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PERSONAL INTRODUCTION

The experiences which lead any research worker to
select his particulér area of research must affect, in some
measure, his approach to the problems involved. On this
agsumption I hawve chogen to preface the preseht report with a
brief outline of the circumstances which directed my attention
to the maternal role in schizophrenia.

My own interest in the subject was originally
gtimulated during my involvement in a two year research project
devoted to the study of chronic schizophrenic patients. The
regsults of this study have been reported elsewhere (Freeman,
Cameron, McGhie, 1958) and will be referfed to in a later
discussion on the present investigation. In the course of
the earlier study of chronic schizophrenics I was brought into
contact with a nuimber of the patients' relatives and was
forcibly impressed by the unusual attitudes and opinions
expressed by the mothers in particular. This first impression
was considerably heightened during a later phase of the project
when a small group of these mothers was formed to meet regularly
with myself and my two colleagues. Working constantly and over
a long period with very deteriorated chronic schizophrenic

patients imposed & considerable strain which was felt by each of
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us. We readily agreed, however, that this strain was slight
in comparison with the effect produced by our group of mothers.
Although this group had been formed in the hope of gaining the
co-operation of the family in aiding us to understand and treat
the patients, the meetings quickly fell into the pattern of
psychotherapeutic sessions as the mothers used them as a
platform for airing their own problems and fears. At that
time we were most impressed by the degree of irrationality
which appeared to dominate the thinking and behaviour of our
rather small group. The capacity for denial of anything in
the environment which did not correspond to their own
interpretation of the world was so pronounced as to prevent any
real communications between us. As one of my colleagues
remarked, "It's like shadow boxing - you never really make
contact", Indeed, we felt at times more able to communicate
with the schizophrenic patients than with their mothers. This
early experience led me to the literature on the 'schizophrenogenic
mother! and thus stimulated the present study.

As in 8ll research, this study could not have been
completed without the co-operation and assistance of many people.
I should like to take the opportunity to acknowledge the help
given by Dr. Angus MacNiven, Physician Superintendent of Glasgow

Royal Mental Hospital, and Dr. T. Freeman, Director of the
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Lansdowne Clinic in granting me access to patients and
relatives. I am also indebted to Dr. Gibson Graham for
his assistance in contacting patients and their relatives at
Paisley Royal Infirmary. Mr. T.M. Banks, Assigtant Director
of Education for Glasgow and Mr. H.J. Trump, Director of
Extra-Mural Studies, University of Glasgow, were also most
considerate in allowing me to contact a proportion of the
subjects who made up the normal comparative group. I
should also like to acknowledge the helpful comments and
criticisms offered by my supervisor, Professor T. Ferguson
Rodger, by Dr. Angus MacNiven, Dr. T. Freeman and many of my

\

colleagues.



GENERAL  INTRODUCTION

The pathological condition of schizophrenia
represents today perhaps the greatest unsolved problem facing
modern psychological medicine. Investigations into the
aetiology of the illness are made doubly difficult by the
absence of a satisfactory scheme by which the symptoms may
be classified and gystematically studied. These fundamental
difficulties are reflected in the lack of a generally accepted
definition of schizophrenia and the wide variations in
diagnostic procedure. It would appear that most authorities
now agtee that schizophrenia is likely to prove to be a generic
term covering a number of illnesses with a common denominator
and that a specific aetiology is therefore unlikely to apply.
The following definition is representative of this outlook and
suggests both the non-specifity of the syndrome and the wide
scope of the aetiological factors which have to be considered -
", ...the group of schizophrenics are regarded as representing
genetically detefmined, although sometimes environmentally
provoked, biochemical disturbances of cerebral function.”

(A. Tait, 1958.)
2 great deal of modern research is being devoted to

the genetic, biochemical and neurological factors which appear



to be related to schizophrenia, in the hope of isolating the
organic changes which underly the illness. Other workers
have gought to isolate the environmental conditions of
schizophrenia, seeing in the patient's earlier personal
experiences, factors which appear to be causally connected
with the emergence of the psychotic state. As if in response
to the facit assumption of a wholly organic explanation of
schizophrenia, there has been a tendency on the part of
'dynamic' psychiatrists, particularly in the United States,

to regard these environmental factors as being the prime
determinants in the development of the illness: many of these
workers have come to the conclusion that schizophrenia can

best be understood as the outcome of a severe disturbance

in interpereonal relations. In line with modern thinking, it
is perhaps unrealistic to view aﬁy illness as being either
exclusively organic or 'functional! in origin. The high
concordance rate of schizophrenia in uniovular twins reported
by Kallman (1946) and Slater (1953) strongly argues for a
basic genetic origin. Such findings, however, do not preclude
the influence of environmental factors and in fact both Kallman
and Slater have acknowledged the role played by the schizophrenic's

sbecisl environment. It seems reasonable to suggest that certain
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psychogenic factors might come into operation before the
constitutionally latent schizophrenia becomes manifest. Faris
and Dunham (1939), Hare (1955 and 1956), Roth (1957) and others
have singled out social isolation as having a causal relation
to schizophrenia,

Investigationg into the schizophrenic's social
environmeht have led inevitably to a closer scrutiny of the
patient's family background. The majority of these
investigations have focused on the relationship between the
developing schizophrenic and his mother, seeking to find in
this relationship some correlates with the later emergence of
the psychoticlcondition. The broad hypothesis behind such
work is that there are certain factors which distinguish the
mother-child relationship of the future schizophrenic from
the 'normal' relationship existing in the case of non-
schizophrenics. The object of the present gtudy will be to
revievw the evidence which has been reported in connection with
this hypothesis and to present the gquthor's own attempts to
test its wvalidity.

The thesis is presented in five main sections. In
the first section the previous literature on the subject is
reviewed to provide a background to the present study. The

gecond section is devoted to a description of the author's
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approach - the experimental design of the investigation.
The material comprising the investigation is presented and
examined in the third and fourth sections. In the fifth
and final section an attempt is made to summarise the
conclusions reached and to relate in some measure these

conclusions to our present knowledge of schizophrenia.



SECTION 1

BACKGROUND AND FPREVIOUS LITERATURE

—— s ane = wve e



Available information on the type of maternal
influences experienced by schizophrenic patients is drawn from
two main sources. We have first the opinion of many
psychiatrists whose experiences with their schizophrenic patients
and their relatives have convinced them that the personalities
of the patients' mothers fall into a uniform and recognisable
pattern, The expression of these opinions has stimulated a
number of investigations aimed at wvalidating these clinieal
impressions, and assessing the personality traits involved.
The results of these investigations provide us with our second
gource of information.

In this section we will then congider first the
picture given by the clinical observations of the mothers of
schizophrenic patients before examining the more systematic

attempts to study the question.

1. Clinical Impressions
While collecting the date for this study, the author

was asked to give a short talk to the nursing staff of the mental

hospital where the work was being carried out. Although the
nurses had no acquéintanca with the literature on this subject

it soon became plain that they had formulated, on the basis of

their own experience, certain fairly clear cut ideas about the



mothers of their schizophrenic patients. The general opinion
expressed was that the mother often constituted a bigger

nursing problem than the patient by her over-demanding and
antagonistic attitude towards the hospital staff. A ward
sister summed up the feelings of the others in declaring, "I
think some of these patients must come into hospital to get

away from their mothers". Another nurse remarked that,
"Living with some of these women would be enough to drive anyone
mad !" Psychiatrists have at times gone a little further in
declaring that the mothers of their schizophrenic patients are
so consistently alike in their attitudes that the psychiatric
impression of the mother plays a useful role in the initial
diagnosis of the schizophrenic son or daughter. This clinical
picture of a distinctive personality pattern in the mothers of
schizophrenic patients is a particularly common feature of
reports in American psychiatric publications. Indeed, certain
sectors of American psychiatry now assume that the impression

is valid for all schizophrenic patients. Perhaps more important
is a further extension of this view which relates the mother's
personality and the patient's schizophrenia in a causal sense,
the assumption being that the mother's attitude to her child sows
the seed of the subsequent schizophrenic reactions. Many

American publications devoted to a psychotherapeutic approach to



schizophrenia assume such a causal link without question

(e.g. Whittaker et al, 1958). A typical, though someﬁhat
eitreme gtatement of this view is Rosen's emphatic comment

that "Schizophrenia is a disease which has its conception
gsomewhere between birth and prior to termination of the pre-
verbal period and is caused by the mother's inability to love
her child". (Rosen, 1953)  Fromm-Reichmann comments in a
similar wvein, "The schizophrenic is painfully distrustful and
resentful of other people due to the severe early warp and
rejection he encountered in important people of his infancy

and childhood, as a rule, mainly in a schizophrenogenic mother'.
(Fromm-Reichmann, 1948) The acceptance of the maternal
influence as a prime factor in the aetiology of schizophrenia
has become so widespread in certain sectors of American
psychiatry that the term ‘'schizophrenogenic mother' has become
a familiar sight in the recent literature. This rather
obnoxious term describes the mother whose attitude to her child
is so pathological as to cripple the child's.physical development
and lay the foundation of the later schizophrenic breakdown.

In spite of the frequent references to the role of the
'schizophrenogenic! mother, few of its users have attempted to
define the term or to formulate their impression of the mother's

personality in a detailed manner. Beyond a general agreement



that these mothers tend to lack emotional warmth and that

they attempt to manipulate others, one finds a distinct lack

of detail behind the clinical stereotype. A noteable
exception here is provided by the late Lewis Hill's clear
exposition of his observations based on many years experience
with schizophrenic patients and their relations. ‘"Now, if we
endeavour to reconstruct some of thege observations that we

have made from our experience of schizophrenic patients and
their mothers, we can imagine what must have been the life-
situations of the mothers. It would appear that they were
dominated by their own mothers, who were opposed to sex and men
and who were competitive both with husbands and with children
for dominance in the household. They declined to grow old and
let these children of theirs mature into motherhood. These
mothers of schizophrenics, as a group, might be called 'obsessive-
compulsive'. They are abnormally interested in cleanliness
and propriety. They are idealists concerning marriage and love,
although they seem to be quite vague about sexual matters. One
would suspect that they are examples of Freud's observation that
at the center of the obsessive structure there is an exquisite
hysteria. It appears in getting the histories, with the questions
about the mother in mind, that the mother either was a frigid

or an immature person without capacity and tolerance for mature



psychosexual intimacy with another person, or, if she had such -
capacity, for one reason or another it was in eclipse at the
time of the patient's infancy." Later, Hill describes the
pattern of marital adjustment which he has observed to be
typical of these mothers. "When asked how and why they came
to be married, these mothers sometimes give the superficial
answer that they married for love. But, again, they seem
factual and concrete and, as a rule, indicate that they married
to get away from home and that they married particular men
because they were gentlemen. This means that in courting them
they made no sexual demands or advances..... These women have
a way of describing their marriage as anything from good to
perfect, and yet, when they are pinned down to details, it is
found that these allegedly perfect marriages have been
punctuated by separations, by bouts of alcoholism and
unfaithfulness on the part of the husband, by brutality at times,
and frequently have ended in divorce. The divorce rate in
this group is high; particularly the number of divorces due to
incompatibility in the two persons because of mental illness

is higher than would be found in general.” Finally, with
regard to the mother's attitude towards the child, Hill declares,
"These mothers love their children who become schizophrenic not

only excessively but conditionally. The condition for their

1



love is one which the schizophrenic child cannot meet. If

he does, to a degree, meet it, in doing so he sacrificies his
realisation of a personality of his own, independent of hers...”
(Hill, 1955)

Hill's observations then give a picture of a mother
who, because of her own deficiencies, is unable to make a
successful marriage, or to rear children who are other than a
meie extengion of her own maladjusted personality.

