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ABSTRACT 

A significant number of today’s youth have mental health issues (U.S. Department of | 

Health and Human Services [USDHSS], 1999) warranting or putting them at risk for the 

label “Emotional and Behavioral Disabled” (EBD). This seven-week pilot study proposed to 

integrate art interventions into a developmentally appropriate prevention and treatment plan 

involving positive social problem solving skills training. The purpose of the intervention was 

to target deficits in social problem solving noted in this population (Frauenknecht & Black, 

2003). 

Essential to this study’s premise is the importance of creativity in social problem 

solving (D'Zurilla & Nezu, 2002), the developmental appropriateness of nurturing creativity 

during adolescence (Dai & Shen, 2008) and the use of art therapy. Pre- and post- 

comparisons were made using the Social Problem Solving Inventory for Adolescents (SPSI- 

A) (Frauenknecht & Black, 2003). Although the subject group, and all five males from both 

groups showed score increases, final results were deemed statistically insignificant. 

Implications are addressed. 
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CHAPTER I 

INTRODUCTION 

The term emotionally and behaviorally disabled (EBD) originated within the 

educational system to describe students who have social, behavioral, or academic difficulties 

because of internalizing or externalizing behavior patterns (Greenberg, Domitrovich, & 

Bumbarger, 2001). There are significant numbers of youth with or at-risk for EBD in the 

United States (Lane, Wehby, & Barton, 2005; USDHSS, 1999; Whelley, Cash, & Bryson, 

2003). Research confirms these youth as having considerable deficits in social problem 

solving, and the need to reduce consequential negative behavior related to these deficits. 

Research also validates the benefit these youth can receive from learning new skills in this 

area (Frauenknecht & Black, 2003; Weisz & Hawley, 2002). 

The acquisition of new skills as part of treatment outcome reflects ongoing holistic 

trends in prevention and treatment based in the field of positive youth development (PYD). 

PYD programs focus on positive outcomes using developmentally appropriate strategies that 

work to incorporate a holistic approach that recognizes youth’s growing needs, relevant to 

real life variables. These variables include aspects of self, school, family, neighborhood, 

culture, and society at large. PYD programs may focus on any issues related to bonding, 

resilience, or the promotion of social, emotional, cognitive, behavioral, or moral competence. 

Goals of PYD strive to foster self-determination, spirituality, or self-efficacy (Catalano, 

Berglund, Ryan, Lonczak, & Hawkins, 2002). 

This study supports PYD principles in its proposal to integrate art therapy processes 

into the developmentally appropriate skill building task of social problem solving. This study  



also acknowledges the necessity for facilitating creativity as an essential component of the 

problem solving process involved in social problem solving (D'Zurilla & Nezu, 2002; 

Treffinger & Isaksen, 2005), and recognizes the use of creative processes as also 

developmentally appropriate for this population (Dai & Shen, 2008). Last and most 

importantly, this study identifies art therapy as an appropriate tool to facilitate this creativity, 

integrate affect into the process, increase insight, and generally assist as an additional 

communication tool (Hinz, 2009). 

Statement of Problem 

To date, neither the art therapy literature, nor the researcher’s experience, has 

provided evidence regarding the impact art therapy has had on adolescents with or at-risk for 

EBD in the area of social problem solving or on these adolescent’s perception of their social 

problem solving skills. 

Purpose of This Study 

The intentions of this study are as follows: 

1. To increase the acceptability of art therapy as a viable option that can easily 

integrate and add to the positive outcomes of accepted existing therapeutic 

and educational programs. 

To design a pilot research study that examines the importance of art therapy as 

a viable and developmentally appropriate element in the facilitation of 

problem solving for adolescents in general, and specifically for youth with or 

at-risk for EBD. 

To examine the investigator’s contention that the combined use of creative 

expression and drawing as alternative communication tools helps address  



specific challenges of the adolescent developmental period, therefore making 

the problem solving process more accessible. 

To add to the body of professional literature that validates the use of the 

creative arts, specifically art therapy in the service of youth with and at-risk 

for EBD. 

To meet the requirements of the Saint Mary-of-the-Woods Graduate Art 

Therapy program. 

Research Questions 

L Can the use of specific art therapy techniques result in improved social 

problem solving skills for adolescents with or at-risk for EBD? 

Can the addition of art therapy techniques and processing added to an existing 

unit on Social Problem Solving Skills result in the improved perception of 

social problem solving skills for adolescents with or at-risk for EBD? 

Basic Assumptions 

Several assumptions are fundamental to this research: 

I There is a significant relationship between deficits in social skills including 

problem solving and a number of emotional and behavioral problems (Spence, 

2003). 

Social problem solving skills interventions can be enhanced by the use of art 

therapy in servicing special populations such as EBD youth. 

Increased self-perception of social problem solving abilities can result in 

openness to learning new skills that can improve problem solving outcomes 

(Frauenknecht & Black, 2003).  



Adolescents need to express and communicate conflicts between their inner 

and outer worlds. This is the work that leads to achieving successful personal 

identity. For many, it involves communicating emotional conflict not always 

successful by verbal means alone. Art therapy is an alternative 

communication tool that can assist the adolescent with this expression (Riley, 

1999; Stepney, 2001). 

Adolescence is a developmental period of heightened creativity motivated by 

conflicts that ensue due to the drive to find personal identity. Art therapy 

processes and techniques can facilitate this creativity (Malchiodi, Kim, & 

Choi, 2003; Riley, 1999). 

Adolescence, not childhood, is the developmental period most conducive to 

nurturing creativity due to the newly acquired ability to more clearly perceive 

the difference between the hypothetical and the real (Dai & Shen, 2008; 

Piaget, 1972). 

Structured coloring provides relief from anxiety and mandalas can provide 

focus (Curry & Kasser, 2005; Smithman-Brown & Church, 1996). 

Adolescents often can talk more comfortably when provided with kinesthetic 

activities such as drawing or coloring (Hinz, 2009). 

Group work is developmentally appropriate for adolescents (Riley, 1999; 

Stepney, 2001) 

“The creative process . . . represents the highest degree of emotional health, as 

the expression of normal people self-actualizing themselves” (May, 1975, p. 

33).  



Hypothesis 

Adolescents with and at-risk for EBD who use art therapy to solve social problems 

will increase their positive perceptions of their social problem solving skills as measured by 

the Social Problem-Solving Inventory for Adolescents (SPSI-A) (Frauenknecht & Black, 

2003). 

Definition of Terms 

At-risk: For the purpose of this study, at-risk refers to youth who are exhibiting any 

maladaptive behavioral patterns, have signs of limited social skills, or are academic 

underachievers (Rutherford, Quinn, & Mather, 2004). 

Creativity: The ability of the individual to use imagination in a way that alters 

established thinking patterns and allows one to see things in a new way or make new 

connections between objects, events, and ideas. These ideas do not necessarily need to be 

new, but new and novel to the individual (May, 1975). 

Effectiveness: The benefits the typical client will receive in real life application 

(Weisz & Jensen, 2001). 

Efficacy: The probable benefits occurring under ideal or laboratory type conditions 

in order to produce beneficial effects (Weisz & Jensen, 2001). 

Emotionally and behaviorally disabled (EBD): The term EBD originated within 

the educational system, to describe students who have social, behavioral, or academic 

difficulties due to internalizing or externalizing behavior patterns (Greenberg et al., 2001). 

Hawthorne effect: The Hawthorne effect proposes that a simple introduction of any 

change may prompt new behavior (McCarney, Warner, Life, van Haselen, Griffin, & Fisher, 

2007).  



Problem-solving therapy: Systematically teaches generic skills in active problem- 

solving, helping individuals to clarify and formulate their life difficulties and apply principles 

of problem solving to reduce stress and enhance self-efficacy (D'Zurilla & Nezu, 2007). 

Self-efficacy: A person’s belief in his or her own effectiveness in performing a task 

(Gist, 1987). 

Skills training: The implementation of activities designed to promote skill 

development in age-appropriate daily living skills, interpersonal and family relationships, and 

leisure and recreational services (Greenberg et al., 2001). 

Social problem solving: The ability to identify the presence of a challenging social 

situation and to predict and evaluate the likely consequences of these alternatives (D'Zurilla 

& Nezu, 2007). 

 



Chapter II 

Review of the Literature 

Mental Health Incident and Risk Factors in Children and Adolescents in the United States 

One in five youth ages 9 through 17 experiences mental health problems or EBD 

issues resulting in different degrees of impairments related to depression, attention- 

deficit/hyperactivity, anxiety, conduct disorders, and eating disorders. One in every 10 will 

experience symptoms severe enough to disrupt daily functions at home, school, or in the 

community. Identifying symptoms can include problems with academic performance, 

behavior, issues of suicide, school dropout, violence and aggression, drug abuse, and 

criminal activity. Lack of or inadequate treatment will be an issue for an estimated 70% of 

these youth (USDHSS, 1999; Whelley, et al., 2003). 

In general, behavioral factors commonly associated with risk for EBD include 

impulsiveness, cognitive skill deficiencies, and antisocial behavior (Greenberg et al., 2001). 

Environmental factors include exposure to violence, abuse and neglect issues from 

caregivers, and caregiver’s own problems with mental health and substance abuse (Kolbo, 

1996; Stiles, 2002; USDHSS, 1999; Weist, Lowie, Flaherty, & Pruitt, 2001). Additional 

sources report increased risk for mental health issues and more special education referrals 

among children from low income or families of poverty, particularly minorities (Walker, 

Cheney, Stage, & Blum, 2005). 

Treatment Issues for EBD Youth 

Sources conflicted in regards to the practical application of empirically evidenced 

intervention options in the service of youth with EBD. Some sources claimed that adequate 

prevention and treatment often either did not occur or was unsuccessful in spite of the  



numerous existing empirically evidenced intervention strategies available (Glasgow, 

Lichtenstein, & Marcus, 2003; Greenberg et al., 2001; Topping & Flynn, 2004; USDHSS, 

1999; Weist et al., 2001). 

Other sources suggested that many of the success rates of these efficacy based 

empirically evidenced interventions were misleading. They claimed that efficacy based 

interventions were inapplicable for real life purposes because they did not factor in the reality 

of diverse variables. These efficacy trials were described as only occurring under ideal or 

laboratory conditions where success was based on implementation involving a specific set of 

circumstances that failed to replicate in normal settings and conditions. Effectiveness trials 

on the other hand, measured intervention outcomes that had been implemented under real life 

conditions and variations of settings (Weisz and Hawley, 2002). 

Weisz and Hawley (2002) reviewed 114 empirically evidenced studies that confirmed 

this gap between efficacy studies and the effectiveness of real life application. In particular, 

they found that youth participants were recruited rather than clinically referred as would be 

the case in a real setting, implying potential differences in participant’s motivation to 

participate. Also and most significantly, most of these studies did not test for comorbidity 

factors, but instead focused only on the reduction of the symptoms related to one diagnostic 

issue. Historically, treatment of youth with EBD has focused only on fixing a singular 

problem or reducing a particular symptom. 

In real life application however, few adolescents experiencing EBD have only one 

diagnostic issue; in addition, sources argue the importance of addressing adolescent’s 

developmental needs. Adolescents with EBD have a need to continue growth for future  



success as well as a need to reduce the particular symptoms of their EBD (Glasgow, 2003; 

Slade, 2002; Weisz, & Jensen, 2001). 

The literature also strongly supported the need for skills training with adolescence 

experiencing EBD citing sound connections between deficits in social skills, and the 

symptoms of EBD, particularly in regards to social problem solving (D'Zurilla & Nezu, 

2007; Frauenknecht & Black, 2003; Guerra & Slaby, 1990; McMurran & McGuire, 2005; 

Spence, 2003). Specific issues included youths with issues of aggression (Matthys & 

Lochman, 2005), and also included youth with antisocial behavior and ADHD issues 

(Beelmann & Losel, 2006; Webster-Stratton, Reid, & Hammond, 2001). The need for social 

skills with youth dealing with issues of depression was also strongly substantiated 

(Spence et al., 2003). 

In general, the literature identified the controversy over the impractical 

implementation of many empirically based interventions resulting in an overall treatment 

trend away from the linear medical model that focused only on the elimination of behavioral 

deficits as an isolated process. The literature instead acknowledged a trend towards more 

holistic, comprehensive, and developmentally appropriate treatment models that serve the 

broader needs of the growing adolescent in real life application (Glasgow et al., 2003; Slade, 

2002; Weisz & Jensen, 2001). The literature also confirmed social problem solving—a part 

of social skills training—as developmentally appropriate and as a needed treatment in 

addressing documented deficits for this population (D'Zurilla & Nezu, 2007; Frauenknecht & 

Black, 2003; Guerra & Slaby, 1990; McMurran & McGuire, 2005; Spence, 2003; Spence et 

al., 2003).  



