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ABSTRACT 

The study was designed to test several hypotheses 

concerning action and thought response styles (as indicated 

by symptom forms) and adaptive adequacy. The hypotheses 

were the following: 

When patients with action symptoms are compared to 

patients with thought symptoms, those with action symptoms 

will have a greater percentage of action verbs in TAT 

stories, and patients with thought symptoms will have a 

greater percentage of thought verbs. 

The first hypothesis will be supported regardless 

of the social maturity scores of the patients. 

The parents of patients with action symptoms will 

obtain lower social maturity scores than parents of patients 

with thought symptoms. 

Patients with symptom forms not developmentally 

consistent with their level of social maturity (action 

symptom at a high social maturity level, thought symptom at 

a low social maturity level), will have less effective 

defense on a Rorschach measure than patients whose symptom 

forms are developmentally consistent with their level of 

social maturity. 

Subjects were male psychiatric patients recently 

admitted to a mental hospital. Subjects were chosen to 
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satisfy the requirements of a 2 x 2 factorial design. Two 

levels of social maturity were represented. Half of the 

subjects at each level had manifested thought symptoms, the 

other half action symptoms. The 4: groups were of similar 

diagnostic composition and had similar lengths of hospital

ization prior to the experimental procedure. 

Social maturity was measured with a scale developed 

by Phillips and Zigler, which includes 6 biographical 

indices of premorbid social attainment. Categorization of 

symptoms as thought or action was achieved by criteria used 

by Zigler and Phillips. Response style was measured by a 

TAT method designed specifically for this study; the 

measure allows for placement of verbs in TAT stories into 

thought, action, or being categories. Social maturity of 

the patients' parents was measured by the social maturity 

scale. Adaptive potential was assessed by the scoring of 

unsocialized and illogical responses on the Rorschach for 

effectiveness of defense according to the Holt scoring 

system. 

Patients with action symptoms obtained a signifi

cantly greater percentage of action verbs in TAT stories 

than did thought symptom patients. Patients with thought 

symptoms did not, however, manifest greater percentage of 

thought verbs than did action symptom patients. Thought 

and action symptom patients were differentiated by a 

significantly greater percentage of "being" verbs for the 
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former group. These results were obtained for patients 

regardless of their level of social maturity. 

No significant difference was demonstrated between 

symptom ,groups in the level of social maturity of parents. 

Patients with symptom forms not developmentally 

consistent with their level of social maturity showed 

significantly poorer defense effectiveness than did 

patients with symptom forms consistent with their level of 

social maturity. No differences were found between groups 

in the incidence of illogical and unsocialized responses. 

Results were interpreted to indicate the following: 

1. Action symptoms are indicative of a more pervasive 

action response style. 

2. A general ideational response style is suggested by 

thought symptoms. This response style does not 

include increased incidence of planning, decision

making, or intentional thinking as was originally 

hypothesized. 

3- Action and ideational response styles (as indicated 

by verbal behavior) are found at both high and low 

levels of social maturity. 

k. Patients with greater adaptive potential (as indi

cated by defense effectiveness on the Rorschach) 

are those who have adopted developmental response 

styles consistent with their level of social 



maturity: i.e., ideational at a high level and 

action at a low level. 

Knowledge of a patient's social maturity and his 

response style (symptom form) may lead to more 

accurate prediction of adaptive potential, than 

knowledge of social maturity level alone. 



INTRODUCTION 

In a series of investigations, Phillips (1953); 

Phillips and Cowitz (1953); Gerard and Phillips (1953); 

Feffer and Phillips (1953); and Fine, Fulkerson, and 

Phillips (1955) used indices of social attainment to 

predict the adequacy of individuals' adjustments to other 

life situations and experimentally-induced stress. Social 

attainment referred to the effectiveness with which an 

individual functioned both intellectually and socially. 

The Worcester Scale of Social Attainment (Phillips and 

Cowitz, 1953) was devised, employing such variables as 

past occupational success, temporal and qualitative aspects 

of interpersonal relationships, and sexual adjustment, to 

indicate level of social attainment. Greater social 

attainment successfully predicted less pre- to post-stress 

decrease in motor efficiency during task-induced and 

failure-induced stress (Feffer and Phillips, 1953)5 less 

increase in excretion of ketosteroids (related to adrenal 

functioning) during failure-induced stress (Gerard and 

Phillips, 1953)) greater degree of improvement among 

psychiatric patients (Phillips, 1953)? and greater adjust

ment among "normal" individuals, as measured by a Rorschach 

index of maladjustment (Fine, Fulkerson, and Phillips, 

1955) • 

1 



These results suggested that an individual's past 

performance in the handling of social and intellectual life 

tasks (social attainment) could be used to predict the 

degree of probable success he would experience in adapting 

to future difficulties. Put another way, the degree of 

adaptive success of which a given individual was capable 

appeared to be relatively constant over time, and general 

enough to apply to at least a few different experimental 

situations. 

Before proceeding further, it may be well to define 

what is meant by "adaptation." This term, originally a 

biological one, is so general as to refer to any response 

of an organism to environmental change. Phillips (1968) 

defines "adaptive success" of human organisms not merely as 

an adjustment in response to external factors, but as 

responses which maximize the opportunity to satisfy 

internally established goals, values, or aspirations. For 

example, most of the subjects in the Feffer and Phillips 

(1953) stress experiment mentioned above wished to maintain 

their pre-stress level of performance. But when stress was 

introduced, those who had a better "record" of adaptive 

success (level of social attainment) were those who most 

nearly maintained optimal performance. They were evidently 

more successful in adapting to the experimental situation 

so as to maximize the chance to satisfy their own aspira

tions . 



During the time that Phillips was working on the 

value of social attainment as a predictor of further 

adaptive success, Friedman (1952) and Hemmendinger (1953) 

developed Rorschach indices of perceptual development. 

Friedman's index was the one most frequently used in later 

studies. It was based on Werner's (19^8) conception of 

development as proceeding from rather global, undifferen

tiated to more differentiated and articulated forms of 

behavior. Consistent with Werner's viewpoint, age was 

found to be positively correlated with percentage of more 

highly differentiated location responses on the Rorschach, 

and negatively correlated with percentage of responses 

which employed almost all of the blot in a rather global 

fashion (Friedman, 1952). Hemmendinger (1953) obtained 

similar results with his scoring method, which differed 

only slightly from the method developed by Friedman. 

Friedman's method for scoring perceptual develop

ment was put to use in two ways relevant to the present 

review. First, Becker (1956) and Zimet and Fine (1959) 

reported high correlations between Rorschach perceptual 

development scores and prognosis, as measured by the Elgin 

Prognostic Scale, for groups of hospitalized schizophrenics. 

The authors of both studies interpreted their results to 

indicate that poorer prognosis was related to more exten

sive pathological regression to earlier developmental forms 

of behavior and thinking. 
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A second set of studies, however, offered an 

alternative interpretation. Using the Worcester scale 

(Phillips and Cowitz, 1953) and the Vineland Social 

Maturity Scale (Doll, 1953) > Lane (1955) •> Wilensky (1959)) 

and Smith and Phillips (1959) found that social attainment 

among both normal and schizophrenic subjects was highly 

correlated with Rorschach perceptual development scores 

obtained by the Friedman scoring method. These results 

suggested a different interpretation of the Becker (1956) 

and Zimet and Fine (1959) data. That is, one need not 

postulate greater regression among schizophrenics scoring 

lower on the measure of perceptual development. One could 

instead conceptualize such schizophrenics as having been 

less successful in their attempts to adapt to life situa

tions, even before they had ever been psychiatric patients. 

Such an interpretation was consistent with Phillips' 

earlier findings (e.g., Feffer and Phillips, 1953) which 

indicated that past social attainment could predict degree 

of adaptive success in a variety of situations. Zigler and 

Phillips (l96lb) gained further support for this interpre

tation by finding that psychiatric patients of less social 

attainment prior to hospitalization obtained longer periods 

of hospitalization and more readmissions than did patients 

of greater social attainment. 

For purposes of the present paper, the most 

important ramification of the studies reviewed thus far was 



Phillips' next conceptual step. In line with a demon

strated relationship between social attainment and a 

measure of development (Lane, 1955; Smith and Phillips, 

1959)* Phillips (1968) proposed that his measure of social 

attainment would define the construct "psychological 

development." Level of psychological development was 

viewed as representing development in the intellectual and 

social spheres, and was considered essentially synonymous 

with a person's adaptive capabilities. It was opera

tionally defined by the degree of (adaptive) success an 

individual had achieved in his past intellectual and social 

dealings--!.e., his score on a measure of social attain

ment . 

The choice of a developmental construct was 

influenced by the fact that development has been concep

tualized as proceeding from undifferentiated, rigid, and 

unstable forms of cognition and behavior to more complex, 

differentiated, flexible, and stable forms (Werner, 19^8; 

Wapner and Werner, 1957)• Development along these lines 

(e.g., toward more flexibility of response) implied greater 

adaptive potential. 

With the construct of levels of psychological 

development, and a measure of social attainment to define 

the construct, Phillips and his co-workers began a series 

of investigations of psychopathology. Their studies 

demonstrated the usefulness of measures of premorbid social 



attainment in predicting outcome of psychiatric disorders 

(Zigler and Phillips, 196lb, 1962), in predicting diagnoses 

(Zigler and Phillips, 196la; Phillips, Broverman, and 

Zigler, 1966), and in isolating developmentally-

hierarchized patterns of symptomatic behavior (Phillips and 

Rabinovitch, 1958; Zigler and Phillips, i960). Of greatest 

importance for the present paper, however, are two other 

studies in this series which investigated the action-thought 

dimension in symptomatology. These two studies will be 

discussed in the following section. 

Before proceeding further, however, it should be 

noted that Phillips constructed a special measure of social 

attainment (Zigler and Phillips, i960) for use in the 

series of studies of psychopathology. Like the Worcester 

Scale, it measured factors of intellectual and social 

attainment within an individual's past. However, it 

differed from the Worcester Scale in that: (l) information 

concerning sexual behavior was deleted, (2) areas of 

attainment were chosen about which information could be 

found in most hospital case records, and.(3) areas of 

attainment were chosen which Phillips believed could be 

more reliably reported by the patient than was the case 

with several of the Worcester indices. The areas of 

attainment selected for the new scale were occupation, work 

history, education, marital status, intelligence, and age. 

Age was included because of theoretical considerations 
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which related increasing stability of response to age, and 

which viewed such development as continuing into adulthood 

(Werner, 19^8; Erikson, 1950). This measure of social 

attainment was called the Social Maturity Scale, in view of 

its function to operationally define level of psychological 

development. In the following discussions, then, "social 

maturity" will refer to an individual's score on this scale 

which assesses intellectual and social areas of attainment. 