This description bears some correspondence with
descriptions of the mother's personality put forward by other
observers. Many of these descriptions are, however, not
readily comparable, due to differences in terminology. The
mothers are, for example, commonly described as being 'over-
protective! in their attitude to the patients, but the criteria
of 'overprotection', where defined, vary greatly. One attempt
to overcome this obstacle and to order the different clinical
impressions in a systematic fashioﬁ hag been made by a team of
observers working at Palo Alto Clinic in California (Jackson et
al, 1958). A number of psychiatrists were asked to record
their impressions of 'typical' schizophrenic parénts by means of
a Q-gsort procedure. Although this investigation examined the
psychiatric conception of both the maternal and paternal role,

we shall confine our present comments to the views expressed on



the personality of the mother. A factor analysis of the
collected data produced three factors which were taken to
represent three general conceptions of the schizophrenogenic
mother. As this study represents the only reported attenmpt

to assegs systematically current psychiatric conceptions of

the personality of mothers of schizophrenicsg, it would seem
worthwhile to repeat the findings in some detail. The three
personality types which emerged from the factor analysis are
termed by the authors the 'Puritanical'!, the 'Helpless' and the
'Machiavellian'. The conception of the 'Puritanical' mother
is outlined as follows: "It is clear from the above set of
items that certain psychiatrists conceive of the schizophrenogenic
mother ag an over-controlled, highly moral, and determined woman
who is attuned to the world as she has chosen to understand it.
She is relatively uninterested in sensuous experience and has a
sternly developed sense of responsibility. This mother appears
to be an assured, stolid person who entertains no self-doubts.
Ambiguities are resolved into more convenient dichotomies. Her
world is organised in terms of prescriptions and proscriptions,
and life is not viewed as a pleasurable venture. Subtlety,
spontaneity, and self=-indulgence hold no positive values and

may even be denounced as evil.® The second type, the 'Helpless!

mother is described as: "A weak, anxious, and confused person,



lacking in a sense of personal integrity, and consequently
buffeted about by the conflicting pressures impinging upon her.
In this conception of the schizophrenogenic mother, she is seen
as dissatisfied with herself and as expressively inarticulate.
She capitulates to demands, albeit subtly attempting to
undermine the victory she so easily allows. She is dependent
upon others in many ways - for her gratifications, for her
senge of personal value, and for decisiveness, where she can
only vacillate. Her behaviour suggests a yearning for the
role of a child, where she would be nurtured, protected and
loved without having to assume the responsibility for herself
and others". Finally, the 'Machiavellian'! type of mother is
seen as: "... coolly, perceptively guileful and manipulative.
Rebelliousness, but not impulsivity, is present. She is a
highly driven person, she is devious, hostile, unforgiving and
unethical as she attempts to achieve her ambitions. Other people
are regarded with an eye to their potential usefulness and exist
pawns, to be controlled in a rather ruthless quest for
achievement and power. The humanizing emotions of compassion,
tenderness and love find little place here". (Jackson et al, 1958)
Unfortunately there are several deficiencies in this
study which preclude the acceptance of the results as reflecting

a valid picture of psychiatric opinion. The original selection



of the twenty psychiatrists who took pasrt in the Q-sorting
procedure was limited to those who had worked intensively
with schizophrenic patients on long term psychotherapy and
who already subscribed to the concept of the schizophrenogenic
mother., In the instructions given, those taking part were
agked to describe the family of either a schizophrenic child
or adult on the dubious agsumption that childhood autism and
adult schizophrenia are comparable conditions. From the
rather obscure description of the original selection of the
108 items involved in the Q-sort one might also conclude that
these items reflected in some measure the preconceptions of

the authors and thus further limited their findings.

2. Systematic 8tudies
leaving for the moment the picture of the parent-

child relationship in schizophrenia developed in the course of
clinical observation, we turn now to a consideration of the
evidence ammssed by the more systematic investigations carried
out in this field. The adjective 'systematic! might well be
placed in parentheses here, for, as will be seen, the
methodological deficiencies of many of these studies result in
1ittle being added in the way of verification to the candidly

subjective opinions we have already considered.
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One of the earlier attempts to investigate the
pattern of maternal attitudes in schizophrenia was carried out
in 193/ by Kasanin, Knight and Sage. A series of forty-five
schizophrenic patients was studied, selection being confined to
patients whose case histories included a detailed account of
early parent-child relationship. The authors concluded from
their survey that in 60% of these cases the attitude of the
mother to the child was markedly over-protective. Kasanin
and his fellow workers themselves qualify their findings by noting
that it is the over-protective parent who tends to give a
detailed higtory on the patient's admittance, and that therefore
their original selection of the material may have biased the
results obtained. A further limitation in this study, which
also appears in many other later studies, is that the authors
have sought for evidence of over-protection in their data
without strictly defining the standards upon which their
judgements are made. A similar pattern of maternal over-
protection was observed in a series of schizophrenic cases
studied by Reichard and Tillman (1950). The pathological
attitude behind this pattern, leading to what the authors
appropriately term 'smother love', is seen as the expression of
a need on the part of the mother to prevent the child developing

as an independent being. Over-protection is here designated
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as a covert form of rejection in that the child's right to

a separate existence is denied. A second pattern of maternal
behaviour was obgserved in this study, taking the form of a more
overt rejection of the child by a domineering and aggressive
mother. The authors refer also to a third pattern of parent-
child reletionship involving a rejecting schizophrenic father,
although this pattern is observed much less frequently.

In concluding their summary of the patients studied, Reichard
and Tillman state that, "In no case did we find a proper respect
for the individual's need to be himself and an acceptance of him
in his own right". They also make the point that the parental
care in these cases appears to be quite adequate and appropriate
while the child is an infant, the pathological attitudes of the
parent only becoming evident when the developing child seeks

to express his individuality. This investigation is again open
to the objection that the data collected is taken wholly from
the patient's case history without any direct contact with the
patient or his parents., The results of a more systematic
attempt to evaluate the influence of the family environment on
schizophrenic patients were reported in an earlier paper by
Lidz and Iidz (1949). Although patients' case histories were
again the only medium of information, the selection of the

gseries of cases studied was less open to criticism and the data



collected and analysed in a more objective manner. The
histories examined were those of fifty ( 27 males and 23 females)
congecutive admigsions to the Phipps Psychiatric Clinic where

a diagnosis of schizophrenia had been established prior to the
age of twenty-one years. The records were scrutinised for
the presence or absence of five clearly defined events:-

1) Deprivation of a parent prior to the age of nineteen years.
2) Chronic instability of a parent or foster parent.

3) Chronic hostility or serious friction between parents.

L) Serious deviations from cultural norms in child rearing.

5) Mental illness in the family tree.

In their analysis of the information thus collected, Lidz and
Lidz report the following findings. 40% of the patients in
their sample had been deprived of at least one parent, either
by death, divorce or separation. Of the thirty-three cases
where adequate information was available, 61% were reared in
homes with marked and constant parental strife. Only seven

of the thirty-three cages were raised by two parents between
which there was a reasonable degree of domestic harmony. In
approximately 50% of this series where there was actual parental
loss, this was adjudged to be due to serious emotional instability
on the part of one parent. Although the authors admit to some

difficulty in estimating the presence or the degree of unsuitable



child rearing practices, they give a figure of 41% for the
frequency of this pattern among the forty-four cases where the
information given in the history permitted evaluation. A final
conclusion made is that a stable parental influence could be
said to exiat in the case of only five of the fifty
schizophrenic patients covered by the investigation. Lidz and
Lidz also repeat the suggestion made in Reichard and Tillman's
paper that the concept of the schizophrenogenic mother may have
overstressed the very early mother-child relationship whereas
®.... it may be the serious difficulties that are chronically
present through childhood which prevent the patient from fitting
into the pattern offered by society...." (Lidz and Lidz, 1949).
A much larger scale study of the family histories of schizophrenic
patients was reported by Wahl (1954), who scrutinised the case
histories of all consecutive schizophrenic admissions to Elgin
State Hospital over a six month period., After discarding a
large proportion of the histories on the grounds that they do not
yield adequate information, Wahl's experimental sample consisted
of 392 schizophrenic cases (231 male and 161 female). Factors
vhich Wahl considered but did not show a significant difference
from the estimated incidence in the general population included
ordinal placement in the family group and membership of rigid and

authoritarian religious sects. There was some evidence to suggest



that the schizophrenic patient came from a family of significantly
more than average size, a factor which Wahl suggests might
diminish the amount of parental affection available to each child
and intensify sibling rivalry. The lack of attention paid to
the distribution of social class differences and the effect of
such differences on family size would seem, however, to make this
aspect of Wahl's results of questionable value. The remaining
two factors examined in Wahl's study were parental loss and the
presence of severe parental rejection or overprotection.

Parental loss was assessed where there was an absence of parental
contact over at least five consecutive years before the child
reached the age of fifteen yeérs. Of the 392 patients studied,
43% had lost one or both parents before this age and 23% of the
patients had been orphaned. A total comprising 48% of the
patients were judged to have been exposed to severe parental
rejection or overprotection, the former attitude being the much
more frequent,

The evidence reported in the investigations already
reviewed has been accumulated entirely through examination of
schizophrenic case histories, invariably selected according to
the amount of information regarding the mother-child relationship
which they yield. Other investigators have sought to free

themselves from this restriction by obtaining their information



directly from the mothers of the patients. One of the most
widely quoted of such investigations, the results of which are
representative of other similar studies, is that reported by
Tietze (1949). Twenty-five mothers of adult schizophrenic
patients were studied intensively by a series of interviews to
obtain information on both the maternal attitudes and the
personality development of the schizophrenic son or daughter.
Tietze's main impression of the subjects interviewed was that
they tend to be openly or covertly dominating in their general
attitude, their manipulative attitudes being particularly evident
in their approach to the interview and the type of relationship
which they attempt to impose on the interviewer. More than
half of the group frankly described their marriage as ‘'very unhapoy!
and Tietze was impressed at the degree of marital strain present
in the remainder of the group who did not overtly declare this.
Many of the mothers admitted that thdy married for an ulterior
motive, such as to escape from an unhappy home environment. In
their sexual adjustment, the majority of the mothers are described
as being plainly frigid and intolerant in their general attitude
towards sex. From the information obtained on the patient's
development, Tietze builds up a picture of the developing
schizophrenic and the maternal influences to which ke is exposed.

In the early nursing of the child the mothers are seen to show a
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uniform pattern of rigid and obsessional behaviour. It is
of interest here, particularly in view of the results of the
present author's study, that Tietze found it impossible to
obtain accurate data on early toilet training, the majority of
the mothers being unable to give even approximete information
regarding onset or completion of training. In general, however,
Tietze's study showed an absence of any marked pathological
maternal attitudes during infancy, this being regarded as the
most 'normal' period of the mother-child relationship. 4As the
patient develops, he emerges as a shy and withdrawn child, markedly
lacking in such qualities as initiative and self confidence,
and over~-dependent both on the mother and the other children in
the family. The majority became schizophrenic during adolescence
but were still regarded by the mother as being 'normal' in their
behaviour until the frankness of their symptoms made psychotie
treatment imperative.

A common methodological limitation affecting all of
the investigations hitherto considered is the obvious absence
of any adequate norms upon which comparison might be based.
If there do exist factors in the mother-child relationship
peculiar to schizophrenia we can only hope to isolate them by
comparison with the attitudes demonstrated by mothers of non-

schizophrenics. Many of the authors already quoted were aware



of this weakness in interpreting their dats but thought that
the possibility of gaﬁhering comparative data from a matching
normal control group presented insurmountable difficulties.
leaving aside for the moment our congideration of the very real
problems which arise in contpolling this type of investigation,
we might now survey the results of some of the controlled studies
which have been reported in the literature.

One of the first controlled studies reported (Prout
and White, 1950) immediately confirmed the necessity for some
form of controlled comparison in that the results obtained were
distinctly different to those yielded in uncontrolled investigations.
Prout and White interviewed the mothers of twenty-five consecutive
admissions of male schizophrenics to the New York Hospital for
Mental Illness, comparing the results with information received
from a control group of twenty-five mothers selected from the
general population. A basis of selection for the control group
was an absence of schizophrenia in the family and evidence of an
adequate adjustment on the part of the children. The two groups
were equated for age and, as far as possible, as to socio-economic
gtatus. The analysis of thig dats showed "no major differences
in their life experiences" between the two groups. The
experimental group were judged to be less ambitions and successful

as individuals in comparison to the control group, but to be



relatively more ambitious for their sons. Comparative
Rorgchach data also suggested that the experimental group
had less drive, warmth and emotional stability. The authors
conclude that the main'distinction between the two groups lies
in the schizophrenic's mother's need to enrich the emptiness
of her own life by obtaining vicarious satisfaction in the
achievements of her son. A further discrediting of the
specificity of certain factors in relation to schizophrenia
wag suggested by the estimation of parental deprivation in
schizophrenia made by Oltman, McGarry and Friedman (1952) by
which the authors concluded that parental deprivation occurs
no more frequently in schizophrenic parents than in normal
families. Their figures suggested that the 'broken home! is
a significant factor only in cases of neurotic or psychopathic
braakdown. Oltman and her colleagues conclude "... that the
incidence of dementia praecox is unrelated to known external
stresses or deprivation". In a discussion following this
paper, Dr. I. Tuesk challenges this interpretation, pointing
out that the parental deprivation may be more subtle and
involve difficulties in the mother-child relationship rather
than gross physical deprivation.

In an attempt to obtain a more objective assessment

of maternal attitudes than that allowed by interviewing, Freeman
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and Grayson (1955) employed a questionnaire technique. The
measuring instrument used in this work was the Shoben Parent-
Child Attitude Survey (1949), already partly standardised to
differentiate between responses of mothers of problem children
and mothers of non-problem children. The Shoben Scale was given
individually to the visiting mothers of fifty schizophrenic
patients of the Veberans Neuropsychiatric Hogpital at Los Angeles.
These mothers were also given a short interview to obtain more
general information which might substantiate their responses to the
questionnaire. The advantage of ‘objectivity' which argued in
favour of the questionnaire method was here made more doubtful

by the ultimate classification of the subject's responses into
variables or attitudinal themes, this classification being made

on a frankly subjective basis. As in many previous controlled
studies, the control subjects were acquaintances or relatives of
psychology undergraduates who in this case administered the
questionnaire to the volunteer subjects. No mother was accepted
in the control group where any member of the family had ewver
required any form of psychiatric treatment. The results of

the final comparative analyses are summarised by the authors as
follows - "What secmed to emerge as characterising the mothers
of schizophrenics were attitudes of self-sacrificing martyrdom,

of subtle (rather than frank) domination, and overprotectiveness.