Current Treatment in the Schools   

The literature validated the school experience as core to the average adolescent’s 

development. The sources that cited substantial evidence that most children were not 

receiving the mental health services they needed (Lane et al., 2005; USDHHS, 1999; 

Whelley et al., 2003), also cited that when they did receive services, it was often through the 

school system (Catalano, et al., 2002; Elias, 2003; Lane et al., 2005; Whelley et al., 2003). In 

fact, in recent years sources reported that the strong need for services along with the 

connection between academic success and mental health had motivated an increase in mental 

health services sponsored by the schools. 

Health services in the schools increased from no school based or school linked health 

centers in the 1970’s, to 948 in 1997. Two-thirds of these schools reported that they had also 

provided the additional needed mental health services. School districts and not individual 

schools typically administered the delivery of these services, and many districts opted to use 

direct services provided by their own social workers, counselors, and psychologists. Other 

districts chose interagency agreements including contracts with private mental health 

community sources such as school based treatment programs (Slade, 2002; Slade, 2003). 

By 2003 over 80% of the schools in the United States were acknowledging the 

provision of mental health services instituted in the form of assessment, behavioral 

consultation, crisis intervention, and needed referrals for specialized assistance. Case 

management, and individual and group counseling services were also included (Foster, 

Rollefson, Doksum, Noonan, & Robinson, 2005). 

In general, school settings were reported as sources that could offer the adolescent 

therapeutic opportunity to practice skill acquisition in settings where vital developmental  



events relevant to their lives occurred naturally (i.e., friends, clubs, classes, etc.). Last, 

involving school personnel was said to produce feedback to parents and therapists that helped 

track adolescent treatment progress, thus increasing potential effectiveness of the treatment 

and the promise for real life success (Weisz & Hawley, 2002). 

Positive Youth Development Theory 
  

Sources identified many PYD programs in support of the use of the schools as core 

sources, or access points, of comprehensive developmentally appropriate mental health 

delivery systems for youths (Catalano et al., 2002; Greenberg et al., 2001). As previously 

noted, numerous empirical interventions had been criticized for not adequately addressing 

adolescent developmental issues as crucial real life variables. Weisz and Hawley (2002) in 

particular, described many adolescent interventions as altered adaptations of childhood or 

adult empirical treatments. They claimed that not addressing the important and fundamental 

developmental needs of these adolescents could compromise these youths™ potential for 

future success. 

PYD in contrast, presented intervention models that specifically addressed 

developmentally appropriate prevention and treatment options with emphasis on the 

prevention. Of the many successful PYD programs that proved to be both empirically based 

and effective in real life application, two important components were involved: the skill 

building previously mentioned, and the use of appropriate environmental-organization. By 

definition, successful environmental organization was described as involving the well- 

coordinated efforts to use and include interrelating aspects of various real life components. 

Thus, appropriate programs were recognized as involving treatment that was inclusive of  



peers, teachers, family, and the community (Catalano et al., 2002; Greenberg et al., 2001; 

Malti & Noam, 2008). 

Focus on skill building interventions were described as serving the purpose of 

encouraging the optimal and developmentally appropriate growth needed for future adult 

success. This served as a needed protective function beyond the reduction of the negative 

behavior addressed in the diagnosis for these adolescents. The appropriate environmental- 

organization assured support in real life settings as opposed to treatment offered as an 

isolated process. Appropriate environmental organization involves the assurance of 

connected services and application in context of the normal settings relevant to this stage of 

development (Catalano et al., 2002; Greenberg et al., 2001; Malti & Noam, 2008). 

Specifically, environmental organization strategies of PYD, as applied through the 

schools, could allow for more streamlined services that went beyond the traditional strategies 

of special education and on-site mental health professionals in the service of youth. Dealing 

only with symptoms and risks had been determined inadequate. The goal of PYD therefore 

acknowledged a need to include a preventative base that could focus on the reintegration of 

adolescent mental health with normal youth developmental and educational needs (Catalano 

et al., 2002). 

Adolescent Development   

The adolescent developmental level is described as a period known for dramatic 

physical changes that can result in extreme self-consciousness. Cognitively adolescents have 

already mastered basic logical thinking and the ability to organize their thoughts and are now 

moving into a time when they can also think abstractly. In terms of treatment these cognitive  



changes mean adolescents have developed the ability to explore symbolic and theoretical 

ideas and thoughts previously unavailable to them (Piaget, 1972). 

In particular, Holmbeck and colleagues (as cited in Weisz & Hawley, 2002) referred 

to the appropriateness of working with social problem solving skills as an important 

treatment option specific to this period of development. They concluded that problem 

solving involved the use of reasoning through hypothetical situations, and therefore required 

the ability to anticipate the consequences of various actions. The adolescent’s developing 

cognitive skills relevant to these tasks include the needed consequential thinking, and 

hypothetical reasoning that comes with abstract thought. 

Social issues are also of primary importance. Erickson (1963) described the 

adolescent period as involved in the achievement of a personal identity that strives to find a 

fit in the larger society. He noted that the adolescent must find out who he or she is in the 

world by merging their current internal realities of past and present experiences and their 

ongoing personality changes, into the demands placed on them by society. Also relevant is 

the part of this integration process that trades parental authority with a strong preference for 

peer connection (Stepney, 2001; Stroufe, Cooper, & Dehart, 1992; Riley, 1998). 

The attempts to express or communicate needs and desires reflected in a process that 

strives to bring together personal internal realities with external realities, can invoke potential 

conflict and result in chaos. This potential chaos may account for the prominent emotional 

variables of the adolescent period (Erickson, 1963). It may also account for the spike in the 

need for creative expression (Dai & Shen, 2008; Malchiodi et al., 2003; Riley, 1999; 

Rothenberg, 1990; Sommers-Flanagan, J. & Sommers-Flanagan, R., 1997; Spence, 2003; 

Stepney, 2001; Sudres, 2003)  



Both Dai and Shen (2008) and Sudres (2003) advocated for the importance, and 

developmental appropriateness of nurturing creativity during this time. They proposed that 

in actuality, adolescence and not childhood presents the strongest need for creative 

expression. They contended that childhood is more about pretend play and imitation and that 

by definition, creativity is more than pretend and imitation—it is about putting ideas and 

information together to form new and applicable conclusions. This they said occurs during 

the adolescence period with the increase of cognitive abilities and as the adolescent becomes 

charged or motivated to find solutions driven by emotional challenges. Adolescents are 

compelled to challenge and question. 

In general, the professional literature confirms adolescents as a treatment population 

having a high propensity towards resistance, a strong need for peer validation, and a very 

strong need for creative expression. This is a population that can also benefit from 

alternative communication tools since expressing and communicating the emotional conflicts 

that ensue during this developmental period by verbal means alone, may be a genuinely 

difficult task particularly for those experiencing EBD. It follows that many adolescents 

cannot do well using traditional talk therapy designed for adults, and may need other 

methods such as the creative arts as a welcome alternative or in addition to verbal 

interventions (Malchiodi et al., 2003; Riley, 1999; Rothenberg, 1990; Smith, 2004; 

Sommers-Flanagan, J. & Sommers-Flanagan, R., 1997; Spence, 2003; Stepney, 2001; 

Sudres, 2003). 

Art Therapy 

In reviewing the professional art therapy literature, several sources provided 

supportive information applicable to using art therapy in general, and specifically to using it  



with the adolescent with EBD and those at-risk. To begin, the visual arts expressive form 

was described as a creative option that is particularly developmentally appropriate in that it 

can match the intensity and complexity of the adolescent experience (Betlem & Bolitho, 

2003). Used as an alternative communication tool, it can remain non-threatening while 

providing visually direct understanding. Last, it is in the appropriate media choices assisted 

by the art therapist that the safe containment needed to express pent-up feelings or feelings 

difficult to express by verbal means alone, can be provided (Hanes, 2001; Hinz, 2009; 

Lusebrink, 2004; Nissimov-Nahum, 2008; Smith, 2004; Talwar, 2007; Tyson, & Baffour, 

2004). 

Rubin (2005) also referred to the art expression as being less threatening to many 

resistant persons and those limited in verbal expression. She contended that this can result in 

more productive therapy for these individuals and populations than verbal approaches alone. 

In addition she also noted how the symbolic expression in the capable hands of a trained art 

therapist can help the individual to identify and address emotional conflict. 

Bush (2007), founder of a school art therapy program in Miami, Florida, offered 

additional attributes to the use of art therapy. She maintained that not only can art therapy 

enhance visual-spatial skills, but it can also offer whole brain learning that simultaneously 

promotes critical learning skills. Bush also noted the important contribution made to therapy 

by the additional information made available via behavioral observations as the client is 

doing the art work. Bush stated that the therapist can observe the client’s physical posture 

and demeanor, facial expressions, ways and timing involved in selecting and applying media 

at any given point in the process. Valuable information can be assessed when comparing 

these behavioral observation variables to what the client is saying verbally, and to what the  



art product reveals. Last, she noted the benefits of the tangible physical record of the art 

therapy experience that the art product provides. 

Also noted as specifically related to the EBD adolescent is the additional problem of 

self-regulation further complicated by issues of aggression. It is the aggression motivated by 

feelings and the developmental need to express a personal self that can be channeled 

productively as a source of energy for creative activity. In essence, art therapy can both 

evoke and assist in the release of aggression. When aggression is expressed safely via the 

proper containment provided by the appropriate art therapy methods and media, it can result 

in the transformation of the aggression into constructive activity and imagery (Hinz, 2009; 

Smeijsters & Cleven, 2006). 

Kramer (1971), a well-known art therapy pioneer, referred to this transformation of 

aggression into constructive activity and imagery as the process of sublimation. Both the 

process and the product that results can be explored and in many instances connections can 

be made between behaviors, thoughts and feelings. In short, art therapy can be used to 

neutralize aggression allowing the adolescent to be open to the idea of the problem solving 

process. Next, art therapy can allow for the redirection and transformation of the aggression 

into active problem solving through the exploration of the art making process and the image 

or product created. 

Betensky’s (1995) theory referred to as art therapy phenomenology, in particular 

describes the active problem solving that can be invoked by facilitating the client in 

exploring their art product or image rather than having the therapist directly confront them. 

Phenomenology refers to things as they are subjectively perceived by the individual rather 

than objectively observed. In essence, Betensky’s method allows the client’s image to serve  
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as a tool that first assists them in revealing their inner world, and then serves as the reflective 

distancing tool that allows them to use their own subjective perceptions to safely examine 

that world. 

Last, Dass and Gorman (1995) summarized what they perceived as the goal of art 

therapy. They contended that art therapy is about taking the client from the analytical mind 

to the spacious awareness no longer stuck on immediately trying to fix something before the 

awareness of more options have been made available. The authors concluded that this occurs 

through the art process which alters one’s thinking and feelings thus making them open to 

hearing what others have to say sooner than what normally happens with therapy involving 

only verbal processes. In neurological terms this process might also be described as taking 

one from the “analytical processes” of the left brain to the “spacious awareness” of the right 

brain (Lusebrink, 2004). 

In application to group therapy with the adolescent, the following might be 

speculated: after the client has altered his or her thoughts through the process of art therapy, 

he or she may now be ready to share their art product. At this point the art product is ready 

to act as a tool that produces the emotional distancing necessary for the self-reflection that 

allows for both sharing with peers and more comfortable acceptance of feedback about 

themselves. They can now see further possibilities and hear those possibilities from others. 

Neurological Applications 

The use of the electroencephalography (EEG), Positron Emission Tomography (PET) 

scans, and functional magnetic resonance imaging (fMRI), has allowed for the physical 

examination of neural activity. This has greatly assisted research supporting the creative and 

insight based problem solving needed for successful social problem solving (Bush, Luu, &  
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Posner, 2000; Galvan et al., 2006; Jung-Beeman, Bowden, Haberman, Frymiare, Arambel- 

Liu, et al.2004; Kounios, et al., 2006; Mai, Luo, Wu & Luo, 2004; Subramaniam, Kounios, 

Parrish, & Jung-Beeman, 2009). In addition, the physical examination of neural activity 

particularly using EEG, PET and fMRI, has also assisted research supporting the effects the 

arts and art therapy processes can have on emotional and cognitive processes (Andrade, 

2010; Belkofer & Konopka, 2008; Bogousslavsky, 2005; Christian, 2008; Christoff, Gordon, 

Smallwood, Smith, & Schooler, 2009; Hass-Cohen, 2008; Hinz, 2009; Hoffman, 1998; 

Jensen, 2001; Lusebrink, 2004; Malchiodi et al., 2003; McNamee, 2005; Restak, 1994; 

Vance & Wahkin, 2008; Yiicel, Wood, Fornito, Riffkin, Velakoulis, & Pantelis, 2003). 

