people with AIDS (Folkman, 1997; Folkman &
Moskowitz, 2000). Caregivers who were able to cultivate positive affect
during their difficulties by means of positive reappraisal, goal-directed
problem-focused coping, and positive meaning-making in the context of
ordinary events reported lower distress and were less likely to experience
clinical depression over time than caregivers who infrequently experienced
positive affect (Folkman & Moskowitz, 2000).

Positive affect may also undo ego depletion (Baumeister, Faber, &
Wallace, 1999). Coping with chronically stressful situations, even when
that coping is successful, appears to deplete personal resources over time,
as exemplified, for example, in burnout among health professionals. Accord-
ing to Baumeister et al. (1999), positive affect is one of the mechanisms for
replenishing the self or ego (see also Lazarus & Folkman, 1984).

Positive and negative affect appears to have opposite effects on cogni-
tion and behavior. Under negative affect, cognition is constricted, fewer
and less effective alternatives are generated, negative feedback is avoided,
and views of the problem become more rigid (Fredrickson, 2001). One type
of negative affect, dysphoria with associated rumination, appears to mediate
the effects of stress on social problem solving. In a series of studies by
Lyubomirsky and Nolen-Hoeksema (1995), dysphoric ruminators were found
to have a more pessimistic problem orientation than nondysphoric partici-
pants and to generate less effective solutions to interpersonal problems.

In conclusion, preliminary research evidence suggests that affectivity,
both as a moderator and as a mediator, affects social problem solving in
many complex ways. Future research will no doubt unravel this interest-
ing relationship.

Optimism—Pessimism
Optimism—pessimism is typically defined as generalized positive and

negative outcome expectancies (Scheier et al., 1994). There is ample re-
search evidence that optimism and pessimism affects physical and psycholog-
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ical health (Peterson & Bossio, 2001; Scheier, Carver, & Bridges, 2001).
One pathway for these effects appears to be a result of their relationship to
affect. Optimists generally report positive affective states, and pessimists
typically report negative affective states (Affleck, Tennen, & Apter, 2001).
Moreover, there is some research evidence to suggest that the effects of
optimism and pessimism on psychological health are partially mediated by
affectivity (Chang & Sanna, 2001).

A second pathway for the effects of optimism—pessimism on adjustment
is through coping. Scheier and Carver (1985) suggested that optimists use
more active coping to change problematic situations compared with pessi-
mists. More specifically, relative to pessimists, optimists use more engaged
coping strategies, problem-focused coping, and cognitive reframing and less
denial and distancing coping (Scheier, Weintraub, & Carver, 1986).

Research indicates that optimism-—pessimism moderates social problem
solving independent of affectivity. Chang and D’Zurilla (1996) found that,
independent of affectivity, optimistic college students had a more positive
problem orientation and pessimistic students had a greater negative problem
orientation as measured by the SPSI-R. In addition, optimistic college
students with a positive problem orientation reported more frequent use of
rational problem-solving strategies of active coping and cognitive restructur-
ing compared with more pessimistic students. On the other hand, pessi-
mistic students with a negative problem orientation reported using more
avoidance coping, specifically wishful thinking, compared to their optimis-
tic counterparts.

There is evidence that optimists compared to pessimists are better able
to moderate their beliefs and behavior depending on the situation (Scheier
et al., 2001). In unchangeable situations, optimists are better able to recog-
nize and accept the situation and to disengage from active problem-solving
efforts (Aspinwall, Richter, & Hoffman, 2001). Because of their tendency
to meet problems head on and to engage in active, problem-solving coping
as opposed to avoidance coping, optimists may acquire greater knowledge
of problem situations and which problem-solving strategies are likely to be
successful in those situations regardless of whether their active coping efforts
are successful or not (Aspinwall et al., 2001).

The research findings for optimism and positive affectivity are to a
large extent parallel. The difference appears to be that optimism gives rise
to specific coping propensities, whereas positive affectivity has no action
tendencies associated with it {Aspinwall et al., 2001; Fredrickson, 2001).

Hope

Recent research has examined the positive effects of hope in promot-
ing psychological and physical well-being. Two interrelated and reciprocal
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dimensions, pathway and agency, define the hope construct. Agency refers
to one’s goal-directed determination or self-efficacy, and pathway refers to
the perceived ability to generate successful routes or pathways for goal
attainment (Snyder, Simpson, Michael, & Cheavans, 2001). Stable disposi-
tional differences in hope have been found using the Hope Scale (Snyder,
Harris, Anderson, & Holleran, 1991). Hope and optimism are similar with
regard to their focus on the role of positive expectancies in affecting psycho-
logical and physical health. However, they differ in that hope includes an
additional component, pathways, which is outside of the range of conve-
nience of optimism. Snyder (1995) suggested that the positive benefits of
hope are mediated by social problem solving, but research indicates that
hope, in turn, moderates social problem solving. Chang (1998b) found that
high-hope college students had a more positive problem orientation and a
less negative problem orientation compared to low-hope students, and they
reported preferring more rational problem solving and less avoidant coping.

More research is needed for us to fully understand how hope affects
social problem solving. It will be interesting to determine if hope has the
same cognitive and behavioral processing advantages as optimism in solving
social problems.

Perfectionism

Perfectionism is defined as a multidimensional construct that involves
excessive high personal standards and concerns about meeting social expec-
tations, doubts about one’s capabilities to meet those standards and expectan-
cies, and excessive self-criticism (Frost, Marten, Lahart, & Rosenblate,
1990). Chang (1998a) found evidence that perfectionism moderates social
problem solving in a sample of college students. More specifically, a doubt
about one’s actions was related to a negative problem orientation and the
overuse of impulsive—careless coping and avoidance coping. A positive
problem orientation and the use of rational problem solving were predicted
by the social expectancy component of perfectionism; the greater the con-
cerns about meeting social expectations, the lower the students’ positive
problem orientation and the lower the self-reported tendency to use rational
problem-solving strategies.

CONTRIBUTIONS OF CONTEXTUAL VARIABLES
TO SOCIAL PROBLEM SOLVING

Research suggests that one’s biosocial context also influences social
problem solving. Research and theory on the influence of the contextual
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factors of life span development, ethnicity, gender, and social relationships
on social problem solving are considered in this section.

Life Span Developmental Context

D’Zurilla, Maydeu-Olivares, and Kant (1998) studied age and gender
differences in social problem solving in a sample of young adults, middle-
aged adults, and elderly individuals. They concluded that social problem-
solving ability increases from young adulthood through middle-age and then
decreases thereafter. More specifically, compared to younger adults, middle-
aged adults scored higher on the dimensions of positive problem orientation
and rational problem solving and they scored lower on the dimensions of
negative problem orientation, impulsivity—carelessness coping, and avoid-
ance copying style. Middle-aged adults also scored higher than elderly adults
on the positive problem orientation and rational problem-solving dimen-
sions, but the two groups did not differ on the other social problem-solving
dimensions. Elderly adults differed from younger adults by scoring lower on
the negative problem orientation dimension. Other research also suggests
that older individuals use less problem-focused coping than younger and
middle-aged adults (Folkman, Lazarus, Pimley, & Novacek, 1987).

On the other hand, Berg, Klaczynski, Calderone, and Strough (1994)
found that although older adults differ from younger adults in the frequency
of use of problem-focused coping, there was no difference between the groups
in terms of the perceived effectiveness of the strategies chosen. Older adults
also appear better able to recognize when a problem situation is uncontrolla-
ble and to cope accordingly compared with younger adults. In controllable
problem situations, both older and younger adults endorse the use of problem-
focused coping strategies. However, in uncontrollable situations, older adults
endorsed more emotion-focused and fewer problem-focused coping strategies
than younger adults (Blanchard-Fields, 1996).

Developmental differences in social problem solving appear to be mod-
erated by the nature and emotional salience of the problematic situation.
As people grow older, problem-solving goals become more concerned with
other people, intimacy, and generativity (Sansone & Berg, 1993). Older
adults do not differ from middle-aged and young adults in solving impersonal
and low and medium emotionally salient problems. However, in interper-
sonal and high emotionally salient situations, older adults use more passive—
dependent, emotion—focused, and avoidant strategies (Blanchard-Fields,
1998).

Lazarus (1996) theorized, with some corroborating evidence, that el-
derly individuals differ from middle-aged and younger adults not because of
developmental differences but because of the type of stressors that they
experience and the more limited coping options available to them. That
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is, elderly individuals do experience more uncontroilable stressors for which
emotion-focused coping strategies may be the best option.

In summary, social problem-solving ability appears to improve with
age, although some changes in problem solving may occur after middle-age.
However, it is unclear whether these changes are related to developmental
processes, contextual factors, or the moderating role of individual goals and
values on the social problem-solving process.

