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Interrelating is a combination of relating to and being related to
by another. The Couple’s Relating to Each Other Questionnaires
(CREOQ) and the Family Members Interrelating Questionnaires
(FMIQ) measure negative forms of both self and other relating, across
a close/distant and an upper/lower axis. These were used to measure
the interrelating between the parents of young adults, and between
young adults and their parents, in a sample of young, Greek, psy-
chotherapy outpatients and a comparable sample of non- patients. In
a proportion of both samples, the interrelating of the young adults
was compared with that of a well sibling. The patients’ parents were
significantly more distant towards each other than those of the non-
patients. The interrelating between the patients and their parents was
markedly worse than that between the non-patients and their parents.
It was also markedly worse between the patients and their parents
than between the siblings and their parents. Copyright © 2009 John
Wiley & Sons, Ltd.

the individual. These four states are called close-
ness, distance, upperness and lowerness. Closeness

Within the framework of relating theory (Birtch-
nell, 1996), relating is the way a person feels or
behaves towards others. The theory proposes that
relating is motivated by the need to attain one of
four states of relatedness, each of which, under
appropriate circumstances, carries advantages for
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is the state of being involved; distance is the state
of being separate; upperness is the state of relating
from a relatively upper position (as a boss towards
an employee or a parent towards a child); and low-
erness is the state of relating from a relatively lower
position (as an employee towards a boss or a child
towards a parent). Closeness and distance can be
represented as the opposite polesofahorizontal axis,
and upperness and lowerness can be represented as
the opposite poles of a vertical axis. Between these
four poles may be inserted the four intermediate
positions (which are also considered to be states of
relatedness), each representing a blending of the
poles to either side of it. Together, these eight posi-



200

A. E. Kalaitzaki and ]. Birtchnell

tions constitute a theoretical structure that is called
the interpersonal octagon (See Figure 1). The eight
scales of the measures to be used correspond to
the eight positions of the octagon. In all descrip-
tions and tables, the scores are presented starting
from the top, and moving around the octagon in
a clockwise direction. Each scale is given a two-
word name, which for convenience, is reduced to
two initial letters. The first word, or letter, refers to
the vertical axis and the second refers to the hori-
zontal one. For the four polar positions the word
‘neutral’ or the letter ‘N’ is inserted where refer-
ence to the other axis would have been. Moving
round the octagon, the octants are called upper
neutral (UN), upper close (UC), neutral close (NC),
lower close (LC), lower neutral (LN), lower distant
(LD), neutral distant (ND) and upper distant (UD).
The reader is advised to commit these names and
initials to memory.

The theory further proposes that people are born
with only a disposition to seek the states of related-
ness. During the course of maturation, they need
to acquire the competence to attain and maintain
each of them. Competent relating is described as
positive. It promotes harmony in relationships.
The ideal is that a person can be competent in any
one of the eight positions as and when it is neces-
sary to be so. That which falls short of competent
is described as negative. It leads to disharmony in
relationships. Negative relating may involve: (1)
clinging to one state for fear of becoming caught
up in another (like clinging to distance out of a
fear of closeness); (2) risking attaining a state, but
feeling anxious or hesitant within it (like fearing
being rejected); or (3) trying to impose a state upon
another or to coerce another into providing it (like
always needing to be the one in charge, or always
needing to be told what to do). Positive and nega-
tive forms of the eight positions of the octagon
have been fully defined and described in Birtchnell
(1996, 2002a) and are summarized in Figure 1.

An earlier study (Birtchnell & Evans, 2004)
showed the negative relating of psychotherapy
patients, on a range of scales, to be significantly
higher for psychotherapy patients than for non-
patients. Another study (Birtchnell, 2002b) showed
that, while the scores of patients awaiting psycho-
therapy did not change significantly over a 9-month
period, patients” scores dropped significantly over
a course of therapy. While these studies concerned
a person’s general relating tendencies, the present
study will concern a person’s relating to a specified
other and the person’s view of the other’s relating
to him/her.

Copyright © 2009 John Wiley & Sons, Ltd.

A distinction should be drawn here between
relating and interrelating: where relating, as it
is usually measured, refers to a person’s general
relating tendencies, interrelating is that which
occurs between any two specified people. The
assumption being made here is that the way that
a person considers that he/she relates to a speci-
fied other, or the way he/she considers that the
specified other relates to him/her may not nec-
essarily correspond with the way that he/she or
the other relates to people in general. In interrelat-
ing, a state of relatedness may be either given or
received. If one person gives closeness, the other
receives it, and if one person gives distance, the
other receives it; but if one person relates from an
upper position, the other is pushed into lowerness,
and if one person relates from a lower position, the
other is pushed into upperness. In any interrelating
encounter, what one person offers or invites may
be accepted or declined by the other. It may also
be imposed upon the other.

Since interrelating is the interplay that occurs
between any two people, it cannot, of itself, be
measured. What can be measured however is how
each person considers that he/she relates to a spec-
ified other and how each person considers that the
specified other relates to him or her. This requires
there to be a set of four questionnaires, each of
which has scales for measuring either the self-
perception or the perception of the other, within
the eight positions of the octagon. Together, these
questionnaires are called the Couple’s Relating to
Each Other Questionnaires (CREOQ) (Birtchnell,
2001a). Since, originally, they were designed to
assess couples seeking therapy, they measure only
negative interrelating.