In application to the adolescent developmental period, neurological studies noted 

changes in the area of the brain responsible for the executive function. The executive 

function located in the frontal lobe, was described as immature in the adolescent, which 

explained some of the risk taking behaviors of the adolescent developmental period. It is the 

executive function that directs impulse control, rational decision making and emotional self- 

regulation (Galvan et al., 2006). 

Significant to the executive function is an area of the brain referred to as the Anterior 

Cingulate Cortex (ACC). Certain functions of the ACC are recognized as being central to 

intelligent behavior and particularly relevant to social problem solving. The ACC is active 

whenever the individual feels emotions, solves a problem, or analyzes the pros and cons of 

an action (Pavlovic, Pavlovic, Aleksandra, & Lackovic, 2009). 

Within the ACC are distinctive cells—each resembling the shape of a spindle. These 

spindle cells at the ACC location are unique to humans and a few other select species such as 

the great apes; humans however have them in significantly greater quantity. Sources  



speculate that these ACC spindle cells are the source that aids us in focusing on difficult 

problems. In addition ACC spindle cells not only appeared to develop after birth, noted at 

approximately four months of age, but were also described as being enhanced or reduced 

depending on the individual’s environmental conditions (Allman, Hakeem, Erwin, 

Nimchinsky, & Hof, 2001). 

The ACC, considered central to the brain’s self-regulatory system, serves to integrate 

input from a variety of sources that regulate behavioral responses. Focused problem solving, 

error recognition, emotional self-control and the ability to adapt to changing conditions are 

all part of the ACC function. Most significantly, the ACC is ascribed to the function of 

monitoring performance and reward. The ACC is also attributed to integrating cognitive 

processes with emotional associations (Subramaniam et al., 2009; Yiicel et al., 2003). 

Allman et al., (2001) hypothesized that the spindle cells found within the ACC are the source 

of this integration. In fact, individuals who were assessed and attributed with traits of 

maturity, insight, and social awareness showed evidence of increased function in the ACC. 

One conclusion would appear to be that finding ways to successfully attend to the ACC’s 

system development may be important to the adolescent’s cognitive, social and emotional 

maturation process (Kelly et al., 2008). 

Insight Problem Solving and the ACC 

One way to promote ACC’s systems development may be to provide opportunities to 

increase insight based problem solving skills. Brain studies have observed activity in the 

ACC just before an insight is recognized. Surprisingly the activity noted in the ACC, via 

fMRI scans, is strongest during the preparatory or resting state rather than during the actual 

problem solving stage (Kounios et al., 2006). Interestingly, ACC activity has also been  



shown to increase during states of meditation (Short et al., 2007) as well as daydreaming 

(Christoff et al., 2009). Resting states, daydreaming and meditation all share a common 

state: a positive and accepting frame of mind. In application to art therapy, studies on 

mandala drawing and coloring in particular, have also noted the same relaxed accepting state 

of mind (Curry & Kasser, 2005; Smithman-Brown & Church, 1996; Kounios et al., 2006). 

Recent studies have measured changes in the activity of the ACC comparing insight 

problem solving between individuals who began in a positive frame of mind with individuals 

who were not in a positive frame of mind. Those in a positive frame of mind showed 

increased activity in the ACC as well as increased success at creative insight based problem 

solving. However, their logical or analytical problem solving abilities remained the same 

regardless of their frame of mind (Subramaniam et al., 2009). 

Activity in the ACC during preparatory or resting states may represent motivation or 

increased readiness to suppress competing thoughts and apply cognitive control necessary for 

insight based problem solving (Kounios et al., 2006). In particular, sources have speculated 

that the ACC is the location in the brain that allows one to let go of long-standing mental 

mindsets so new ideas can once again emerge (Mai et al., 2004). This coincides with Dass 

and Gorman’s (1995) described goal of art therapy as being about taking the client from the 

analytical mind, or left brain, to the spacious awareness, or right brain, that is no longer set 

on immediately trying to fix something before the awareness of more options have been 

made available. 

Hemispheric Communication, Pathology and Positive Affect 

Physically the ACC is the area of the brain that surrounds the corpus callosum; a part 

of the brain located between the right and left hemispheres. Each hemisphere is credited with  



particular skills. The right hemisphere is credited with visual processing, and creative or 

insight based problem solving aptitude. The right hemisphere is also credited with supplying 

us with our intuitive, broad or holistic, emotional, visual, and non-verbal abilities. In 

contrast, the left hemisphere is recognized for sequential, linear, analytical, and language 

based thinking, and receives credit for analytical problem solving (Christian, 2008; Hass- 

Cohen, & Carr, 2008; Subramaniam et al., 2009) 

Given the location of the corpus callosum, it is not surprising that results from split 

brain studies have indicated that the corpus callosum plays a role in the communication 

between the two hemispheres. Additionally, and as previously mentioned one of the 

functions of the ACC, located on the corpus callosum, is also communicative. The ACC 

involves the integration of cognitive processes with emotional associations. Cognitive 

processes are generally attributed to left brain function and emotional associations are 

generally attributed to right brain function (Gazzaniga, 2000; Subramaniam et al., 2009; 

Yiicel et al., 2003). 

Again the investigator notes that individuals with traits of maturity, insight, and social 

awareness, have shown evidence of increased function in their ACC (Kelly et al., 2008). 

Furthermore, other studies involving neurological disorders have noted dysfunction of the 

ACC in individuals diagnosed with schizophrenia, obsessive compulsive disorder, 

depression, bipolar disorder, autism, attention deficit, and post-traumatic stress disorder 

(PTSD). It follows that good mental health appears to include a need for integrative 

communication between the two hemispheres (Yiicel, et al., 2003). 

As a particular example, the hemispheric function of individuals with PTSD have 

been described as either over expressing reflections via the right hemisphere and remaining  
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caught in emotional processes, or under expressing emotion via the left brain and remaining 

stuck in cognitive processes. During brain scans these same individuals were observed 

producing lower activity in their ACC. Sources suggested a possible relationship between 

the censoring function of the ACC and the hemispheric communication. Specifically, 

individuals with PTSD’s anterior cingulate cortexes were described as not allowing 

information to be shared between the right and left hemispheres of the brain (Bryant et al., 

2008; Kitayama, Quinn & Bremner, 2006; Yiicel et al., 2003). 

Last, studies involving positive affect as basic to insight based problem solving, have 

also shown correlations between subjects who favored right brain function and those who 

experienced more positive affect. Subjects who favored right brain function reported less 

depression and anxiety and have had a more positive self-report then those favoring left brain 

function (Kounios et al., 2006; Phillips, Bull, Adams, & Fraser, 2002; Subramaniam et al., 

2009). 

The Neurology of Visual Processes and Subsequent Application of Art Therapy in Problem 

Solving 

This investigator suggests that the positive affect necessary for the insight based 

problem solving that can also result in the increased ACC function proposed to correlate with 

developmental maturity, can also be accessed through art therapy processes. Specifically, 

visual processes as used in art therapy can safely facilitate increasing levels of self-awareness 

by integrating affect via the right brain, with cognitive logical processes via the left brain and 

as part of an organized process that enhances the social problem solving process. The 

Expressive Therapies Continuum (ETC) introduced by Kagin and Lusebrink (1978),  
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proposed just that, the clear systematic application of visual art processes that can result in 

optimal therapeutic gain. 

Kagin and Lusebrink (1978) contended that by facilitating a process involving 

appropriate art media and technique, kinetic, affect or cognitive pathways via the right or left 

brain hemispheres can be accessed in a systematic and nonthreatening way resulting in a 

client’s access to greater degrees of self-acceptance and self-awareness. As part of the 

process and as noted earlier, the art becomes the object of the evaluation that allows the 

individual to view themselves more objectively. This objectivity acquired by using the art 

expression as the object of evaluation appears to increase the client’s self-acceptance, and 

therefore ownership of problems and the openness to pursuing and hearing solutions. 

Last, Hoffman (1998), Christian (2008), and Restak (1994) offer more specific 

neurological reasons that art therapy may have some particular advantage over some other 

processes, particularly the use of isolated verbal therapy. Connections to visual processes 

are core to art therapy as a specialization. Hoffman (1998), a cognitive scientist, proposed 

that visual processes may be of particular importance to brain function given that systems 

involving vision occupy half of the brains cortex. Previously mentioned, the right side of the 

brain is given most credit for visual processes (Christian, 2008). In addition Restak (1994), a 

neurologist, also noted that neurons supporting vision outnumber the neurons involved in 

processes associated with any of the other senses. 

Social Problem Solving Therapies History and Development 

Most problem solving methods used in Problem Solving Therapy (PST) today are 

based on methods and theory originating with D'Zurilla and Goldfried (1971). D’Zurilla and 

Goldfried proposed problem solving skills training as a behavioral modification principle and  



as a needed component of general social competence. Behavior modification was a 

therapeutic and learning tool popular in the 1960s and 1970s, and D'Zurilla and Goldfried 

maintained that there was a significant relationship between deficits in social problem 

solving and psychopathology (D'Zurilla & Nezu, 2007). 

PST as introduced in the late 1960s has undergone a continuous refinement process to 

get to its current state. Four major trends in clinical application have strongly influenced 

PST’s philosophical underpinnings and practical methods over the years. The philosophical 

underpinnings included the introduction of positive approaches, the behavioral therapies 

recognition of the need for inclusion of cognitive processes and focus on self-control, the 

introduction of Lazarus’ relational model of stress, and the nature and nurture of creativity 

(D'Zurilla & Nezu, 2007). 

In the beginning, the introduction of positive approaches contrasted with the existing 

1960’s medical model which used linear methodology focused on the elimination of a 

singular diagnostic issue. Typically treatment involved an isolated process that used 

psychodynamic insight methods to focus on resolving the specific problem. With the 

introduction of the positive approaches, treatment options continued to address the 

elimination of the negative behaviors by instead using cognitive processes to increase social 

competence through positive skill building. 

Lazarus’ studies on stress complemented this positive movement and ran parallel to 

the development of problem solving therapy. Lazarus determined that there was a 

relationship between negative appraisals and coping deficits and that these deficits caused 

stress and stress disorders. Problem solving skills could become a coping mechanism to 

overcome the stress disorders (D'Zurilla & Nezu, 2007).  
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There is an abundance of information on creative problem solving (D'Zurilla & Nezu, 

2002: Torrance, 2003; Torrance, 1993; Treffinger & Isaksen 2005). Historically, interest in 

the nature and nurture of creativity started in the 1950s with Guilford who supported the idea 

that creativity was a component of successful problem solving. Although Guilford initiated 

the first trainings and research in creative problem solving, it was Alex Osborn who started 

an actual Creative Problem-Solving Program which first incorporated the well-known 

“brainstorming technique” (D'Zurilla & Nezu, 2007). 

Insight has previously been mentioned as particularly important to creative problem 

solving as distinguished from analytical problem solving. With insight, problem solving 

solutions may be discovered with what is described as an “aha” experience, and often this 

occurs only after an impasse has occurred. In other words, the person must exhaust or ignore 

analytical processes and allow the problem to be let go. Often how the “aha” or insight 

solution comes about cannot be explained by the problem solver (Jung-Beeman et al., 2004; 

Kounios et al., 2006). 

Spivack, Platt, and Shure (1976) proposed the next most frequent social problem 

solving model, reflecting more developmental theory in contrast to D’Zurilla and Nezu’s 

(2007) cognitive-behavioral based problem solving. For all practical purposes, the models 

maintain similar functions but have found application in different specialty areas. D’Zurilla 

and Nezu’s (2007) cognitive-behavioral based problem solving therapy is more often used in 

settings that directly address emotional and mental health problems, whereas Spivack, Platt 

and Shure’s developmental model has more frequently been found applied in child 

development and educational settings.  



Social Problem Solving Description and Application 

D'Zurilla and Nezu, (2007) describe the traditional medical model’s definition of 

mental health as being the absence of psychopathology. In contrast, PST uses a positive 

approach to clinical interventions that goes beyond the absence of psychopathology and 

instead focuses on the idea of social competence as a factor in mental health by promoting 

the adaption of alternative behaviors. Social Problem Solving (SPS) is distinguished from 

problem solving in that problem solving refers to the systematic process used to find a 

solution to a particular problem, while SPS refers to the application of problem solving as it 

allows for the unclear and confusing details in real life situations. Thus, SPS involves the 

issue of environmental concerns such as work and personal relationship, or issues within the 

individual such as personal goals and commitment (D'Zurilla & Nezu, 2002; D'Zurilla & 

Nezu, 2007; Frauenknecht & Black, 2003). 