Gender

DZurilla et al. (1998) conducted a fairly large-scale study on gender
differences in problem solving on the SPSI-R, across samples of college
students, middle-aged community residents, and elderly individuals. These
investigators did not find a main effect for the role of gender as a moderator
of social problem solving, but they did find that gender moderated the effects
of age on social problem solving. First, high rational problem solving among
middle-aged adults as compared to younger adults was found only for males.
Second, the more positive problem orientation and lower avoidance tenden-
cies in this same comparison was found only for women. The lower negative
problem orientation in elderly individuals as compared to younger adults
was found in males but not in females. Across age groups, men were found
to have greater positive problem orientation and less negative problem
orientation than women. Within age groups, these differences were only
significant in young adults. Young women were also found to have lower
impulsivity than young men.

Males and females differ in terms of their approach to social problems.
Although males generally prefer problem-focused coping, females prefer to
seek social support and to use emotion-focused responses (Ptacek, Smith,
& Dodge, 1994; Ptacek, Smith, & Zanas, 1992). Female responses to stress
have been characterized as “tend and befriend” rather than “fight or flight”
(Taylor et al., 2000). Tending involves nurturing activities to promote safety
and reduce distress, and befriending involves the creation and use of social
networks to aid in the coping process. Typical measures of social problem
solving may not get at the tending and befriending strategies more typical
of females. Therefore, definitive conclusions about gender differences in
social problem solving must wait on the development of new methodologies
for assessing strategies that are used more often by females.

Ethnicity

Although research on ethnicity and social problem solving per se
is most limited, promising work has been done in establishing the
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important role and differences between Western and Eastern cultures on
optimism and pessimism (Chang, 2001). The traditional focus in Eastern
culture has been on group identity and self only as it relates to the
connectedness to others, whereas Western culture has focused on self,
independence, and individual determination at meeting goals and one’s
needs, often apart from others. In the first study in this area, Heine and
Lehman (1995) investigated unrealistic optimism in Japanese and Cana-
dian college students. Canadians were found to believe more often that
positive events would happen to them and negative events would happen
to others. In contrast, Japanese students believed positive events were
more likely to happen to others, whereas negative events were more
likely to happen to them. Lee and Seligman (1997) studied attributions
for positive and negative events for mainland Chinese, Chinese Americans,
and White Americans. Mainland Chinese students were found to have
a significantly lower optimistic explanatory style than did Chinese Ameri-
cans and White Americans. The pessimistic explanatory styles of mainland
Chinese and Chinese Americans were found to be significantly greater
than White American students. Taking these findings, Chang (2001)
concluded that Chinese American students appear to be just as pessimistic
as mainland Chinese students, whereas White Americans appear to be
less pessimistic than both groups.

Chang (1996) extended this research by looking at cultural differences
between Asian Americans and White Americans across time on optimism,
pessimism, coping, and adjustment. In this study, Asian Americans were
not found to be lower in optimism but were significantly more pessimistic
than White Americans. In addition, Asian Americans used more problem
avoidance and social withdrawal strategies than White Americans in dealing
with stressful situations.

Finally, Chang (1998a) investigated differences in social problem
solving between Asian American college students and White American
college students using the SPSI-R. Asian American students scored
higher on the negative problem orientation and impulsive and careless
coping style subscales of the SPSI-R than White American students.
Additional analysis suggested that when White American students scored
high in negative problem orientation, it was because of doubts about
their personal effectiveness; when Asian American students scored high
on the same subscale, however, it was because of previous experience
with ineffective coping influenced by impulsive and careless problem
solving.

These studies, of course, need to be replicated and extended to a wide
variety of other ethnic and cultural groups before the relationship between
ethnicity and social problem solving can be fully understood.
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Social Context

To date, the research on social problem solving has taken an intraper-
sonal approach, neglecting the larger, interactive social context (Snyder,
1999). Within the traditional stress and coping model, the coper is conceptu-
alized as a person who appraises and copes with stressors “individually.” This
model neglects the fact that people often cope with stressors in a collabora-
tive fashion with other individuals. The social context can affect the primary
and secondary appraisal of stress as well as the choice and implementation of
coping strategies; therefore, the social context may influence social problem
solving beyond the effects of social support (Berg, Meegan, & Deviney,
1998).

Berg et al. (1998) articulated a social-contextual model of stress and
coping that has important implications for social problem solving. In this
model a variety of social context—appraisal configurations exist. One is the
solitary individual who appraises a situation based on his or her sole activated
space. But another is the shared relational appraisal, which is a configuration
in which one or both persons appraise a situation as stressful and problematic
and both view it as a problem to be solved jointly. The result is collaborative
social problem solving.

With the shared relational appraisal several unique coping strategies
are thought to develop beyond the individual strategies as traditionally
defined. For example, collaborative coping strategies entail much greater
involvement with others in the actual appraisal and coping and include
such unique coping strategies as negotiation, joint problem solving, division
of labor, influence and control, compensation for others’ deficits, and transac-
tional dialogue with others to advance coping and move the process forward
(Berg et al., 1998). Within the context of the shared relational appraisal,
stressor reappraisal can occur that is active and not benign. For example,
if getting a child to and from day care is considered a joint problem, the
primary appraisal of stress is different than if it were an individual problem.
Moreover, with both partners contributing to the solution, the secondary
appraisal of coping is influenced as well.

Examining social problem solving within the social context represents
a new and necessary direction for problem-solving research. The social
context appears likely to moderate both problem orientation and problem-
solving style.

CONCLUSION

We reviewed theory and research on a few select factors that have been
examined as mediators or moderators of social problem solving, including

40 RICH AND BONNER



genetics and early childhood experiences and a variety of personal and
contextual factors. Although the research to date offers a promising begin-
ning, much more research in each of these areas still needs to be done for
us to understand the unique contributions of these variables to social problem
solving. Moreover, real and significant advances in understanding social
problem solving will only occur with improvements in research methods
and procedures. Many problems in living are recurrent and are only partially
or temporally solved at any given point in time. The ipsative, normative
research method recommended by Lazarus and Folkman (1984), supple-
mented by narrative methodologies, are needed to assess problem solving
as it unfolds over time for us to obtain a clear understanding of the social
problem-solving process and the moderating and mediating role played by
various personal and social resources (Lazarus, 1999).
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SOCIAL PROBLEM SOLVING,
STRESS, AND NEGATIVE AFFECT

ARTHUR M. NEZU, VICTORIA M. WILKINS,
AND CHRISTINE MAGUTH NEZU

According to D'Zurilla and Nezu (1999), social problem solving repre-
sents an important general coping process that, when effective, serves to
increase situational coping and behavioral competence. This in turn can
reduce and prevent the deleterious effects of stressful life events regarding
a variety of psychological and physical health variables, especially emotional
distress. If this tenet of the model is valid, then (a) social problem solving
should be significantly associated with various negative affective conditions,
such as depression and anxiety; and (b) effective problem-solving ability
should serve to moderate the relationship between stressful life events and
psychological distress (Nezu & D'Zurilla, 1989). In this chapter, we provide
a selective overview of the relevant literature in support of these assumptions.

SOCIAL PROBLEM SOLVING AND DEPRESSION

Over the past several decades, many studies have been conducted
investigating the relationship between social problem solving and depression.
For convenience, we group our discussion of this body of research according
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to the method of assessing social problem solving that was used, because
the majority of investigations used one of the following three problem-
solving measures: Means—Ends Problem-Solving Procedure (Platt & Spivack,
1975), Problem-Solving Inventory (Heppner, 1988), or the Social Problem-
Solving Inventory—Revised (D'Zurilla, Nezu, & Maydeu-Olivares, 2002).

Means—Ends Problem-Solving Procedure

The Means—Ends Problem-Solving Procedure (MEPS; Platt & Spivack,
1975) comprises 10 hypothetical interpersonal problems involving incom-
plete stories that have only a beginning, where the protagonist’s goal is
specified, and an end, where he or she successfully achieves this goal. Respon-
dents are asked to “make up the middle part of the story” that connects
the beginning with the ending.

Studies that used the MEPS have generally identified a significant
relationship between problem solving and depression. For example, Marx and
Schulze (1991) found depressed college students to produce fewer effective
solutions than their nondepressed counterparts. Similar findings were found
regarding adult patients with major depressive disorder (Marx, Williams, &
Claridge, 1992) and among elementary school children (Sacco & Graves,
1984). MEPS scores were also found to be significantly correlated with
depressive symptom severity among a sample of college students (Nezu &
Ronan, 1988). However, Blankstein, Flett, and Johnston (1992) found no
differences between depressed and nondepressed college undergraduates on
a college student version of the MEPS. However, they did find that depressed
students had more negative expectations and appraisals of their problem-
solving abilities compared with their nondepressed student counterparts.

Problem-Solving Inventory

The Problem-Solving Inventory (PSI; Heppner, 1988) is a self-report
inventory that in addition to a total score includes three scales: (a) problem-
solving confidence (self-assurance while engaging in problem-solving),
(b) approach-avoidance style {the general tendency to approach or avoid
problem-solving activities), and (c) personal control (the extent to which a
person is in control of his or her emotions and behavior while solving
problems).