The Action-Thought Dimension 
in Psychopathology 

That development proceeds from a predominance of 

action to that of thought is suggested by both psycho

analytic (Freud, 1952; Hartmann, 1952; Kris, 1950; 

Rapaport, 1951) and non-psychoanalytic theorists (Lewin, 

1936; Piaget, 1951; Werner, 19^8). If a measure of social 

attainment (Social Maturity Scale) is said to define level 

of development, then individuals receiving higher social 

maturity scores (greater social attainment) should display 

a predominance of thought-oriented behavior in their lives, 

and individuals with lower social maturity scores should 

show a predominance of action-oriented behavior. Phillips 

and Zigler (1961) tested this hypothesis by examining the 

nature of psychiatric patients' occupations. Although the 

relationship was far from perfect, patients with higher 

social maturity scores significantly more often held jobs 

which emphasized conceptualization or manipulation of 
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symbols (professional or managerial, sales, or clerical 

occupations), rather than jobs falling in labor categories. 

The opposite was found to be true for patients with lower 

social maturity scores. Given that labor occupations may 

reflect dominance of an action orientation in one's life, 

and professional, sales, and clerical occupations may 

reflect a thought-orientation, then the use of the social 

maturity scale to test predictions derived from develop

mental principles received support from the results of this 

study. 

One difficulty in interpreting the preceding 

results is that the "thought-oriented occupations" are 

probably related to higher social class, and labor occupa

tions to lower social class. Social maturity scores, being 

indications of social attainment, probably possess some 

correlation to social class ratings (though this has not 

been directly tested). All that can be unequivocally said 

is that social maturity scores were related to thought- or 

action-oriented occupations of patients in a manner pre

dicted by a developmental conceptualization of social 

attainment. 

In the same study, Phillips and Zigler (1961) 

categorized twenty-nine common symptoms into thought or 

action categories. Examples of thought symptoms are 

suspiciousness, suicidal ideas, and expresses feelings of 

sexual inadequacy. Examples of action symptoms are 
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assaultive, attempted suicide, and excessive drinking. (A 

complete list appears in Method section.) Phillips and 

Zigler (1961) found that patients having predominantly 

thought symptoms obtained significantly higher social 

maturity scores than patients having predominantly action 

symptoms. 

The first study cited in this section related 

thought-oriented occupations to higher social maturity 

scores, and the latter study related thought symptoms to 

higher social maturity scores; action-oriented occupations 

and action symptoms were related to lower social maturity 

scores. Phillips and Zigler (1961) offered what we shall 

refer to in this paper as a "response style" interpretation 

of these results. The term response style refers to some 

general and pervasive qualitative characteristic which 

typifies a person's mode of expression in a variety of 

situations. Phillips and Zigler suggested that individuals 

achieving higher social maturity scores more often main

tained a thought response style; that is, they evidenced 

more ideational, conceptual, and symbolic or verbal 

behavioral patterns. Furthermore, the authors claimed that 

the thought response style characterized both the patho

logical behavior of individuals with high social maturity 

scores, and their normal functioning prior to evidence of 

pathology. In the above studies, for example, a thought 

mode of expression characterized both the patients' 



10 

symptoms and their occupations prior to psychiatric dis

order. An action response style was said to be related to 

lower social maturity scores in a similar fashion. 

Although Phillips and Zigler have proposed that the 

thought- or action-orientation of a patient's symptoms may 

be related to a corresponding response style, there has 

been no test of this assumption beyond that afforded by the 

investigation of patients' occupations (Phillips and 

Zigler, 1961). In the present study, the first hypothesis 

states that patients with thought symptoms (as defined by 

Phillips and Zigler's categorization of symptoms) will use 

a greater percentage of thought verbs in Thematic Appercep

tion Test (TAT) stories than will patients with action 

symptoms; in addition, patients with action symptoms will 

evidence a greater percentage of action verbs in TAT 

stories than will patients with thought symptoms. (The 

criteria for thought and action verbs are discussed in the 

Method section, and presented in detail in Appendix A.) 

The percentage of thought or action verbs will be inter

preted as further indication of a more general thought or 

action response style. 

Phillips and Zigler ( 1 9 6 1 )  have related thought 

symptoms to higher social maturity scores and action 

symptoms to lower social maturity scores. However, these 

relationships were far from perfect; patients with pre

dominantly thought symptoms could be found throughout the 



continuum of social maturity scores, as could patients with 

action symptoms. There were, then, patients who displayed 

"atypical" symptom forms: i.e., patients with high social 

maturity scores displaying action symptoms, and patients 

with low social maturity scores displaying thought 

symptoms. The first hypothesis of the present study stated 

that percentage of patients' action or thought verbs in TAT 

stories would be consistent with their action or thought 

symptom forms. It is further predicted that the first 

hypothesis will be supported for patients with action or 

thought symptom forms, even when the two symptom groups are 

matched for high and low social maturity scores. 

If action and thought verbs may be taken as indica

tions of more general action and thought response styles, 

then support of the second hypothesis would suggest that 

both response styles may be found among both high and low 

scorers on the social maturity scale. The third hypothesis 

to be presented is an attempt to account for the existence 

of the proposed action and thought response styles among 

patients obtaining either high or low social maturity 

scores. Before presenting the hypothesis, a brief review 

of its theoretical rationale is required. 

Werner (19^8) has pointed out that action and 

thought share a vicarious relationship, especially early 

in a child's life. It is quite conceivable that an 

individual who in adulthood will reach greater social 
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attainment (higher social maturity scores) may, under 

certain circumstances, adopt an action response style at an 

early age. This may persist as his predominant response 

style, even though he may achieve a social attainment level 

superior to that of individuals for whom his response style 

would be more typical. 

Piaget ( 1 9 6 7 ) ,  in his discussion of the transition 

from sensori-motor activity to socialized action to idea

tional verbalization, has emphasized the importance of the 

child's exchanges with adults and the role they play in 

transforming action into thought. The important function 

that parents' values play in the child's development of par

ticular life styles, attitudes, and values has been verified 

by such workers as Bronfenbrenner (1958) and Kohn (1959) • 

Many studies point to the importance of parental influence 

on children's occupational choices (review by Borow, 1 9 6 6 ) ,  

and Phillips and Zigler (1961) have proposed a relationship 

between action- or thought-oriented occupations and action 

or thought response styles. Finally, studies of learning 

through imitation, such as that of Bandura, Ross, and Ross 

(l96l), would indicate that the parent's style of behavior 

may affect the child's in most subtle ways. 

- - Phillips and Zigler ( 1 9 6 1 )  have related thought 

symptoms and thought-oriented occupations to higher social 

maturity levels, and action symptoms and action-oriented 

occupations to lower social maturity levels. They have 



proposed that these findings indicate corresponding thought 

and action response styles, a proposition the present study 

will test. If this is supported, then the social maturity 

scores of patients' parents may indicate the parents' 

probable thought or action response styles. 

It is predicted that parents of patients with 

thought symptoms (and presumably thought response styles) 

will obtain greater social maturity scores than parents of 

patients with action symptoms, regardless of the social 

maturity scores of the patients. Support for this hypoth

esis will suggest a positive relationship between the 

response styles of parents (as indicated by social maturity 

scores) and response styles of their offspring (as indicated 

by symptom form and percentage of action or thought verbs). 

Defense Effectiveness 

The prediction presented in this section should be 

considered the "main" hypothesis of the study. By this is 

meant that the first and second hypotheses presented earlier 

have been developed to test assumptions which will be help

ful in interpreting the results of the final hypothesis. 

It will be recalled that Phillips (Feffer and 

Phillips, 1953; Gerard and Phillips, 1953) used social 

attainment scores (similar to social maturity scores) to 

predict the degree of success with which normal subjects 

could perform under stress. Subjects were said to be more 



or less successful in adapting to the experimental stress 

situation. Successful adaptation was defined as responses 

which maximized both comfortable adjustment to external 

factors and chances for satisfaction of internal aspira

tions; this was measured by performance decrement under 

stress. 

Extending this approach to the study of psychiatric 

patients, Phillips found that higher social maturity scores 

were positively related to a greater degree of improvement 

following hospitalization (Phillips, 1953)» and were 

negatively related to length of hospitalization and likeli

hood of rehospitalization (Zigler and Phillips, 196lb). A 

later study, however, yielded more complicated results. In 

this study, Phillips and Zigler (1964) divided patients 

with high social maturity scores into groups with thought 

symptoms and action symptoms (creating "high-thought" and 

"high-action" groups). Patients with low social maturity 

scores were similarly divided into two groups ("low-

thought" and "low-action"). Information was again collected 

concerning length of hospitalization and readmission of 

patients. As in the earlier study, the authors found a 

significant social maturity effect for length of hospitali

zation. However, their analyses also revealed unexpected 

significant interaction effects for both length of 

hospitalization and readmission scores. High-action 

patients (high social maturity scores and action symptoms) 



were hospitalized longer than high-thought patients, but 

the two groups had similar rates of return to the hospital. 

Low-thought patients (low social maturity scores and 

thought symptoms) were hospitalized longer, and were much 

more often rehospitalized, than were low-action patients. 

Phillips and Zigler could offer no clear interpretation of 

the significant interaction effects. 

Length of hospitalization and rehospitalization are 

influenced by a wide variety of factors. Nevertheless, 

these measures may be assumed to at least partially reflect 

the success or failure with which an individual has adapted 

to life stress. If this may be assumed, then the above 

results suggest that among patients with high social 

maturity scores, patients with thought symptoms achieved 

more effective adaptation than did patients with action 

symptoms; conversely, among low social maturity scorers, 

action symptom patients were more effective at adapting 

than were thought symptom patients. 

It will be recalled that the first and second 

hypotheses of the present study attempt to relate thought 

and action symptoms to percentage of thought and action 

verbs in TAT stories. This would afford further support 

for a response style interpretation of the results which 

have just been presented. 

It is proposed that adaptive success should be 

greatest for a given individual when he possesses a 
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response style which is most typical among individuals with 

social maturity scores similar to his own. Stated another 

way, a thought response style is most appropriate among 

high social maturity scorers, and an action response style 

among low scorers, if greater adaptive success is to be 

achieved. 

The rationale for this proposition is derived from 

a developmental interpretation of social maturity scores. 

Such scores were shown to be positively related to 

Rorschach developmental indices of perceptual differentia

tion and complexity (Lane, 1955; Wilensky, 1959; Smith and 

Phillips, 1959)* These results suggest that individuals 

with higher social maturity scores employ a set of cogni

tive processes which are more finely differentiating and 

complex in the mediation of internal and external factors 

than is the case with low scorers on the social maturity 

scale. Theoretical support for this view is offered by 

Werner's (19^8) and Piaget's (1951) developmental princi

ples, which point to increasingly fine and more complex 

differentiations at higher levels of development. 

In addition to the Rorschach studies cited above, 

two other studies offer supporting experimental results. 

Achenbach and Zigler (1963) investigated self-image 

disparity among both psychiatric and non-psychiatric 

patients. In both groups, high social maturity scorers 

evidenced greater real-ideal self-image disparity (measured 
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by two different methods) than did low social maturity-

scorers. In addition, the effect was further enhanced on 

the method which allowed for greater response differentia

tion. Results were interpreted to support the existence of 

finer differentiation processes among high social maturity 

scorers. Also, because of their finer differentiations, 

individuals with higher social maturity scores appeared to 

be faced with difficulties (in this case, self-image 

disparity) which were less often encountered by individuals 

with  lo w e r  s o c i a l  m a t u r i t y  s c o r e s .  K a t z  an d  Z i g l e r  ( 1 9 6 7 ) ,  

investigating self-image disparity among children and 

adolescents, employed essentially the same method as did 

Achenbach and Zigler. Their results confirmed the concep

tualization of self-image disparity (and cognitive differ

entiation) as being related to greater development, in this 

case being defined by age rather than social maturity 

scores . 