Other terms that are also referring to SPS can include interpersonal problem solving, 

personal problem solving, interpersonal cognitive problem solving, intrapersonal problem 

solving, creative or insight problem solving and applied problem solving. SPS is typically 

used in connection with social skills training relevant to the programming needs of the EBD 

adolescent participating in this study (Frauenknecht & Black, 2003; Spence, 2003). 

D'Zurilla and Nezu (2002) divided social problem solving abilities into two 

categories: problem orientation and problem-solving skills. Problem orientation variables 

included problem attribution, appraisal, perceived control, and time and effort commitment. 

The problem solving skills include four major areas: definition and formulate of the problem, 

generating alternative solutions, making decisions implementing them, and verifying the 

possible solution.  



Successful orientation can depend on the answers to the following: how does one 

view the problem? Are they viewing the problem as a normal life attribute, or is it viewed as 

something that illustrates or reflects some defect or deficiencies? Is dealing with this problem 

seen as a potential benefit or potential threat? What kind of time and effort are individuals or 

groups willing to commit to in order to solve the problem? Last, is this commitment a 

realistic estimation given the nature of the problem (D'Zurilla & Nezu, 2002)? 

D'Zurilla and Nezu (2002) described successful problem solving as first clearly 

defining the problem and identify the desired outcome; next, alternative possibilities to 

achieve these desired outcomes must be generated by methods such as brainstorming, 

followed by an appropriate plan of action that takes consequences into consideration. 

Finally, and in relation to solution implementation, the potential outcomes of the various 

possible solutions must be examined. The authors caution that although this is presented step 

by step, it would be inaccurate to portray the application of the problem solving skills as 

linear in nature. Problem solving involves a flexible process that allows for movement back 

and forth from one skill area to the other. 

D'Zurilla and Nezu (2007) described four major problem solving measures and 

several smaller more specialized ones. Of the four, only the Means-End Problem-Solving 

Procedure (MEPS) designed by Plat and Spivack (1975) qualified as an outcome based 

performance test. The remaining three, Heppner and Peterson’s Problem Solving Inventory, 

D'Zurilla and Nezu’s Social Problem Solving Inventory (SPSI), and D'Zurilla’s Social 

Problem Solving Inventory Revised (SPSI-R) are described as Likert-type self-appraisals. 

As such these inventories measure the individual's perceptions of his or her problem solving 

behaviors and attitudes.  
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The Social Problem Solving Inventory for Adolescents (SPSI-A) is an example of one 

of the smaller and more specialized social problem solving measures. The SPSI-A was 

modeled after the adult SPSI, specifically altered to function as an assessment component of 

a health education social problem solving curriculum targeting the needs of high school 

students. The reading level was reduced from a twelfth grade to a ninth grade level by 

eliminating words and simplifying other words from three syllables to two. In addition, the 

SPSI-A assessment also added an automatic process scale to the problem orientation and 

problem solving skills scales components from the SPSI (Frauenknecht & Black, 2003). 

Review of Literature Conclusion 

The literature recognized that many empirically evidenced treatment models 

involving mental health services for our youth in their current states were too impractical to 

be successful in real life settings. This resulted in a trend towards more holistic, 

comprehensive, and developmentally appropriate treatment models that could serve the 

broader real life needs of the growing adolescent (Glasgow et al., 2003; Slade, 2002; Weisz 

& Jensen, 2001). Social problem solving skills training with youth at risk or who are 

diagnosed with EBD was confirmed as reflecting these current trends in the prevention and 

treatment practices that could be implemented in real life settings. 

Specifically, the literature validated the success of treatment and prevention programs 

that demonstrate the Positive Youth Development (PYD) philosophy. Most effective PYD 

programs include efforts towards streamlined services that provide developmentally 

appropriate treatment opportunities, specifically skills training including social problem 

solving implemented in settings natural to the adolescent’s real life experiences. Schools are  
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examples of natural settings that provide circumstances relevant to the needs of adolescents 

at their particular stage of development (Catalano, 2002; Greenberg et al., 2001). 

Classic sources such as Erickson (1972) and Piaget (1963) have described the 

adolescence period of development as involving increased cognitive abilities, a strong 

motivation to find solutions driven by emotional challenges based on efforts to achieve 

greater independence from adult authority, a stronger allegiance to peers, and a drive to find 

stable self-identity both personally and in relation to their position in the world. As a result, 

adolescents can be strongly driven towards creative expression. 

In fact, researchers Dai and Shen (2008) and Sudres (2003) argue that nurturing this 

creative drive during adolescence is an important developmental task that will facilitate 

future adult success. D'Zurilla and Nezu (2007) confirm that creative or insight based 

thinking is also necessary for successful social problem solving at any age. Consequently, 

using creativity in problem solving may be particularly important for adolescents given their 

developmental needs. Art therapy techniques also appear developmentally appropriate as 

they can provide the appropriate containment to safely facilitate these creative expressions 

for the youth at risk and those diagnosed with EBD (Hinz, 2009). 

Last, in studies involving insight based problem solving, neurological links were 

found between favored right brain function and more positive affect (Kounios et al., 2006; 

Phillips, Bull, Adams, & Fraser, 2002; Subramaniam et al., 2009). In addition ACC activity 

noted during brain scans also validated that activities that generate positive affect by way of 

the right brain as can be the case with appropriately applied art therapy technique will 

increase insight based problem solving believed crucial to social problem solving success 

(Subramaniam et al., 2009). Art therapy functions as a facilitator of neurological processes  



by way of accessing the use of the differing hemispheres, right for affect and left for 

cognitive processing, needed for successful social problem solving (Hinz, 2009; Lusebrink, 

2004). 

 



Chapter III 

Methodology 

Research Design 

This pilot study employed a quantitative, pre- and post-measurement design using a 

Likert-type inventory. Control and subject group participants were a sample of convenience 

from groups attending different sections of English and Life Skills classes that used identical 

scheduled lesson plans and curriculum. The preexisting groups were randomly assigned to 

be either the control or the subject groups. Both groups participated in a social problem 

solving skills training presented as an optional unit to their Life Skills class, and only the 

subject group had the addition of art media and art directives. Sessions were 55 minutes, 

once a week for seven weeks. The SPSI-A was given to participants from both groups before 

and after the intervention period. 

In order to get to know students and build trust, the investigator was introduced as an 

assistant to the teacher who would be teaching the optional Life Skills unit. She attended 

students’ classes two days a week for a two week period before implementing the pre- 

assessment and beginning the intervention sessions. She continued joining both groups of 

students during their English classes once a week throughout the intervention time and 

during the two weeks that followed the post-assessment. 

Subjects 

The participants were a sample of convenience from preexisting groups attending 

different sections of life skills classes at a charter high school located in Midwestern United 

States. Of the 16 students who originally took the SPSI-A, 14 participated in the groups on 

various occasions, but only 5 boys and 3 girls completed both pre and post tests and attended  



32 

enough sessions that their data could be used for the pilot study results. Two girls and 2 boys 

attended the control group and 1 girl and 3 boys who attended the subject group. 

Participants’ ages ranged from 16 to 18 with a mean age of 17; the median age for the control 

group was 17.25 and 16.75 for the subject group. All students were considered at risk and 

one student from each group was currently receiving special services from the school for 

EBD. 

Research Tools 

Social Problem-Solving Inventory for Adolescents (SPSI-A) 

The long version of the SPSI-A (Appendix F), a 64 item Likert-type inventory was 

selected as the pre- and post-measurement tool. The purpose of this inventory was to assess 

both the overt and the covert processes the participants might have been using to generate 

solutions to problems encountered in their daily lives. The long version was selected over 

the short version given that it offered more data therefore was considered more valid and 

more appropriate for the older adolescent; the short version was geared towards younger 

individuals with less attention capacity. The adult SPSI was also considered and rejected 

because of the higher reading level requirements, and therefore not appropriate for the 

participants in this study who may have had academic deficits (Frauenknecht & Black, 

2003). 

The major components of the SPSI-A include three scales: Automatic Process Scale 

(APS), Problem Orientation Skills (POS), and Problem Solving Skills Scale (PSSS) and nine 

subscales of the POS and PSSS as listed below. The APS is the only scale that has no 

subscales. The results from the APS scale reflect how a person perceives what he or she does  



in terms of automatic problem solving. APS reflects confidence in applying effective and 

previously learned solutions to problems that the person has encountered. 

The three subscales of Problem Orientation include Cognition (COG), Emotion 

(EMO), and Behavior (BEH). This scale measures self-efficacy or confidence in problem 

solving. A lower score on this scale indicates a negative orientation and a higher score 

indicates a positive orientation and therefore self-perceived willingness to put energy into a 

solution. One is more willing to approach rather than avoid a problem. Typically, 

adolescents do score higher on this scale than either the POS or PSSS scales. 

Finally, the PSSS subscales evaluate how one perceives his or her actual problem 

solving skills. The subscales include Problem Identification (PID), Alternative Generation 

(ALT), Consequence Prediction (CON), Implementation (IMP), Evaluation (EVL), and 

Reorganization (REO). 

The Likert-type scale of the SPSI-A ranges from 0 = not at all true of me, to 4 = 

extremely true of me. Selected negative phrased items are reversed scored. Total score 

averages or mean ranges from 0 to 4 (Frauenknecht & Black, 2003). 

Evidence for convergent-related validity for the SPSI-A was based on significant 

relationships established between lower SPSI-A scores and both the Personal Problem 

Checklist and the Brief Symptom Inventory. In addition there was a relationship between the 

SPSI-A, and noted personal problems on the Personal Problem Checklist and a relationship 

between more psychological symptoms on the Brief Symptom Inventory (Frauenknecht & 

Black, 2003). 

The SPSI-A was determined to have a high internal consistency even with the APA 

scale and the cognitive and evaluative subscales scoring slightly lower. Overall, the SPSI-A  



was rated effective in measuring SPS skills and abilities. Last, the internal consistency 

determined the SPSI-A to be a stable instrument when administered over a two week period 

with the exception of the APS scale and two subscales the consequences prediction and 

emotion. The SPSI-A reportedly, showed no bias towards gender or ethnic group 

(Frauenknecht & Black, 2003). 

ADAPT Social Problem Solving 

The ADAPT social problem solving format was used to implement the core sessions. 

As one of many acronym tools reflecting D’Zurilla’s social problem solving methodologies 

ADAPT reflects the problem solving method as follows (Appendix E) (Nezu, Nezu, & 

D'Zurilla, 2002). 

A-ttitude and feeling A-wareness, identification, 

D-efining the problem, 

A-lternative outcomes brainstorming, 

P-redicting consequences and choosing a P-lan 

T-rying out a solution 

Both groups used the full ADAPT model. Both also used verbal and written 

brainstorming technique as tools to generating ideas relevant to tasks “D” and “A” and “P”. 

Both groups also began each session with check-in of one to ten and shared a high and a low. 

Art Media and Directives 

Both groups had pencils, pens, and white typing paper available for all sessions. 

Only the subject group had the addition of black paper of various sizes, and all Crayola brand 

broad tipped markers, oil pastels, colored pencils, and crayons to use freely during all 

sessions.  



Only the subject group was given a directive to “create a mandala that expresses 

where you are at and how you are feeling and title it” as part of check-in (Cox & Price, 

1990). Subjects could choose to share or not share the mandala at check-in, and were 

allowed to keep working on it throughout the session or do any other art making process 

accessible given the available media supplies. In the last three sessions this directive 

changed to “draw what is happening inside you in the inside circle and what is happening 

outside you in the outer area and title it.” Only in the subject group would the facilitator 

prompt a response from a participant by referring to his or her art work. 

Data Collection 

The investigator followed administration guidelines (Appendix E) in presenting and 

monitoring the SPSI-A assessments. Scoring was done by the investigator using the scoring 

key provided with the SPSI-A manual (Frauenknecht & Black, 2003). The assessment, 

including introductions and explanations from the investigator, took approximately 20 

minutes. A paper-and-pencil form of the assessment was given to all control and subject 

group participants during their regular classroom experience the week before and after the 

interventions. Those who were not completing the inventory were directed to quietly work 

on other assignments. 

A description and review of the purpose of the inventory was offered with an 

explanation to participants that the SPSI-A was to be used for assessment purposes to give 

them and their teacher feedback on their problem solving skills and that it was not a test. The 

participants were told that there were no “right or wrong” answers; they were encouraged to 

answer the questions truthfully and were told that their completed answer sheets would be 

kept confidential during the directions to both the pre- and post-assessments. In addition,  
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opportunity to take the inventory was provided twice on separate days for both pre and post 

inventories allowing the students who were absent to still take the inventory. 