In return for their noble qualities, they expected unquestioning




conformity with parental wishes, through inner conviction

rather than external coercion. Marked overconcern with
children's sexual behaviour and an abysmal ignorance and fear

of consequences in this area stood out with particular clearness.”
(Freeman and Grayson, 1955)

Of the criticisms which have been levelled at the
majority of studies in this field there are three which are
perhaps most cogent. The first of these is related to the
almost complete absence of consideration of the psychodynamic
factors involved which must affect the information collected
from the informants. Any interview which seeks to elicit
information on such emotionally-laden areas as child-rearing,
marital adjustment, intrafamily relationships, is likely to
arouse personal anxiety against which the subject will defénd
himself by a variety of manosuvres. Such congiderations will
be particularly relevant in the case of the experimental subjects
who are influenced by all the complex reactions arising from
having a son or daughter suffering from a severe psychiatrie
illness. The possibility of penetrating these defences, and
obtaining a reasonably valid picture of the family situation, on
the basis of a single interview or from a questionnaire, secems
highly improbable. The two other main deficiencies of these

studies lie in the compilation of normative data from control



groups. Ideally the two groups should be matched according
to such factors as age, education, social status and the parental
trauma inherent in the mental illness of one member of the family.
Most of the previous studies have ignored or given only scanty
attention to the effects of different socio-economic backgrounds
on child rearing practices and family structure as a whole.
Finally, in no case have the authors sought comparative informesticn
from the parents of patients suffering from a non-schizophrenic
mental disturbance.

The first of these considerations figures largely in
the work reported by Gerard and Seigel (1950) who carried out
what must be one of the most painstaking attempts to examine the
pre-psychotic background of the schizophrenic, giving due allowance
to the psychodynamics of the situation. The method used by
the authors was that of a standardised interview by which the
subjects were guided through a series of topics related to the
development of their schizophrenic child. The chief point of
departure of this study from others hitherto reviewed lay, however,
in the attention paid to establishment of a relationship between
interviewer and subject which would minimise the defensive anxieties
of the subject and allow the maximum degree of frankness. With
this object in view the interview technique was designed to

resemble a supportive therapeutic session in which every possible



means were used to create a high degree of rapport. No attempt
was made to limit the interview to one session, the avédrage
interviewing time per subject being three hours. Although
fully aware of the deficiencies of the types of control groups
uged in other studies, Gerard and Seigel found themselves unable
to overcome the difficulties involved and were forced to use
control subjects composed of parents of high school males of
approximetely corresponding ages to the schizophrenic patients.
In this way the family backgrounds of seventy-one male
schizophrenics in all were investigated for evidence of
aetiological factors in their early environment. The negative
findings reported in this study included a number of factors
which are given pogsitive sgignificance in other studies. The
pattern of early feeding and toilet training was not found to
conﬁain any factors differentiating the two groups. Evidence of
a rejecting attitude towards the child demonstrated in vpregnancy
was more apparent in the control group than in the mothers of
the schizophrenic group. Conventional behaviour problems of
childhood (including enuresis, soiling, sleeplessness, temper
tantrums, etc.) again occurred with equal frequency in either
group. The incidence of 'broken homes' was also found to be
of no significance and there was no evidence that the schizophrenics

had been exposed to a family influence which was to any extent more




23

harsh, rejecting or hostile than that experienced by the non-
schizophrenics. A number of categories were, however, found to
be significant. The schizophrenic group appeared to be much
more submissive children than their opposite numbers in the
control group. There was also a greater revorted incidence

of severe physical illness in the experimental group which the
authors took to represent a pathological attitude on the part

of the mother to illness. Abundant evidence of extreme over-
protection of the schizophrenic son was apparent in the interview
material which also gave a picture of the mother as being the
dominant and important adult figure in the home. The patient
appeared to have guffered from a relative lack of social contact
outside of the immediate family group and the authors again argue
that their social isolation was initiated and encouraged by the
mother's attitude. One of the main gources of the unfavourable
family atmosphere to which the patients were exposed is found in
the unsatisfactory relationship existing between the two perents.
As compared with the control group, the marital relations of the
experimental group were judged to be either openly discordant or
severely lacking in warmth and mutual interest. Frank pgychotic
symptoms in the parents were rare, but a definite character
strucyure of a neurotic or psychopathic nature was frequently

obgserved. The authors interpret their results as confirming
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that the schizophrenic's poor capacity for dealing with the
responsibilities and stresses of daily social living are due
in part to the pattern of intrafemilial attitudes to which he
is exposed throughout his development.
An unusually rigorous attempt to control the second

variable of socio-economic status ig found in the investigation

carried out by Kohn and Clausen (1956). Unfortunately these
authors chose to collect their data from the patients rather than
from direct contact with the parents. A series of forty-five
accessible schizophrenic patients comprised the experimental
group with controls individually paired on the basis of age, sex
and father's occupation. By selecting their controls with the
help of the records of the Public Health Service, the aubhors were
enabled to achieve adequate matching for a pericd, of on the
average sixteen months, before the patient's hospitalisation.

The selection of controls was also contrived to achieve an over-
all balance with respect to family composition and ecological area
of residence. Interviews were conducted by the authors to
obtain information on two main areas of the parent-child
relationship - authority and affection. The experiential
situation was further controlled by focussing the enquiry on
experiences which had occurred during the time which the subjects

were thirteen-fourteen years old. The specific findings of this
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study were that schizophrenic patients more frequently perceive
their mothers to have taken an authoritarian role in the home in
which paternal authority was conspicuously weak, both minor and
major decisions .being made by the mother. Evidence in favour
of aberrant patterns of affectional relations in families of
schizophrenics was negative, no difference being evident between

the reports given by the experimental and control group. While

a dominant maternal role combined with weak maternal authority
was found to be fairly frequent in respect of normal females,
this was totally absent in the reports of normsl men. It
appeared in other words that the authority experiences reported
by schizophrenics, regardless of sex, approximate a parental
authority behaviour entirely atypical of normal males but not
atypical of normal females. A further differentiation occurs
when socio-econbtmic status is taken into consideration. While
maternal dominance is reported frequently by normals of a low
social status and is almost totally absent in the reports of
normal subjects belonging to a high social status, there is no
apparent correlation between status and maternal dominance in the
schizophrenic group. The schizophrenic subjects report maternal
dominance, regardless of socio-economic status. The argument
that the patient group's reports might be unreliably coloured by

* projection is to some extent answered by the author's assertion
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that most details were rechecked by consultation with the
parents without any significant retrospective distortions being
disclosed. The authors are ultra-cautious in interpreting
their results, refusing to conclude that there is a direct
relationship between schizophrenia and maternal dominance.
Their main conclusion is in fact that their results illustrate
the vital importance of considering social class differences in
such studies. Most of the previous investigations, they suggest,
would have to be repeated with these considerations in mind before
any authoritative statements can be made on the aetiological
gignificance of the parent-child relationship in schizophrenia.
An answer to the final question, as to whether the
patterns of maternal behaviour observed in these studies are
specific to the family background of schizophrenics as opposed
to other forms of mental instability has been tackled by at least
three investigations. McKeown (1950) reported his analysis of
of parental behaviour in a series of normal, schizophrenic and
neurotic subjects, both patient groups being under psychiatric
treatment. The author in this case analysed his material in terms
of four main categories, two of which figure prominently in the
final results reported. McKeown summarises his conclusions as
follows - ".... Among the schizophrenics, demanding-antagonistic

behaviour characterises the parent of the same sex. Among the
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neurotic children, it characterisgés the parents of both sexes.
Encouraging behaviour on the other hand characterises the
behaviour of the normals. It can be noted that the demanding-
antagonistic behaviour on the part of both parents is fairly rare
among the normalsh. 'Demanding-antagonistic! behaviour is
agsessed when "parent demands that patient lives up to parents!
ideas of right conduct and/or achieve the occupational, athletic,
and/or social goals parent had set. Parent is generally rigid
and Victorian in his ideas of right conduct. Parent attempts to
dictate patient's career plans and may frustrate or discourage
the patient's own plans. The status needs of the parent rather
than the needs of the patient guide the parent's behaviour....
'Encouraging' behaviour is in turn assessed when "... Parent
attempts to encourage and assist the patient iﬁ the process of
growing up. Parent encourages patient in school, occupationsl,
athletic, and/or social activities with an understanding of
patient's abilities and limitations.... THere is an attempt to
understand and appreciate the patient's needs. The parent's
behaviour is affectionate and patient." (McKeowm, 1950)  Once
again the main distinguishing characteristic might then be
described as the lack of recognition of the independence and
individuality of the schizophrenic patient from childhood until

the onget of the psychosis. Of particular interest in McKeown's
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report is the degree of correspondence between parental
behaviour in the case of schizophrenics and neurotics.

Discussing this similarity, McKeown suggests that "the same

type of parent behaviour may evoke schizophrenia in offspring
that are predisposed to it and problem behaviour in those that
are not predisposed. It is not unlikely that some of the
normals employed in this study were hereditarily predisposed to
schizophrenia but that favourable parent behaviour, among other
things, prevented it from coming to expression." (McKeown, 1950)
It is unfortunate that the results of this study are somewhat
marred by the author's initial approach which resulted in over
3,000 cases being excluded because of complicating factors.

This approach resulted in cases being disqualified on the grounds
that they were married, from a broken home, from a family of less
than two, or more than four children, or where a sibling had died
or suffered a mental illness. The 126 patients who formed the
final study thus constituted a very select group.

Another attempt to differentiate the family background
of schizophrenic patients from other psychiatrie groups was
reported by Gibson (1958) who used a comparative series of manic-
depressive patients. Gibson studied a group of twenty-seven
manic-depressive patients and one of sé&venteen schizophrenic

patients through a review of case histories combined with material
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gained by interviewing relatives. The collated data were
transferred to a questionnaire to allow a uniform evaluation

in the case of each patient. Two main factors emerged from

this study which differentiated the family backgrounds of the

two groups. The manic-depressive families are more concerned
with social approval and prestige than the schizophrenic families.
This affects the patient in so far as the manic-depressive is
continually pushed beyond his limit until he finally fails, while
the schizophrenic patient shows a history of repeated failure at
every period in life. Related with the need for prestige, the
atmosphere of the manic-depressive family background is one of
intense envy and competitiveness with the patient as the object

of the envy. The schizophrenic patient, on the other hand,
never attains the distinction of being an individual object of any
gort in the family., His existence is a much less posibtive one,
in that he is used, through a gymbiotic relationship, as a channel
of pathological 'acting-out' behaviour on the part of the parents.
The study failed to indicate any important differences between
the respective roles of the parents in either group, although this
negative result is interpreted by the author as indicating a lack
of gensitivity in the technique used to collect the date. It
might also be obfjected that the evaluation of the data was highly

subjective and left too much reliance on the author's impartiality.
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A more recent comparative study of mothers of

schizophrenics, neurotics and normal controls was reported by

a Danish psyéhologist, Y.0. Alanen (1958). Although the

actuval monograph is not yet obtainable in this country, it has

been reviewed very fully in the British Medical Journal (1959).
Alanen reports the following findings as being typical of the
mothers.of schizophrenics (100) in contrast to the mothers of
neurotics (20) and normal controls (20). "The mothers of
schizophrenics showed relatively more signs of anxiety and guilt.
They were embittered women with a strong need to talk. They

showed anxiety and inward insecurity, proneness of unrealistic
behaviour, schigoid traits, aggressiveness, poverty, and coldness

of emotional life and lack of empathy. These women described

their childhood in embittered tones and disclose their relations
with their own mothers. Their marriages were often unsatisfactory,
with themselves more often than their husbands as the dominant
partner. Their life situations have been of more than usual
difficulty around the time of the birth and infancy of the patient.
Early mother-child relationships had involved anxiety and aggressions
towards the child to a greater extent than in the two control groups.
The maternal sttitude was dominating rather than rejective. They
were loveless and had no understaending for the child's own feelings
and needs. Rorschach tests supported the clinical findings."

(Alanen, 1958)
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He interprets the mother's pathological attitudes as being
directly responsible for the schizophrenic breakdown through
a long process of impairing the child's ego development.

An over-all survey of the work carried out in this
field then suggests that the most important variables have been
recognised and their influence assessed by the different
invegtigations. It would appear, however, that no single
investigation has put the question of a specific pattern in the
family background of the schizophrenic to the crucial test

imposed by controlling the main varisbles within one investigation.