Studies using this measure provide substantial evidence of a significant
relationship between PSI scores and depression or negative affectivity. These
cut across various populations, including college undergraduates (e.g., Elliott,
Sherwin, Harkins, & Marmarosh, 1995; Nezu, 1985; Nezu & Nezu, 1987),
Chinese college students (Cheng, 2001), French adolescents (Gosselin &
Marcotte, 1997), patients with spinal cord injuries (Elliott, Godshall, Her-
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rick, Witty, & Spruell, 1991), graduate students (Miner & Dowd, 1996),
clinically depressed adults (Nezu, 1986a), and South African undergraduates
(Pretorius & Diedricks, 1994). In addition, the PSI was found to predict
recovery from a depressive episode (Dixon, 2000), as well as demonstrate
that problem-solving deficits are both an antecedent and a consequence of
depression (Dixon, Heppner, Burnett, Anderson, & Wood, 1993). In other
words, poor problem-solving serves as a vulnerability factor for depression
but can also be a consequence of depression (negative affect leads to impaired
problem solving).

Social ProBlem—Solving Inventory—Revised

The Social Problem-Solving Inventory—Revised (SPSI-R; D’Zurilla
et al., 2002) is a 52-item revision of the original D"Zurilla and Nezu (1990)
70-item, self-report inventory that was directly linked to the social problem-
solving model introduced by D'Zurilla and Goldfried (1971) and later ex-
panded and refined by D'Zurilla and Nezu (see chap. 1). Based on a factor
analysis of the SPSI by Maydeu-Olivares and D"Zurilla (1996), the SPSI-R
currently contains five scales, including (a) Positive Problem Orientation
(PPO; the constructive orientation to problems in living, including, for
example, a strong sense of self-efficacy and positive outcome expectancies);
(b) Negative Problem Orientation (NPO; a negative orientation involving
poor self-efficacy, negative outcome expectancies, low frustration tolerance);
(c) Rational Problem Solving (RPS; the rational, deliberate, and systematic
application of effective problem-solving skills); (d) Impulsivity/Carelessness
Style (ICS; the application of problem-solving techniques in a narrow,
impulsive, careless, hurried, and incomplete manner), and (e) Awvoidance
Style (AS; the frequent procrastination, passivity, inaction, and dependency
on others regarding problem-solving attempts).

Similar to the PS], a large number of studies using the SPSI or SPSI-R
have found a significant relationship between various problem-solving di-
mensions and depressive severity or negative affectivity. This set of findings
also cuts across a variety of sample populations, including college undergradu-
ates (Chang & DZurilla, 1996), adult (D'Zurilla, Chang, Nottingham, &
Faccini, 1998) and adolescent (Reinecke, DuBois, & Schultz, 2001) psychi-
atric inpatients, caregivers of patients with spinal cord injuries (Elliott,
Shewchuk, & Richards, 2001), adolescent girls (Frye & Goodman, 2000),
adult community residents (Kant, D"Zurilla, & Maydeu-Olivares, 1997),
adult cancer patients (C. M. Nezu et al., 1999), and high school students
(Sadowski, Moore, & Kelley, 1994). However, among these studies, there
appears to be an inconsistency with regard to which SPSI-R scales are related
to depression scores. For example, among two different samples (college
undergraduates and psychiatric inpatients), D'Zurilla et al. (1998) found all
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SPSI-R scales to be highly correlated with the Beck Depression Inventory
(BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), with the exception
of RPS. A similar pattern of results was evident across four assessment points
within a year regarding a sample of family caregivers of patients with spinal
cord injuries (Elliott et al., 2001). Among a sample of adolescent girls, only
the NPO, AS, and ICS scales were significantly correlated with BDI scores
(Frye & Goodman, 2000). Haaga, Fine, Terrill, Stewart, and Beck (1995),
focusing on a college student sample, also found depression scores to be
related to only problem orientation and not problem-solving skills per se.
Further, McCabe, Blankstein, and Mills (1999) and Reineke et al. (2001)
found depression scores to be significantly related to all SPSI-R scales except
RPS. On the other hand, in a sample of middle-aged community residents,
Kant et al. (1997) found all SPSI-R scales, including RPS, to be correlated
with depressive severity, which was similar to the results of two separate
studies by C. M. Nezu et al. (1999) conducted with adult cancer patients.

Additional Problem-Solving Measures

Three studies that included other measures have also found a significant
relationship between problem solving and depression. Because they were
not focusing on real-life problem-solving, Dobson and Dobson (1981) incor-
porated an impersonal problem-solving task to assess problem-solving style.
Their results suggested that depressed, versus nondepressed, college students
evidenced various problem-solving deficits and an overall conservative
problem-solving style. Goodman, Gravitt, and Kaslow (1995) used a measure
that requests individuals to generate effective solutions in response to three
hypothetical peer conflict situations and found that children providing less
effective alternative solutions also reported higher levels of depressive
symptoms.

To evaluate depression-related differences in social problem solving,
Nezu and Ronan (1987) conducted two investigations—one using a measure
of the effectiveness of solution ideas generated to a series of hypothetical
problems and one using a measure of decision making in which participants
were asked to choose the most effective solution among a group regarding
a series of hypothetical problems. Results of this investigation found that
depressed college students performed significantly worse on both problems-
solving tasks compared with their nondepressed counterparts.

SOCIAL PROBLEM SOLVING AND SUICIDE

Investigators have also been interested in assessing the relationship
between social problem solving and suicidal ideation and behavior (for a

52 NEZU, WILKINS, AND NEZU



more detailed discussion, see chap. 4, this volume). For example, using the
MEPS, Schotte and Clum (1982) found that the combination of high stress
and poor problem-solving ability predicted hopelessness and suicidal intent
in a sample of college students with suicidal ideation. In a subsequent
study by these same authors, Schotte and Clum (1987) compared suicidal
psychiatric patients with nonsuicidal patients on a modified version of the
MEPS. They found that the suicidal patients generated less alternative
solutions to problems and reported more potential negative consequences
than did the nonsuicidal group. In another study with suicidal psychiatric
inpatients, Linehan, Camper, Chiles, Strosahl, and Shearin (1987) scored
the MEPS for active versus passive relevant solutions. They found that
psychiatric inpatients admitted following a parasuicide (deliberate, self-
inflicted injury) generated less active relevant solutions than those admitted
for suicidal ideation without parasuicide. Problem-solving deficits, as mea-
sured by the MEPS, was also found to be related to suicide and parasuicide
by several additional investigators (Biggam & Power, 1998, 1999; Evans,
Williams, O’Loughlin, & Howells, 1992; Hawton, Kingsbury, Steinhardt,
James, & Fagg, 1999; Pollock & Williams, 2001; Sidley, Whitaker, Calam,
& Wells, 1997).

Using the total score of the PSI, Bonner and Rich (1988) found that
problem-solving ability was related to hopelessness in college students even
after controlling for depression. They also found that problem-solving ability
moderated the impact of major negative life events on hopelessness. Dixon,
Heppner, and Anderson (1991) found that positive problem orientation,
measured by the Problem-Solving Confidence scale of the PSI, was negatively
related to both hopelessness and suicidal ideation in college students. In
another study using the PSI in a sample of young adults in an outpatient
program targeting suicidal behavior and ideation, Dixon, Heppner, and
Rudd (1994) found support for a mediational model in which problem-
solving deficits increased hopelessness, which, in turn, increased suicidal
ideation.

Using the SPSI-R, D'Zurilla et al. (1998) reported that positive and
negative problem orientation were most strongly related to hopelessness
and suicidal ideation in college students and general psychiatric inpatients,
whereas all five problem-solving dimensions were highly correlated with
both of these variables in suicidal inpatients. In another study using the
SPSI-R, Chang (1998) found that social problem-solving ability predicted
suicidal probability in college students even after controlling for ethnic
status (White versus Asian American) and maladaptive perfectionism.

In a study using the SPSI], Sadowski and Kelly (1993) compared adoles-
cent suicide attempters with psychiatric and nonpsychiatric controls. They
found that the suicide attempters had lower problem-solving ability than
both psychiatric and nonpsychiatric controls. Moreover, psychiatric controls
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had lower problem-solving ability than nonpsychiatric controls. More spe-
cific analyses indicated that negative problem orientation was primarily
responsible for the difference between the suicide attempters and the con-
trols. Both clinical groups were found to have poorer problem-solving skills
than the nonpsychiatric controls, but they did not differ from each other
on this measure.

SOCIAL PROBLEM SOLVING AND ANXIETY

Similar to the research regarding depression, researchers have used a
variety of measures of social problem solving when investigating its relation-
ship to anxiety. However, it appears that the MEPS was used much less
frequently in these anxiety studies compared with research addressing depres-
sion. One study by Davey (1994) that used the MEPS (as well as the PSI)
found no anxiety-related deficits in problem-solving performance among a
group of college undergraduates, but the study did identify that worry was
associated with lowered problem-solving confidence and perceived self-
control. In contrast to this study regarding problem-solving performance
deficits is the findings from Brodbeck and Michelson (1987). Focusing on
a population of women diagnosed with agoraphobia and panic attacks, these
researchers found that, compared to controls, such individuals evidenced
lowered performance on a measure requiring respondents to generate alter-
natives and make decisions concerning a series of hypothetical real-life
problems.