That development proceeds from action to thought 

behavioral patterns (Werner, 19^8; Piaget, 1967) suggests 

that a thought response style is more appropriate at higher 

levels of development. A more advanced level of develop

ment (greater Rorschach differentiation) has been related 

to higher social maturity scores, which in turn have been 

related to the presence of personal difficulties which are 

more or less specific to individuals conceptualized as 

possessing a more complex mediating process. 
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It is proposed that adaptation to difficulties 

associated with higher social maturity scores is best 

served by a response style conceptualized as being more 

developmentally advanced (thought response style). Con

versely, it is suggested that a less developmentally 

advanced response style (action) is more likely to serve 

the needs of lower social maturity scorers in adapting to 

their own particular difficulties. 

The final hypothesis is as follows. Among patients 

obtaining greater social maturity scores, those with 

thought symptoms (thought response style) will achieve 

better scores on a Rorschach measure of adaptive effective

ness than will patients with action symptoms (action 

response style). Among patients obtaining lower social 

maturity scores, those with action symptoms will achieve 

better scores on the Rorschach measure of adaptive effec

tiveness than will patients with thought symptoms. 

Before concluding this section, a few words about 

the Rorschach measure are in order. To test the hypoth

esis, the experimenter needed a setting which would require 

patients to make adaptive efforts, as well as a measure of 

the adaptive success they attained. Extensive apparatus 

designed to create more than moderate stress was considered 

inappropriate for two reasons: (l) subjects were to be 

patients on a locked ward, and therefore had to be seen by 

the experimenter in an interview room connected to the ward 
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(a situation not convenient for setting up extensive 

apparatus); and (2) the experimenter wished to contact 

patients very soon after admission, and ethical considera

tions did not allow the subjection of such patients to more 

than a very moderate degree of stress. The experimenter's 

experience with the Rorschach led him to consider its 

possible use. 

Holt (1956, 1963; Holt and Havel, 1960) has 

developed a widely used (Holt, 1968) method for rating the 

extent of the unsocialized and illogical nature of responses 

on the Rorschach. "Unsocialized" refers to those responses 

which contain rather blatant aggressive or sexual elements 

in the content of responses. "Illogical" responses 

include, but are not limited to, evidence of such processes 

as displacement, condensation, and symbolization. Because 

of the ambiguity of the Rorschach stimuli, such responses 

occur rather frequently in many Rorschach records. 

In the Rorschach setting, the subject is confronted 

by an experimenter (tester) who is recording the subject's 

responses. The subject is also extensively questioned 

about his responses, with the experimenter's goal being to 

achieve as accurate a conception of the subject's percept 

as he is able. A subject's first report of a percept is 

often rather global, and the experimenter's questioning is 

directed toward getting from the subject a more precise 

description of the percept. Under such circumstances, 
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unsocialized and illogical responses often require modifi

cation to make them more acceptable. 

The Holt method also allows for the scoring of 

Defense Effectiveness (DE) when responses of the above type 

occur. DE essentially represents the degree to which the 

subject can modify his response in a more acceptable 

direction. DE scores involve rating the subject on a six-

point scale, the criteria for which have been devised by 

Holt. 

Three performance variables affect DE rating. The 

first is the number and quality of control and defense 

categories evident in the subject's attempt to make his 

response more socially or logically acceptable. Categories 

have been outlined by Holt (1963) in the scoring manual. 

Blatantly unsocialized or illogical productions would seem 

to be detrimental to adaptation in a variety of social 

situations. The ability to modify such percepts so as to 

be more acceptable should be related to adaptive success. 

Second, the accuracy with which the subject's response fits 

the stimulus (the blot) contributes to DE rating. Form 

accuracy is an indication of reality testing (Klopfer et 

al., 195^)• Inasmuch as form accuracy indicates one's 

degree of attention to external reality, then it should be 

related to the success with which an individual may adapt 

to his environment. Third, any evidence of pleasant or 

unpleasant affective conditions of the subject influences 
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DE rating. If unpleasant affect is followed by a modifica

tion of the response in a more acceptable direction, this 

contributes to a more favorable DE rating than if this 

affective state appears to block improvement in the 

subject's performance. The former situation would seem to 

indicate greater adaptive success than the latter. 

Adaptive success has been previously defined as the 

ability to maximize both adjustment to external conditions 

and satisfaction of internal goals (Phillips, 1968). We 

have proposed three indices of the degree to which the 

conditions for adaptive success have been satisfied. In 

this study, an individual's adaptive success will be 

defined by his defense effectiveness score, a composite 

of the three indices mentioned above. 

Restatement of Hypotheses 

The following hypotheses have been presented in the 

Introduction: 

1. Patients with thought symptoms will use a greater 

percentage of thought verbs in Thematic Appercep

tion Test (TAT) stories than will patients with 

action symptoms; patients with action symptoms will 

evidence a greater percentage of action verbs in 

TAT stories than will patients with thought 

symptoms. 



The first hypothesis will be supported for patients 

with action or thought symptoms, even when the two 

symptom groups are matched for high and low social 

maturity scores. 

Parents of patients with thought symptoms (thought 

response style) will obtain greater social maturity 

scores than parents of patients with action 

symptoms, regardless of the social maturity scores 

of the patients. 

Among patients obtaining greater social maturity 

scores, those with thought symptoms (thought 

response style) will achieve better scores on a 

Rorschach measure of adaptive effectiveness than 

will patients with action symptoms (action response 

style). Among patients obtaining lower social 

maturity scores, those with action symptoms will 

achieve better scores on the Rorschach measure of 

adaptive effectiveness than will patients with 

thought symptoms. 



METHOD 

Subjects 

Subjects were 60 male psychiatric patients at 

Connecticut Valley Hospital. Hospital procedure required 

that upon admission, all patients be placed in a closed-

ward facility for a period of observation of non-specified 

length. The present sample was drawn from all patients who 

remained on this ward for more than 2k hours. At the time 

of contact for testing, length of hospitalization for the 

subjects ranged from 1 to 20 days (mean = 4.05, median = 

3-45)• 

Ages ranged from 18 to 59 years (mean =32.53 

years). The various diagnostic classifications were 

represented as follows: 35 schizophrenic, 13 psycho

neurotic, 7 sociopathic personalities, and 5 other-

character disorders. Patients with diagnosed organic dis

orders were excluded. No subject had received any of the 

experimental measures during the past nine months. Because 

of the short periods of hospitalization, almost no subjects 

were receiving any special treatment beyond very brief 

contact with their doctors two or three times a week. The 

exceptions were 3 subjects tested late in the 4-month 

period of the experiment. Prior to testing, they had 
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attended three sessions of a newly-formed adolescent 

psychotherapy group. 

During the 4-month period when data were collected, 

98 patients remained on the closed-ward facility more than , 

24 hours and were not diagnosed as having organic dis

orders. Of these patients, 64 met the design requirements 

for the study (see Experimental Design), volunteered, and 

completed the experimental session. The data for 4 

patients, tested late in the 4-month period of the testing, 

were discarded since inclusion of their data would have 

created groups of unequal sizes. Of the remaining 34 

patients, 3 refused to participate, 2 did not finish the 

test sessions, and 29 did not meet criteria which would 

allow them to be placed in a thought symptom or action 

symptom category (see section on Categorization of Symptoms 

for criteria). 

Procedure 

A copy of a psychiatrist's summary of the initial 

interview of a patient was available within 24 hours after 

the patient's admission. This summary was examined by the 

experimenter to determine whether the patient met the 

criteria for placement into thought or action symptom 

categories. The experimenter made an effort to contact 

patients meeting the above criteria within the following 

1 to 4 days, if the patient remained in the closed-ward 
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(admitting and observation) facility. Before contact, the 

experimenter inquired of aides on the ward whether the 

patient seemed too "upset" to undergo test procedures. 

This criterion made length of present hospitalization some

what longer for a few subjects. 

Initial contact of the patient was made in the day-

room of the ward. After introduction, the experimenter 

explained that new male patients were being asked to 

participate in a research project investigating the ways in 

which "people with different sorts of problems and ways of 

life see things differently." The patient was told he 

would be asked to tell stories to some pictures, and supply 

some background information concerning himself and his 

parents. The experimenter noted that participation was 

wholly voluntary, and that refusal to participate would 

have no bearing on his life in the hospital. It was 

explained that the procedure was not for the purposes of 

determining treatment or length of stay in the hospital, 

and that the information was not to be shown to doctors or 

other staff members in such a way that it might be connected 

with the patient personally. Three patients refused to 

participate. If a patient agreed to participate, an 

appointment was made with him for later the same day or the 

following day. 

Each subject was seen individually by the experi

menter in a small, sound-proof interview room connected to 



the ward. The room contained k chairs and a low center 

table. After the experimenter reminded the subject that 

participation was voluntary, the subject was asked to sign 

a research form required by the hospital for all research 

practices. The form stated the voluntary nature of 

research and the exclusion of individual data from treat

ment and decision-making procedures of the hospital. 

The following test procedures will be described in 

detail in the section on experimental measures. The 

subject was given instructions appropriate for the Thematic 

Apperception Test, and the 7 TAT cards were presented. 

Following completion of this procedure, Rorschach instruc

tions were given and the 10 Rorschach cards were adminis

tered. Finally, the subject was asked for information 

pertinent to the scoring of his social maturity and that of 

each of his parents. (Thus the experimenter had no 

knowledge of a subject's social maturity level during test 

procedures.) All tests were administered in a single 

session, and all subjects were tested by the same experi

menter . 

The session often ended by answering some of the 

subject's spontaneous questions in as simple and non-

threatening a manner as possible. Further statements of 

confidentiality were sometimes required. The session was 

somewhat upsetting for 2 or 3 subjects, and the experi

menter engaged them in a brief conversation using 



reassurance and supportive techniques before returning them 

to the ward. Sessions varied in length from 35 minutes to 

75 minutes. 

All scoring was done by the experimenter. TAT 

stories were scored anonymously, but usually within 1-1/2 

to 2 weeks after testing. All Rorschach records, also 

scored anonymously, were scored during a two-week period 

of time approximately one month following testing of the 

final subject. Social maturity information was cross-

validated with hospital social service records on each 

subject, made available about 1 to 2 weeks following 

admission. Social maturity scores were calculated at that 

time, as well as the social maturity scores of subject's 

parents. 

Experimental Measures 

Social Maturity Score 

The method for measuring a patient's social 

matu rity developed by Zigler and Phillips (i960, 196lb, 

1962; Phillips and Zigler, 1964) was employed. Six 

objective biographical variables were divided into three 

levels, each conceptualized as a step along a social 

maturity continuum. The levels within each variable and 

their order from low to high are as follows: 

1. Age: 24 and below; 25-44; and, 45 years and above. 
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2. Intelligence: IQ1s of 8k or less; 85-115; and, 

116 and above. 