SUMMARY OF PREVIOUS LITERATURE

Our review of previous work in this field is by
no means complete. Many papers which bear an indirect relation-
ship to the family background of the schizbphrenic have not been
mentioned as these have tended merely to repeat the conclusions
reached through direct investigation. Reference to many other
papers has been omitted where the authors have introduced the
further complication of investigating the family background in
cages of 'childhood schizophrenia'. Our diagnostic concepts
regarding the adult schizophrenic state are far from clear cub
but the nosological difficulties are even greater in the field
of childhood psychoses. In spite of the growing wealth of
material on the childhood 'autism' or 'schizophrenia', a direct
relationship between these states and adult schizophrenia would
seem to be far from established. We have also ignored a number
of studies reported on the paternal influence in schizophrenia.

From the material reviewed it would seem that a hazy

picture of the mother-child relationship in schizophrenia emerges
and that there does exist some degree of consistency in the
observations reported. let us attempt, in this final summary,

to bring this picture into clearer focus. There is a fair

measure of agreement that the mother's attitude to her schizoohrenic

32
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child may be described as over-protective, although this ternm

is seldom defined clearly. In contrast to earlier theorétical
views of the schizophrenogenic mother (Fromm-Reichmann, 1948;
Rosen, 1953) most investigations find little evidence of deviant
or pathological maternal behaviour during the period of infancy.
As the child develops, the maternal role is seen to become more
distinctly dominating and manipulative, the patient becoming the
means of vicarious satisfaction of the mother's neurotic needs.
This manipulative tendency is perhaps best summed up in Reichard
and Tillman's‘comment that, "In no case did we find a proper
respect for the individual's need to be himself and an acceptance
of him in his own right." (Reichard and Tillman, 1950) The
possibility that the overprotective attitude on the part of one
parent is exaggerated by the early loss of the other parent would
seem to be of dubious validity. Some shudies report an above
normal incidence of parental deprivation while the findings of
others in this direction are negative. (Oltman et al, 1952;
Gerard and Seigel, 1950) Marital disharmony is reported by
most workers and there is also a strong measure of agreement that
the mother is generally the dominant of the two partners.  Most
reports refer to the mother's over-coﬁcern with her child's sexual
behaviour and sexual frigidity in the mother appears common.

The general picture which in fact emerged from these studies

closely corresponds to the clinical impressions recorded go vividly
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by Lewis Hill (1955).

It ig, of course, a simple matter to abstract from
the many studies in this field an apparently consistent picture
of the mother-child relationship in schizophrenia which ignores
the many contradictory conclusions also reached. Some
investigators (Prout and White, 1950) find no evidence of
maternal over~protection, while others (Reichard and Tillman, 1950;
Tietze, 1949) report an alternative pattern of maternal rejection.
It has also been suggested (Kohn and Clausen, 1956) tha£ the
pattern of over-protection may be an artifact based on social
class differences. Information on the infancy and childhood
of the schizophrenic child is inadequate and often contradictory.
Considering the different methodological approaches used by
investigators, it is probably surprising that such a wide measure
of agreement has been reached.

Further difficulties arise when we attempt to evaluate
the implications of some of the conclusions, particularly as
related to the aetiology of schizophrenia. It might, for example,
be suggested that the establishment of a consistent pattern of
attitudes on the part of the mothers could be explained as their
reaction to the aberrant behaviour of the schizophrenic chiid.
Over-proséction and other deviant maternal behaviour might thus

be regarded as an effect rather than a cause of the patient's




condition. This argument is represented in the following
comment made by Escalona (1948) based on her studies of
psychotic children. "From experience with non-psychotic
children, it is well known that the behaviour deviations of the
kind just enumerated are often produced by parental attitudes.
Hence it is easy to assume that, in these severely disturbed
children, maternal rejection is at the root of the trouble.

Yet the more one studies the early life history of psychotic
children, the more one is impressed with the atypical and
pathological reaction of the children to perfectly ordinary
maternal attitudes and to the inevitable daily routines.....
Therapeutic programs might at times be modified if these early
developmental disturbances were regarded as arising in large
measﬁre from the pathology within the child rather than from
parental attitudes per se....!" (Escalona, 19/8). Kasanin,
Knight and Sage also consider the same factor in interpreting
the results of their own study - "It is important to remember
that our patients met the over-protecting parent more than half
way. They felt themselves inferior, incapable, inefficient and
inadequate, and they wanted this over-protection, looked for it,
and yearned for it. As often as not the perents were thus
practically compelled to give the children the necessary amount

of over-protection which they sought." (XKasanin et al, 1934)



Other investigators, such as Gerard and Seigel, find nothing

in their observations to support this suggestion -~ "The authors
were not able to validate the hypothesis that the schizophrenic
was over-protected because his mother 'sensed! his ‘'inferiority!.
In one case (of 71) the mother spontaneously stated that she felt
that the patient was ‘'inferior!to his siblings. However, in at
least six cases, the mothers definitely felt that the affected
sibling was superior in physical strength, intelligence and
appearance. Until more definite evidence is availsble, the
contrary hypothesis, i.e., that the mother projected this
'inferiority' on to the child, may be maintained." (Gerard and
Beigel, 1950) The argument that the deviant attitudes of the
mother can be explained as reactions to rearing a negative

child cannot, however, be fully assessed on the basis of the
data at hand. One main difficulty here is the lack of attention
paid to the mother's personality and life history prior to the
child's birth. If the mother's own earlier history were showh
to contain many pathological feestures this would support a
negative answer to Escalona's suggestion.

We might then conclude at this point that the results
of previous investigations on the whole support the contention
that the family backgrounds of schizophrenics display a relatively
consistent, though not clearly defined, pattern of relationship,

this pattern being particularly evident in the case of the



meternal role. Many questions remain to be answered before
this finding can be validly related to the aetiological
development of schizophrenia. To what extent does the maternal
role deviate from normal standards? How far can the prodromal
behaviour of the schizophrenic be related to aberrant parental
standards? Does the deviant family background represent a
pathological condition on the part of the mother, or merely a
reaction to her child's pesthological behaviour? Can the family
environment of the schizophrenic be distinguished either in form
or geverity from that affecting other disgnostic groups? If
further studies provide an affirmative answer to these questions
we might then be in a position to examine the aetiological
implication of our findings. The present investigation

represents one contribution towards this aim.
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SECTION 2

THE PRESENT INVESTIGATION

SELECTION, FROCEDURE AND METHOD
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SELECTION OF SUBJECTS

On any patient's admission to hospital an
initial case history is compiled, usually on the basis of
information given by the patient himself and a near relative.
The psychiatrist's first impression of the patient's life
prior to his illness is at first totally depeﬁdent on the
product of this early interview. It is probably true to
say, however, that few psychiatrists would deny that the
majority of such case histories are extremely limited in
value. The patient himself tends to view his past through
the distorting lens of his vresent difficulties. His
present problems also react on those around him and the
members of his family are perhaps the most acutely affected.
Among these reactions is invariably that of guilt with a
corresponding need for self-reassurance that the seeds of
the patieﬁt's illness were not originally sown in the family
group. Such considerations are particularly relevant if the
patieni's history is being given by a parent where the need for
self-justification is often so intense as to completely distort
the-images reflected.

The degree of distortion is often also related to



the severity of the patient's illness and the reconstruction
of a schizophrenic patient's background is particularly difficult.
In an earlier study of chronic schizophrenic patients (Freeman et
al, 195 ), these factors became clearly evident whenever a patient's
relative (usually the mother) was approached in order to obtain
more historical information. The patient's development prior
to the onset of the illness would be described as uneventful
and devoid of any deviant features. The family background
would be similarly described to produce an impression of a
harmonious family group rent asunder by the sudden and unforeseen
tragedy. Later, however, when the mothers were being seen
regularly in our weekly group meeting, this stereotyped
description was gradually displaced by a more realistic picture
of the family group and the patient's place within it. Initial
reports of domestic bliss gave way to open admissions of severe
marital disharmony. The earlier description of the patient's
normal development was gradually retracted as the mother gave
repeated iﬁformation to the contrary. A host of personal
anxieties and fears emerged from the mothers themselves who had
originaliy denied that they had any nervous symptoms.

It was, of course, such difficulties that Gerard and

Seigel (19 ) had in mind when they criticised previous studies



which ignored the influence of defensive anxiety on the form
and content of information given by schizophrenic parents.
In order to avoid as far as possible the misleading impressions
which may easily result from superficial contact it was decided
that the subjects in the present study should be seen over a
period of time which might allow some degree of rapport to be
established. The actual approach and handling of the interview
situation will be described later. The question has been
raised at this point to explain the investigator's decision to
restrict the study to a comparatively small number of subjects.
The choice lay between a detailed investigation of a small
group and a more superficial study of a much larger group. It
was decided that the advantages in the guality and accuracy of the
information obtained by the former approach would outweigh the
merits of the latter approach, which might yield statisticelly
mdre acceptable but psychologically less reliable information.
As previous investigations have tended to confine
their comparison to control groups of ‘'normal' mothers, it was
decided to include in this study a second control group of
mothers of neurotic patients to act as a furﬁher check on the'
specifigjity of the family background in schizophrenia. The

significance of social class differences on parental behaviour
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was not fully considered until the investigation was well

under way. The importance of this wvariable, brought out

so clearly by Kohn and Clausen's study (1956), demanded that

the present investigation be re-assessed with this in mind.

As the great majority of the subjects examined up to this

time had occupied a socio-economic status which might be
described as 'lower middle-class', it was decided to make this
level a further criterion of selection affection the composition
of each of the three groups. Social class was assessged roughly
on the basis of the father's occupation, income and general
educational background of the family members. The families
studied would fall somewhere between Classes III and II in the
type of distribution used by Hollingshead et al (1954) and

other workers in the field of social psychiatry. At this
stage a total of seven subjects who did not meet these new
requirements were replaced.

The age level of the subjects examined was to some
extent controlled by restricting the schizophrenic and neurotic
groups to cases where the patient's age lay between 20 and 35
yeers. The mothers interviewed were all in their fifties, the
mean ages of the control, schizophrenic and neurotic groups

respectively being 59.1 years, 56.1 years, and 5.8 years (See Table I).




TABLE I
SUBJECTS - MEAN AGES
Patient's | Mother's Age Age at Number in
Age Age Married Birth Family
Control Group 29.1 59.1 24.6 28.7 2.7
Schizophrenic
Group 28.7 5641. 4.2 R7.9 3.4

Neurotic Group RLeR 54.8 2he4, 30.5 28

TABLE 1II

DIAGNOSTIC BREAKDOWN OF NEUROTIC GROUP

Diagnosis

No.

Anxiety Hysteria
Anxiety State
Phobic State
Reactive Depression
Anorexia Nervosa

N~




The comparative ages of the patients (in the case of the normal
control group this refers to the son or daughter selected as
the subject of study) were 29.1 yrs., 28.7 yrs., and 24.2 yrs.
The difference in mean ages between the schisophrenic group and
the neurotic group is probably due to the former being restricted
to well egtablished schizophrenic patiénts. The sex composition
of the patients was twelve female and eight male in each group.
In the actual gelection of suitable subjects a number
of problems are raised which are to some extent specific to each
group. In view of this it is perhaps simpler to discuss
further selection procedures by considering each of the three

groups in turn.

I -~ The Schizophrenic Group

A list of all schizophrenic patients in Glasgow
Royal Mental Hospital between the ages of 20 and 35 years was
first compiled and used as the basis for further selection.
In an attempt to avoid any ambiguous diagnoses all patients
presenting either an atypical pattern of symptoms or
complicating organic features were rejected from the list.
Those remaining had been diagnosed consistently by three or

more psychiatrists and had snent from two to eight years in



hospital without any marked deviation from the schizophrenic
pattern being observed. These precautions had the effect

of including more severe and chronic cagses of schizophrenia
than some of the previous studies, although six of the twenty
patients had improved enough to be discharged during the course
of the investigation. At the time of writing, only two of
these patients have maintained their improvement enough to

have remeined outside of hospital, the others having suffered

a relapse which necessitated re-admission. 4 final, and
obviously necessary qualification, was that the patient's

mother was alive, not infirm and within reasonable geographical
reach to make contact possible. The patients' mothers who met
criteria were initially contacted by letter and their co-operation
requested. When personal contact was made the subjects were
told that the investigator wished to obtain a more detailed
picture of the patient's history and the family background.

Only two mothers refused to co-operate, in one case because of
illness and in the other because of unspecified reésons. A
total of twenty mothers of schizophrenic patients were enlisted

in this manner.