The Problem-Solving Inventory

Studies using the PSI provide substantial evidence of a significant
association between problem solving and anxiety or worry. Although the
majority of these investigations include college undergraduates as the sample
population (e.g., Davey & Levy, 1999; Nezu, 1986¢; Zebb & Beck, 1998),
two studies were identified that did include clinical samples. Nezu and
Carnevale (1987) evaluated the relationship between posttraumatic stress
disorder (PTSD) and problem solving among a sample of Vietnam War
veterans who fell into one of the following four categories: (a) combat
veterans reliably diagnosed with PSTD; (b) combat veterans with significant
adjustment problems (AP) but not PTSD-diagnosable; (c) combat veterans
who were well-adjusted (WA), and (d) veterans with little or no combat
exposure who served during the Vietnam War era (ERA). Results indicated
that the PTSD group reported poorer problem solving than all three other
groups, whereas the AP had higher total PSI scores (indicating poorer
problem solving) than the WA and ERA participants.
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Ladouceur, Blais, Freeston, and Dugas (1998) recently focused on
patients diagnosed with generalized anxiety disorder and found such individ-
uals, compared with “moderate worriers,” to endorse a more negative problem
orientation as measured by scales of both the PSI and SPSI, although no
differences were identified regarding the Problem-Solving Skills scale.

The Social Problem-Solving Inventory—Revised

Investigators seeking to assess the relationship between problem solving
and anxiety have also used the SPSI or SPSI-R. Of these studies, four have
found all SPSI-R scales to be strongly associated with measures of state and
trait anxiety across samples of college undergraduates (Belzer, D'Zurilla, &
Maydeu-Olivares, 1998), adults living in the community (Bond, Lyle, Tappe,
Seehafer, & D'Zurilla, 2002; Kant et al., 1997), and adult cancer patients
(C. M. Nezu et al., 1999). In addition, Belzer et al. (1998) found the AS
and ICS scales of the SPSI-R to be associated with measures of worry.
Those studies that used the original SPSI tended to find strong correlations
between anxiety or worry and problem orientation variables, but not with
regard to the problem-solving skills scale (e.g., Haaga et al., 1995).

Summary of the Relationship Between Problem Solving and Distress

Overall, across several different population samples of both clinical
(e.g., depressed patients, veterans diagnosed with PTSD) and nonclinical
(e.g., college students, community residents) groups, and using various types
of measures (e.g., self-report and behavioral performance tests), a large body
of studies indicate strong associations between various social problem-solving
variables and negative affect, specifically depression, suicide ideation, anxi-
ety, and worry. In particular, a negative problem orientation appears to be
an especially strong predictor of depression and anxiety across various sam-
ples and measures of problem solving (PSI, SPSI, SPSI-R). However, a
closer look at this body of literature engenders somewhat contradictory find-
ings regarding problem-solving skills. Both the Problem-Solving Skills scale
of the original SPSI and the Rational Problem-Solving scale of the SPSI-R
comprise items specifically related to four general problem-solving tasks:
problem definition, generation of alternatives, decision making, and solution imple-
mentation and verification. Although several studies that used the SPSI-R
did find a relationship between problem-solving skill factors with negative
affect, several failed to find any significant association between problem-
solving skills and the various measures of distress. Simply focusing on this
group of studies would lend itself to the conclusion that the crucial problem-
solving variables actually involve more cognitive—affective processes (orien-
tation variables) rather than actual problem-solving tasks themselves (e.g.,
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generating effective solutions to real-life problems). However, the majority
of studies that used performance-based measures of problem solving (e.g.,
MEPS) found otherwise. More specifically, actual problem-solving skills
deficits were associated with higher levels of both depression (e.g., Goodman
et al., 1995; Nezu & Ronan, 1987) and anxiety (Brodbeck & Michelson,
1987) in these studies. How ought we to understand this set of findings?

A significant part of a negative orientation involves lowered self-
evaluations regarding one’s ability to competently solve life’s problems.
Therefore, it is curious as to why depressed or anxious individuals in certain
investigations (e.g., Haaga et al., 1995) who do endorse a strong negative
problem orientation do not go on to also judge their actual problem-solving
skills as less effective than nondepressed or nonanxious people, especially
when other studies do find a depression-associated deficit, for example, in
generating alternative solutions or making decisions. Future research needs
to conduct more fine-tuned analyses to better understand such contradic-
tions. For example, studies evaluating differences in social problem solving
between depressed and nondepressed individuals should incorporate a variety
of problem-solving measures in the same investigation, where differences
on a performance measure (e.g., MEPS) can be compared to differences
(or lack of) regarding self-evaluations of one’s orientation and rational
problem-solving.

In addition, it is possible that because the MEPS and other performance-
based measures of problem solving do not address two of the four problem-
solving skills included in the Problem-Solving Skills scale of the SPSI
and the Rational Problem-Solving scale of the SPSI-R that no differences
actually exist as a function of negative affectivity regarding the two remaining
skills—namely problem definition and solution verification. If this is true,
then the lack of an association between RPS and negative affect found in
some studies may have been overshadowed by the lack of differences in
these particular skills that are not addressed by the MEPS. Therefore, future
research should also include more microanalyses to conduct assessments of
the various differences in all four problem-solving skills by comparing nega-
tive affect-related differences regarding the four subscales of the RPS scale

of the SPSI-R.

SOCIAL PROBLEM SOLVING AS A MODERATOR OF STRESS

A second area of research related to problem solving and negative
affect involve those studies that have evaluated the moderating role of
problem solving regarding the deleterious effects of stressful life events. This
type of question is best viewed within a problem-solving model of stress
(Nezu, 2004; Nezu & D'Zurilla, 1989). The working assumption underlying
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such a model is that much of what is viewed as “psychopathology” can often
be understood as ineffective and maladaptive coping behavior leading to
various personal and social consequences, such as depression, anxiety, anger,
interpersonal difficulties, and physical symptoms (Nezu & D'Zurilla, 1989).
Within this problem-solving model, psychological stress is viewed as a func-
tion of the reciprocal relationships among two types of stressful life events
(major negative life events and daily problems), negative emotional states,
and problem-solving coping (Nezu & D'Zurilla, 1989; Nezu & Ronan, 1985,
1988). These four stress-related variables are seen as constantly interacting
in a reciprocal manner (influencing and changing each other), and as such,
are best considered as being a dynamic process that changes in intensity
and in quality over time.

Major negative life events are those life occurrences that are appraised
as negative by the person experiencing them and include events usually
associated with dramatic life changes, such as divorce, death of a family
member, or a serious medical condition. Decades ago, research addressing
the effects of stressful events tended to define life stress primarily by such
major events (Nezu & Ronan, 1985). However, subsequent research has
demonstrated that the accumulation of minor life events or problems, such
as those that occur on a daily basis, have an independent and potentially
greater impact on psychological and physical well-being than major life
events (e.g., Nezu, 1986b). As such, two sources of life stress, both requiring
coping responses, can lead to psychological distress if such coping responses
are ineffective.

In addition, this model suggests that major life events also serve to
engender and increase the frequency of minor life events, hassles, or daily
problems (Nezu, 1986b; Nezu & Ronan, 1985). For example, with regard
to a major event such as being diagnosed and treated for cancer, in addition
to the obvious medical issues, experiencing this disease can result in a myriad
of significant problems such as financial difficulties, feelings of isolation,
loneliness, family difficulties, depression, anxiety, sexual problems, and work
difficulties (Nezu, Nezu, Felgoise, & Zwick, 2003).

Moreovert, it should be noted that problems often develop indepen-
dently from major life changes as a normal part of daily living. However,
the accumulation of daily problems can often result in a major life change
(e.g., continuous arguments with a spouse can engender a divorce), which
in turn produces new additional daily problems (Nezu, 1986b; Nezu &
Ronan, 1985). In this manner, major stressful life events and daily problems
function to influence each other in a reciprocal fashion, potentially creating
ever-increasing stressful effects.

Psychological distress, such as depression and anxiety, can occur con-
currently with, or as a consequence of (a) particular conditions inherent in
the problem (e.g., harm or pain, ambiguity, conflict, novelty, complexity),
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(b) one’s appraisal of the problem (e.g., perceived or actual threat) and
of one’s own ability to cope with the threat (e.g., uncertainty, perceived
uncontrollability), and (c) the outcome of one’s actual problem-solving
coping attempts (e.g., ineffective attempts and the creation of new prob-
lems). Continued successful problem-solving attempts are likely to reduce
or minimize one’s immediate emotional distress (e.g., depressive sympto-
matology) in reaction to a stressful event, as well as to attenuate the probabil-
ity of long-term negative affective outcomes (e.g., depressive disorder). How-
ever, if one’s coping attempts are ineffective, or if extreme emotional distress
negatively affects one’s coping efforts, resulting in either reduced motivation,
inhibition of problem-solving performance, or both, then the likelihood of
long-term negative affective conditions would be increased. These negative
outcomes then increases the number and severity of daily problems (e.g.,
depression reduces motivation for active attempts at solving a problem),
which in turn may lead to another major life change (e.g., poor health
outcome), and so on.