3. Education: none or some grades including ungraded 

or special classes; finished grade school, some 

high school, or finished high school; and, some 

college or more. 

4. Occupation: The Dictionary of Occupational Titles 

(19^9) was employed to place each occupation into 

the categories of unskilled and semiskilled; 

skilled and service; and, clerical and sales, and 

professional and managerial. 

5. Employment History: usually unemployed; seasonal, 

fluctuating, frequent shifts, part-time employment; 

and, regularly employed. 

6. Marital Status: single; separated, divorced, or 

remarried; and, single, continuous marriage. 

The above information was obtained from a subject 

during the experimental session. The information was later 

checked for its correspondence with the patient's case 

history records. Where discrepancies occurred, information 

from records was used as the final criterion. It was 

decided not to include a measure of intelligence in the 

experimental procedure. This was based on the belief that 

for some subjects the sessions would attain too great a 

length, thus increasing the subject's restlessness or 
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fatigue and affecting performance on other experimental 

tasks. Intelligence test results from no earlier than 2 

years prior to the experimental session were available in 

the case history records for 18 subjects. Intelligence 

test scores for 8 other subjects were made available by 

psychologists who later tested these patients in the course 

of their hospital duties. For another 9 subjects, a 

psychiatrist's judgment of intelligence, included in the 

patient's record, was used to estimate placement on the 

intelligence index. No intelligence scores were assigned 

for the remaining 25 subjects. 

For any of the indices, placement in the lowest 

category resulted in being given a score of 0 for that 

index. Similarly, assignment to the middle category 

resulted in a score of 1, and to the highest category a 

score of 2. The overall social maturity score for each 

patient was the mean of the scores obtained on the indi

vidual indices. Thus, the final social maturity score for 

any patient could range from 0, i.e., he fell into the 

lowest category on every variable for which information was 

available, to 2, i.e., he fell into the highest category on 

every variable for which information was available. 

Categorization of Symptoms as Thought or Action 

A symptom referred to the description of a 

patient's behavior by a psychiatrist at the time of initial 
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institutional contact or the description of behavior 

presented by referring physicians as the primary reason for 

hospitalization. Phillips and Zigler (1961) have tabulated 

15 symptoms which could be clearly placed in the action 

category and 14 which could be clearly placed in the 

thought category. Symptoms included in the action category 

were: accused of murder, assaultive, perversions, homo

sexuality, compulsions, rape or incest, robbery, suicidal 

attempt, fire setting, emotional outbursts, irresponsible 

behavior, maniacal outbursts, eats a lot, all addictions 

(except drinking), and drinking. 

Symptoms included in the thought category were: 

suspiciousness, phobias, fears own hostile impulses, 

bizarre ideas, obsession, suicidal ideas, sexual preoccupa

tion, threatens assault, depreciatory ideas against the 

self, feelings of sexual inadequacy, perplexed, deper

sonalization, feels perverted, and feels going crazy or 

mentally sick. Hallucinations were not included by 

Phillips and Zigler because they could not unambiguously 

be placed in either the action or thought categories. 

Subjects' symptoms were derived from case history 

and interview records available soon after admission. A 

third category of affect symptoms was essentially ignored 

for the purposes of this study. Thus if a patient dis

played either thought or action symptoms in combination 

with affect symptoms, the thought or action symptoms 
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determined his classification. If, however, affect 

symptoms were the only symptoms noted, the patient was not 

used as a subject; nor were patients included who displayed 

both thought and action symptoms. Although figures are not 

available, presence of both thought and action symptoms for 

a given individual accounted for most of the 29 patients 

who could not be placed in either a thought or action 

category. 

Response Style Measure 

A method of assessing response style was devised 

specifically for this study. It was used for scoring TAT 

stories to indicate the degree of thought-orientation or 

action-orientation of subjects. The method provides for 

the assignment of all verbs in a subject's TAT story to any 

of three categories: thought, action, or being. 

Complete instructions for scoring verbs appear in 

Appendix A. Briefly, verbs are categorized as thought 

verbs if they suggest intentional, relatively goal-directed 

thought processes. The action category includes verbs 

which suggest observable activity. Being verbs include a 

variety of subtypes, including verbs which suggest state of 

being, conditions of existence, states of mind (e.g., 

feelings, desires, expectations), etc. The criteria were 

first devised on an ja priori basis; they then underwent 
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considerable revision during the examination of a large 

number of TAT stories drawn from hospital files. 

In order to establish inter-rater reliability 

coefficients, 4 persons scored 7 TAT stories chosen at 

random from hospital files, none of which had been 

examined during construction of the scoring method. Two 

raters were third- and fourth-year graduate students in 

clinical psychology; another was a college graduate in 

another field; the fourth was the author of the method, 

who completed his scoring of the stories prior to present

ing the other raters with the task. A rater first read and 

studied the criteria for scoring, scored a sample story 

with the experimenter, then scored the 7 stories independ

ently. Phi coefficients between all pairs of raters on the 

three categories of verbs are presented in Appendix B, 

Table 13• Correlations ranged from .93 to .78, 11 of the 

18 coefficients being above .84. 

It was felt that TAT stimuli used in the study 

should include some pictures most apparently involving 

action and some in which thought was more apparently 

involved. In addition, it was decided that "neutral" 

pictures should be included, since some research results 

indicate that low-stimulus-relevant and neutral cards are 

most effective in reflecting need expression for some 

individuals (Epstein and Smith, 1956; Murstein, 1963)* 



To select TAT cards, three independent judges 

(l clinical psychologist, 2 graduate students in 

psychology) arranged 26 TAT cards on a 5-point continuum. 

Sorting was done under forced choice conditions, with 

ratings of 1 and 5 being assigned to 2 cards each, ratings 

of 2 and k being assigned to 6 cards each, and a rating of 

3 being assigned to 10 cards. The criteria for each rating 

were placed before the raters on a table, the following 

captions describing criteria for the scores: (l) most 

likely to elicit stories predominantly describing thought 

of characters; (2) somewhat more likely to elicit thought 

than action; (3) may equally well elicit action or thought; 

(4) somewhat more likely to elicit action than thought; and 

( 5 )  most likely to elicit stories predominantly describing 

actions of characters. When sorting had been completed, 

the rater was asked to sort cards receiving a rating of 1 

or 2 on an additional 4-point forced choice continuum. 

Criteria for rating were the same as in the first sorting, 

except that the middle criterion was removed. Ratings of 

1 and k were assigned to 1 card each, and ratings of 2 and 

3 were given to 3 cards each. Thus these cards (thought) 

could receive scores from 2 to 6, based on the sum of their 

ratings on the two sortings. A card's final score was the 

average of the ratings assigned to it by the 3 judges. The 

thought-stimulus TAT cards finally selected on the basis of 



34 

lowest ratings were: 8GF (mean rating = 2.66) and 12F 

(mean rating = 3 • 33 ) • 

Cards having received a rating of k or 5 in the 

first sorting were again sorted on the same 4-point 

continuum described above. These cards (action) could 

receive a summed rating of from 9 to 5 for a given rater, 

and a card's final score was again the average of the 

ratings assigned by the 3 judges. The action-stimulus TAT 

cards receiving highest average ratings, and therefore 

chosen for use in the study, were: l8BM (mean rating = 

8.66) and 9&F (mean rating = 7-66). 

Cards receiving a rating of 3 on the original 

sorting were again sorted on the same 5-point continuum 

used in the first sorting. Ratings of 1 and 5 were assigned 

to 1 card each, ratings of 2 and 4 to 2 cards each, and a 

rating of 3 to 4 cards. These cards (neutral-stimulus) 

could therefore obtain ratings of from k to 8 when their 

ratings on the 2 sortings were summed. The 3 cards 

receiving average ratings closest to 6 were chosen as the 

neutral-stimulus cards to be used in the study. These 

cards were: 6BM (mean rating = 6.33)? 7GF (mean rating = 

6.33) •> and 8BM (mean rating = 5*66). 

Correlations between all possible pairs of judges 

sorting the cards were .915 •71> and .63. These correla

tions suggest that the task of rating cards for thought, 

action, or neutral stimulus characteristics was not a 



meaningless one for the judges; but this, of course, 

indicates only that the judges tended to be in agreement 

on their ratings, not that the cards possess the proposed 

differences in stimulus characteristics. 

The TAT procedure was introduced to a subject by 

asking him to make up stories for each of the pictures. It 

was suggested that he might include what led up to the 

picture, what the people are doing, thinking, and feeling, 

and what might be the outcome. Once the subject had begun, 

only two questions were permissible from the experimenter: 

"What led up to this picture?" and "What will be the 

outcome?" These were asked only when the subject had 

ceased his own spontaneous offerings, and only if the 

question was called for by subject's omissions. Stories 

were tape recorded while being told, and verbs were scored 

by the experimenter at a later time. Sequence of the cards 

was determined by use of a random numbers table, in order 

to randomize presentation so as to eliminate possible order 

effects. 

After all verbs were rated, the number of thought, 

action, and being verbs was tabulated. A subject's thought 

score for a story was calculated by dividing the number of 

thought verbs by the total number of verbs, yielding T%. 

The same was done for action verbs (A%) and being verbs 

(B%). The subject's total thought score was the average of 

the sum of his 7 T% scores (likewise for action and being). 



36 

Parental Social Maturity Score 

The parental social maturity score was the average 

of the combined social maturity indices of the patient's 

father and mother. Subjects were asked to provide informa

tion about both parents relevant to the indices used in the 

measure of social maturity. Intelligence was not included. 

Age referred to the age of the parents when the patient was 

born. This was calculated by subtracting the patient's age 

from his parent's present age (or in the case of parent's 

death, calculating according to their age at death and the 

year of death). Information for the other four indices was 

to refer to conditions as they existed when the patient was 

five or six years old. Indices were not scored if the 

patient was in any doubt about the variable being con

sidered. No cross-validation of this information was 

available in most cases. 

Holt-Rorschach Scoring Method 

The Holt (1956, 1963; Holt and Havel, i 9 6 0 )  system 

for scoring the extent of unsocialized and illogical nature 

of Rorschach responses was employed. The score applied to 

such responses is called a Defense Demand (DD) score, and 

is intended to be an indication of the degree to which the 

response requires control and defense mechanisms to make it 

more acceptable. In scoring for DD, the scorer first uses 

the scoring manual to find the category into which the 
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response falls, then assigns the response the DD rating 

associated with that category. (For example, the response 

"people flying through the air" falls under the Holt 

category of "impossible inappropriate activity." Responses 

in this category automatically receive a DD rating of 4.) 

DD ratings range from 1 (more acceptable) to 6 (less 

acceptable). Ratings for each category have been previ

ously set by Holt and his co-workers, based on their own 

subjective judgment. Mean DD ratings will be used to 

indicate the degree to which subjects' responses require 

defense or adaptive efforts. (DD ratings are not associ

ated with any specific prediction. They are included here 

since it was felt that DE scores for experimental groups 

might be affected by the amount of illogical and unsocial-

ized responses, as well as effectiveness of defense.) 