Sessions Description and Format 

The students initially attended orientation sessions individually or in small groups as 

part of their regularly scheduled classroom experience. The parents were oriented 

independently of students. Orientation involved basic explanation as to confidentiality issues, 

what the study was about and how it would be conducted. Students and parents were 

informed that the sessions would involve check-in, the completion of the pre and posttest 

SPSI-A long form (Appendix F) (Frauenknecht & Black, 2003) and the “ADAPT” format 

(Appendix G) (Nezu et al., 2002). Parents and participants were told they or their son or 

daughter would be given optional art directives if they were in the subject group. 

The first session involved the intervention session format described below which 

included check-in, and discussion and the additional introduction to the art directives for the 

subject group. The last session included the regular format plus additional goodbyes as part 

of the discussion. During the last session the subject group shared a review of their 

accumulated art with the group. 

Intervention Session Format 
  

At each of the seven intervention sessions, the investigator facilitated the group in 

active discussion of sample incidents provided by the participants or the investigator. The 

investigator’s goal during each session was to facilitate group discussion that would assist the 

participants in their own problem solving process using the guidelines of the ADAPT 

problem solving acronym (see Appendix G) (Nezu et al., 2002). The investigator positively 

reinforced participants’ existing skills, guided them in the practice of new skills, and modeled  



for the group how to assist each other using paraphrasing and open ended questions. The 

investigator acted as a task master to continually bring the group back to one participant’s 

issue at a time. 

At the beginning of each session, participants “checked in” as to how they 

were feeling at that moment using a rating scale of one to ten, ten being the 

highest. This served the purpose of learning and reinforcing the skills of 

identifying attitudes and becoming aware of feelings. Participants were asked 

to share a “high” and a “low” experience that came to mind (i.e., “I am about 

a five. My high is I went out last night. My low is I’m broke”). The subject 

group had an additional two to three minutes to include mandala drawing 

(Smithman-Brown & Church, 1996). Participants were allowed to pass if they 

chose to, and not comment. 

Participants were asked to use a situation that emerged from the check-in 

process as a problem solving example that could be assisted by the group. 

They could also use an example from class, or use something that happened to 

them or others in the past. 

The group discussed and identified feelings involved in the example 

answering the question: “How do I or the example person feel?” Participants 

were introduced to and cued to recognize the negative feelings that indicated a 

problem exists: 

e Sad because I feel I have lost something important to me. 

eo Angry because I feel blocked from getting what I want. 

e Fear because I feel threatened.  



e Embarrassment if I believe others see my mistakes and flaws. 

e Guilt because I feel focused on something I regret. 

Participants attempted to define the problem as cued by these feelings and 

getting all the facts. Facts needed to be separate from assumptions and 

overgeneralizations and discerning dramatization from real facts. Participants 

in the subject group had the additional option of drawing an incident to 

introduce their problem subject (Cox & Price, 1990). They could choose to 

share it or not share it. 

What do I want? 

What is my goal? 

Who is involved? 

What happened or didn’t happen that bothers me? 

Where and when did it happen? 

What else do I know about this that caused the problem? 

How did I respond? 

Participants will brainstorm alternative solutions: 

Both control and subject groups verbally brainstormed and created written 

lists. The subject group could use the addition of visual brainstorming by 

being encouraged to create art about the solutions. 

Participants predicted consequences for each alternative and were encouraged 

to try out their final choices. Participants were asked to envision, predict, and  
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make a list of some possible consequences for each alternative based on the 

idea: What choices can you live with? 

7 Participants can choose to share their results during the next session. 

Ethical Implication   

Ethical implications can include risks to the participants and precautions were taken 

to assure participants did not experience any harm during this study. The process involved 

adolescents labeled EBD and those at-risk participants in the awareness of attitude and 

feelings in order to identify a problem, use creative and cognitive processes to evaluate 

possible solutions and consequences to solutions, and the selection of a course of action. 

Youth labeled EBD and those at-risk can have difficulty expressing feelings 

appropriately. They can become overwhelmed when experiencing frustrations and act out or 

shut down. The purpose of this study was to find ways to help the youth get beyond these 

obstacles by providing an appropriate vehicle that could facilitate their need for personal 

expression while offering some containment to the possible negative responses. For this 

reason, the following precautions were built into the process: 

e This process was delivered in an educational format as part of the school’s life skills 

curriculum normally taught by the classroom teacher. The investigator was also an 

experienced and licensed teacher of K-12 Art Education and Parent Education in the 

given State of application. 

The investigator facilitated a process that reinforces existing skills, taught new skills, 

and allowed students to find their own answers using a positive, nonjudgmental, and 

developmentally appropriate interaction style (i.e.: open ended questions, 

paraphrasing, positive feedback, modeling).  



The non-confrontational use of open ended questioning reduces the fear response. 

Using a model like ADAPT helped participants see alternatives by lessening and 

containing unpleasant emotional responses using a predictable format. 

The art group was facilitated by a trained art therapy student who implemented art 

therapy techniques and provided medium choices to facilitate creativity while 

offering containment and integration of feelings into the process. Participant’s 

expressions could serve as additional communication tools that potentially lessened 

frustration (Hinz, 2009). Specifically, the use of the mandala was to provide focus 

and assist in relieving anxiety (Curry & Kasser, 2005; Smithman-Brown & Church, 

1996). 

Participants were allowed to pass, sit out a portion of the discussion, or return to 

class. 

The Executive Director/Principle is a Community Counselor who works on site and 

was available to any participant to assist as needed during or after all group sessions. 

Confidentiality issues 

All of the participant’s work and the survey forms were coded with numbers and 

names removed to maintain confidentiality. 

Personal family information was not used. 

Participants were reminded that what happens in group was not to be shared, but to be 

aware that leaks in confidential information could happen given the structure and 

limits of the school and relationships of the participants. 

The rules of confidentiality applied to both the group members and to the 

investigator.  
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Participants were informed that this was a research study involving social problem 

solving as partial fulfillment of the investigator’s requirements for completion of a graduate 

degree in art therapy and that she had received permission from the Human Subjects 

Institutional Review Board of Saint-Mary-of-the-Woods College. The participants or their 

parents, the school principal, the counselor, and the supervising registered art therapist were 

allowed access to the information pertinent to the study and to the outcome of the study by 

requesting it from the investigator. The participants signed ascent forms (Appendix A) and 

parents of students under age 18 signed consent (Appendix B) forms which also allowed 

them to withdraw from the study without penalty, at any time. Consent to Reproduce 

Artwork (Appendix C and Appendix D) forms were signed by parents and participants in the 

subject group only. The use of the SPSI-A assessment was purchased specifically for this 

study and the investigator agreed not to use it for any other purposes as established by the 

authors of the SPSI-A. Assessment information was kept in the researcher’s private home 

office, and other information was stored on her personal computer accessible only with a 

coded password. 

Limitations 

This study aspired to assess the effectiveness of the use of art therapy techniques in 

problem solving skills training with youth labeled EBD and those at-risk within their existing 

real life structures. Given this real life structure, some limitations were difficult to avoid 

with consequences to score results. Overall, these limitations resulted in fewer sessions, 

smaller sample sizes, and some compromises in the quality of session implementation. 

The limitations of this study included environmental issues involving the school’s 

physical and administrative structures. Limitations also involve unavoidable issues in  
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relation to the particular population being served. Next, time variable issues restricted the 

availability of more sessions. Last, there were restrictions regarding the assessment tool the 

SPSI-A, and its implementation. 

The school’s physical and administrative structure involved a charter school setting 

where social problem solving easily fit into an existing life skills curriculum as part of the 

participant’s regular classroom experience. Schedule conflicts however, happened frequently 

and the study had to be held in rooms where noises from other areas or other students 

walking in and interrupting both groups occurred regularly. 

Issues with time variables also occurred resulting in a shorter-term intervention. This 

included restrictions involving both the investigator’s status as a graduate student, the 

restrictions on meeting only once per week, to restrict interruption of other classroom needs, 

and the need of the regular classroom teacher to move on to other aspects of the life skills 

curriculum. 

The population being served had prevalent issues with chronic truancy, lack of 

motivation, and ongoing behavioral issues resulting in interruptions, drops, and absenteeism. 

The school had four group sections and would periodically transfer students who sometimes 

were also participants to other groups making them no longer available for the study. 

In terms of the SPSI-A as a measurement, the SPSI-A is an inventory based 

assessment and as such only measured participant’s perceptions of the three scales Automatic 

Problem Solving (APS), Problem Orientation (PSS), and Problem Solving Score Scale 

(PSSS) (Frauenknecht & Black, 2003). The results did not measure a participant’s actual 

skills in these areas, but indicated only a self-reflected opinion. The investigator also  
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reported results from the assessment as only measuring a participant’s perception on how he 

or she perceived they were doing on his or her social problem solving. 

Although the internal consistency determined the SPSI-A to be an overall stable 

instrument when administered over a two week period, it did note exception with the APS 

scale and two subscales, the consequences prediction and emotion (Frauenknecht & Black, 

2003). Last, results were also limited in that some participants may or may not have given 

honest responses. 

 



Chapter IV 

Results 

Data Analysis 

Although 3 to 7 participants were present for each of the 7 sessions in both the subject 

and control groups, drops and absenteeism reduced data to only 4 participants per group for 

final evaluation. The findings from this study involving the SPSI-A are presented in tables 

(Tables 1 through 5) and charts (Figures 1 through 5). All SPSI-A data was crosschecked 

during each step of the analysis for accuracy. Statistical data was presented using tables and 

bar graphs. 

The assistance of a research consultant and statistician was also recruited to run a two 

tail t-test comparison of pre to post score results for the control and subject groups (Tables 1 

and 2). Using alpha=0.05 (95% confidence level) the results indicated no statistically 

significant differences in any of the t-tests. Lack of statistical t-tests confirmed a probability 

that the changes were attributed only to chance and not for the other reasons speculated by 

the investigators based on the examination of the raw data that follows. Most probable 

variables contributing to this lack of statistical significance include the limitations previously 

mentioned involving the small sample sizes of the groups, and limitations on number of 

sessions (Personal Communication, Randy Kolb, Research Consultant, March 30, 2010). 

 



Table 1. 

Subject Group Post-Intervention Paired t-test Results 

  

Confidence 

MD SDy. SEM Intervals t-value p-value 
95% M 

*APS 2.377: 0423. 317 -0.0852/1.167 0.50 0.654 

*POS 4". 0262 0.308 .199 -0.0896/0.371 1.32 0.279 

*Scales/ 

Subscales 
  

COG -0.323 0.50 235 -1.1320/0.487 -1.27 0.295 

EMO -0.230 0.860  .430 -1.5980/1.138 0.53 0.630 

BEH 0.252 0.566 = 233 -1.1530/0.648 -0.89 0.438 

*PSSS -0.170 0.388  .169 -0.7090/0.369 -1.00 0.389 

PID 0.645 0.748 374 -0.5460/1.836 1.72 0.183 

ALT -0.420 0.349 175 -0.9750/0.135 241 0.095 

CON -0.600 0.589 294 -1.5370/0.337 2.04 0.134 

IMP -0.333 0.606  .303 -1.2970/0.632 1.10 0.353 

EVL 0.350" 0473 "230 -1.1020/0.402 1.48 0.235 

REO 0.040 0.874 437 -1.3510/1.431 0.09 0.933 
  

*TOT -0.090 0.429 215 -0.7730/0.593 0.42 0.703 
  

Notes: Mean Difference (M D), Standard Deviation (S Dv), Standard of Error Mean (SE M), 

* Automatic Process Scale (APS), *Problem Orientation Skills (POS) Cognition (COG), 

Emotion (EMO), and Behavior (BEH) and *Problem Solving Skills Scale (PSSS), Problem 

Identification (PID), Alternative Generation (ALT), Consequence Prediction (CON), 
Implementation (IMP), Evaluation (EVL), Reorganization (REO) and *Total (TOT).  



Table 2. 

Control Groups Post-Intervention Paired t-test Results 

  

Confidence 
MD S Dv SEM Intervals t-value p-value 

95% M 

*APS 4 0.085 0.940  .465 -2.494/2.564 0.180 0.867 

*Scales/ 

Subscales 
  

*POS 

COG 

EMO 

0.140 0376  .188 -0.459/0.739 0.740 0.511 4 

4. "0185 0584 7.292 074401104 0.630 0.571 

4° 50.082 “0402 208 0.557072 0.201 0.709 

4 0170 0766 383 -1.390/1.0350 -0.440 0.680 

4 0.155 0161 L081. 0411/0710] 1.920 0.150 

PID 45.0,163 046% 234 .  0907/0.582 -0.700 0.537 

4 

4 

4 

4 

4 

4 

BEH 

*PSSS 

ALT 

CON 

«0.373. 0,282... 126 -0.776/0.026 -2.970 0.059 

-0.067 1.069 . 535 -1.769/1.634 -0.130 0.908 

IMP 0.090 1.041 3521 -1.567/1.747 0.170 0.874 

EVL -0.230 . 0.526.263 -1.087/0.587 -0.950 0.412 

REO -0.420 0.419 209 -1.086/0.2460 -2.010 0.138 
  

OT 0.010: 0413. 7..206 -0.6470/0.667 0.050 0.964 
  

Notes: Mean Difference (M D), Standard Deviation (S Dv), Standard of Error Mean (SE M), 
* Automatic Process Scale (APS), *Problem Orientation Skills (POS) Cognition (COG), 

Emotion (EMO), and Behavior (BEH) and *Problem Solving Skills Scale (PSSS), Problem 

Identification (PID), Alternative Generation (ALT), Consequence Prediction (CON), 

Implementation (IMP), Evaluation (EVL), Reorganization (REO) and *Total (TOT). 