Thus, each of the four major stress-related variables (major negative life
events, daily problems, negative emotional states, problem-solving coping)
influences each other to either escalate the stress process and eventually
produce clinically significant psychological disorders or to reduce the stress
process and attenuate these negative long-term effects. The type of out-
come that results depends on the nature of these four variables as they
interact and change over time (see D'Zurilla & Nezu, 1999; Nezu, 1987;
Nezu & D'Zurilla, 1989, for a more comprehensive discussion of these
interaction effects). However, with reference to interventions, this model
places key emphasis on strategies (PST) that are geared to facilitate or
enhance problem-solving effectiveness as a means of reducing emotional
distress, minimizing ineffective behavior, and improving overall quality of
life (Nezu, Nezu, Friedman, Faddis, & Houts, 1998).

In part to determine the validity of this conceptualization, researchers
have addressed the issue of whether the manner in which people cope with
stressful events can affect the degree to which they will experience both acute
and long-term psychological distress. For example, do continued successful
attempts at problem resolution lead to a reduction or minimization of imme-
diate emotional distress and a reduced likelihood of experiencing long-term
negative affective states, such as depression or anxiety? In other words, does
problem solving moderate the stress—distress relationship? Studies have been
conducted to directly answer this question. Overall, several investigations
provide strong evidence that problem solving is a significant moderator
of the relationship between stressful events and consequent psychological
distress. For example, under similar levels of high stress, individuals with
poor problem-solving skills have been found to experience significantly
higher levels of psychological distress, such as depression (Brack, LaClave,
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& Wyatt, 1992; Cheng, 2001; Frye & Goodman, 2000; Goodman et al.,
1995; Miner & Dowd, 1996; Nezu, Nezu, Faddis, DelliCarpini, & Houts,
1995; Nezu, Nezu, Saraydarian, Kalmar, & Ronan, 1986; Nezu & Ronan,
1988; Priester & Clum, 1993; Schotte & Clum, 1982) and anxiety (Miner
& Dowd, 1996; Nezu, 1986¢), as compared to individuals characterized by
effective problem solving, strongly suggesting that effective problem solving
serves to attenuate the negative effects of stress. This conclusion is particu-
larly striking given that this group of studies provide converging evidence
for this hypothesis across varying participant samples (e.g., college under-
graduates, adolescent and child populations, clinically depressed patients,
adult cancer patients) have incorporated both cross-sectional (Nezu et al.
1986) and prospective designs (Nezu & Ronan, 1988), and included different
measures of problem solving (e.g., MEPS, PSI, SPSI-R).

In addition, consistent with the reciprocal nature of the problem-
solving model of stress as it pertains specifically to depression, Dixon et al.,
1993; Nezu, 1987; and Nezu et al., 1986, using a prospective design, found
that ineffective problem solving was an important antecedent in predicting
future depressive symptoms, as well as a consequence, in that the experience
of depressive symptoms was also found to lead to temporary deficits in
problem-solving ability. Moreover, Dixon (2000) provided evidence for a
recovery function for problem solving in that effective problem solvers are
more likely to recover from a depressive episode than ineffective problem
solvers.

CONCLUSION

Social problem solving has been hypothesized to be an important
general coping strategy that can reduce or prevent the negative effects of
major and minor stressful life events on overall psychological well-being.
To test the validity of this type of assumption, studies addressing (a) the
relationship between various problem-solving variables and negative affect
and (b) the moderating role of problem solving regarding stress-related
depression and anxiety were briefly reviewed. In general, results of this body
of literature provide strong evidence in support of the importance of problem
solving regarding adaptation across a variety of differing participant samples
and using differing measures of problem solving. However, much of this
literature is correlational in nature, which therefore makes it difficult to
determine conclusively the causal role that problem solving plays regarding
psychological distress. Yet, some studies using prospective designs demon-
strate, for example, a moderating function of problem solving regarding the
stress-distress relationship (e.g., Nezu & Ronan, 1988). More specifically,
individuals with problem-solving deficits may be particularly vulnerable to
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the deleterious effects of negative life events that serve as triggers for negative
affect. According to the problem-solving model of stress (e.g., Nezu, 1987;
Nezu & D'Zurilla, 1989), stressful events can also serve to impair one’s
problem-solving ability, highlighting the reciprocal nature among stressful
events, problem solving, and emotional distress. Results of the Dixon et al.
(1993) study found support for this notion in that problem-solving deficits
were both an antecedent and a consequence of depression. Additional
research is necessary before firm conclusions can be made. However, regard-
less of the actual direction of the relationship between problem solving and
psychopathology, clinical interventions that teach effective problem solving
should be useful treatment approaches because they can increase overall
adaptive functioning, which in turn should improve a person’s psychological
well-being (Nezu, 2004). In fact, several prospective outcome studies provide
strong support for the efficacy of such interventions for the treatment of
major depressive disorder, as well as many other psychological disorders

(Nezu, 2004).
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SOCIAL PROBLEM SOLVING
AND SUICIDE RISK

GEORGE A. CLUM AND GREG A. R. FEBBRARO

Various constructs have been proposed to explain the development of
suicidal behavior. One such construct is social problem solving (D'Zurilla
& Goldfried, 1971). This chapter examines the construct of social problem
solving and the utility of social problem solving in explaining suicidal
behavior, reviews common measures of social problem solving, evaluates
the current status of social problem-solving research in regard to suicidal
behavior, and suggests future directions for research.

EPIDEMIOLOGY OF SUICIDE

Suicide, or self-intentioned death, is an increasing concern in U.S.
society as indicated by recent statistics. The extent of this problem is reflected
in the 29,199 suicide deaths in the United States in 1999, a rate of 10.7
per 100,000 (Hoyert, Smith, Murphy, & Kochenek, 2001). Suicide was the
eighth leading cause of death for males of all ages, who were four times
more likely to commit suicide than females; the third leading cause of death
for adolescents and young adults (ages 15~24 years); and the fourth leading
cause of death for young adults (ages 25-44). It is estimated that 8 to 20
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nonfatal suicide attempts occur for every completed suicide (Maris, 1998).
Much more common than attempted suicide or suicide is suicidal ideation.
Various studies have estimated lifetime prevalence as extant in from 40 to
80% of the general population.

Given the seriousness of suicide and suicidal behavior, a number of
different models have been offered to explain these phenomena, although
none has achieved preeminent status. Each of these models has proposed
a specific diathesis that is identified as increasing vulnerability to life stressors.
One diathesis that increasingly has been examined as a diathesis for suicidal
behavior is deficits in social problem solving (see chap. 1, this volume, for
a discussion of this construct).

SOCIAL PROBLEM-SOLVING MEASURES
USED IN SUICIDE RESEARCH

Although a number of measures exist for assessing problem-solving
skills, only a handful of these have been used to test the problem-solving
deficit hypothesis of suicidal behavior. Of these measures, three assess the
process of problem solving and three assess the outcome (DZurilla &
Maydeu-Olivares, 1995). Process measures assess the attitudes, skills, and
abilities that make it possible for an individual to discover effective or
adaptive solutions to specific, everyday problems. Outcome measures assess
problem-solving performance, or the ability to apply problem-solving skills
effectively to specific problem situations. An outcome measure is viewed as
an overall global indicator of problem-solving ability. Research relating
social problem solving to suicidal behavior have used the Social Problem-
Solving Inventory (SPSL; D'Zurilla & Nezu, 1990), the Social Problem-
Solving Inventory—Revised (SPSI-R; D’Zurilla, Nezu, & Maydeu-Olivares,
2002), and the Problem-Solving Inventory (PSI; Heppner & Petersen, 1982)
as process measures; and the Means~Ends Problem-Solving Procedure
(MEPS; Platt & Spivack, 1975) and other versions of it—the Modified
MEPS (Schotte & Clum, 1987) and the Personal Problem Solving Evalua-

tion (Clum et al., 1997) as outcome measures.

ROLE OF THEORY IN UNDERSTANDING SUICIDAL BEHAVIOR

Theoretical models aimed at explaining the development of suicidal
behavior are essential. Our current level of understanding of factors related
to the development of suicidal behavior and the relationships among these
etiological factors, however, is rudimentary. One problem is that little knowl-
edge exists of the ways suicide ideation, suicide attempts, and suicide overlap
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and of the ways in which they are distinct. In addition, no other viable
taxonomy of suicidal behavior exists. Given the complexity of suicidal
behavior, it is likely that other distinguishable typologies will be identified
that will, in turn, lead to the identification of additional etiological factors.
At the simplest level, for example, etiological differences have been found
between single and multiple suicide attempters (Rudd, Joiner, & Rajab,
1996). The possibility that different processes exist that result in either a
single attempt or in a series of attempts has implications for the ways
problem-solving deficits play a role in the etiology of suicidal behavior.
Stable, trait-like problem-solving deficits are likely to characterize multiple
attempters, with links to early childhood environments. Acute problem-
solving deficits are more likely to develop in response to transient stressors in
individuals with single attempts. Thus, for single attempters, recent stressful
events may play a more significant role.