The Holt system provides also for the scoring of 

defense effectiveness (DE). The factors contributing to DE 

scores have been discussed in the Introduction section. 

DE scores also range from 1 (most adequate defense) to 6 

(least adequate defense). Criteria for scoring have been 

defined in detail by Holt in the scoring manual, and were 

determined subjectively by Holt. Each response assigned a 

DD rating is also scored for DE. DE scores will be used to 

define the degree of success a subject achieves by his 

defense or adaptive efforts. 



Since form accuracy contributes to the determina

tion of DE scores, each response was scored for form 

accur a c y  a c c o r d i n g  t o  t h e  met h o d  d e v i s e d  b y  M a y m a n  ( i 9 6 0 ) .  

DE scores are also affected by the number and quality of 

control and defense variables evident in the subject's 

responses. Holt has categorized such variables, using a 

psychoanalytic theoretical approach in their categoriza

tion. Defense categories for responses are thus recorded 

before DE scores are assigned. 

The Holt method has been used with success in a 

great number of studies in which degree of unsocialized 

and illogical responses were interpreted as the manifesta

tion of primary process thinking: that is, thought which 

appears to be more "primitive" in nature. The areas of 

investigation of these studies include sensory deprivation 

(e.g., Goldberger and Holt, 196l; Klein, 1965), drug 

effects, psychopathology, hypnotic phenomena, and the 

balance of primitive types of thinking and defense effec

tiveness among creative individuals. Holt (1963) mentioned 

that scorer agreement coefficients for DD reported in these 

studies ranged from .97 to . 75» and for DE scores from .95 

to .60. 

The procedure for establishing rater reliability 

for the present study was as follows. Before scoring 

responses for this study, and after considerable practice, 

the experimenter scored responses on 19 Rorschach records 
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which had previously been scored according to the Holt 

method. These were supplied by Dr. Richard Wiseman, taken 

from data used in his research (Wiseman, 1962). A listing 

of reliability coefficients established between the 

experimenter and Dr. Wiseman for several variables appears 

in Appendix C. A product moment correlation of .92 was 

achieved between mean DD ratings, and .90 between mean DE 

ratings. 

In the experimental setting, all 10 cards of the 

Rorschach were administered. Instructions were those 

suggested by Klopfer and Davidson (1962). Inquiry was 

undertaken after all responses to a card had been given. 

Inquiry included a special addition to more traditional 

questions: as suggested by Holt and Havel (1960), the 

subject was asked how the response made him feel--i.e., was 

it pleasant or unpleasant, and why. This aided in 

eliciting affective reactions possibly not otherwise 

manifest to the experimenter. 

The experimenter scored all responses one month 

after the final subject had been tested. Subjects were 

assigned identification numbers randomly, and these numbers 

were placed on their Rorschach records. During scoring the 

records were not attached to the subjects' other data. 

They were thus scored without the experimenter's knowledge 

of subjects' social maturity levels or symptom forms. 
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Responses were scored for Form Level (Mayman, i 9 6 0 ) ,  

Defense and Control categories, DD, and DE. 

Experimental Design and Controls 

The experiment employed a 2 x 2 factorial design, 

creating k groups of 15 subjects each. High and low social 

maturity groups were formed by the social maturity measure. 

These two groups were formed with the additional design 

requirements that half of each social maturity group 

manifested primarily thought symptoms and the other half 

action symptoms. The k groups are thus characterized as 

follows: ( l) high social maturity, thought symptoms; ( 2 )  

high social maturity, action symptoms; (3) low social 

maturity, thought symptoms; and (k) low social maturity, 

action symptoms. 

That the high and low social maturity groups 

represented two independent populations was assured by the 

fact that all social maturity scores at the high level were 

above the social maturity mean for the 60 subjects; all 

scores at the low level were below the mean. Means of 

social maturity scores for the 4 groups appear in Appendix 

D, Table 17; this table also shows the results of chi 

square tests for matching of the groups. Mean scores for 

each group on the 6 individual indices of the social 

maturity scale are shown in Appendix D, Table 18. 

Statistical analysis revealed no significant difference in 
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social maturity scores between symptom groups at the high 

2 
social maturity level (x = 0.0, cif = 1, P =»-99)» nor at 

2 the low social maturity level (x = 0.075> df = 1, P = 

•80). Symptom groups within social maturity levels were 

thus judged to be matched for social maturity scores. 

Considerable care was taken not to weight any one 

group heavily with a particular diagnostic category, 

although the limits of population size made perfect 

diagnostic matching of the k groups impossible. Fre

quencies of diagnostic categories within various groups of 

subjects are shown in Appendix D, Table 19• Analyses 

revealed no significant differences in the size of the 

schizophrenic diagnostic category between high social 

2 maturity and low social maturity (x = .006, P = .90), 

2 
thought and action symptoms (x = .137» P = *80), symptom 

2 
types of high social maturity (x = .135? P = -80), symptom 

2 
types of low social maturity (x = .55^» P = »50). No 

significant difference was found in the number of neurotic 

diagnoses between high and low social maturity levels 

2 
(x = 2.454b, P = .20). Thus the groups were judged to be 

relatively well matched with respect to diagnostic 

composition. 

Group means for length of hospitalization at time 

of testing appear in Appendix D, Table 20. No significant 

differences were found in length of hospitalization between 

symptom groups at the high social maturity level 
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(x = .059? P = «90), nor at the low social maturity level 

(x2 = .300, P = .70). 

Only 3 subjects were receiving special treatment 

at the time of testing. These 3 subjects had attended 3 

sessions of an adolescent psychotherapy group. Two of 

these subjects were in the high-action group, and the other 

was in the high-thought group. 



RESULTS 

Results of Tests of Hypotheses 

A two-way analysis of variance (symptom by social 

maturity) of mean T% scores on the TAT was computed to 

assess the proposed relationship between thought response 

style and thought symptom form. Group T% means appear in 

Table 1, and analysis results in Table 2. There was no 

significant difference between either the symptom form 

groups (F = .498, P 25) or social maturity levels 

(F = .073, P =*.25)5 nor was the interaction effect 

significant (F = . 9^9» P *.25)• 

A similar analysis of variance was computed with 

mean X% scores to assess the relationship of action 

response style to action symptom form. Group A% means are 

shown in Table 3> and analysis results in Table k. Mean A% 

scores were nearly identical at social maturity levels 

within a given symptom form group. Action symptom subjects 

obtained significantly greater A% means than thought 

symptom subjects (F = 10.062, P = .005)* No differences 

were indicated between social maturity levels (F = .015? 

P *.25)? nor was the interaction significant (F = .264, 

P -».25)• The results support the hypothesis that action 

symptoms correspond to a more pervasive action response 

style, as indicated by percentage of action verbs. Also 
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Table 1 

Mean Percentage of Thought Verbs for 
Experimental Groups 

Social maturity Thought symptom Action symptom 

High 6.433 4.760 

Low 5.193 5-460 

Table 2 

Summary of Analysis of Variance of Percentage of 
Thought Verbs in TAT Stories for 

Experimental Groups 

Source df MS 

Between Groups 3 

Social Maturity (SM) 1 1.094 0.073 =".25 

Symptom Form (SF) 1 7-420 0.4989 s». 25 

SM X SF 1 14.113 0.9491 >.25 

Within Groups 56 14.870 

Total 59 
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Table 3 

Mean Percentage of Action Verbs for 
Experimental Groups 

Social maturity Thought symptom Action symptom 

High 38.160 46.453 

Low 3 8 . 9 0 6  45.020 

Table 4 

Summary of Analysis of Variance of Percentage of 
Action Verbs in TAT Stories for 

Experimental Groups 

Source df MS F P 

Between Groups 3 

Social Maturity (SM) 1 1.148 0.015 =* • 25 

Symptom Form (SF) 1 763*980 10.062 .005 

SM X SF 1 20.068 0.264 =-.25 

Within Groups 56 75•929 

Total 59 
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they suggest that action response style may occur at either 

level of social maturity. 

Chi square median tests with Yates corrections were 

performed to assess differences in parental social maturity 

scores between symptom groups at a given level of social 

maturity of patients. Table 5 shows parental social 

maturity mean scores for the groups, and the results of 

chi square tests. Mean parental social maturity was 

slightly lower for high-action subjects than for high-

thought subjects, as predicted; the means of low-thought 

and low-action subjects, however, were nearly equal. No 

significant difference in parental social maturity scores 

was found between high-thought and high-action groups 

O 
(x = 2.133, df = 1, P = .20), nor between low-thought and 

low-action groups (x^ - 0.00, df = 1, P s>.99)» Thus 

support was not gained for the argument that parental 

response styles might account for the existence of develop-

mentally atypical response styles at various levels of 

social maturity among adult offspring. 

Differences with respect to defense effectiveness 

(DE) on the Rorschach were assessed by calculating chi 

square median tests with Yates corrections. DE means for 

the groups, and results of chi square tests, appear in 

Table 6. High-thought subjects achieved significantly 

2 better DE scores than high-action subjects (x = 4.80, 

df = 1, P = .05), and low-action significantly better DE 
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Table 5 

Means of Parental Social Maturity (PSM) Scores, and 
Results of Chi Square Median Tests, for 

Experimental Groups with Different 
Symptom Forms 

2 
Groups PSM mean Median x df P 

High SM Groups 

High-Thought (HT) 1.218 

High-Action (HA) 1.112 

HT vs. HA 1.175 2.133 1 .20 

Low SM Groups 

Low-Thought (LT) 1.234 

Low-Action (LA) 1.205 

LT vs. LA 1.225 0.00 1 =».99 
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Table 6 

Means of Defense Effectiveness (DE) Scores,3 and 
Results of Chi Square Median Tests, for 
Experimental Groups, Social Maturity 

(SM) Levels, and Symptom Types 

2 Groups DE Mean Median x df P 

High SM Groups 

High-Thought (HT) 2.164 

High-Action (HA) 2.742 

HT vs. HA 2.345 4.800 1 .05 

Low SM Groups 

Low-Thought (LT) 3«2l4 

Low-Action (LA) 2.389 

LT vs. LA 2.825 4.800 1 .05 

SM Levels 

High (H) 2.453 

Low (L) 2.801 

H vs. L 2.665 1.666 1 .20 

Symptom Type 

Thought (T) 2.689 

Action (A) 2.565 

T vs. A 2.665 0.066 1 .80 

aLower means indicate greater effectiveness of 
defense. 
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2 scores than low-thought subjects (x = 4.80, df = 1, 

«• 

P = .05)• These findings support the contention that 

certain developmental response styles (as reflected in 

symptom forms) are more appropriate at particular levels 

of social maturity if more effective adaptation or defense 

is to be achieved. (In a 2 x 2 factor table, the above 

results would have the properties of a significant inter

action effect. In later discussion, therefore, these 

results will be referred to as the "DE interaction 

effect.") 