II - The Neurotic Group

For purposes of comparison it would have been
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obviously prefereable to examine a neurotic group composged

of mothers of hospitalised patients, but this soon proved
impossible. The number of neurotic patients admitted to
mental hospitals in the Glasgow area is extremely low and

the majority of those who are admitted tend to be very severe
cases, mostly 'acting-out' hysterics, exhibiting near psychotic
symptoms. It was therefore considered that the risk of
atypical schizophrenics being included within such a group was
too great. This possibility was accentuated by the fact that
two hospital patients, earlier considered as subjects for the
neurotic group, were, some time after admission, re-diagnosed

as being schizophrenics. Of the twenty patients finally
selected, fifteen were being treated as outpatients at the
Lansdowne Clinic for Functional Nervous Disorders and the
remainder as short-term inpatients in the psychiatric observation
wards of general hospitals in the area. Again it might be said
that these patients were largely ‘chronic! neurotics as they

had been under psychiatric treatment for periods varying from

1 yr. 10 mths., to 2 yrs. 9 mths. A breakdown of the various
diagnostic categories covered in this group is given in Table II,
ﬁhis being based enti¥ely on the diagnoses made by the doctor in

charge of treatment. The diagnostic problems which debarred the



inclusion of hospitalised neurctics still had to be considered
with these patients. Schizophrenic patients are not
uncommonly diagnosed as neurotics in the early stages of their
illness. In order to minimise this possibility the case
histories of the patients were carefully examined for any
indications of early schizophrenic symptoms. The criteria
suggested by Gillies (1958) were of particular assistance in
this respect and patients who showed any of the suggestive

signs were excluded. In the case of patients who satisfied
the criteria (including those of age, social status, etc.)

the patients' permission was requested to allow direct contsact
with the mother. In contrast to the schizophrenic group,
there was a relatively large number of refusals at this stage.

A total of 34 families had to be considered before the required
number of twenty subjects could be obtained. This situation
is partly explicable by the circumstances operating at the
elinic through which the majority of the subjects were contacted.
The clinic specialises in the psychotherapy of the neuroses and
much of the treatment is given in the evenings to allow as little
disruption as possible in the patient's working life. Many of
the patients who attend prefer not to inform their families that

they are undergoing psychiatric treatment and these patients
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naturally were obliged to refuse to permit contact with the
parents. Of the fourteen refusals, eight patients however
declared that the decision was that of the mother who was
disinclined to discuss her affairs in thig way. Whether

this might indicate stability or neurotic fears on the part

of the mother is a debatable issue but the effect is to make the
neurotic group a less representative sample than the schizophrenic
group. In the case of the achizophrenic group none of the
twenty mothers who initially agreed to co-operate withdrew

during the course of the subsequent interviews.

IITI - The Gontrol Group

This group is described lagt because its composition
created problems which were of a different and more complex
order. As the gquestions raised here are pertinent to previous
controlled studies in this field, it would seem worthwhile to
discuss the issues involved in some detail.

From one's reading in American psychological
literature it would appear that every university student's
curriculum includes an obligation to act as a normal control
on psychological investigations. Certainly most of the

previous works in the predent field of study have enlisted the



aid of such subjects in forming their control groups. It
~ig, or course, obvious that such subjects tend to form a very
select group whose responses are by no means representative

of the normal population. Another alternative is to use the
readily available and co-operative pool constituted by the
nursing staff, but again this yields a far from representative
sample. This type of problem is enlarged in the present
investigation where one has to enlist not merely the subject's
co-operation, but that of the mother.

In the present investigation the first solution
suggested was that the normal control group be composed of
mothers where a member of the family in the required age
group was receiving treatment in a general hospital for a
physical illness. The advantages here seemed twofold.

By this procedure all the subjects examined would be in a
comparable position in so far as they faced problems
incurred by the ill health of the son or daughter concerned.
The second merit of this method of selection lay in the
évailability of the mothers who could be contacted during
vigiting hours at the hogpital. The simplicity of this
solution, however, quickly evaporated when it was applied

in practice. Many of the otherwise suitable patients in
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the medical wards were being treated for long term chronie
illnesses (e.g. cardiac conditions) which had resulted in

life long infirmity. Turning to the orthopaedic wards, one
found a similar state of affairs coupled with the complication

of patients with long histories of repeated minor injuries which
raised the question of accident proneness. The factor of
chronicity and the predominance of patients of a lower social
status in the tubercular wards prevented most of these patients
being suitable. In the surgical wards patients within the
necessary age group contained a high proportion of illnesses
which might be said to include psychogenic factors (e.g. ulcerative
conditions). By eliminating all such factors which might allow
objections to be levelled at the 'normality' of the group a final
list of sixteen suitable patients was arrived at. When the
mothers of these were contacted, only five of the sixteen agreed
to co-operate in the investigation.

A second and equally accessible source of normal
subjects was to be found in the number of individuals answering
the required criteria who attend extra-mural education classes
in the Glasgow area. Through the co-operation of the
Department of Extra-Mural Studies a number of classes were

contacted by a circular letter and the co-operation of suitable
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subjects requested. An obvious objection to recruitment
from such a source is, of course, that extre-mural students
are, by nature of their educational interests, a select group.
The degree of selectivity became, however, more obvious and
objectionable when those who volunteered their co-operation
made initial contact with the investigator. The vast
majority of co-operative subjects were attending evening
classes on subjects which might be grouped generally into the
category of ‘'social science'. They were thus presumably
people who were ‘community minded' and concerned with social
and psychological problems. Indeed, many of the students
had already attended social psychology classes dealing with
the family group. One might almost say that the very
willingness of these volunteers to act as controls militated
against their inclusion in a normal control group. In an
attempt to minimise these difficulties, selection was restricted
to suitable subjects who were attending an extra-mural class
unconnected with any social or educational orientation. A
further qualification that subjects who had attended more than
one extra-mural class be excluded was made in order to avoid the
inclugion of many otherwise suitable people who appeared to

have run the whole gamut of extra-mural education during their
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middle years. When the original list of volunteer subjects
was further pruned in this way it was found that only eight
of the mothers concerned were eligible as suitable subjects.

The remaining sevenvcontrol subjects were enlisted
through the agency of the Women's Guild attached to a local
community centre. Originally contact in this case was made
personally during a lecture given by the investigator at the
community centre. These subjects were open to the same
objection already discussed in that their very membership of a
community centre such as this suggested that they would tend to
be out-going and socially minded. Of the 40-0dd suitable
women in this club a total of only twelve expressed their
willingness to co-operate. During the course of the interviews
carried out with this group of twelve, five of the women were
unable to attend for all the interview sessions and finally had
to be written off. The reasons given for being unable to
continue with the interviews differed among these five subjects,
but in each case it was fairly obvious that they had found the
interviews acutely disturbing. One lady, in a letter explaining
her withdrawal, frankly declared that the interviews had reminded
her of events and experiences in her own past "which would have

been better left forgotten®. The seven subjects who co-operated
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fully to the extent of completing the subseribed numher of
sessions and tests made the numbers of the control group up
to the twenty subjects required for comparison.

From what will be said it will be obvious that the
control group in this investigation can in no way be taken as
representative of ‘normal' mothers in the community. The small
number of subjects included in the groups would, of course, act
against the group being a representative one, even if the other
difficulties had been overcome. It might be thought that the
investigator has tended to magnify the problems of normal group
selection in this case and it must be admitted that a theoretically
better balanced set of controls might have been obtained of other
meang of contact with 'normal! families had been available., Even
if this had been posgible and if subjects had been recruited who
were free from the specific objections we have discussed, one
factor would still remain which must surely act in the composition
of any control group, no matter how carefully the subjects are
selected. In the case of the patient groups, the families were
already involved in the situation and the mothers thus had some
incentive in agreeing to be seen by the investigator. This
incentive is, of course, absent in the case of the non-patient

group and one is faced with the apparently insoluble problem



created by the fact that each of these subjects must volunteer
their co-operation. It is, of course, impossible to assess the
complex reagons which cause people to agree to co-operate in an
investigation of this type, although this might make a ugeful
and informative study on its own. During the course of the
interviews, however, one obtains some answers to this question.
There appeared to be two main reasons which apparently caused the
majority of the mothers interviewed to wrofer their co-operation.
In many cases the mothers were obviously extremely proud of
having reared children who had now attained to some observable
standard of success. Thus the sons or daughters had invariably
recently attained success in examinations, promotion at work, or
other hallmarks in their career. While this was true of a
fair proportion of the subjects, others were quite obviously
willing to co-operate simply because of a need to discuss their
own problems. In several cases these mothers openly admitted
this during the course of the interviews and in many cases the
subjects asked directly for advice on how to handle situations

in their personal life which they were finding difficult. For

every subject who volunteered their co-operation in this group

there were many more who refused and once again it is difficult to

assess the factors involved. Experience showed that some of the



5%

subjects who either excused themselves originally or who with-
drew during the course of the interviews did so because they
were disturbed by the probing nature of the investigation.
Others, however, may have refused to act as subjects on quite
different grounds and for reasons which one could not describe
as unhealthy or irrational. In other words, then, we are
faced with the rather discouraging conclusion that the 'normal’
subject in psychological experiments of this description can
never be taken as representative even if every variable is
considered by the investigator in his selection procedure.

The very fact that these people agree to be interviewed and to
discuss personal aspects of their family life in itgelf biases
the information which they give. The groups in the present
investigation are relatively small and it may be that some of
these difficulties are diminished if larger groups are employed.
One can equally well argue, however, that larger numbers mey
only tend to magnify the problem with the further danger that
the information yielded by larger groups tends to be more
easily accepted as an objective norm. The aura of
respectability which surrounds the use of large group controlled
gtudies in psychological research may be deceiving and

dangerously authoritative if one does not teke into account some
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of the factors which affect the composition of ‘'a normal
control group'. It might, of course, be thought that we
are indulging here in psychological 'hairsplitting' which
does not greafly affect the limited aims of the present
study. The normal‘control group corresponds with the
two patient groups in age range, sex distribution, and
roughly according to socio-economic status. It may be
congidered 'normal' in so far as there is an absence of

psychiatric illness in the families involved.



METHCD AND PROCEDURE

The subjects were examined during the course
of six sessions, each lasting approximately ninety minutes
with an interval of one week between sessions. During
the first two meetings no attempt was made to conduct a
systematic examination, the main purpoge being to create as
positive a relationship as possible between the investigator
and subject. Questions were limited to those seeking formal
information regarding facts already available in the patient's
cage history. Reassurance wes given where necessary and, in
the case of the patient groups, this wes considerably often.
In the early discussions any degree of controversy was avoided,
the interviewer's role being that of an interested and
appreciative confidant. With the two patient groups the
chief topic of discussions was inevitably the mother's
description of the disruptive effects of the patient's illness
on her own life. The interviewer's attitude was again one
of sympathetic interest and concern for the mother's health and
welfare, In the case of the non-patient group the mothers
were encouraged to discuss general topics and to avoid anything
which was of obvious emotional gignificance.

The general pattern of these early unstructured
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sessions was thus that of a very informal chat, the
interviewer limiting his role to providing support and
approval. It might be objected that the interviewer's
approach during these early 'warming up' sessions was;

at best, a waste of useful time and, at worst, contrary
.to all standards of scientific objectivity. The answer
to the first of these objections is to be found in the
degree of defensive anxiety present in the original
attitﬁdes of the patient group which, if ignored, would
certainly have greatly restricted the facts and opinions
given later. In a number of cases such anxiety would
have surely prevented the mother from attending succeeding
sessions, particularly when it meant coping with a number
of obviously searching personality tests. The frank
opinions expressed by the subjects in the more formal
interviewing sessions are, it is felt, due mainly to the
degree of rapport achieved in the first two meetings. The
second criticism, that the nature of the approach violates
the objectivity of the interview situation, is based, I
believe, on a lack of understanding of the factors which
operate in any psychological interview. No matﬁer how
objective the interviewer may endeavour to be, the subject

will still establish a relationship with the interviewer and
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the nature of this relationship will profoundly influence
the information elicited. It would then seem more
reasonable to recognise, and indeed utilise, the impart of
the interviewer's personality by making the relationship
an openly reciprocal attempt and to foster it in a positive
direction.

The formal standard interviewing was conducted
during the third and fourth meetings, the last two sessions
being devoted to testing. This section will close with a
description of the structure of the interview and the types

of test presented.