One direction from which to approach an understanding of suicidality
is to see it as part of an ongoing process, beginning in childhood, where
intrafamilial events and processes lead to learned vulnerability. This
vulnerability may include deficits in self-esteem, problem-solving, and the
ability to identify and use others as supports in times of stress. In adoles-
cence and early adulthood, when self-awareness increases and individuals
face the task of negotiating the world on their own, these deficits be-
come more pronounced. The most difficult tasks involve the development
of skills that allow individuals to identify and satisfy their needs and skills
that allow individuals to recognize and effectively deal with environmen-
tal stressors.

ROLE OF STRESS IN SUICIDAL BEHAVIOR

Historically, evidence has linked stressful events, particularly those
associated with loss, to suicidal behavior. These initial links were provided
by a number of studies that demonstrated that life changes were more
pronounced in suicide attempters than in the general population (Cochrane
& Robertson, 1975), hospitalized patients (Luscomb, Clum, & Patsiokas,
1980) or depressed patients (Paykel, Prusoff, & Myers, 1975). Scant informa-
tion, however, existed that explained why some individuals under stress
became suicidal while others did not. In this context, Clum, Patsiokas,
and Luscomb (1979) suggested that problem-solving deficits moderated the
stress—suicidality relationship, with the former acting as a diathesis to the
effects of stress.

In addition to the link between acute stressful events and suicidal
behavior, chronic stressors, as measured by daily hassles (Dixon, Rumford,
Heppner, & Lips, 1992), and remote stressors, such as physical and sexual
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abuse (van der Kolk, Perry, & Herman, 1991), have been found to be related
to suicidality. Clearly, the construct of stress is multidimensional and is
itself a factor in suicidal behavior. In the diathesis—stress model, however,
stress is most often considered a proximate causal factor, with more recent
events playing a larger role than more remote events. However, Yang and
Clum (1996) established in a review of the literature that remote stressful
events play an important role in the development of later suicidal behavior.
Yang and Clum (2000) found that cognitive deficits, including problem-
solving deficits, mediated the effects of early life stressors on suicidal behav-
ior. Although further evidence linking early abuse to suicidal behavior via
cognitive deficits is needed, the possibility exists that a subset of suicidal
individuals develops chronic cognitive deficits as a consequence of early
abuse. These individuals, in turn, may develop a more chronic pattern of
suicidal behavior in adulthood.

It appears likely that stressful events, both remote and near, produce
an increase in stress-reducing behavior, including problem-solving behaviors.
When these behaviors are inadequate to the task and the stress is high,
increased suicidality is a likely consequence. Understanding the interplay
between stressors and problem-solving deficits is critical to understanding
suicidal behavior. Requisite to such understanding is an appreciation of the
mechanisms by which vulnerability develops.

ROLE OF PROBLEM SOLVING IN SUICIDAL BEHAVIOR

Problem solving has long been thought to play an important role in
understanding the phenomena of suicide and suicidality. Various aspects of
problem solving (e.g., problem-solving appraisal, problem-solving skills)
have been viewed as both a predictor and moderator of the stress—suicide
behavior relationship (e.g., Bonner & Rich, 1987, 1988; Chang, 1998; Clum
& Febbraro, 1994; Clum et al., 1979, 1997; Dixon, Heppner, & Anderson,
1991; Priester & Clum, 1993b; Sadowski & Kelly, 1993; Schotte & Clum,
1982, 1987). One model, which attempts to explain the role of problem
solving in suicidality, is the diathesis—stress model of Clum and colleagues
(Clum etal., 1979; Schotte & Clum, 1982, 1987). Clum et al. (1979)
proposed a diathesis—stress model of suicidal behavior in which problem-
solving deficits moderated the relationship between life stress and suicidal
behavior. Specifically, individuals deficient in the capacity for flexible diver-
gent thinking and problem solving are cognitively unprepared to generate
effective alternative solutions necessary for adaptive coping when under
naturally occurring conditions of high life stress. This in turn may result in
a state of hopelessness, which places the individual at heightened risk for
suicidal behavior. Deficits in problem-solving appraisal, problem-solving
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ability, or both are thought to be associated with increased hopelessness
and suicidal behavior.

EMPIRICAL DATA LINKING SOCIAL PROBLEM SOLVING
AND SUICIDAL BEHAVIOR

Social problem-solving deficits were linked to suicidal behavior in a
number of studies. Schotte and Clum (1982, 1987) demonstrated that
problem-solving deficits as measured by the MEPS predicted both suicidal
status and suicidal ideation. In the first of these studies, suicide-ideating
college students failed to generate as many relevant alternatives as did
nonideating students to a series of vignettes that required them to link
alternative courses of action to the attainment of identified goals. In addition,
high stress was a significant factor in suicidal ideation only for the subgroup
of the poorest problem solvers. A second study (Schotte & Clum, 1987)
compared hospitalized suicidal individuals with hospitalized nonsuicidal pa-
tients using both the MEPS and the Modified MEPS (MMEPS), designed
to tap various stages of D'Zurilla and Goldfried’s (1971) social problem-
solving model. On the MMEPS, suicidal patients identified more negative
consequences for their identified solutions, identified more irrelevant alter-
native solutions, and were less likely to attempt to use their identified
solutions. This was one of the first studies to link deficits in several stages
of problem solving to suicidal behavior.

A number of studies have shown a connection between D’Zurilla and
Goldfried’s first stage of problem solving with regard to problem orientation
and suicidal behavior. Two measures have been used to measure problem
orientation, the PSI and the SPSI. Evidence exists using both measures that
link problem appraisal and suicidality. Several of these studies (Clum &
Febbraro, 1994; Dixon et al., 1991; Rudd, Rajeb, & Dahm, 1994) have
reported connections between poor problem appraisal and increased sui-
cide ideation and attempts. The majority of these studies found that
problem-solving confidence is the factor most consistently related to
suicidality. Given that problem-solving confidence has been identified with
the problem-appraisal dimension, these studies provide support for the im-
portance of deficits in this dimension to suicidal behavior. Apparently,
low self-assurance while engaged in a variety of problem-solving activities
increases vulnerability to stressful situations.

Problem orientation as measured by the SPSI and SPSI—Revised
(SPSI-R) has also been examined with regard to both suicide ideation and
suicide attempts. In the first such study, Sadowski and Kelley (1993) com-
pared adolescent suicide attempters with both psychiatric and nonpsychiatric
controls using the SPSI. Individuals attempting suicide had a poorer problem
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orientation than individuals in either control group. Clum, Yang, and
Febbraro (1996) compared a group of depressed, high-ideating young adults
to a group of depressed, low-ideating young adults on both the SPSI and
SPSI-R. In this study, only orientation as measured by the SPSI differenti-
ated between the two groups. Because a number of items had been dropped
from the SPSI in developing the SPSI-R, the authors speculated that it
was those items that were important in predicting suicidal ideation. Recently,
Chang (2002) used a global score of a shortened version of the SPSI-R to
predict suicidal ideation in a group of high school students.

Because problem orientation as measured by the PSI has been consis-
tently related to depression (Bonner & Rich, 1987, 1988; Nezu, 1987;
Priester & Clum, 1993a), it is important to determine whether deficits in
problem orientation are related to suicidal behavior independent of depres-
sion. Such a determination would establish a unique connection between
deficits in problem solving and suicidal behavior. Clum et al. (1997) con-
trolled for depression and found problem orientation total score as measured
by the PSI unrelated to suicidal ideation. A reported tendency to avoid as
opposed to approach problems, however, did uniquely predict suicidal ide-
ation beyond that afforded by level of depression. Given the identification
of the approach—avoidance subscale with problem-solving skills, this study
supports the importance of deficits in problem-solving skills as uniquely
predictive of suicidal ideation. Dieserud (2000) also concluded that depres-
sion fully mediated the effect of early life stress on suicidal attempts, over-
shadowing the relationship between problem orientation to suicidality. The
finding by Clum et al. (1997) suggests the possibility that deficits in problem-
solving skills uniquely predispose to suicidal behavior. Deficits in a more
general construct of problem orientation, however, appear to exert their
influence on suicidality via their effects on depression. This conclusion was
supported in another study by Clum et al. (1996) that used the SPSI to
measure problem orientation. When depression was statistically controlled
in a regression analysis to predict suicidal ideation, neither measure of
problem orientation was related to suicidal ideation. In still another study
that examined the relationships among problem solving, depression, and
suicide attempts, Dieserud (2000) reported that depression and problem-
solving deficits contributed independently to predicting attempts. In this
case, deficits were a composite measure of both problem-solving skills
and orientation.