Table 6 also indicates a tendency for subjects of 

high social maturity to achieve more satisfactory DE scores 

than did subjects of low social maturity. The difference, 

2 
however, was not statistically significant (x = 1.666, 

df = 1, P = .20). The difference between symptom types was 

2 
likewise not significant (x = 0.066, df = 1, P = .80). 

Defense demand (DD) scores were analyzed by chi 

square median tests with Yates corrections, as were per 

cent of responses on which DD scores were given. These 

were used to assess the degree to which less satisfactory 

DE scores could be accounted for by increased defense 

demand. DD means for experimental groups, social maturity 

levels, and symptom types appear in Table 7? along with 

chi square results. No significant differences in DD scores 

were found between high-thought and high-action (x = 0.133j 

Q 
df = 1, P = .80), low-thought and low-action (x = 0.533} 



Table 7 

Means of Defense Demand (DD) Scores,a and Results of 
Chi Square Median Tests, for Experimental 

Groups, Social Maturity (SM) Levels, 
and Symptom Types 

2 
Groups DD mean Median x df P 

High SM Groups 

High-Thought (HT) 2 . 6 3 2  

High-Action (HA) 2 . 7 6 8  

HT vs. HA 2.73 0.133 1 .80 

Low SM Groups 

Low-Thought (LT) 3»08l 

Low-Action (LA) 2.769 

LT vs. LA 3.09 0.533 1 «50 

SM Levels 

High (H) 2.700 

Low (L) 2.925 

H vs. L 2.87 0.600 1 .50 

Symptom Type 

Thought (T) 2 . 8 5 6  

Action (A) 2 . 7 6 8  

T vs. A 2.83 0.00 1 » . 9 9  

aLower means indicate less defense demand. 
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df = 1, P = .50), high and low social maturity levels 

2 (x =  0 . 6 0 ,  df = 1, P = . 5 0 ) ,  or action and thought symptom 

forms (x^ = 0.0, df = 1, P ="'.99)« Mean per cents of 

responses scored for DD appear in Table 8, as well as 

results of chi square tests. There were no significant 

differences in percentages between high-thought and high-

action (x^ = 0.0, df = 1, P =*. 99) , low-thought and low-

2 
action (same results), social maturity levels (x = 2.32, 

o 
df = 1, P = .20), or symptom types (x = O. 8 2 6 ,  d f  = 1 ,  

P = .50). The findings indicate that less successful 

defense among the patients with atypical symptom forms 

cannot be accounted for on the basis of increased incidence 

of illogical or unsocialized responses. 

Additional Results 

The following are results of analyses which were 

not part of the formal research plan, and in most cases 

represent post hoc considerations arrived at after inspec

tion of the above results. As such, they cannot be accepted 

as formal tests of the hypotheses. They are presented here 

primarily for their use in the following discussion and 

interpretation of the main results. 

It was felt that failure of the T% scores on the 

TAT to distinguish thought symptom from action symptom 

patients might be due to a tendency for thought patients 

to use more verbs of being. This belief was made the more 
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Table 8 

Means of Percentage of Rorschach Responses Scored for 
Defense Demand and Results of Chi Square Median 

Tests, for Experimental Groups, Social 
Maturity (SM) Levels, and 

Symptom Types 

2 
Groups Mean % Median x df P 

High SM Groups 

High-Thought (HT) 50.00 

High-Action (HA) 50.13 

HT vs. HA 4:7.5 0.00 1 =».99 

Low SM Groups 

Low-Thought (LT) 4:9*73 

Low-Action (LA) 42.66 

LT vs. LA 40.0 0.00 1 >.99 

SM Levels 

High (H) 50.06 

Low (L) 46.1 9  

H vs. L 4:5.0 2.320 1 .20 

Symptom Types 

Thought (T) 49.86 

Action (A) 46.39 

T vs. A 45.0 0.826 1 .50 



probable since verbs indicating feelings and emotions have 

been included in the "being" category. An analysis of 

variance of B% scores indicated a significantly greater use 

of being verbs for thought symptom than for action symptom 

patients (F = 6.921, P = .025), and no significant social 

maturity effect (F = .061, P •*.25) or interaction effect 

(F = .002, P *.25)• Group B% means appear in Table 9> and 

results of the analysis in Table 10. 

Some validity would be gained for the TAT response 

style measure if A% were found to be higher for the cards 

selected as action stimuli and T% higher for thought stimuli, 

over and above the differences in response tendencies of the 

experimental groups. Consequently, a one-way analysis of 

variance of A% scores was computed to assess the differen

tial scores on the three types of stimuli (action, thought, 

and neutral). The results, which appear in Appendix B, 

Tables l4 and 15? indicate a significant difference in k% 

scores between the three TAT stimulus categories (F = 

10.989, P = .001). The results of Scheffe tests on all 

possible pairs of means indicated that A% scores were 

significantly greater on action stimuli than on either 

neutral or thought stimuli. The results of a similar 

analysis of T% scores appear in Appendix B, Tables 14 and 

l6. The differences in T% scores between the three TAT 

stimuli was significant (F = 14.246, P = .001); Scheffe 

tests showed significantly greater T% scores for the 
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Table 9 

Mean Percentage of Being Verbs for 
Experimental Groups 

Social maturity Thought symptom Action symptom 

High 55-327 48 •
 

-0
 

0
0
 

O
 

Low 55.806 4 9  .513 

Table 10 

Summary of Analysis of Variance of Percentage of 
Being Verbs in TAT Stories for 

Experimental Groups 

Source df MS F P 

Between Groups 3 

Social Maturity (SM) 1 5.521 O . O 6 1 8  =* .25 

Symptom Form (SF) 1 618.246 6.9217 .025 

SM X SF 1 0.24l 0.0027 =* .25 

Within Groups 56 89.319 

Total 59 



thought stimuli than for either neutral or action stimuli. 

These results lend validity to the action-thought 

categorization of verbs. 

It will be recalled that percentage scores for 

thought, action, and being verbs were calculated for each 

subject on the response style measure. For example, a 

subject's final T% score was the average of his T% scores 

on the stories told to 7 TAT cards. T% for a story was 

the number of thought verbs in the story divided by the 

total number of verbs. One difficulty with this percentage 

measure is that greater error is possible in the case of a 

subject producing a small total number of verbs than for 

a subject producing a large number of verbs. For example, 

an error of 1 thought verb out of 10 total verbs affects a 

score by 10%; out of 100 verbs, an error of 1 would affect 

a score by only 1%. This difficulty is partially allevi

ated by the fact that a high degree of interrater relia

bility was demonstrated for the response style measure (see 

Appendix B, Table 13)* However, one would still wish to 

know if the experimental groups differed greatly in the 

total number of verbs produced. A two-way analysis of 

variance (symptom by social maturity) of total verb 

frequency was thus calculated, a subject's score being the 

number of verbs produced in the 7 TAT stories. The results 

of the analysis are presented in Table 11. No significant 

difference was demonstrated between social maturity levels 
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Table 11 

Summary of Analysis of Variance of Total Verb 
Frequency in TAT Stories for 

Experimental Groups 

Source df MS F P 

Between Groups 3 

Social Maturity (SM) 1 183.75 0 •
 
H
 

to
 

tJ=
-

"N
j =» .25 

Symptom Form (SF) 1 62.02 0 

H
 

(N O
 • > .25 

SM X SF 1 1206.02 0 •
 

CD
 

H
 

00
 

=» .25 

Within Groups 56 1^73.05 

Total 59 
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(F = 0.124, P =» .25) or symptom forms (F = 0.042, P 5».25)* 

nor was the interaction effect significant (F = O . 8 1 8 ,  

P =*.25)• Therefore, concerning the calculation of 

response style percentage scores, error which may have 

occurred due to differences in total verb frequency prob

ably did not differentially affect the scores of the 4 

experimental groups. 

One would wonder whether the response style of 

parents of patients might be indicated by the parents' 

occupations (as suggested by Phillips, 1968), rather than 

by parents' social maturity scores. The previous ratings 

of subjects' fathers' occupations were used to calculate 

group means. These means indicated slightly lower occupa

tions for fathers of high-action patients than for fathers 

of high-thought patients, and slightly higher occupations 

for fathers of low-thought than of low-action patients. 

2 X tests with Yates corrections indicated a non-significant 

tendency for thought symptom patients' fathers to have 

occupations of a higher class level (x = 4.677> P = .10). 

The level of occupations of action symptom patients' 

fathers did not differ from chance expectancy (x = 2.076, 

P = .30) . 

Finally, one wonders whether the DE "interaction 

effect" shown in earlier results would hold true for 

different diagnostic categories within the various experi

mental groups. Separate DE group means were calculated for 



schizophrenic and non-schizophrenic patients within each 

of the k experimental groups. The means appear in Table 

12. The directions of the means suggest that the inter

action effect would hold for both non-schizophrenic and 

schizophrenic patients; but it should be emphasized that 

sizes of diagnostic categories within the experimental 

groups were too small to permit significance tests. 



Table 12 

Means of Defense Effectiveness Scoresa for 
Schizophrenic and Non-Schizophrenic 

Patients within Experimental 
Groups 

59 

Schizophrenic Non-Schizophrenic 

Social Maturity 

High 

Low 

Thought Action 

2.215 2.861 

3-541 2.862 

Thought Action 

2.086 2.605 

2.560 2.005 

aLower scores indicate greater effectiveness of 
defense. 



DISCUSSION 

The results of the TAT procedure supported the 

hypothesis that action symptom patients would employ a 

greater percentage of action verbs than thought symptom 

patients. A study cited earlier (Phillips and Zigler, 

196l) related symptom -form to the thought- or action-

orientation of patients' occupations. Taken together, 

these results are interpreted to show that action symptoms 

indicate a more pervasive action response style which 

characterizes an individual's mode of expression in a 

variety of situations. Furthermore, it is seen that 

evidence for an action response style, said to be more 

typical among low scorers on social maturity, may also be 

observed at higher levels of social maturity. Phillips and 

Zigler (1961) have shown a relationship between high social 

maturity scores and evidence for thought response style. 

However, the results of the present study suggest that 

symptom form would more accurately predict one's response 

style (as indicated by verb usage) than would one's social 

maturity score. 

The present results are less clear concerning 

thought symptom patients. When compared to action symptom 

patients, thought patients do have in common a tendency not 

to express themselves with motoric or action-oriented 

60 
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verbs. But the results of the T% analysis do not allow one 

to characterize thought symptom patients as individuals who 

"think about" their lives and problems any more than do 

action symptom patients; that is, no more often do they 

engage in intentional thinking, decision making, or planning 

of the type chiefly represented in the T category of the 

response style scoring system (see Appendix A). 

Additional analysis, however, revealed that thought 

symptom patients were clearly differentiated from action-

oriented patients by their significantly greater B% scores. 