1. The Standard Interview

A standard interview procedure was used in order
that the information given by each subject should be readily
comparable. This was done by organising the interview around
a gseries of standard topics, the subjects being asked to
express their views on each topic. Within this gtandard
framework the interview was conducted in such a manner as to
avoid restricting the subject or giving the impression that
the interview was formally structured. Thus, although all

topics were covered by each subject, they were not necessarily



discussed in the same sequence. The aim of the

interview was to reconstruct, through the eyes of the
mother, the patient's life, his illness, and, finally,

the life of the subject herself. The interview material
thus divides itself into three main sections with a fourth
section consisting of the interviewer's own impressions of
the subject, based on her behaviour during these meetings.
In the life histories of both patient and mother the
following topics were included in the interview - birth,
early development, behaviour in childhood, academic and
vocational progress, interests, relations with the family
group, relations with others outside of the family, degree
of sexual adjustment achieved, and general health prior to
the onset of the present illness. The main areas of enquiry
concerning the patient's illness were the content of the
early symptoms, the time of their first appearance and the
mother's opinion as to the fundamental cause of the illness.
A full list of the topics covered by the standard interview
can be seen by studying the numbered and underlined headings

in the comparative interview analysis contained in Appendix A.
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2. Child Reering Questionnaire

A questionnaire was compiled containing a total
of 40 statements dealihg with various aspects of child rearing.
The majority of these statements were taken from the
questionnaire used by Marks (1954) in his comparison between
the responses of mothers of schizophrenics with mothers of
normal adults. Marks found in his investigation that such a
questionnaire clearly differentiated between his two groups.
The inclusion of the gquestionnaire in the present investigation
offers an opportunity of assessing the differential significance
of the items where the schizophrenic mothers! responses can be
compared, not only with a normal control group but with a
second patient grbup of mothers of neurotics. The items of
the questionnaire were presented orally to each subject who was
asked to state whether she agreed or disagreed with each

statement. The full questionnaire is reproduced in Appendix B.

3. Self Agsessment Scale

This scale was compesed of a list of 45 descriptive
ed jecthives. Here the subject was asked first to mark off those
items which she considered others might use in describing her.

The subject was then asked to go through the scale for a second
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time, now marking off those items which she herself considered
to represent a true assessment of her personality. The items

comprising this scale are noted in full in Appendix G.

L. Sentence Completion Test

This test consisted of a total of 43 items, each
consisting of an incomplete sentence. This form of test has
been used a great deal in psychological research, and the items
comprising the present test were based on the version first used
by Rotter (1947) and later developed by other workers. The
subjects were presented orally with each item and asked to
complete the sentence as rapidly as possible. The full test

is reproduced in Appendix D.

5. Hord Connection List

It was thought necessary to include a test which
might give some discrimination between the relative degree of
mental stability of the three groups. Probably the best
validated test of this type is the Maudsley Medical Questionnaire
which had been shown to discriminate ab a high level of

significance between normal, neurotic and psychotic groups.

Although this test was included in the preliminary stages of



the investigation, it had to be abandoned, mainly because

of the obvious and self revealing nature of the majority of
the items. When presented with the test the patient groups
in particular were apt to react with anxiety or hostility to
this obvious assessment of their mental state. For this
reason the Word Connection List (Crown 1952) was used to the
same purpose. This test has also been the subject of many
validation studies although its validity is not as firmly
established as that of the Maudsley Questionnaire. One of
the chief criticisms of the Word Connection List is its
susceptibility to intellectual and social differences. 1In
the present investigation this objection is perhaps less
crucial in so far as the three groups are socially and
intellectually relatively heterogeneous. The full list is

contained in Appendix E.

6. Rorschach Test

This test, perhaps the best knows of all projective
techniques, was presented finally as the last test in the battery.
It was hoped that the test would provide an over-all method of
comparing and thinking and affective processes of the subjects
in the three groups. As will be evident later, however, there

are many difficulties involved in applying the Rorschach Test in
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in group comparison. The test was administered to each
subject individually and scored according to the recognised
system of scoring given by Klopfer and Kelley (1946). The

individual scores are tabulated in Appendix F.



SECTION 3

ANALYSIS OF INTERVIEW MATERIAL
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In spite of the wide variety of personality tests
which are now at the disposal of those engaged in psychological
research, the standardised interview still remains the most
productive source of information. The chief limitation of
the interview as a research instrument is the absence of a
method of handling the collected data which is not open to the
obvious criticismg of subjectivity. After having examined
his subjects by means of the interview, the investigator
invariably finds himself faced with an embarrassing wealth of
information which, however, does not appear to lend itself to
any method of reasonably objective and systematic comparison.
One solution to this problem is provided by the method of
comparative matching (McAdam & Orme, 1954), (Orme, 1957).

This method was found admirably suitable for the purpose of
the present investigation in that it allowed a reasonably
objective and standardised comparison of the three groups
studied.

The preparation of interview material for comparative
matching is rather laborious, but the results yielded easily
justify the work involved.

The full verbatim report for each subject was first

broken down into a number of separate statements, each of which



was recorded on a separate card. The subject's identity was
noted by & coded symbol on the back of each card. When this
procedure was carried out for each of the 60 subjects, every
statement made in the course of the interviews was thus finally
available on a separate card. These cards were next examined
and sorted into a number of categories according to the topics
covered by the standard interview. A further breakdown of the
carded material was now carried out by arranging the cards in
each category in sub groups. Thus any cards bearing statements
relating to the patient's toilet training in infancy would fall
into a general category dealing with the mother's statements
regarding toilet training. The sub headings under this group
would refer to the different types of information given in
respect of toilet training. The results of this procedure are
detailed in Appendix A, which containg a full list of the various
categories and the sub headings within them. As the standard
interview was aimed at obtaining information about the vatient's
life history, his illness and also the life history of the mother,

it was thought advisable to divide the interview material into

four main sections. Section A records the investigator's
impressions of the mother's behaviour during interview. The

material contained in this section is thus more subjective in

comparison with the remainder of the interview material which
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deals purely with the statements made by the subjects during
interview. Section B deals with all comments made by the

mother regarding the patient's life history up to the onset of

his illness. Section C includes all statements made in
reference to the patient's illness. The final section,

Section D, deals with responses relating to the mother's own

life history.

Once the interview material is arranged in the
manner described it is possible to calculate the frequency with
which each type of response is given by each of the three groups
studied. These group frequencies are shown in Columns 1, 2
and 3 of the interview analysis in Appendix A. The only other
requirement needed is that of an agreed criterion by which the
responses of the three groups can be compared. The usual
criterion used in the technique of comparative matching is as
follows. Responses are accepted as representative of a group
trend if they occur with at least a 25% freguency in that group.
To be considered as typicai of one groﬁp in contrast to the other
they must also appear with at least double the frequency in that
group as opposed to the other group with which it is being

compared. In our present study where three groups are involved

in the comparison, it can thus be seen that a response, to be

considered uniquely characteristic of any group, must occur with
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a frequency which is at least double that of the frequency of
occurrence in either of the remaining two groups.

Adopting these standards it is first advisable to
compare the responses made by the twenty mothers of schizophreniec
patients (group S) with those of the twenty normal control
mothers (group C). The comparison here can be said to corresnond
with that made in previous studies where mothers of schizophrenic
patients have been compared with matched controls. The responses
which satisfy our criteria for this comparison are underlined in
each group under Column 1 of the interview table in Appendix A.

We next adopt the more stringent criteria of comparing the S group
subjects with both the normal controls and the mothers of

neurotic patients (group N). The responses which reach the
required level of frequency to be considered as unique to the
schizophrenic group are marked in red in Column 2 of the table.

In a similar manner the responses unique to the neurotic group

are indicated in red under Column 3.

The remsinder of this section will be devoted to
a description of the various comparisons made under these three
columns. By these means we will obtain a generalised pattern or
framework representing the distinctive attiibutes of the two

petient groups.




1. COMPARISON BETWEEN THE SCHIZOPHRENIC GROUP (S) AND
THE NORMAL CONTROL GROUP (C)

These two groups can be contrasted according to the
criteria already outlined. The dichotomy is constituted by
responses which occur with at least a 25% frequency in one group
and being at least twice the freqguency of occurrence in the other
group. The responses which are detailed below are in other
words those which are underlined in Column 1 of Appendix A.

These resgponses give an outline of the main differences between

the normal control group and the schizophrenic group.

I - The Normal Control Group

A. The interviewer's impressiong of the mothers

In contrast to the schizophrenic group these mothers
appear to adopt a natural and positive attitude to the interview
situation. In their mood they are generally calm and relaxed.
They speak spontaneously and with a good flow of speech. The

content of their speech is lucid and coherent.

B. The mother's description of the patient's life history

These mothers, when speaking of their pregnancy and
the patient's birth, may describe the labour as being protracted

and the birth as being rather painful. Asked about toilet



training they tend to say that toilet training was commenced

in the early months of infancy and wes usually completed without
incident by the end of the first year. Regarding the patient's
general characterigtics as a child they are apt to describe him
as having been an active and mischievous child who was at times
stubborn and self assertive, but on the whole happy natured and
eagy to rear. At work he is described as having had a very good
work record. In interests outside of his work he ig likely to
be interested in organised social affairs and in various crafts.
His interests in general are very wide. In his relations with
his parents he may be described as having been very affectionate
towards them. Regarding his relations outside of the family,

he is described as having got on well and mixed easily with others
and it may be also said that he took an assertive 'leader' role

in his social groups. He may either have had a number of friends
of the opposite sex or on the other hand he may have only had one.
It is likely that he is now married and in some cases he may have

married his only girl friend.

C. As this section deals with the patient's illness it does not

enter into the present comparison.

D. The mother's description of her own life history
Speaking of her own family background, the mother is
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likely to describe her parents as having been happily married.
Her mother may be said to have been a very sociable person who
was popular with others. It may be also said that her own
nother tended to meke the decisions at home. Speaking of her
father she is apt to describe him as being warm hearted and
affectionate and also as being placid and easy going in his
nature. Her father may also be described as being a very
strong character. The informant is inclined to describe the
relationship between her parents as being a very close one.
Regarding her own childhood she may describe herself as having
been very wilful and active as a child. Looking back on her
childhood in general she feels it was a happy one. Regarding
her relations with others she is likely to say that she has
always enjoyed company and been a good mixer. In the present
she will describe herself as having a very active life with wide
social interests outside of the home. She may in some cases
qualify these statements by saying that in her adult life she has
been rather shy. Speaking of her relations with the opposite
sex before marriage she is inclined to say that she had many boy-
friends before she met her husband.

Asked about her husband she tends to describe him as
very placid, easy going and good natured. He may also be said

to be very active, sociable and a person who enjoys company.



This may be qualified in some cases by the informant commenting
that her husband has, in fact, fewer interests outside of the
home than she herself. Speaking of the physical side of her
marriage, she is inclined to describe their sexual relationship
as being a satisfactory one and an important part of her married
life.

Finally, speaking of her own health, she is likely to
describe this as being satisfactory, saying that she has always

enjoyed good health.

II - The Schizophrenic Group

A. The interviewer's impressions of the mothers

In their attitude to the interviews the schizophrenic
mothers tend to impress as being more ambivalent and manipulative
or negative and openly hostile. They show a number of
distinctive reactions to the interview situation, tending to
avoid interviews, although indirectly, in a covert fashion. They
admit to being disturbed in various ways at a time coincident with
the interviewing period. In their mood they impress the
interviewer as tending to be very depressed or showing a distinct
lack of affect. In their speech they tend to be very guarded
and lacking in spontaneity, or if spontaneous to be often

irrelevant and incomprehensibler In the manner and content of
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their speech they tend to dominate the pattern of conversation

during interview.

B. The mother's degcription of the patient's life history

In speaking of the patient's infancy, these mothers
tend to report more often that weaning was gradual although
there is no apparent distinction in the manner of feeding.
Concerning early habit training they find it difficult to
remember even approximately the period of toilet training.
When asked to describe the patient's general characteristics as
a child they are more inclined to deseribe him as being
fastidious and particularly clean in his habits. In contrast
to the normal group they say the patient was less active in
childhood, tending to describe him as being a rather placid and
inactive child. In comparison to other children he is
described as sensitive and shy and also as being nervous and
easily frightened. Regérding his health in childhood, the
patient is described as having been physically well but as having
suffered from a variety of nervous symptoms. In starting school
he had some initial difficulties which tend to continue throughout
his school days. Although there is nothing distinctive about
his actual scholastic progress, he tends to be described as shy
and passive at school, lacking confidence in his own ability.

His work record is inclined to be very poor and erratic. His
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range of interests is more likely to be described as being
limited and narrow and related to the arts and entertainment.
When one turns to the patient's relations with other members éf
the family other distinctive trends become apparent. In
comparison with his siblings he is described as being quieter and
more dependent. In his relations with his parents he is said
to be very open and confiding, although he is apt to be described
as having an unaffectionate nature. This absence of affection
tends to be qualified by the mother's description of hergelf as
being undemonstrative and unaffectionate in her own nature. In
his relations with others outside of the family, he is said to
have been very shy and selfconscious. If he makes friends he
more often tends to have one close friend rather than mixing in a
wide circle. In the company of others he tends to take a wvery
submissive role. His relations with the opposite sex appear
very limited and he is apt to be described as having no interest
in the opposite sex. His mother tends not only to accept but
approve of this attitude. He is often described by his mother

as being cold and sexually frigid and is likely to be unmarried.