Table 3 shows both subject and control participants’ pre-intervention scores and 

Table 4 shows post-intervention scores. Individual pre and post-intervention scores are 

presented here for the purpose of evaluating individual differences in participants’ scales, 

subscales, and totals. The data also includes the group mean for each scale, subscale and 

total.  



Table 3. 

Participants Pre-Intervention Scores 

  

Subjects (1-4) Control (5-8) 
  

* *(y Scales/ ) 3 1 Group 

Subscales Mean f5 7 
  

*APS }.75 22.63 2.50 238.263. +171 223 

*POS 2.73..:245 0.99 218 3.00" 3.36} 2.62 

COG 200 2.73 1.23 81.250. 2.30. 2.73 

EMO 320 +: 2.89"-0.00 563 278 3.8% 3.1] 

BEH 300+ 1.72. 1.70 230 3.17 3.71 2.00 

*PSSS 1.30 1.42 2.47 174: 0.39 1.84: 2.00 

PID 1.20 “2.14 3.57 2.32 4.029.200: 1.00 * 1.14 

ALT 066.133.4300: 1.17 1.34. 033 167. 200 0.66 

CON 140 140. 1.60" 140 145. 1.00 220 =233 0.60 

IMP 1133 .°067 2.00 167 142.+.1.00 > 2.00" 300" 033 

EVL 1.60 1.00 3.00: 1.60 .1.80 060 220 220.100 

REO 1.30200 1.67 ...2:30..-4.92 : 033 100-4133 133: 1.12 
  

*TOT 193. 217 1.98 232.201 207 «230 v2.31 -+:156 2.05 
  

Notes: * Scales and total, f = female. * Automatic Process Scale (APS), *Problem Orientation 

Skills (POS) Cognition (COG), Emotion (EMO), and Behavior (BEH). and *Problem 

Solving Skills Scale (PSSS),Problem Identification (PID), Alternative Generation (ALT), 
Consequence Prediction (CON), Implementation (IMP), Evaluation (EVL), Reorganization 

(REO) and *Total (TOT). 

 



Table 4. 

Participants Post-Intervention Scores 

  

Subjects (1-4) Control (5-8) 
  

*Scales/ *Group *Group 
Subscales 2 7 i Mean i$ 5 7 a Mean 

*APS 213 +300 -200: = 1.75 > 222.225.300.175 :.1.25: 1206 

*POS 3.30 =2.81. L433 2.23 245 2.76 3.38 2.00209 2.61 

COG 300275 167: 1.50 223-225 313. 200 163-225 

EMO 334 3.31 F133 Y.67 236 1.3.00 400 244 222 2.92 

BEH 3.57. 257 1.29" 38% 275 300 «370 "1537 243: 2.68 

*PSSS 160.196 257 * 151 “1.91.2 0.80 2.01 .2::193 121. 149 

PID 132+ 1.14 2:86 ..1.00 1.68 043 223 171. 07) 1.27 

ALT 1.30. 1.67 350+ 117. 196 - 0.50: 183 250.133 1.3 

CON 140. 230 "220 1.80 205" 1.30... .200 1.00" 160 "1.60 

IMP 1.33. 1.67 167 22.33 173.000 200: "230. 167 149 

EVL 200: 2.00. 3.00: 160: 215 140 2.00 #200 160 1.75 

REO 1.67 250: 247 1.17: 188+ 0.67  .2.00::4217 1.33 1.54 

TOT 234.2257 200 1.83 2.10: 1.93 2.86 1.098 1.52 2.05 

  

  

  

Notes: * Scales and total, f = female. * Automatic Process Scale (APS), *Problem Orientation 

Skills (POS), Cognition (COG), Emotion (EMO), and Behavior (BEH). and *Problem 

Solving Skills Scale (PSSS), Problem Identification (PID), Alternative Generation (ALT), 

Consequence Prediction (CON), Implementation (IMP), Evaluation (EVL), Reorganization 

(REO) and *Total (TOT). 

Note the initially higher pre-intervention scores of the control group in comparison to 

the subject group on the Problem Orientation Skills (POS). The control group also initially 

scored higher on the Problem Solving Skills Scale (PSSS) than the subject group (Table 3). 

Table 5 shows subject and control group raw score differences pre and post- 

intervention for all scales, subscales, and total changes and their conversion to percentage 

variables. Post-intervention comparisons showed that both groups had increased their PSSS  
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scores and decreased both their APS scores, but only the subject group had shown increases 

in their POS scores. Figure 1 offers a clearer visual illustration of the percentage variable 

changes from pre to post-intervention. 

Table 5. 

SPSI-A Group Mean Differences Pre and Post-Intervention 

  

Subject Group Control Group 
  

*Scales/ 

Subscales 

*APS -.16 -04.00 -.10 -02.50 

*POS +.26 +06.50 -.04 -00.01 

COG +32 +08.00 -.19 -04.75 

EMO +.73 +18.25 -.08 -02.00 

BEH +23 +06.25 +17 +04.25 

*PSSS +.17 +04.25 +.19 +04.75 

PID -.64 -16.00 +.16 +04.00 

ALT +.42 +10.50 +.37 +09.25 

CON +.60 +15.00 +.07 +01.73 

IMP +.32 +08.00 -.09 -02.25 

EVL 4.35 +08.75 +23 +06.25 

REO -.04 -00.01 +.42 +11.00 

Change % Change % 

  

  

*Total +.09 225 +.02 +00.00 
  

Notes: * Scale and Total. * Automatic Process Scale (APS), *Problem Orientation Skills 

(POS) Cognition (COG), Emotion (EMO), and Behavior (BEH) and *Problem Solving 

Skills Scale (PSSS), Problem Identification (PID), Alternative Generation (ALT), 

Consequence Prediction (CON), Implementation (IMP), Evaluation (EVL), Reorganization 
(REO) and *Total (TOT). 

Table 5 and also illustrated in Figure 1 note the higher increases in the subject groups 

Emotional (EMO) and Consequence (CON) and decrease in the Problem Identification (PID) 

of the subscales in comparison to the control group. The Automatic Problem Solving (APA)  



was also the only scale that both the subject and control as a group showed pre and post- 

intervention score decreases, although the decreases in scores were smaller in the APS scale 

for the control group than they were for the subject group. The EMO and CON were the two 

subscales listed as less stable. The APS was the only scale also listed as less stable 

(Frauenknecht & Black, 2003). 

Figures 2 and 3 show norm group comparisons for both pre- and post-test using tenth 

graders, the closest age available norm group supplied by the SPSI-A. Both subject group 

and the control groups were compared in terms of pre- and post-inventory changes using 

percentages to represent all three scales and the total (Frauenknecht & Black, 2003). 
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Figure 1. SPSI-A group percentage differences pre and post-intervention. Series 1 = Subject 

Group; Series 2 = Control Group. * Scales and total/Scales/Subscales: 1. * Automatic 

Process Scale (APS), 2. *Problem Orientation Skills (POS) 3. Cognition (COG), 4. Emotion 
(EMO), 5. Behavior (BEH). 6.*Problem Solving Skills Scale (PSSS), 7. Problem 

Identification (PID), 8. Alternative Generation (ALT), Consequence. 9. Prediction (CON), 

10. Implementation (IMP), 11. Evaluation (EVL), 12. Reorganization (REO), 13. *Total 

(TOT).  



Figures 2 and 3 show subject and control groups pre and post intervention norm 

group comparisons. Participants’ mean age was 17. The norm group reference group had a 

much younger mean age given their 10th grade status. The subject and control participants’ 

group scores never the less were lower than the norm comparison on all scales with the 

exception of the control group pre-intervention POS, which was an indication according to 

Frauenknecht and Black (2003) that social problem solving skills with this group warranted 

intervention. 

B® Series1 © Series2 #@ Series3 
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Figure 2. Subject and control group pre-intervention norm comparison. Series 1 = Subject 
Group; Series 2 = Control Group; Series 3 = Norm Group. 1. Automatic Problem Solving 

(APS) 2. Problem Orientation Scale (POS) 3. Problem Solving Skills Scale (PSSS) 4. Total 

(TOT). 
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Figure 3. Subject and control group post-intervention norm comparison. Series 1 = Subject 

Group; Series 2 = Control Group; Series 3 = Norm Group. 1. Automatic Problem Solving 

(APS) 2. Problem Orientation Scale (POS) 3. Problem Solving Skills Scale (PSSS) 4. Total 

(TOT).  



Also true to the norm group and typical of adolescent students in general, the 

adolescent participants of this study’s Problem Orientation Scale (POS) group average was 

higher than their Problem Solving Skills Scale (PSSS). This typically is an indication of 

feelings of more confidence about approaching a problem than in actually solving it. Lower 

scores in POS as indicated for the subject group however, can also indicate a negative 

orientation in problem solving sometimes indicative of depression and an unwillingness or 

inability to pursue solving problems even when skilled. Although both groups showed 

changes in scale and subscale scores from the pre to post-assessment, both the subject and 

control groups remained lower in almost all subscales and scales than the younger norm 

group post intervention with the one exception of the POS score for the control group 

(Frauenknecht & Black, 2003). In addition, the control group scores with the exception of 

the POS, remained lower than the subject group even though the control group had a mean 

age of 17.25 compared to the subject group’s younger average age of 16.75. 

Figures 4 and 5 show boys’ and girls’ subject and control group post assessment 

comparison. There was 1 girl and 3 boys in the subject group and 2 girls and 2 boys in the 

control group. Noted differences in the girls’ percentage scores from the boys’ prompted the 

investigator to create graphs offering a clearer visual comparisons between the two results. 

The investigator was concerned with the consistency of decreased scores from pre to post- 

inventory by all three girls who remained in the study. All had missed one day or less. In the 

collection of data, concerns were that the girls’ scores brought the mean of the control group 

down a significant amount and therefore affected the accuracy of the results. The 

investigator was concerned with evaluating what had occurred during sessions that caused 

the boys to do better than the girls. This was true in both the subject and control groups.  
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Figure 4. Girls subject and control group post assessment percent comparison. Series 1 = 

Subject Group; Series 2 = Control Group. 1. Automatic problem Solving (APS) 2. Problem 
Orientation Scale (POS) 3. Problem Solving Scale Score (PSSS) 4. Total (TOT). 
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Figure 5. Boys subject and control group post assessment percent comparison. Series 1 = 

Subject Group; Series 2 = Control Group. 1. Automatic Problem Solving (APS) 2. Problem 

Orientation Scale (POS) 3. Problem Solving Skills Scale (PSSS) 4. Total (TOT). 

Summary of Findings 

Both the subject and control groups’ scores were lower than the younger norm group 

reference (Figures 2 and 3) which validated the appropriateness of doing social problem 

solving with these participants (Frauenknecht & Black, 2003). The concluding t-tests 

however, confirmed a probability that any changes that occurred post assessment might be 

attributed only to chance. The statistician speculated that this was probably due to small 

group size and the investigator further speculated on the effects of the shortened number of 

sessions (Personal Communication, Randy Kolb, Research Consultant, March 30, 2010). 

However implications for t-test data also include that there may have been other reasons for  
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the raw data results. Summary of findings, conclusions and discussion therefore include such 

speculation based on the raw data. 

The control group started out with and remained lower in the Problem Solving Skills 

Scale (PSSS) and the Automatic Processing Scale (APS) scores then the subject group, 

although they were on the average a half a year older than the subject group. 

The total for pre- to post-intervention scores increased slightly more in the subject 

group then with the control group (Figure 1). It appeared that the control group’s total score 

still had changed slightly towards the positive from pre- to post-intervention leading to 

speculation that this was a result of the problem solving group intervention that could 

validate its use. The subject group’s post-intervention score total showed an even greater 

increase (Figure 1). Again, this could be speculated as the possible result of the art therapy 

interventions. 