From the descriptions of categories included under verbs of 

being (Appendix A), one may speculate that the following^ 

concerns might correspond to the use of such verbs: (l) 

concern for a description of what exists in one's environ

ment; (2) concern for the conditions under which one 

exists; (3) concern with passive receipt or ownership; 

(4) concern for the various states of mind, such as wants, 

needs, feelings, beliefs, knowing, likes and dislikes, 

expectations, etc.; and (5) concern for the experiencing 

of things sensorily. When compared to an action-

orientation, the above may be characterized as: (l) an 

orientation toward perceiving and "internally" organizing 

the nature and conditions of existing factors in the 

environment, rather than acting upon such factors; and 

(2) an orientation to respond via subjective, personal 
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conditions rather than by observable actions directed 

outward. 

A thought response style, as indicated by the 

criteria for thought verbs, was defined as a tendency 

toward intentional thinking, planning, and decision-making 

when attempting solutions to life problems. The response 

style characterized above, however, describes attempts at 

solutions via an enhanced (or exaggerated) awareness of 

internal and external conditions, and subjective, internal 

manipulations of one's own perceptions, thoughts, and 

feelings. This second response style appears to be a 

variation of the originally-proposed thought style. But it 

emphasizes cognitive and ideational processes in general, 

rather than the specific logical requirements of formal 

thought processes originally felt to distinguish such 

individuals from action individuals. 

The conceptualization of such an "ideational" 

response style does not violate the premise that develop

ment proceeds from action to thought; the processes which 

seem to characterize an ideational orientation would still 

follow action in a developmental sequence (Piaget, 1967; 

Rapaport, 1951)• 

This study employed a thought symptom group similar 

to that of Phillips and Zigler (1961), who found such 

patients more often at higher levels of social maturity. 

If they may be characterized -as possessing an ideational 



response style, as the present results would suggest, then 

this response style is more typical at higher levels of 

social maturity. The present results show in addition that 

the ideational response style may be found at a lower 

social maturity level as well. The ideational response 

style of these patients is consistent with the nature of 

the thought symptoms manifested by them. 

The interpretation of 13 scores presented above 

remains, nevertheless, a post hoc exercise; a more certain 

interpretation of such a response style must be sought 

through further research, possibly by employing a revision 

of the response style measure. Nevertheless, because the 

interpretation definitely distinguishes thought symptom 

from action symptom patients in thijs. study, and since it is 

only a variation of the original "thought response style," 

we shall refer to "ideational response style" when speaking 

of thought symptom patients in the following discussion. 

By this is meant that they are more likely to seek solu

tions via cognitive and ideational means than by actions. 

An attempt to relate patients' response styles, 

regardless of social maturity level, to their parents' 

social maturity scores was not fruitful. Nor were they 

found to be related to the levels of fathers' occupations, 

although there was a tendency for thought symptom patients 

to have fathers with higher level (more thought-oriented) 

occupations. This should not discourage further 



investigation of factors early in life which may influence 

an individual to develop a response style consistent or 

inconsistent with his adult level of psychological develop

ment. Phillips and Zigler (1961) have found symptom form 

to be consistent with the action or thought nature of 

patients' occupations, and the present study relates 

symptom form to verbal behavior. These findings suggest a 

response style which characterizes the individual's 

functioning in a variety of situations, including both 

normal and pathological functioning. As such, they would 

be presumed to have an early origin. Further studies might 

avoid the methodological difficulties of the present study 

by: (l) employing populations wherein the subjects' 

parents themselves would be available, thus increasing 

information source reliability; (2) measuring response 

styles of parents, rather than assuming style from social 

maturity level; and (3) investigating a number of more 

specific attitudes of parents toward child-rearing. 

The analysis of DE scores indicated that defense 

effectiveness was considerably impaired for those patients 

with symptom forms not typical for their levels of social 

maturity. It is believed that individuals with greater 

social maturity scores are subject to a variety and 

complexity of problems different in nature from those most 

likely to beset the individual of low social maturity, due 

to differences in cognitive mediation of situations 
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(Achenbach and Zigler, 1963; Katz and Zigler, 1967; Zigler, 

1967)* The DE results are interpreted to indicate that the 

more socially mature individual who employs a develop-

mentally lower (action) response style, is not equipped to 

meet problems inherent to his social maturity level with as 

much adaptive success as is the individual who maintains 

an ideational response style. Conversely, an action 

response style would appear to be more effective in meeting 

problems more typical of the lower social maturity group; 

members of this group who employ an ideational style are 

seen as less effective in their adaptive or defensive 

efforts, as indicated by Rorschach DE scores. According 

to this interpretation, then, patients with greater 

adaptive potential are those who have adopted response 

styles which are consistent with their level of premorbid 

social maturity. 

The demonstrated interaction effect (better DE 

scores for high-thought and low-action than for low-thought 

and high-action) is not consistent with Phillips' (1953? 

1968) contention that social maturity level may be taken as 

an index of adaptive effectiveness. However, it must be 

remembered that the high and low social maturity groups in 

the present study were not intended to be representative of 

the total populations of high and low social maturity 

patients, with respect to the type of symptoms manifested. 

Such a representative sampling would, for instance, contain 
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somewhat more thought symptom than action symptom patients 

among high social maturity scorers (Phillips and Zigler, 

1961). Nevertheless, the present results indicate that 

knowledge of both a patient's apparent response style and 

his social maturity level may lead to a more accurate 

prediction of adaptive potential than would knowledge of 

social maturity alone. 

Finally, the present DE interaction effect between 

social maturity and response style offers an explanation 

for some past findings by Phillips and Zigler ( 1 9 6 1 ) ,  

concerning outcome in psychiatric disorders among similar 

groups of patients. They reported similar significant 

interaction effects with respect to length of hospitaliza

tion and percentage of returns to the hospital. These 

variables may have reflected differences in adaptive 

adequacy between the four groups, as demonstrated by DE 

scores in the present investigation. 

A variety of alternative explanations for the 

obtained results should be considered. First it may be 

argued that less adequate DE scores for patients with 

"atypical" symptoms may have been the result of illogical 

or unsocialized responses of a qualitatively greater 

nature for these groups. That is, their inferior DE scores 

may not represent less adaptive strength, but simply that 

they were working against greater odds. However, analysis 

revealed no significant social maturity, symptom form, or 
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interaction effects concerning DD (amount of defense and 

control called for by the responses). It is doubtful, 

then, that differences between groups on DE scores may be 

accounted for in this manner. 

Second, it cannot be argued that the differences 

are attributable to diagnostic differences between the 

groups, since the groups were constructed to be relatively 

similar in diagnostic composition. However, one may wonder 

whether the interaction effect represents differences 

pertinent to all members of a given social maturity-symptom 

form group, or whether the effect was brought about mainly 

by schizophrenic patients in a given group. DE means 

calculated for social maturity by symptom form by diagnostic 

groups have been presented in Table 12. It may be seen 

that high-thought subjects achieved better DE means than 

high-action subjects, and low-action better than low-

thought subjects, in both diagnostic groups. It is 

interesting to note that although the social maturity-

symptom form interaction is visible regardless of 

diagnosis, the absolute values of the schizophrenic DE 

means for each experimental group are higher than those 

for non-schizophrenics (higher scores indicate poorer 

defense effectiveness). 

Third, it cannot be said that the effect may be due 

to differences in percentage of responses scored for DD per 

Rorschach record. An analysis of per cent of DD responses 
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revealed no significant social maturity or symptom form 

effects; nor were differences found between symptom groups 

within given levels of social maturity. However, it may be 

argued that length of Rorschach records may affect greater 

or lesser defense effectiveness. The author has been 

interested in the sequence effects of testing (Grisso and 

Meadow, 1967)5 and has believed that Rorschach scores are 

to be analyzed in light of the ongoing Rorschach experience 

rather than simply a series of isolated events (Grisso, 

1968). For instance, DE scores occurring late in a 

Rorschach record may show the effects of the prolonged 

Rorschach experience in addition to the effects of the 

immediate response. In order to check for group differ

ences in length of Rorschach records, mean number of 

responses were calculated for the four experimental groups. 

The above factor was removed from concern by the nearly 

identical means (high-thought = 17«5? high-action = 17-

low-thought = 18.3 •> low-action = l6.7)» 

Unfortunately, this study employed no control for 

possible medication effects. It is known that almost all 

of the subjects were receiving some medications, though 

information concerning the types, amounts, and continuous 

days of medication was not collected. Thus the study 

remains open to the criticism that Rorschach scores may 

have been affected to some extent by type or dosage level 

of medication. 
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The results of this study offer several suggestions 

for further research. First, refinement of the response 

style measure designed for this study may lead to a clearer 

interpretation of response styles as indicated by verbal 

behavior. The action verb categories served well the 

purposes of the present investigation. However, the 

results indicate a need for a revision of the verb cate

gories which are said to define a thought or ideational 

response style, before very meaningful statements can be 

made about the effects of response styles at different 

social maturity levels. 

Second, with a better response style measure in 

hand, further research may focus on more specific explana

tions for the greater efficiency of certain response 

styles at different social maturity levels. The present 

results offer no clear indications, for example, concerning 

why an ideational response style among high social maturity 

patients is related to greater adaptive success, while 

among low social maturity patients it is related to less 

adaptive success (relative to that of low-action patients). 

One possible clue is afforded by examination of the 

form accuracy ratings for the two thought symptom groups 

(see Appendix E). Form accuracy was quite satisfactory for 

the high-thought group, but very poor for the low-thought 

group when compared to the low-action group. An ideational 

response style has been characterized as a tendency to 
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internally manipulate one's thoughts, feelings, and percep

tions. It is possible that such a response style, with its 

emphasis on cognitive manipulations, led to modifications 

of Rorschach percepts which resulted in better form 

accuracy for high-thought subjects and resulted in impaired 

form accuracy for low-thought subjects. In other words, an 

internal manipulation of percepts may be adaptive for high 

social maturity subjects, who have the intellectual 

maturity to handle such manipulations effectively, but not 

as adaptive for low social maturity individuals as would be 

an action orientation. 

Finally, further research may study response styles 

of normal individuals to compare with findings on patient 

populations. Studies by Lazarus et al. (1962) and Speisman 

et al. (1964), for example, have investigated the efficacy 

of different sound tracks which emphasized various defense 

styles, in mitigating physiological stress reactions to a 

motion picture film. They have found that particular 

defense styles are of differential effectiveness for 

ideationally-oriented and action-oriented college students 

and businessmen. 



SUMMARY 

The purpose of the study was to test four major 

hypotheses bearing on the utility of social maturity 

levels, developmental response styles, and their inter

action as indices of adaptive potential among psychiatric 

patients. 

The first hypothesis tested was that patients who 

manifest thought symptoms would produce a greater per

centage of thought verbs in TAT stories than action symptom 

patients, whereas action symptom patients would produce a 

greater percentage of action verbs. The second hypothesis, 

tested simultaneously with the first, stated that the first 

hypothesis would be supported regardless of the social 

maturity scores of patients. 

Subjects were newly-admitted psychiatric patients. 

They comprised four groups of 15 subjects each, the groups 

representing the combinations of two social maturity levels 

(high or low) by two symptom forms (action or thought). 