D. The mother's description of her own life history.
Speaking of her own family background, the mother

tends to describe her parents as being unhappily married. Her

parental home is apt to be disrupted through separation, divorce



or the death of one parent, these circumstances occurring during
the mother's own childhood. Her description of her own mother
contains no distinctive statements although she is less liable to
describe her mother as being sociable and popular with others and
as making the major decisions in the home. Speaking of her
father, she tends to describe him as having either a very weak
character or as being unapproachable or distant. He may have
died when the informant was a child. Regarding her own
childhood she is apt to describe herself as being sensitive and
.shy and in general looks back on her childhood as being an
unhappy one. Regarding her own occupation before marriage she
frequently reports that she stayed at home helping with the
household duties. When she has worked outside of the home,
however, she tends to express regret at not having continued
with her career which waslbroken by merriage. Speaking of her
relations with others, she is likely to declare that she has
never really enjoyed company, and has had few social interests,
preferring her own company. During her life after marriage

her interests tend to centre narrowly on the family and the home.
She has very little contact with the opposite sex before marriage,
was particularly shy with boys, and may say that she was regarded
by friends in her early adulthood as being emotionally cold

towards the opposite sex. Her husband is most often her first



bﬁyfriend. Speaking of her husband, she is apt to complain
that he avoids responsibility in the home and also that he is
lacking in ambition and drive. She may also say that he drinks
heavily. Her’husband is inclined to be considerably older

(at least nine years) than herself and she is likely to state
that she married him either to get away from an unpleasant home
life or on the rebound from an unhappy love affair. She is
inclined to admit frankly that her marriage has been unhappy and
may report that the marriage has culminated in either separation
or divorce. Regarding the physical side of their marriage, she
tends to describe her sexual relations with his husband as being
frankly repellent to her. She is inclined also to desgcribe
her relationship with her husband to be devoid of sentiment and
feeling. She may declare herself to be particularly attached
to one of the other children in the family who is her special
favourite. When other members of the family marry she is apt
to be very critical about the marriage partner chosen.

Finally, she tends to describe her own physical health as being

very‘unsatisfactory.



2. RESPONSES CHARACTERISTIC OF BOTH SCHIZOPHRENIC

AND NEUROTIC GROUPS (G & N)

An inspection of the response frequencies made by
the N Group subjects (Column 1, Table A) deménstrates that a
number of responses which differentiate between S and C Groups
no longer reach the required criteria of significance when the
comparison is extended to include the neurotic group. The
figures show, in fact, that some responses are commonly
characteristic of both patient groups in comparison with the
normnal controls. This common ground between the two patient

groups involved the following type of responses.

In speaking of the patient's life history both
patient groups report a greater frequency of a breakdown of
toilet training in later childhood. They are also more apt
to describe the patient as being fastidious and particularly
clean in his habits as a child. Nervous symptoms in the
patient's childhood may be related although these only
infreguently require treatment. When we consider the reports
given on the patient's schooling, it is found that both proups

of mothers are more likely to say that the patient had initial
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trouble in starting school. The patients in both groups are
also reported to be shy and passive at school, lacking confidence
in their own ability. In contrast to the nérmal group, these
mothers are likely to describe the patient's interests as being
connected with the arts and with entertainment. In the
Vpatient's relations with his parents both groups report that the
patient has always been very open and confiding, Regarding his
relations with others outside of the family both the neurotic
and the schizophrenic patients are equally likely to be described
as being shy and self-conscious in company.

When we turn to the mother's description of her own
life history we find that the following characteristics again
differentiate both the neurotic and the schizophrenic groups-from
the normal control group. Both groups of mothers report a
tendency for their own father to have died during the course of
the informant's childhood. Regarding the informant's own
husgband, he igs apt to be described as a heavy drinker with equal
frequency in either group. Regarding her own health, the
informant is inclined to complain of a variety of nervous symptoms

and disorders.
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Re-examination of Responses Characteristic of

Both Patient Groups.

As some of these responses have been cited by
previous investigators as specific to the mothers of
schizophrenics, it would seem worthwhile to re-examine the
common response pattern in more detail. This may be done
by considering some of the typical individual statements
which determine the final group frequencies.

A breakdown of toilet habits in later childhood

is reported more frequently by both sets of patient mothers than
by the normal controls. This tendency towards enuresis is more
common in the early history of the schizophrenic patient although
its frequency is also significant in the neurotic histories.

In recent years the value of childhood enuresis as a predictor of
later adult maladjustment has been questioned and it is therefore
interesting that it is found to be characteristic 6f the patients
involved in the present study. The reports of the mothers
suggest that not only is enuretic behaviour more prevalent in

the schizophrenic's childhood but that it is inclined to be

more persistent. Of the nine schizophrenic patients involved,
five were described as having been periodically enuretic throughout

adolescence and into early adulthood. Each of the five neurotic
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patients involved were reported as being enuretic over a

much shorter period. An obvious criticism here is that we have
no means of knowing how many mothers, particularly of the normal
controls, denied enuretic behaviour which had in fact been
present in the child's early history. This objection may
validly apply to almost every response in the interview material.
It must then be realised that this study is principally aimed

at the personalities of the three groups of mothers. The
interview responses are not put forward as necessarily factual
accounts of the family circumstances but as statements of

opinion made by these mothers under conditions aimed at achieving
as uniform a degree of rapport as possible. Such considerations
are particularly relevant in the case of the mothers in the
schizophrenic group where defence mechanisms are often more than
obvious.

Similarities in the early childhood behaviour of the
neurotic and schizophrenic patients are evident in the present
analysis. Both sets of patients are, in comparison to the
normal controls, more frequently described as having been

fastidious and particularly clean in their habits. The majority

of mothers in both patient groups stressed this aspect of the

patient's early personality. - "She was a very clean child.

I don't think I have ever in my life seen her dirty. She always



liked to be neat and loved new clothes, even when she was only

about four or five years old." "She was clean, perfectly
clean, always clean - never dirty. She was always fussy

about her appearance. You never saw her dirty herself or her
clothes like her sister who was always getting messed up.®

These two responses are typical of the trend of comment on

this distinctive aspect of the child's behaviour. The

mother's description frequently contained suggestions that the
interest in hygiene and personal appearance was part of a
general rather obsessional pattern. "She was always very
fussy when she wag a child. For example, she was forever
dusting the chairg with a feather duster and was always drawing
my attention to dust in the house which I had missed. If you
gave her a drink she always inspected the cup and thought
nothing of giving it back to you if it was chipped or not clean
enough for her liking. I remember she used to even brush down
her bed before going into it at night. At first we were amused
at this sort of behaviour from a five year old but we soon began
to feel that she was just a bit too fussy for a young kiddy."
The latter part of this description contains one main apparent
difference between the two groups on the common obsessional pattern
of behaviour. While the mothers in the neurotic group tend to

disapprove of, or to have been in some way concerned about, the child's



82

behaviour, the mothers in the schizophrenic group imply
acceptance and approval in their comments. One of the latter
group concluded a description of the child's obsessional
behaviour with the following comments -~ "Everything she did
was perfect. She never did anything but she did it correctly.
She was immaculate in everything. When I think of her as a
child that's the phrase that comes to my mind - immaculate
perfection.® Thus, although the behaviour of the patients
was, in this respect, common to both patient groups, the mother's
interpretation of the behaviour and her attitude to it is quite
different. This is a feature which will become evident
repeatedly in our comparison between the neurotic and
schizophrenic mothers.

Nervous symptoms in childhood are reported with equal

frequency in the neurotic and schizophrenic histories. The type
of symptoms described here cover the whole gamut of common child-
hood neurotic reactions, but most commonly excessive temper tantrunms,
night fears, and a variety of temporary phobias. No differences
between the type of symptoms reported by the two groups were
apparent and there was a significant absence of any tendency

towards early autistic behaviour in the reports of the mothers of

the schizophrenic patients. Two of the mothers in the neurotic

group and three of the schizophrenic mothers consulted a doctor or
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took their child to a psychiatric clinic for treatment. The
remainder declared that they would have done likewise had they
at that time appreciated the possibility of treatment for
nervous disorders.

The child's first introduction to school is another
situation which created difficulties in both patient groups.

Initial trouble in starting school is more frequently reported

in the schizophrenic group but is also present to a significant
degree in the case of the neurotic group. The comments here
tell the familiar story of emotional upset at this time.
Several mothers painted a picture of their child weeping and
inconsolable on one side of the school gate with themselves in
a similar state of distress on the other side. This early
difficulty in adjusting to school involved other factors than
separation. The child's initial inability to find his place
in the classroom group was frequently the object of concern,

this being apparently due to the child being shy and pagsive at

school, lacking confidence in his own ability. The mothers are

inclined to describe the child's early school life as being over-
shadowed by the victimisation and bullying of other children and
fears of the teacher's authority. - "At first he was always in
trouble at school and I thought he would never settle down. He

would always be running home crying that another boy had punched
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him or his teacher had given him a row. There was always
something wrong but it was just that it was all a bit strange

to him at first until he settled down and found himself."

Here again one can observe a difference in the mother's

attitude to the situation. The neurotic mothers tend as a
whole to have accepted the difficulties as being partially due

to the child's inability to adjust to others. The schizophrenic
mothers, however, tended to deny the child's inadequacy and approve
of the factors which isolated him from others. - "The other boys
were rough and ready types and resented Jim's good manners and
polish. Jim hated fighting and tried to avoid trouble with
some of the hooligans at school but they picked on him. I used
to tell him just to ignore them and to keep on being a gentleman.
Sometimes I had to go up to the school and give the teacher a bit
of my mind." It might also be mentioned here that this early
inability to make an adequate adjustment to school is reported

as being a continued feature in the childhood of the schizophrenic
whereas it appears only as a temporary incapacity in the case of
the neurotic group.

Agreement is again apparent in the types of interests
reported in the histories of both patient groups. A breakdown
of interests could be made in various ways, the categories used
here conforming to the classificatory scheme applied by Slater %

Woodside (1951) in their study of urban working class families.
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As compared to the normal controls, both patient groups are

described as being less inclined towards social interests

(particularly organised social interests which involve member-
ship of a structured group, e.g. scouts, girl guides, youth

clubs, etc.). There is also a comparative lack of interest

in crafts and practical hobbies (e.g. woodwork, model
buildings, etc.). The interests of the neurotic and

schizophrenic patients are directed more towards entertainment

and the arts. According to the mothers' reports these patients

tend to show a keen interest in the theatre, cinema and television.
They are also more inclined to be interested in music, either
actively or passively through attending concerts or collecting
recorded music. One might generalise their interests as being
on the whole more solitary, requiring less active participation,
and directed more to the world of phantasy than to reality.
Speaking of the patient's relations with others, both

groups of mothers are more inclined to say that the vatient as a

child confided in his parents a great deal. Although the form

in which this feature is reported varies, 11 of the schizophrenic
and 10 of the neurotic mothers made comments of which the following
is typical - "He used to tell father and I everything he did.
‘Where William and Sandra (the patient's siblings) had always their

own little secrets, James was always open so that you really knew
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his every thought. He was always more ready to ask for and
accept advice from me than the other two."  Although the
confiding nature of the patient was welcomed and approved by
both sets of mothers, sewveral of the neurotic group admitted

to having been at times irritated by the degree of interest
which was thus demanded of them. In his relations with others
outside of the family group both the neurotic and schizophrenic

patients were more frequently described as being shy and self-

congcious in company. In the different reports given, one can,

however, discern a difference between the two groups of patients.
The neurotic patient may be described as being somewhat inadequate
in many of his social relationships but invariably it is also
added that he was relaxed and normally assertive when with friends
of long standing. The schizophrenic patient, on the other hand,
is more apt to be described as taking a very submissive and passive
role in any type of group.

In the mother's own life history, the first common
characteristic which distinguishes both patient groups from the
normal controls ig the comparatively higher frequency of paternal
loss through death during the informant's childhood. ‘Seven of
the schizophrenic group and five of the neurotic group declared
that their father died before they themselves reached their tenth

year. This factor is totally absent in the normal control group.



As can be seen from the appropriate freQuencies, the mothers
in the schizophrenic group show a significantly higher tendency
for their homes to have been disrupted by both paternal and
maternal loss through death, divorce or geparation, while
paternal loss is the only disrupting feature in the family back-
ground of the neurotic mothers.

A common feature in the subject'!'s own marriage is the
higher incidence of heavy drinking in the case of the husband
(the patient's father). In studying the individual statements
here one is once again struck by the difference in attitude
between the two groups in their interpretation of the same gituation.
Where drunkenness is complained of in the neurotic group, the
mother is apt to stress the effects on the children and on the
family's financies and to lay particular emphasis on brutality and
the illtreatment suffered at the hands of a drunken husband.
The mothers in the schizophrenic group who report the same behaviour
tend to emphasise more the husband's essential inadequacy, regarding
his heavy drinking as an ineffective form of compensation for a
lack of true masculinity. The following response is illustrative
of this attitude - "He got drunk so that he could pretend he was
a man but all he succeeded in doing was make himself look even

sillier. Drunk or sober he was a pretty poor imitation of a man."