In looking at specific scales and subscales, both groups showed decreases in the 

Automatic Problem Solving (APS) and had similar increases in their Problem Solving Scale 

Score (PSSS). Only the subject group showed a significant increase in the Problem 

Orientation Scale (POS) (Figure 1). 

The subject group showed a significant decrease in the Problem Identification (PID), 

and significant increases in the Emotional (EMO) and consequences (CON) (Figure 1). 

Further noted was the fact that all three female participants showed overall decreases in 

scores pre- to post-intervention while in strong contrast, the boys showed increases in most 

of categories (Figures 4 and 5).  



Chapter V 

Conclusions, Discussion, Recommendations 

Conclusions 

If only the raw data is considered, the hypothesis of this study would have been 

supported. The subject group appeared to increase their positive perceptions of their problem 

solving skills as measured by the Problem Orientation Scale (POS) of the SPSI-A. An 

~ increase in the POS post-intervention alone could imply that the subjects had increased 

positive orientation towards their problem solving, and that their perceived willingness to put 

energy into social problem solving and into finding solutions had increased. Both the subject 

and control group appeared to increase their post-intervention Problem Orientation Scale 

group mean scores as well, although not as much. An increase in the PSSS could also 

indicate an increase in confidence this time in the actual skill areas of problem solving such 

as with generating ideas that went up in both the subject and control group. 

However, many aspects of the results were questionable. Most significant was the 

lack of statistical significance in the t-tests which confirmed a probability that the changes 

were attributed only to chance and not for the other reasons speculated by the investigator’s 

analysis of the raw data. Most probably the lack of statistical significance could be attributed 

to the limitations previously mentioned involving the small sample sizes of the groups, and 

limitations that were imposed on the number of session (Personal Communication, Randy 

Kolb, Research Consultant, March, 30, 2010). 

The sample size, number of sessions, given aspects of compromised quality per 

sessions, and the particulars of unreliable data most likely influenced the results of this study. 

The investigator therefore invoked caution in data interpretation and very intentionally  
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referred to data results in terms of probabilities and possibilities for future references rather 

than as statistically reliable outcome. The exception would be the norm referenced 

information that validated the need for problem solving intervention as warranted with both 

groups. 

Discussion 

Speculating on other possible contributions to both the raw data and the t-tests results 

allow for some interesting possibilities. In comparing pre- and post-intervention scores, the 

investigator noted that on the Problem Solving Skills Scale (PSSS), the group averages 

increased in both the subject, and the control group. However, only the subject group 

increased on the Problem Orientation Scale (POS), and both groups decreased scores on the 

APA. 

Although the control group did not increase on the POS, the POS score of the control 

group was the only category that showed a similar score to the norm group reference. In 

general the results could have been affected by the fact that the groups started at different 

levels. The control group’s scores started and ended lower than the subject group’s scores 

with the exception of the higher POS score. 

Both groups’ declines in the Automatic Problem Solving Scale (APS) scores could 

have been a reflection of the scales reported lack of stability. The investigator also 

speculated on another possibility: if the APS reflects confidence in applying effective and 

previously learned solutions to encountered problems, could not the introduction to new 

problem solving skills leave the subjects questioning the actual effectiveness of previous 

learned solutions? If this were the case, a lower score at this point, could be a positive 

indication of new self-awareness (Frauenknecht & Black, 2003).  



Likewise, in terms of subscales stability, the only subscales in question were the 

Emotional (EMO) and the Consequences (CON). The Problem Identification (PID) was 

stable (Frauenknecht & Black, 2003). The subject group showed a significant decrease in the 

PID and a significant increase in the EMO. The control group had a lower CON subscale 

score. One might speculate the possibility that these decreases were reflecting increased self- 

awareness in those skill areas. In the case of PID, the awareness could be about the need to 

work on correctly identifying exactly what the problem is, before acting on it. In the case of 

CON, it could mean that participants were becoming aware of a need to look at the 

consequences of their actions more than they had been previously. 

Also, the discussion had different focuses within each group given the various content 

provided by individual participants at any given session. Therefore it was not surprising to 

see one group show more emphasis or change on one subscale over another within this short 

intervention period. 

Significant to the art intervention was the idea of an increase in positive attitude that 

left participants more open to insight (Subramaniam et al., 2009). One would expect that if 

the art resulted in producing a more positive frame of mind, the subject group would increase 

in the POS area first and then given enough time, start showing more increases in the PSSS 

areas. The control group based on the same idea, and the fact that they remained 

conversational while doing very little creative work, instead might be expected to see more 

increases in skills that would reflect logical processes in the PSSS category. This was not 

proven by this study. 

Also very significant, all three female participants showed over all decreases in most 

scores pre- to post-intervention. In comparison, the boys showed increases in most  



categories (Figures 4 and 5) including the female in the subject group who had been very 

active and prolific in her art making. One might speculate that something as simple as the 

girl’s self-consciousness in front of the boys could have been a variable. Other possibilities 

show that girls may have a tendency to stay more emotionally negative than boys. In the 

control group, the girls were very inactive and the boys would move around the room. On 

two occasions, the boys in the control group requested playing a few minutes of hack-sac 

which was permitted by the investigator. 

What was the effect of the art directives and resulting expressions of the subject 

group? Only the girl’s artwork remained consistently anxious throughout the study. Samples 

typical of this anxiety are illustrated in Figures 12 and 13. Note the general intensity of both 

pieces shown by over use of short repetitive lines and shapes in Figure 12. Also note the over 

use of intense shading and scribble-like strokes in Figure 13 (Leibowitz, 1999; Ogdon, 1977). 

The boys (Figures 6-11) also showed anxiety in some of their work. Male subjects 2 

and 3’s art expressions again illustrated this anxiety by use of intense, short, jabbing scribble 

lines (Figures 8 and 10). Comparatively calmer presentations were illustrated in their final 

pieces however, noted by the change to longer more intentional looking line strokes 

indicative of a more relaxed focused state (Figures 7, 9 and 11) (Leibowitz, 1999; Ogdon, 

1977). 

Male subject 1 had already showed this strong intentional use of line and shape 

(Figure 6), and different from the other subjects. Subject 1 also chose a more controlled 

medium, colored pencil, for most of his work, and particularly for the last piece (Figure 7). 

This was a possible indication that he was choosing to stay in cognitive control (Hinz, 2009; 

Lusebrink, 2004). Never-the-less, although he stayed with the more restrictive medium, he  



showed a softening of the interior circle lines in his final piece shown in Figure 7. He 

described the interior of the circle as “how I felt inside”, while he described the exterior of 

the circle as “different options or paths I could choose” (Leibowitz, 1999; Ogdon, 1977). 

  
  

Figure 6. Male Subject # 1 Session 5: 

  

  

Figure 8. Male Subject # 2 Session 5: Title:”PCE”  



  
  

Figure 9. Male Subject # 2 Last Session: Title: “Pulse” 

  

Figure 10. Male Subject # 3 Session 5: “Tired” 

    

Figure 11. Male Subject # 3 Last Session: “Lifeline”  
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Figure 12. Female Subject # 4 Session 5: “Intense” 

  

Figure 13. Female Subject # 4 Last Session: “Sunny Daze” 

The SPSI-A raw data results of this study as previously mentioned, also showed a 

difference between female and male scores (Figures 4 and 5). Females all showed negative 

score results (Figure 4). Was the female negative score result a product of the investigator 

showing preferential treatment to the boys? Was it a coincidence that the girls appeared to be 

having or speaking more about serious relational issues with family, peers, or boyfriends than 

the boys? Were the girls merely self-conscious in front of the boys? 

Was kinetic movement or mobility a factor? The girls in the control group did not 

move around the room but the boys did. The girl in the subject group, however, also moved  



62 

around and continued to do art work throughout most sessions. The girl in the subject group 

however, did leave and then returned to the group on several occasions. Did this affect 

results? One might also speculate that something as simple as the girl’s self-consciousness in 

front of the boys could have been a variable. Other possibilities show that girls may have a 

tendency to stay more emotionally negative than boys (Masterson, 2008). 

At some point in the study, all students shared issues that were happening in their 

lives. Some of the issues that were discussed involved dealing with teachers, deciding future 

education goals, dealing with friends, not fighting, partying, talking to parents, finding ways 

to get money, boyfriends, school functions, finding ways to gain independence, dealing with 

people in class that bug them, and dealing with parenting and family responsibilities. 

The girls however, did comment on relationships with boys more than the boys 

commented on their relationships with girls. Were there neurological differences in the 

sexes? According to Masterson (2008), there actually is a possible neurological explanation 

for the females doing worse in the allotted time period then the males: females have larger 

Anterior Cingulate Cortexes (ACC). The ACC was described earlier as an area responsible 

for balancing cognition with emotional processes which can translate to balancing judgments 

with concerns. In other words, girls may actually experience moodiness, worry, and stress on 

a higher level than boys and therefore have a more difficult time letting go of feelings and 

thoughts than boys. Girls therefore may need more time to verbally process or to experiment 

with a variation on the art media choices and directives. 

Last, the investigator is still interested in exploring how formal art therapy processes 

used in social problem solving can produce better results than informal art processes or art 

implemented by clinicians other than art therapists. During this study, the art therapist  
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changed directives at midpoint from “create a mandala that expresses where you are at and 

how you are feeling and title it,” to a more specific directive, “draw what is happening inside 

you in the inside circle and what is happening outside you in the outer area and title it.” She 

also offered a larger black paper as a new media choice. This directive and media change 

was based on the assessed needs of the subject participants who had produced highly anxious 

drawings the previous week. As an art therapy student, the investigator understood certain 

aspects of the art media and directives and assessed the media and directive as being too open 

ended for some participant’s level of anxiety. The new directive and media choice offered 

further structure, more kinetic outlet, and still offered containment needed to assist the 

participants in getting beyond their anxiety. 

The directive change appeared to result in more participants being engrossed with 

what they were doing. During the first session with the new directive, the subjects became 

silent for several minutes. One of the other subjects was creating work in pencil scribbles 

and attempted to make distracting negative commentary but was ignored by the other three 

who were absorbed in the process. The participant eventually stopped talking, grabbed some 

oil pastels, and joined them. When the investigator commented on one of the art expressions 

by asking the participant if the darker circle enclosing the participants inner circle reminded 

him of anything, the participant stated it looked like a wall or barrier (Figure 14). The 

investigator asked the participant “A barrier from what?” Given that the directive was about 

comparing one’s inside with one’s outside experience the implication was that something 

was stopping him from having his inside world match his outside world. The client and 

another client who knew each other well laughed in what appeared to be an “aha!” insight  



moment. The discussion ensued about what indeed was stopping the client form doing 

something he needed to do. 

Figure 14. Session 6 Subject # 2: “Brain Burster” 

Although the simple introduction of any change can prompt new behavior, via the 

Hawthorne Effect (McCarney et al., 2007), the investigator challenges that it was the 

structure of the directive with the appropriateness of the new media choice facilitated by a 

trained art therapy student that allowed participants to change behavior and become more 

open to receiving insight into their problems. The art therapy structure allowed the 

participants to calm themselves and then participate in a non-threatening, yet active way. 

The resulting art provided a reflective distancing tool that allowed the participants to begin 

recognizing issues in their lives (Betensky, 1995). It is possible that this insight moment and 

many others happened because of the purposeful application of the art therapy and that this 

would less likely occur with an untrained facilitator regardless of using art in the process. 

Recommendations 

More effective based research is needed regarding the adolescent. In particular, 

research is needed that studies neurological variables involved in implementing 

developmentally appropriate treatment options (Weiss & Hawley, 2002) that can incorporate  



creative processes. Given that creativity is a natural inclination during the adolescent 

developmental period, it is recommended that more studies that measure the use of creative 

arts in general and with art therapy specifically, be integrated into regular preventative and 

treatment program components. A specific example could include some schools or school 

based mental health programs servicing EBD adolescents where clients go to a time out or 

problem solving area when they cannot cope adequately in the classroom or during group 

time. The original idea for this study was to add art into this process by being involved in the 

time out or problem solving area. 

Although short term studies involving social problem solving to reduce pathology 

showed success in small group format in as little as 5 to 12 sessions of a half hour to two 

hours each, more time and sampling give assurance of increased potential for accuracy 

(Bigham & Power, 2005). Doing many more studies that involve longer term interventions 

with small groups of 7 or 8 participants, such as illustrated with this pilot study, is 

recommended. Using the SPSI-A, but also adding an outcome based assessment such as the 

Means-End Problem Solving (MEPS) measure, could also increase result accuracy. The 

SPSI-A would again give more immediate self-feedback on self-perception of problem 

solving skills. The additional use of a tool such as the MEPS would provide the needed 

quantitatively measures of the actual problem solving skills outcome (D'Zurilla & Nezu, 

2007). 