The vast majority of studies in this area assess suicidal behavior and
problem-solving deficits concurrently. This approach leaves open the ques-
tion of whether problem-solving deficits cause suicidal behavior or vice
versa, or whether some third variable such as stress increases both. Longitudi-
nal studies are needed to help answer this question. In a study by Dieserud
(2000) in his monograph on suicidal behavior, problem orientation as well as
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a measure of general self-efficacy for dealing with stress predicted subsequent
attempts during an 18-month follow-up period among a group of individuals
who had made a first attempt. This relationship existed independently of
depression, hopelessness, self-esteem, and suicide intent.

Some evidence exists that links problem orientation and problem-
solving skills independently to suicidal behavior. Sadowski and Kelley (1993)
found that both problem orientation and problem-solving skills indepen-
dently differentiated suicide attempters and psychiatric inpatients from a
group of normal adolescents. Skill deficits, however, did not differentiate
between the suicide attempters and psychiatric inpatients, a comparison
possibly complicated by the stress of hospitalization. Priester and Clum
(1993b) reported that orientation to solving problems and skill in solving
them predicted suicidal ideation in a longitudinal analysis of this phenome-
non. Similarly, Clum et al. (1997) reported that both an avoidance style
of solving problems and deficits in being able to generate relevant alternatives
to specified problem situations as measured by the Personal Problem Solving
Evaluation (PPSE) independently predicted severe suicidal ideation after
controlling for depression in a sample of college students. Given the low
level of relationship between these two types of problem-solving skills (Clum
et al., 1997), this independence is not surprising. It does, however, point
to the value of a complete assessment of problem-solving skills in estimating
vulnerability to suicidal behavior.

MODELS EXPLAINING CONNECTIONS AMONG STRESS,
PROBLEM-SOLVING, AND SUICIDE

Essentially, three models exist to explain the relationships among
stressors, problem-solving deficits, and suicidal behavior. In the first of these,
stressors and problem-solving deficits are thought to contribute uniquely
and independently to the development of suicidal behavior. Thus, the
probability of suicidal behavior increases linearly as a function of increased
stressors and problem-solving deficits. In the second model, the diathesis-
stress model of suicidal behavior (Clum et al., 1979), deficits in problem
solving are thought to precede and increase vulnerability to stressful life
events. Both stress and problem-solving deficits are viewed on a continuum
with extremes of either able to produce suicidal behavior, but with interac-
tions of both the more common scenario. When stressful life events occur,
inadequate problem-solving skills are strained, and increased levels of suicidal
behavior are the consequence. Developmentally, problem-solving deficits
were thought related to inadequate modeling of appropriate problem-solving
skills and the existence of overwhelming stressors in early life that interfered
with the acquisition of such skills. In this model, faulty family modeling,
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family pathology, and early stressors increased the likelihood that adaptive
problem-solving skills were not learned. If other moderating influences do
not exist, such as extrafamilial sources of effective skill modeling or social
support, problem-solving deficits stabilize, and the individual becomes vul-
nerable to small fluctuations in stressful events. In the third model, life
stressors are thought to reduce effective problem-solving behavior that, in
turn, increases the likelihood that suicidal behavior will develop. These life
stressors could be either proximate to the development of suicidal behavior
or remote, as in the case of childhood abuse. Problem-solving deficits are
related to the existence of stressors and are proportionate to the level of
these stressors. This model postulates that problem-solving deficits mediate,
rather than moderate, the relationship between stressors and suicidal behav-
ior. None of these models are necessarily mutually exclusive. Rather, it is
possible that stress and problem-solving deficits have both main effects and
interact to increase suicidal behavior. Evidence for these multiple relation-
ships is provided when regression analysis yields both main and interaction
effects in predicting suicidal behavior. It is also possible that problem-solving
deficits mediate the effects of stress on suicidal behavior, but only partially,
with stress level or problem-solving deficits continuing to exert some direct
effect on suicidal behavior. Finally, it is possible that the relationship be-
tween stress and problem-solving deficits is bidirectional. Problem-solving
deficits might lead to increased stress, as is the case when such deficits lead
to the loss of a job or of a significant relationship. Likewise, cumulative
stress places a load on problem-solving skills, breaking down a person’s
ability to access extant skills.

Evidence exists for each of these models. The independent contribu-
tions of stressors and problem-solving deficits to suicidal behavior are well-
established. The importance of each to suicide becomes comprehensible
when one considers the likely effects of extremes of either variable. Thus,
extreme stress by itself leads to a breakdown in coping resources and an
increased likelihood that suicide will become a viable option. Likewise,
extreme deficits in problem solving render the individual vulnerable to small
fluctuations in stress or, alternatively, lead to an increased probability that
the individual will generate his or her own stress. The more common
scenario, however, is that moderate deficits on both these dimensions com-
bine to increase vulnerability to suicide.

The moderator hypothesis does not negate the possibility that stress
and problem-solving deficits act independently to increase the likelihood
of suicidal behavior. It does state, however, that each can potentiate the
other. Moreover, this hypothesis recognizes the possibility that at least in
some cases problem-solving deficits can develop early in life and antedate
suicidal behavior. When learned early in life, problem-solving deficits are
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likely to be stable over time and, therefore, more trait-like. When stressors
occur, the vulnerable individual is likely to exhibit suicidal behavior. In
addition, because of this increased vulnerability, relatively small increases
in stressors can lead to suicidal behavior, with a pattern of multiple attempts
more likely to develop. Acute problem-solving deficits can also moderate
the relationship between stress and suicide. Thus, an increase in stressors
can compromise fragile problem-solving skills, with the combination leading
to increased suicidality.

The mediator hypothesis links the relationship between stressors and
suicidal behavior through the mediating effect of problem-solving deficits.
Again, the independent effect of either stress or problem solving on suicidal
behavior is not denied. Rather, one mechanism by which stress leads to
increased suicidality is via its effect on producing deficits in problem solving.
This model has found empirical support in work by Chang (2002), who
reported that general problem-solving deficits mediated the relationship
between stress and suicidal ideation. Chang speculated that increased levels
of stress may result in individuals becoming more careless in considering
their options to a particular situation. This carelessness leads to decrements
in problem solving and increased emotional distress, which may include
suicidal ideation and suicidal behavior. Chang (2002) pointed out that the
role of social problem solving as a potential mediator of the relationship
between life stress and suicide ideation has not yet been fully examined.
For example, it is unclear whether social problem solving should best be
thought of as a process variable (i.e., a factor that limits an individual’s
ability to implement problem solving) or as an outcome variable (i.e., deficits
in problem solving and generation of alternative solutions).

In addition to the mediational role that problem-solving deficits play in
the relationship between immediate stressors and suicidal behavior, problem-
solving deficits may also mediate the more remote association between early
traumatic or chronically stressful events and suicidality. To address this
question, Yang and Clum (2000) examined four sets of variables: (a) early life
stress in the form of physical and sexual abuse, loss, and neglect; (b) cognitive
variables, including problem-solving confidence; (c) social support in child-
hood and adulthood; and (d) a composite score of suicidal ideation and
suicidal behavior. Mediating models were examined. These analyses revealed
that cognitive variables, including confidence in problem-solving ability,
fully mediated the relationship between early life stress and suicidal behavior.
Dieserud (2000), however, failed to support this mediating effect when
predicting suicide attempts, primarily because of low relationships between
early stressors and problem-solving confidence, a discrepancy that might be
partially explained by variations between the measures of early life stress
in the two studies.
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PROBLEM-SOLVING TREATMENT AND SUICIDAL BEHAVIOR

Given the relationship between problem-solving deficits and suicidal
behavior, research clinicians have devised psychological interventions aimed
at improving problem-solving skills, with the idea that the acquisition of
such skills would improve individuals’ ability to deal with stress and, in
turn, reduce suicidal behavior. Basing their recommendations on a review
of factors that predicted suicidal behavior, Clum et al. (1979) proposed that
interventions be developed based on D*Zurilla and Goldfried’s (1971) social
problem-solving model.

Treatments based on this approach aimed to help individuals (a) link
unresolved life problems to suicidal thoughts, impulses, and actions;
(b) increase their motivation to view such problems as issues to be resolved
and managed effectively; and (c¢) use problem-solving skills to solve these
problems. Treatments that used such an approach were predicted to produce
differential reductions in suicidal behavior. In addition, improvements in
problem-solving skills were expected to be associated with reductions in
suicidal behavior. These problem-solving skills could in turn be differentiated
from skills in implementing identified solutions. The problem-solving skills
taught in such interventions were cognitive skills as distinguished from
behavioral skills used to implement the identified solutions.