Social maturity was measured by an individual's scores on 

six variables related to degree of intellectual and social 

attainment. Symptom form was derived from psychiatric case 

records. The four groups possessed similar diagnostic 

composition, and did not differ significantly with respect 

to length of hospitalization prior to testing. 
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A method for rating verbs in TAT stories was 

developed specifically for this study. The method provides 

for the placement of all verbs in stories into any of three 

categories: thought, action, or being. Seven TAT stimuli 

were systematically selected to represent extreme action, 

extreme thought, and neutral stimulus pull. 

Action symptom patients at both social maturity 

levels were significantly differentiated from other 

patients in the study by their relatively dominant per-

centage of action verbs. Thought symptom patients did not 

produce a significantly greater percentage of thought verbs 

than did other patients. An additional analysis, however, 

revealed that they did produce significantly more "being" 

verbs than action symptom patients, regardless of level of 

social maturity. These findings were interpreted to 

suggest that patients with action symptoms possess a more 

pervasive action response style, as measured by verbal 

behavior. An investigation of the composition of verbs 

categorized as "being" led to the suggestion that thought 

symptom patients may be characterized as possessing a more 

general cognitive or ideational response style, not 

necessarily characterized by more intentional thought 

processes such as planning and decision-making. 

The third hypothesis tested was that patients with 

thought symptoms have been raised by parents who possessed 

a greater level of social maturity than the parents of 



patients with action symptoms, regardless of the patient's 

present level of social maturity. Information about 

parents with respect to the six social maturity indices was 

obtained from patients. The hypothesis was not supported, 

and the reliability of the information source was ques

tioned . 

The fourth hypothesis stated that patients with 

symptoms not developmentally consistent with their level of 

social maturity (action at a high level of maturity, 

thought at a low level of maturity) should possess less 

adaptive potential when dealing with problems, than 

patients whose symptom forms are consistent with their 

level of social maturity. The Rorschach and the Holt 

method of scoring Defense Demand and Defense Effectiveness 

were used to test this hypothesis. It was predicted that 

high social maturity action patients and low social 

maturity thought patients would evidence less successful 

defense on responses of an illogical or unsocialized 

nature, than would high social maturity thought and low 

social maturity action patients. This prediction was 

strongly supported by the results. Further tests con

cerning the qualitative and quantitative amounts of 

illogical and unsocialized responses manifested by each 

group, indicated that the differences in defense effective

ness occurred in the absence of any significant difference 



between the four groups in the degree of such response 

manifestations. 

Results were interpreted in the following ways: 

1. Action symptoms are indicative of a more pervasive 

action response style, as indicated by percentage 

of action verbs. 

2. A general cognitive or ideational response style 

is suggested by thought symptoms. This response 

style does not appear to include increased use of 

intentional thinking or planning as was originally 

hypothesized. 

J. Action and ideation response styles may be found at 

both high and low levels of social maturity. 

4. Patients with greater adaptive potential, as indi

cated by defense effectiveness on the Rorschach, 

are those who have adopted developmental response 

styles consistent with their level of social 

maturity. 

5· Past research has suggested that adaptive potential 

may be predicted by knowledge of a patient's social 

maturity score. The present results suggest that a 

more accurate prediction may be made by considering 

both the patient's social maturity score and his 

response style. 



A variety of additional analyses were presented, 

having a bearing on the validity of the response style 

measure and the investigation of differences between 

diagnostic categories in the four experimental groups. 

Several areas for further research were suggested. 



APPENDIX A 

CATEGORIZATION OF VERBS IN TAT STORIES 

The object of the rating system described below is 
the categorization of all verbs in a subject's TAT story 
into any one of three categories: Action, Thought, or 
state of Being. It is first necessary to determine which 
words are to be rated. Keeping in mind that all verbs 
(including infinitives) are to be rated, list the verbs 
that appear in the story. If a verb is preceded by an 
auxiliary verb, this is treated as part of the verb (e.g., 
is hitting, has been eating, etc.). 

It is now necessary to proceed down the list of 
verbs, deciding whether each conveys Thought, Action, or 
Being. It may be well to first state a few things which 
have no bearing on rating: 

1. Negatives are of no consequence in criteria 
for rating a verb. 

2. One need not be concerned about the verb's 
subject or object, nor about anything else having to do 
with its grammatical importance in the sentence. 

3« The tense of a verb has no bearing on rating. 

I. Thought Verbs (rate T) 

1. T^ verbs imply an intentional thought process or 
cognitive discrimination of some kind: wonder, ponder, 
learn, consider, plan, forget, imagine, remember, judge, 
figure out, decide, wish, worrying, etc. (NOTE: "Know" is 
not a T verb, but a verb of Being.) 

2. The verb "think" is scored T when it means "to 
think about or of" (e.g., "He is thinking about her."), but 
it is scored as a verb of Being when it means "believe" or 
"feel" (e.g., "He thinks he loves her."). 
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II. Action Verbs (rate A) 

1. Verbs to be scored /i are perhaps the easiest to 
identify. Many will clearly imply that action takes place. 
For example: steal, run, work, reach, hit, shoot, fall, 
take, etc. 

2. However, verbs which indicate action only in a 
passive or weaker sense are also scored A^. Many of these 
describe posture, or activity without real action. For 
example: stand, sit, stay, doing, rest, find, hold, 
happen, wait, etc. 

3. Verbs indicating that a character verbalizes 
something, or verbally communicates with someone, are 
scored as A^, since they imply that some observable behavior 
is taking place: tell, talk, say, inform, ask, discuss, 
argue, explain, etc. 

4. Verbs describing sensory experiences may be 
scored either Action or state of Being depending in some 
cases on the verb form and in others on the context in 
which the verb appears. If the verb implies an active 
attempt on the part of the character to achieve sensory 
input, the verb is scored as Action. If the verb implies 
only the passive sensory experience itself, it is scored 
as state of Being. For example: 

State of Being 
see 
hear 
smell 
taste 
feel 

Action 
look, watch 
listen * (distinguished 
*smell as Action by 
*taste use in 
*feel context) 

III. Verbs of Being (rate li) 

Verbs rated fall into the various subcategories 
below, though they are not scored for subcategory--only for 
B. 

1. State of Being: is, was, appears to be, looks 
like, (he) looks (sad), etc. 

2. Conditions of Existence: lives, dies, continue, 
succeed, fail, grow, become, strive, has to (is obliged 
to), try, achieve, begin, end, etc. 

3» Conditions of Receipt or Possession: has, get, 
receive, lose, win, etc. 
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k. States of Mind: hope, know, realize, like, 
want, need, feel, believe, agree, disapprove, expect, 
intend, understand, interested, think (when it may be 
translated as "believe"), etc. 

5. Conditions of Sensory Experience: (described 
under II-4). 



APPENDIX B 

DATA RELEVANT TO THE RELIABILITY AND VALIDITY OF 
THE METHOD FOR RATING VERBS 

Table 13 

Phi Coefficients between Independent Raters Scoring 
Verbs in TAT Stories 

Action verbs Thought verbs Being verbs 

Raters 

2 

3 

4 

l 2 3 l 2 3 l 2 

.90 .84 .93 

.84 .88 .91 .87 .82 .89 

.80 .81 .84 .78 .82 .81 .83 .85 

Table 14 

Mean Percentage of Action and Thought Verbs on 
TAT Cards with Action, Neutral, and Thought 

Stimulus Characteristics 

3 

.87 

Stimulus Action per cent Thought per cent 

Action 

Neutral 

Thought 

47.900 

40.566 

37.883 
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l-750 

5.083 

9-150 
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Table 15 

Summary of Analysis of Variance of Percentage of 
Action Verbs for TAT Cards with Action, 

Neutral, and Thought Stimulus 
Characteristics 

Source df MS F P 

Between Stimuli 2 1613.115 10.9891 .001 

Within Stimuli 177 146.792 

Total 179 

Table 16 

Summary of Analysis of Variance of Percentage of 
Thought.Verbs for TAT Cards with Action, 

Neutral, and Thought Stimulus 
Characteristics 

Source df MS F P 

Between Stimuli 2  549.395 14.2469 .001 

Within Stimuli 177 3 8 . 5 6 2  

Total 179 



APPENDIX C 

INTERRATER RELIABILITY FIGURES ON THE 
HOLT-RORSCHACH SCORING SYSTEM 

The following is a list of correlations established 

between the experimenter and an experienced rater (Dr. 

Richard Wiseman) on the scoring of Holt-Rorschach variables 

used in this study: 

Defense Demand Score 

Per Response ............... r = .89 

Me an D D . . . . . . . . . . . . . . . . . . . . r = • 9 2 

Defense Effectiveness Score 

Per Response ............... r = .87 

Me an DE . . . . . . . . . . . . . . . . . . . . r = • 9 0 

Number of Rorschach Records = 19 

Number of Scored Responses = 146 
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APPENDIX D 

DATA RELEVANT TO THE COMPOSITION AND MATCHING 
OF THE EXPERIMENTAL GROUPS 

Table 17 

Means of Social Maturity (SM) Scores, and Results of 
Chi Square Median Tests, for the Matching of 

Symptom Groups within Social 
Maturity Levels 

2 Groups SM mean Median x df P 

High SM Groups 

High-Thought (HT) 1.2&7 

High-Action (HA) 1.3^0 

HT vs. HA 1.275 0.0 1 =>.99 

Low SM Groups 

Low-Thought (LT) 0.570 

Low-Action (LA) 0.556 

LT vs. LA 0.500 0.075 1 .80 
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Table l8 

Means of Experimental Groups for the Six Social 
Maturity Indices (Age in Years, Other 

Indices in Scaled Scores) 

High- High- Low- Low-
Indices Thought Action Thought Action 

Age 39.^66 3 2 . 6 6 6  29-533 28.466 

Intelligence 1.400 1.454 o. 666 0 . 7 0 0  

Occupation 0.733 1 . 2 6 6  0 . 2 6 6  0.333 

Work History l. 466 1 . 6 0 0  0.533 0.666 

Education 1 . 2 6 6  1-533 1.000 0.933 

Marital Status l. 666 1 . 2 6 6  o.4oo 0 . 2 0 0  

Table 19 

Frequencies of Diagnostic Categories for 
Experimental Groupsa 

Diagnosis 
High-
Thought 

High-
Action 

Low-
Thought 

Low-
Action 

Schizophrenia 9 8 10 8 

Psychoneuros es 4 5 2 2 

Sociopathic 1 2 1 3 

Character Disorder 1 0 2 2 

aChi square tests indicated no significant differ
ences between groups concerning frequency of schizophrenic 
or non-schizophrenic diagnoses. 
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Table 20 

Means of Days of Hospitalization Prior to Testing, 
and Results of Chi Square Median Tests, 

for Experimental Groups 

2 
Groups Mean Median x df P 

High Social Maturity 

High-Thought (HT) *1.066 

High-Action (HA) 3«933 

HT vs. HA 3.00 0.059 1 •90 

Low Social Maturity 

Low-Thought (LT) 3-133 

Low-Action (LA) 5*066 

LT vs. LA 3.00 0.300 1 .70 



APPENDIX E 

MEANS OF RORSCHACH FORM LEVEL RATINGS FOR 
EXPERIMENTAL GROUPS 

Social maturity Thought Action 

High 1.1353 0.8353 

Low 0.2920 1.0480 
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