The investigator proposes that given more time and more groups of participants, this 

social problem solving format that included the use of art therapy as the defining variable 

would produce more accurate results. These results could measure both the benefit of the 

participant’s perception of social problem solving and his or her actual social problem  



solving skills; something unattainable with this pilot study. Last, the fact that all three 

female participants from both the control group and the subject group showed negative 

progress pre to post-intervention, leads this investigator to recommend more studies focused 

on causes or correlations involving gender and insight based problem solving. 
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Appendix A 

Adolescent Assent Form 

I acknowledge that Theresa Hoglund Mueller has informed 

me that she is conducting a research study as a requirement for her Masters of Art Therapy degree from Saint 

Mary-of-the-Woods College. She has talked to me about the following information in regards to participation 

in this study: 

Please write initials on line provided 

What is expected of me during the research study 

Control group and subject group differences 

What is an art intervention 
When I will come to this group 

What privacy means 
How my privacy will be protected and limitations 

What we will be doing in this group 

Why we are having this group 
I can withdraw from this study at any time 

I agree to participate in Theresa Hoglund Mueller’s research study. I have been told about 

what is written above and what it means regarding my willingness to participate in the study. 

Name 
  

Date   

 



Appendix B 

Parental Informed Consent 

I acknowledge that Theresa Hoglund 

Mueller discussed the following information with me: 

Please write initials on line provided 

  

The purpose and importance of the study 
Length & times of study interventions 

The expectations of participants 

Participant’s rights to withdraw 
Description of the SPSI-A assessment 
Description of ADAPT problem solving method 

Control group and subject group differences 

Description of art interventions 
Confidentiality protection and limits 

Access to scores and feedback session 
Informed of HIPAA regulations and storage of records 

I have been informed that this study is for the purpose of Theresa Hoglund Mueller’s 

requirements for her Masters of Art Therapy degree from St. Mary-of-the-Woods College. 
I hereby agree to allow my child to participate in a 

social problem solving skills training study. Participation in this training can result in 

increased confidence in problem solving skills. 
I have been made aware of the ADAPT method, art interventions, and the SPSI-A 

assessment that will be used. I understand that my child’s name will remain anonymous, a 

numeric coding will be used, and my child will be identified only by age and sex. No formal 
family background information will be described to identify the family in any way. 

  

I also understand that all data collected and reviewed from this study will be done in a 

manner that assures confidentiality and that the research will be administered with strict 

adherence to ethical standards. 

I, give Theresa Hoglund Mueller, Art 

Therapy graduate student at St.-Mary-of-the Woods College, permission to use the data 
gathered in this study for research or educational purposes for a period of five years. 

Parent’s Signature 

  

  

Investigator’s Signature 
  

Date 
  

I, have received a copy of the signed informed consent 

form. 
   



Contact Information 

The Investigator and art therapy services provider 

Principle Investigator 

Kathy Gotshall, ATR, LCSW 

Director of Graduate Art Therapy 

#219 Guerin Hall 

Saint Mary-of-the- Woods College 
Saint Mary-of-the-Woods, IN. 47876 
812/535-5162 KGOTSHALL@smwec.edu 

Co-Investigator 
Theresa Hoglund Mueller 
tmueller@smwc.edu 
  

The Investigator’s ATR Supervisor 

Jorie Kulseth, ATR-BC, LPC 

jorie@nyfs.org 

The Investigator’s on site Supervisor 

Dave Buker, MACC, Executive Director 

david-lacs(@charterinternet.com 

The Investigator’s Academic Instructor 
Patricia Grajkowski, LPC-AT/S, LMFT, ATR-BC 

PGajkowski@SMWC.edu 
  

The Investigator’s IRB Chair 

Dr. Dottie King 
Chair, Human Subjects Institutional Review Board 

Saint Mary-of-the- Woods College 

Saint Mary-of-the-Woods, IN. 47876 

812-535-5182 dking@smwec.edu 

 



Appendix C 

SAINT MARY-OF-THE-WOODS COLLEGE 

SAINT MARY-OF-THE-WOODS, INDIANA 
PARENTAL CONSENT TO PHOTOGRAPH ART WORK 

I give permission to Theresa Hoglund Mueller, a graduate art therapy student 

investigator at St. Mary-of-the-Woods College, to photograph my son or daughter’s 

artwork and use of data for the academic purpose of documentation, professional 
presentation, professional publications, and professional research for a period of five years. I 
understand that my identity will be kept anonymous according to the confidentiality 

provisions of the Art Therapy Credential Board's Code of Professional Practice and in 
compliance with the requirements of HIPAA. I will be given a copy of this consent form 

after signing. 

  
  

Signature of Parent or Guardian of Participant 

  
  

Signature of Investigator 

 



Appendix D 

SAINT MARY-OF-THE-WOODS COLLEGE 

SAINT MARY-OF-THE-WOODS, INDIANA 

CONSENT TO PHOTOGRAPH ART WORK 

I give permission to Theresa Hoglund Mueller, a graduate art therapy student 

researcher at St. Mary-of-the-Woods College, to photograph my artwork and use data for the 
academic purpose of documentation, professional presentation, professional publications, and 

professional research for a period of five years. I understand that my identity will be kept 
anonymous according to the confidentiality provisions of the Art Therapy Credential Board’s 

Code of Professional Practice and in compliance with the requirements of HIPAA. I will be 

given a copy of this consent from after signing. 

  
  

Signature of Participant 

  
  

Signature of Investigator 

 



Appendix E 

The Social Prot C Social Problem-Salv: lem Solving Inventory for Adolescents (SPSI-A): Administration Checklist | a 
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Appendix F 

Social Problem-Solving Inventory for Adolescents (SPSI-A): 
Long Version 

Identifier: 

Directions: 
Below are statements that reflect how you respond to problems and how you think and feel 

about yourself afterward. You should think of serious problems that are related to your 

family, health, friends, school, and sports. You should also try to think about a serious 
problem that you had to solve recently as you reply to these statements. 
Read each statement carefully. Think about how you usually think, feel, and behave when 

you face these types of problems. Circle the letter that best describes how true the statement 

is of you. 

Not at All Slightly Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

1. When I’m faced with a problem, I think 
about how it will affect my well-being. A B C D E 

2. When I have a problem, I decide if 
I am able to solve it. A 

3. When I have a problem, I decide if 
I have the resources and support to solve it. 

4. When I have a problem, I think of the 
ways that I have handled the same kind 

of problem before. 

5. To solve a problem, I do what has 

worked for me in the past. 

6. I try to use facts that I know to 

solve a problem. 

7. When I solve a problem, I use the 

skills I have developed that have 

worked for me in the past. 

8. When I can’t solve a problem by using 

methods that have worked in the past, I try 

to find other ways to deal with the problem.  



SPSI-A LV (continued). Circle the letter that best describes how true the statement is of you. 

Not at All Slightly = Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

9. When I can’t solve a problem quickly 
and easily, I think that I am stupid. A B C D E 

10. I often doubt that there is a good 
way to solve problems that I have. 

11. When I fail to solve a problem at first, 

I don’t give up. Instead, I believe I will 

eventually find a good answer. 

12. I usually believe that there is a good 

solution to my problem. 

13. I often doubt that I can solve a complex 

problem on my own no matter how hard I try. 

14. When faced with a hard problem, 

I believe that, if I try, I will be able 

to solve it on my own. 

15. Itry to see a problem as a challenge 

rather than a threat. 

16. When I can’t solve a problem, I often 

think that I should give up and ask someone 

for help. 

17. 1 feel afraid when I have an important 

problem to solve. 

18. I often doubt myself when I have 
an important decision to make. 

19. I get angry when I can’t solve a 

problem quickly. 

20. Complex problems make me 

very upset.  
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SPSI-A LV (continued). Circle the letter that best describes how true the statement is of you. 

Not at All Slightly Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

21. When I am trying to solve a problem, I 
often get so upset that I cannot think clearly. A B Cc D E 

22. When I am working on a hard problem, 
I get so upset that I often feel confused. A 

23. I hate solving problems that occur in 

my life. 

24. 1 often become depressed and do not 

feel like doing anything when I have a 

problem to solve. 

25. 1 get discouraged when my first 
efforts to solve a problem fail. 

26. 1 spend too much time worrying about 
my problems instead of solving them. 

27. 1 often wait to see if a problem will 
solve itself before I try to solve it. 

28. I put off solving a problem for as long 
as I can. A 

29. I avoid dealing with problems in my life. A 

30. I put off solving problems until it is too 
late to do anything about them. A 

31. I spend more time avoiding my problems 
than solving them. A 

32. When faced with a hard problem, I avoid 
the problem or go to someone else for help. A 

33. Idecide if a problem is part of a larger, 

more complex problem that 

should be solved first.  
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SPSI-A LV (continued). Circle the letter that best describes how true the statement is of you. 

Not at All Slightly Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

34. When I have a problem, I find out if it 

is part of a bigger problem that I should 
deal with. A 

35. When I have a problem, I examine the 

things that surround me which may cause 
the problem. A 

36. Itry to solve a complex problem by 
breaking it into smaller pieces that I can 

solve one at a time. 

37. Before I solve a problem, I gather as 
many facts about the problem as I can. A 

38. When I solve a problem, I look at the facts 
and decide which are the most important. A 

39. Itry to identify things that might keep me 
from solving a problem. A 

40. Before I pick a solution to a problem, I 
use a system to help me decide which option 

is best. A 

41. When I solve a problem, I think of a 
number of options and combine them to make 

a better solution. A 

42. When I try to solve a problem, I can think 

of a number of options. A 

43. 1try to think of as many ways to approach 

a problem as I can. A 

44. When I solve a problem, I think of as 

many options as I can until I can’t think 

of any more. 

45. 1 approach problems from as many 

angles as I can.  
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SPSI-A LV (continued). Circle the letter that best describes how true the statement is of you. 

Not at All ~~ Slightly = Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

46. Before I solve a problem, I determine 
the effect the solution will have on my 

well-being or the well-being of others. A 

47. When I decide which option is best, I 

predict what the outcome will be. 

48. When I decide what to do, I think of 

the short- and long-term outcomes of 

each option. 

49. When I decide which options are best, 
I weigh the outcomes for each of them. 

50. When I select the best solution to a 
problem, I think of the effect it will 

have on my feelings. 

51. Before I try to solve a problem, I set 

a goal so I know what I want to achieve. 

52. 1keep the goal that I set in mind at 
all times when I solve a problem. A 

53. Before solving a problem, I practice my 
solution to increase my chances of success. A 

54. 1 often feel good about the outcome 

to my problems after I carry out the 

option I selected. 

55. After I solve a problem I decide if I 

feel better about the situation. 

56. After solving a problem, I assess if 

the situation is better. 

57. 1 often solve my problems and 

achieve my goals.  
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SPSI-A LV (continued). Circle the letter that best describes how true the statement is of you. 

Not at All ~~ Slightly Moderately Very Extremely 

True of Me True of Me True of Me True of Me True of Me 

58. After carrying out a solution to the 
problem, I decide what went right and what 
went wrong. A 

59. When the outcome to a problem is 
not satisfactory, I find out what went wrong 
before trying again. A 

60. If the solution to a problem fails, I go 
back to the beginning and try again. A 

61. When a solution does not work, I try to 
determine what went wrong. A 

62. I go through the problem-solving 
process again when my first option fails. A 

63. When a solution fails to solve a problem, 

I go back to a number of different steps to 
start again. A 

64. When I successfully solve a problem, 

I decide what I did right. A 

 



Appendix G 

ADAPT 

Problem Solving 

ATTITUDE/ feeling AWARENESS 

Positive attitude towards myself and my ability to cope 
How do I feel? 

Feelings cue me to a problem 
I need to solve especially negative feelings: 

Sad because I feel I have lost something important to me. 

Angry because I feel blocked from getting what I want. 
Fear because I feel threatened. 

Embarrassment if I believe others see my mistakes and flaws. 
Guilt because I feel focused on something I regret. 

DEFINE 

Define the problem and goal. What do I want? What is my goal? 

Get all the facts: 

Who is involved? 

What happened or didn’t happen that bothers me? 
Where and when did it happen? 

What else do I know about this that caused the problem? 
How did I respond? 

Separate assumptions, overgeneralizations and drama from real facts 

ALTERNATIVES/ACHIEVE GOAL 

BRAINSTORM! 
Generating alternatives solutions to overcome obstacles and achieve goals. 

Think of many possible things to do. 

PREDICT 

Predict the kind of consequences for each alternative. 

Envision possible consequences for each option. Select my best solution. 

Make a final check for obstacles practice, and pursue it. Plan 

TRY IT OUT 

Try my solution in real life 

Notice what happens and use the information for 

future decision making and problem solving. 

(Nezu, Nezu & D'Zurilla, 2007).  