Our final observation of these common responses is related
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to the mothers' complaints of their own nervous symptoms.
Although these complaints occurred with approximately equal
frequency in both patient groups they differed to some extent
in the nature of the nervous disorder. In the case of the
neurotic group the complaints took the form of bouts of
depression, panic attacks and general symptoms of anxiety in
their past adult life. The symptoms described by the
schizophrenic mothers were more vague, but they might be
described as being less 'affective' in origin. The actual
reports implied such symptoms as obsessional behaviour, difficulty
in concentration, hypochondriasis, periods of withdrawal, and
lack of interest in the environment. Reactions to the

menopausal period are not included in this category of response.



3. RESPONSES SPECIFIC TO THE SCHIZOPHRENIC GROUP

We have now arrived at the point where we can
finally consider the responses which, by their incidence, can
be said to be specific to the mothers of the schizophrenic
patients. The responses which fall into this pattern are
those which occur frequently enough to be taken as representative
of the group and for which the group frequency is also at least
twice the incidence of occurrence in either the normal control
or neurotic group. The responses are marked in red in

Column 2 of the comparative table in Appendix 4.

These mothers tend to impress one as being ambivalent

and manipulative in their attitude to the interview situation.

In some cases this ambivalence gives way to a more negative
attitude where the mother is openly hostile and suspicious.

She tends to avoid interviews, although she does this in an
indirect, covert fashion. She may admit that she has been
disturbed in her health at a time coincident with the interviewing
period. In her mood she may give the impression of being
depressed or on the other hand she may show a distinet lack of

affect. Her speech may be guarded in so far as she seldom speaks
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spontaneously during the interview, but more often her speech
is spontaneous in form but irrelevant and incomprehensible in
content. Her flow of speech tends to dominaté the pattern of
the conversation.

Her description of the patient's infancy contains
no characteristics which are in any way specific to her group.
One exception to this is that the mother tends to have great
difficulty in remembering when toilet training was initiated or
completed. Asked about the patient's school days she may say
that she had some initial trouble with the patient when he first
started school. This is also reported in the case of the
neurotic patients, but the mother of the schizophrenic patient is
more likely to comment that this initial difficulty continued
throughout the patient's later schooling. His work record
after leaving school and prior to the onset of his illness is
likely to be poor and erratic. Although there is nothing unique
in the patient's interests, his range of interests is inclined
to be very narrow and limited. In comparing the patient with
his siblings the mother is inclined to describe him as being
quieter and in various ways more dependent than his brothers and
sisters. In his relations with his parents he may be described
as showing little affection to them. In such cases the mother is

inclined to add that she herself is undemonstrative and that she
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hag difficulty in displaying affection towards her children.
In his relations with others outside of the family circle he is
likely to be described as taking a very submissive role. It
is likely that the mother will say that the patient has shown no
interest in the opposite sex and there was a tendency for her to
approve of this lack of interest. She may spontaneously imply
that the patient hag always been rather cold and sexually frigid.
Speaking of the patient's illness the mother is apt to
regard the patient as having been 'normal! until the onset of
his illness. To her the first signs of the patient's illneéss
included symptoms denoting general depression, expression of
paranoid ideas, withdrawal from the environment and general
retardation. In her description of the appearance of these
early symptoms it may be seen that they are coincidental in time
with such events as the patient leaving home for the first time
or with the object loss, usually of a sibling or a close friend.
The mother is inclined to put the cause of the illness down to
either loneliness caused by the patient being away from home, or
to a variety of sexual matters.
In speaking of herself and her own life the mother may
say that her childhood was marred by the loss of one of her parents.
This may be due either to the death of one parent or to the parents

being separated or divorced. Describing her own father she is



inclined to say that he had a very weak character or that he was
unapproachable and distant in his manner. Looking back over her
own childhood she tends to feel that she was always sensitive and
shy. She describes her childhood on the whole as being an unhappy
one. Regarding her occupation before marriage she may say that
she worked only in the home carrying out household duties. Where
she has worked outside of the home she is likely to express regret
at not having continued her career which was broken by marriage.
Speaking of her relations with others during her earlier adult

life she is inclihed to say that she has never enjoyed company,

has had a limited social life and invariably prefers to be alone.
During her married life her interests have centred narrowly on the
family and she has very little social life outside of the home.

She may say that she was always particularly shy with boys and it

is very likely that her husband will be described as her first and
only boyfriend. She is inclined to comment here that in her
adolescence and early adult life she was regarded by her friends as
being emotionally cold towards the opposite sex. 1In describing her

husband she is apt to criticise him for avoiding responsibility in

the home. She may also complain that he is lacking in ambition
and drive. Her husband is more likely to be at least nine
years older than the informant. In speaking of her marriage

she may admit that she married her husband in order to get away
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from an unhappy home life. Summing up the marriage as a whole

she is inclined to say that it has been an unhappy one and there

is a tendency for the marriage to have actually broken up through
separation or divorce. Her sexual relationship with her husband
in marriasge is unlikely to be a satisfactory one and in fact she

is inclined to describe the ®xual side of her marriage as being
frankly repellent. Where she does not express this view
directly she is likely to make it clear that the relationship

with her husband has always been devoid of real emotion and feeling.
Speaking of her relationship to the patient's siblings she may
admit frankly that she ig particularly attached to oné of the other
siblings. Where any of the patient's siblings have married and
left the home she is likely to be extremely critical about the
marriage partner. Finally she is inclined to say that her own

physical health has been very unsatisfactory.

The description given above allows one to form a
picture of the common pattern of responses which, by their
frequency, delineate the mothers of the schizophrenic patients
from the mothers of the other two groups studied. The responses
which make up this pattern are, of course,‘interview headings
which gsummarise the actual responses made by the individual subjects

in the group. In a sense then, this pattern is an abstraction
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representing the framework of the responses made by the group

as a whole. Each of these mothers had a relationship to her
child which is in essence sharply defined and differentiated
from the relationship made by any other mother in the group.

In obtaining the abstract pattern which had been outlined, one
must sacrifice to a great extent the individuality of each
mother-child relationship. The frequency of the responses given,
however, is such that many of the attitudes expressed are so
uniform that the sacrifice of personal uniqueness is minimised.
We can, however, fill in this framework as in our consideration
of responseé common to the two patient groups by a more detailed
examination of the responses, illustrating some of the individual

reports which appear to typify the particular trends involved.

Re-examination of the Interview Responses

Specific to the Schizovhrenic Mothers

In this re-examination, the interview material will
be again considered under four main segtions.

A. The interviewer's impregsions of the mothers

In her attitude to the interview gituation she was

Ambivalent and manipulative. - When first contacted these

mothers invariably expressed their willingness to be interviewed



in a most emphatic and often colourful fashion. The response
here is typified by the following statement made by one of ths
group ~ "I would go through fire, hell and floods for my girl.
I would die for her if I thought it would help.™® During the
course of the interviews the subjects formed a relationship with
the interviewer which might be described as being superficially
a very positive one. They would invariably declare that they
enjoyed the discussions and benefitted from them. The following
comments by members of the group are typical of their attitude.
"You help me to pull myself together. I feel I could talk to
you and tell you anything. I need someone to tell my feelings
to. For a long time there was no-one. I feel so much better
when coming to see you." "You are the only person I have to
tell my troubles to. You seem to understand what I've gone
through., I feel much better since being able to talk to you."
"You are my control, you know. I need to see you now and then
to steady myself." In many ways, then, these mothers showed a
need to express themselves to someone and to tell of their own
reactions to the patient's illness. As their relationship
with the interviewer expanded, however, it took on more and more of

a manipulstive form. Very frequently the mother spontaneously
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expressed the view that the interviewer resembled one of her
family. Where the patient was male, the identification was
usually with the patient and where the patient was female, the
interviewer was seen to resemble one of the other male siblings.
The mothers showed a great deal of interest in the interviewer's
own life and particularly in his health. Six of the group at
different times expressed the view that the interviewer was not
looking well and should have a long holiday. Two of the mothers
actually presented him with a tonic during a subsequent interview.
Many of the mothers attempted to maintain their relationship

with the interviewer outside of the interviewing sessions by
extending invitations to their homes. Perhaps the most amusing
illustration of the underlying ambivalence in the relationship
was that provided by one mother who was moving her home from
Glasgow to Edinburgh. She said that she must keep in touch with
the interviewer and insisted on giving him her new Edinburgh
address. In doing so, however, she erroneously wrote down the
address of a friend living in Cormwall.

During the third and fourth sessions when the formal
interviewing was carried out, the manipulative behaviour of the
mothers became much more evident. The subjects often appeared
for interview complete with diaries, albums, letters, and in fact

anything that had once belonged to the patient. The mother
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would then attempt to read from these copious notes, thus
controlling the trend of the interview and avoiding questions.
Several of the subjects actually prepared themselves for the
interview by writing down on paper everything they intended to
say during interview. Another effective way of blocking the
interviewing was for the subject to put forward a variety of
complaints about the organisation of the hospital and the
treatment of the patient, asking the interviewer to take
appropriate action. Their complaints about the hospital were
usually extremely vehement and bore little relationship to the
true facts. Many of the mothers blamed the hospital for the
patient's continuing illness - "Poor Peggy has fallen into the
wrong hands here. They are making her worse. We have ruined
a fine girl by throwing her into the ash can. The doctors here
treat me like a patient.® A great deal of concern was expressed

about the illtreatment of patients, such comments being again

highly imaginative =~ "I notice all the nurses have keys on a
chain, I'm sure they're often cruel to the patients and beat
them with their key chains." The most common fear expressed in

respect of the patient's treatment while in hospital was, however,
the more unususl one of the degree of sexual licence which many
of the mothers imagined was allowed by the hospital authorities.

One of the subjects came storming into an interview saying that



she had seen a male and female patient sitting together in the
hospital canteen. She said she thought this was disgraceful
and described the hospital as "a glorified brothel".

In their attitude to the interviews some of the mothers
deviated from this generally ambivalent and manipulative pattern

in being negative, openly hostile and suspicious. Although they

attended for interview they mainteined throughout an emotional
distance between themselves and the interviewer. They continually
asked the reason for questions put to them and often expressed the
view that, "You're trying to make out that it's me that's crazy and
not my daughter." Although all the mothers completed the six

interviews, they often avoided interviewg in an indirect and covert

fashion. A common manifestation of this was a mistake in the
time and date of the interview, or arriving at the wrong place.

One mother held the record for this performance by misinterpreting
either the time or place for interview on eleven occasions. Many

of the subjects admitted digturbances in their health coincident

with the interview pericd. These included a number of apparently
direct reactions to the interviews which were almost totally

abgent in the case of the other two groups. The actual
disturbances here varied from physical disabilities to emotional
distress. In three cases asthmatic attacks which had been dormant

for years were reactivated at the time the subjects were being seen.
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Others reported having gastric complaints, high blood pressure,
severe headaches and general tension. One of the mothers
fainted when she was about to leave her home to attend an
interview and had to be revived by her family. In their mood

some of the mothers appeared depressed. In such cases the

mother's depressive feelings were evident in her behaviour.

Six of the subjects in all broke down and wept several times
during the interviews. The depression appeared to be related
not to the patient's illness as such, but to the effect of this
upon their own lives. Others, however, showed in their mood

a distinct lack of affect. This was especially marked in their

unemotional description of the patient's/illness and their almost
detached enquiries as to the likelihood of recovery. Although

some of the subjects tended to be guarded and seldom spoke

spontaneously during interview, this was not true of the majority.

The speech of most of the group was so rapid and spontaneous as to
be irrelevant and incomprehensible. In these cases the subjects
moved from one topic to another with bewildering rapidity, their
replies invariably being irrelevant to the questions asked. When
one attempted to have the subject decipher a series of comments
which had been incomprehensible, she was apt to move off on to
another topic leaving the interviewer behind still trying to make

some sense out of the previous remarks.



At the termination of an interview one was left in a
mental fog, with the almost impossible task of unravelling a
disconnected series of comments by the subject into some sort of
logical order. Not only was the content of the speech
incomprehensible, but the form and quantity was alone invariably

enough to dominate the pattern of the interview. It was

extremely difficult to interrupt their flow of comments to direct
the interview towards specific questions and with many of this
group the number of interview sessions had to be increased beyond
six. One of the mothers, indeed, had to be seen for ten
ninety minute interviews before the standard interview could be

completed.

B. The mother's description of the patient's life history

In speaking of the patient's early habit training,

the mother could not remember when toilet training was initiated

or completed. In these cases the subject was unable to give

even an approximate date for the training veriod, not even being
able to state whether training was completed by the first or
second year. This type of vagueness in recollection was not
evident in the subjects who formed the normal control group
although four of the neurotic group were also unable to give

approximate times of training. From the comments made by these
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neurotic group subjects it seemed evident that the mother's
vagueness was related to the fact that toilet training, as such,
was absent, the child having trained himgelf. The same
explanation did not seem to hold good for the schizophrenic
group subjects as the mothers here all agreed that they had
actively trained the