Several studies (Allard, Marshall, & Plante, 1992; McLeavey, Daly,
Ludgate, & Murry, 1994; Salkovskis, Atha, & Storer, 1990; van der Sande,
van Roojin, Buskins, & Allart, 1997) have used problem-solving treatments
to target frequency of suicide attempts in samples of individuals with previous
attempts. Salkovskis et al. (1990) compared a problem-solving treatment of
five sessions to a “treatment as usual” control group. At posttreatment,
individuals in the problem-solving group had lower levels of depression,
hopelessness, and suicidal ideation than did individuals in the control group.
In addition, individuals receiving the problem-solving treatment tock a
longer time to engage in repeat suicidal behavior than did individuals
receiving treatment as usual. After 18 months, however, no differences were
found between the two groups. Patsiokas and Clum (1985) compared an
individually administered problem-solving intervention with both cognitive
restructuring and nondirective support in an inpatient sample of suicide
attempters. Although individuals who were taught problem-solving skills
did better on measures of problem-solving ability and were less hopeless,
no differences between the two groups were found on a measure of suicidal
ideation. These results were similar to those reported by Lerner and Clum
(1990). These researchers found that suicidal college students who were
taught problem-solving skills in a group format had lower levels of loneliness,
depression, and hopelessness than did individuals in social support groups.
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As in the Patsiokas and Clum study, suicide ideation was reduced by both
interventions.

Recently, Rudd et al. (1996) demonstrated that an intensive outpatient
treatment program, of which learning problem-solving skills was a part,
produced outcomes equivalent to an intensive inpatient program. Compara-
ble improvements between the two programs were found on depression,
hopelessness, and suicidal ideation, with improvements maintained over a
year. Clum et al. (2004) compared a group-administered social problem-
solving treatment to group social support and group functional analysis on
measures of problem solving, depression, hopelessness, and suicidal ideation.
The sample was a group of severely ideating college students, many of whom
had made a previous suicide attempt. All three groups improved significantly
on measures of depression, hopelessness, and suicidal ideation, gains that
continued and were extended over a one-year follow-up. Suicide ideators
in the problem-solving and social support groups improved significantly
more than those in the functional analysis (FA) group on a measure of
problem-solving confidence. Moreover, when the percentage of individuals
achieving a “clinically significant” level of improvement in each treatment
were compared, individuals in both the problem-solving (PS) and social
support (SS) interventions were more likely to show significant improvement
on a self-report measure of suicidal ideation than were individuals in the
FA intervention.

To further establish the therapeutic validity of interventions that em-
phasize problem-solving skills for reducing suicidal behavior, it is necessary
to show that individuals who actually learn the problem-solving skills are
the ones who improve most on measures of suicidal behavior. Clum et al.
(2004) carried out these analyses and found that improvement on measures
of problem-solving from pre- to posttreatment were predictive of posttreat-
ment and one-year follow-up leveis of depression, hopelessness, and suicidal
ideation only for individuals in the PS treatment. No such relationships
were found within either the SS or FA intervention. These results suggest
that learning problem-solving skills was related to improvement as predicted
by the theory.

Taken together, the studies that have examined the effectiveness of
problem-solving interventions on suicidal behavior support the validity of
this approach. Nevertheless, demonstrating consistent differential improve-
ment when comparing problem-solving interventions to other viable psycho-
logical interventions is difficult. One reason for this difficulty is that suicidal
behavior fluctuates and suicidal individuals likely enter treatment dur-
ing the acute phase of such behavior. Any intervention is therefore likely
to produce reductions in suicidal behavior. When one compares the effec-
tiveness of problem-solving interventions to other treatments on factors
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associated with suicidality, such as depression and hopelessness, some studies
(Lerner & Clum, 1990; Patsiokas & Clum, 1985) have shown problem-
solving interventions are superior. In addition, Rudd et al.’s (1996) finding
that an outpatient treatment featuring problem-solving techniques was
equivalent to traditional inpatient therapy underscores both the power and
efficiency of this approach for suicidal individuals. It appears that problem-
solving skills are learned in brief interventions that emphasize their acquisi-
tion (Patsiokas & Clum, 1985) and that individuals who acquire more
confidence in their problem-solving skills are more likely to experience
reductions in suicidal behavior, depression, and hopelessness.

CONCLUSION

It is important to be mindful of the goals for linking problem-solving
deficits to suicidal behavior. Primary among several goals is understanding the
process by which suicidal behavior develops. Given that our understanding of
problem-solving behavior is dependent both on our models of problem
solving and on the measures used to evaluate relevant constructs, additional
work in each of these areas is required. D'Zurilla and Goldfried (1971)
advanced the field significantly with their development of a problem-solving
model, the examination of which was enhanced by the development of
research instruments (the SPSI and SPSI-R) designed to measure it
(D'Zurilla & Nezu, 1990; D'Zurilla et al., 2002). These instruments, however,
measure an individual’s own appraisal of their problem-solving behavior
rather than the behavior itself. Given the definition of problem solving as
a conscious process aimed at resolving life problems, it is assumed but largely
unproven that such a process is in fact engaged in differentially by both
suicidal and nonsuicidal individuals. Equally important is determining
whether the instruments used to measure problem solving predict the actual
process when individuals come under stress. With such concurrent validity
established, conclusions linking problem-solving deficits to suicidal behavior
could be made more confidently.

The issue of how best to assess problem solving is likewise unclear,
especially as it relates to suicidality. Although some measures of problem
solving have been consistently used in the area of predicting suicidality, and
although there has been some consistency in the demonstrated relationships,
there is little known about how the extant measures relate to each other
and what constructs within the problem-solving model are actually being
measured. Because there is also variability in the methodology used to
measure problem solving, with both objective and self-report measures in
use, the relationships among these measures need to be established. Only
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then will researchers be able to determine if the conclusions reached using
these various measures are consistent.

Another area in need of research is concerned with the question of
whether problem-solving deficits cause, or are otherwise linked to, suicidal
behavior. This question relates to the issue of whether problem-solving
deficits are trait or state phenomena as well as to whether problem-solving
deficits cause or are caused by stressors. Longitudinal studies that evaluate
problem-solving skills and suicidal behavior before the occurrence of major
stressors are needed to answer this question. Repeated assessments of
problem-solving behavior over short, intermediate, and long intervals are
needed to establish the stability of both the construct and the methods used
to assess the construct. It may well be that self-report measures of problem
solving are more variable than more objective assessment methods. Along
these lines, it is important to determine whether subgroups of individuals
exist who are chronically deficient in their problem-solving skills, while
others become deficient in response to either generic or idiosyncratic stres-
sors. If this information were known, interventions could be tailored to
either reviving problem-solving skills or teaching them to individuals who
are stably deficient.
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SOCIAL PROBLEM SOLVING
AND SCHIZOPHRENIA

SARAH E. MORRIS, ALAN S. BELLACK, AND WENDY N. TENHULA

Schizophrenia is a severe, chronic mental disorder characterized by
various behavioral, emotional, and cognitive disturbances. Although the
phenomenology of the disorder is highly heterogeneous, common character-
istics of the illness can generally be classified into four domains: positive
symptoms, negative symptoms, cognitive impairment, and social dysfunc-
tion. The positive—negative classification may be used to group symptoms
as well as subtypes of the disorder (Andreasen, 1985). Positive symptoms
are those things that schizophrenia patients experience that nonpatients
generally do not. Some of the most frequently observed positive symptoms
are hallucinations, most commonly in the auditory modality; delusions, often
of persecution or reference; and disorganization of thinking, speech, and
behavior. The negative symptom cluster consists of deficiencies compared
to nonpatients. These frequently include restriction in the range of emotional
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experience and expressivity, social withdrawal, and reduction in the initia-
tion of goal-directed behavior.

Another prominent feature of the disorder is a profound disruption of
social behavior. Social dysfunction, often manifested as a decline in the
amount and quality of social interactions, or, in individuals in whom the
disorder developed in childhood or adolescence, a failure to achieve expected
levels of interpersonal and occupational functioning, is a diagnostic criteria
of schizophrenia according to the Diagnostic and Statistical Manual, 4th
edition (DSM-IV; American Psychiatric Association, 1994). Social with-
drawal and isolation have been identified as common prodromal symptoms,
warning of the onset of the illness or of an episode (American Psychiatric
Association, 1994), but social impairment frequently persists during periods
of remission (Bellack, Morrison, Mueser, Wade, & Sayers, 1990). Social
deficits in schizophrenia patients include difficulty initiating and sustaining
conversations and inability to achieve goals or have needs met in situations
requiring social interactions (Morrison & Bellack, 1987). Ultimately, these
impairments manifest themselves in profound difficulties in role functioning.
For many schizophrenia patients, poor social functioning, odd interpersonal
behavior, and stigmatizing experiences, in combination with social anxiety,
contribute to isolation, inadequate social support, and vocational impair-
ment, which, in an unfortunate cycle, diminish schizophrenia patients’
opportunities to develop and improve their social skills.

Finally, a large literature documents that schizophrenia patients exhibit
impairments in a diverse array of neurocognitive domains, including atten-
tion, working, and episodic memory and “executive” processes such as plan-
ning, self-monitoring, and problem solving (Heinrichs & Zakzanis, 1998).
Deficits in social problem solving, as defined by DZurilla and colleagues
(D’Zurilla & Goldfried, 1971; D'Zurilla & Nezu, 1999), may be considered
a manifestation of a unique combination of positive or negative symptoms,
chronic social disability, and cognitive impairment observed in schizophre-
ni