In a recently published study using the CREOQ
(Birtchnell, Voortman, DeJong, & Gordon, 2006),
the negative interrelating of couples seeking
therapy was shown to be significantly more marked
than that of couples from a community sample, on
almost all scales of all four questionnaires. In the
present study, the CREOQ will be used for a quite
different purpose, namely to compare the negative
interrelating between the parents of a sample of
young, adult, Greek psychiatric outpatients receiv-
ing psychotherapy and the parents of a sample of
young, Greek adults from a community survey.
It is expected that the scores of the parents of the
patients will be higher—either because negatively
relating parents may have an adverse effect upon
these adults or because these psychiatrically dis-
turbed adults may have an adverse effect upon
their parents.

Clin. Psychol. Psychother. 16, 199-215 (2009)
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Figure 1. Positive (upper diagram) and negative (lower diagram) forms of relating. The diagrams first appeared in
Birtchnell (1994), The Tavistock Institute, reproduced by permission. UN = upper neutral. UC = upper close. NC =
neutral close. LC = lower close. LN = lower neutral. LD = lower distant. ND = neutral distant. UD = upper distant
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The present study will carry these investigations
a stage further by also examining the interrelating
between the young, Greek, adult patients and non-
patients and their respective parents. For the pur-
poses of this study, a small number of the items of
the four CREOQ questionnaires were modified in
order to make them more appropriate to a young
adult/parent relationship. This modified version
of the CREOQ will be called the Family Members
Interrelating Questionnaires (FMIQ). Although
it is very similar to the CREOQ, it is given this
name in order to stress its different function. In
a way that is comparable to the CREOQ, it will
measure both how the young adults consider that
they relate to their parents and how their parents
consider that they relate to them, and also how
each considers that he/she is related to by the
other. As with the CREOQ, only negative interre-
lating will be measured. The expectation is that the
parent/patient interrelating scores will be signifi-
cantly higher than the parent/non-patient scores.
It is also expected that the difference between the
patients and non-patients will be more marked for
young adult to parent interrelating than for parent-
to-parent interrelating, for here the young adults
will be directly involved with their parents. On
the other hand, it would seem as likely that the
parents will adversely affect their patients as that
the patients will adversely affect their parents. As
a further refinement of the study, the interrelat-
ing between the patients and their parents will be
compared with that between a well sibling of the
patients and their parents.

COMPARING RELATING THEORY
WITH INTERPERSONAL THEORY

A similarity between the relating theory of the
present study and the longer-established inter-
personal theory (Kiesler, 1996, Leary, 1957) is
fully acknowledged. The eight-position circle of
interpersonal theory resembles the octagon of
relating theory. There are however important dif-
ferences between the two theories which have
been fully considered elsewhere (Birtchnell, 1994,
1996, 2002b; Birtchnell & Evans, 2004; Birtchnell &
Shine, 2000; Birtchnell et al., 2006). Where inter-
personal theory carries the implication that adap-
tive interpersonal behaviour is on a continuum
with maladaptive interpersonal behaviour, relating
theory considers positive and negative relating to
be qualitatively different, which is why, in Figure
1, they occupy separate octagons. However, the

Copyright © 2009 John Wiley & Sons, Ltd.

interpersonal psychologist, Benjamin (1996), also
considered the difference between adaptive and
maladaptive relating to be qualitative rather than
quantitative. A number of interpersonal psycholo-
gists, notably Wiggins (1979), considered that the
behaviours from positions from opposite sides of
the interpersonal circle should exist in a bipolar
relationship. Relating theory would maintain that
the positions from opposite sides of the octagon
should be viewed independently of each other. A
universally competent relater would be capable of
relating (positively) according to any one of the
eight positions of the octagon, as and when the
need arose. Conversely, it should be possible for a
person to relate negatively according to any one of
the eight positions; and relating negatively in one
position should not preclude relating negatively in
any other position. From an early stage, interper-
sonal psychologists (e.g., Carson, 1969) introduced
the concept of complementarity. By this they meant
that each form of relating should evoke a comple-
mentary reaction from the other that leads to a
repetition and reinforcement of the original relat-
ing act. Dominate, for example, should evoke the
response of submission. Orford (1986) maintained
that there was no evidence to support these rules. It
is unfortunate that interpersonal psychologists do
not clearly differentiate between positive and neg-
ative relating. Kiesler (1986) and Benjamin (1987)
went so far as to propose that a psychotherapist
might intentionally make an anti-complementary
response in order to break the cycle of reinforce-
ment. Birtchnell (2002a) considered such strategies
to be simplistic and argued that if a psychotherapy
patient was relating negatively, either in or outside
of therapy, the therapist should help him/her to
relate more positively.

In the recent Birtchnell et al. (2006) study, com-
parison was made between a Dutch translation
of the CREOQ and an adaptation of the revised
interpersonal checklist (ICL-R) (De Jong, van den
Brink, & Jansma, 2000), a measure that is based
upon the interpersonal circle. To render the ICL-R
more comparable with the CREOQ, participants
were invited to make judgements concerning both
as it applied to themselves and as they considered
that it applied to their partners, but of course this
adaptation did not record their partners’” view and
it only referred to their own and their partner’s
general relating tendency, rather than the way they
specifically relate to their partner or they consider
that their partner specifically relates to them (which
is what the CREOQ measures). Despite these limi-
tations, there were reasonably high and meaning-

Clin. Psychol. Psychother. 16, 199-215 (2009)
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ful correlations between the scores of the CREOQ
and the adapted ICL-R.

THE PRESENT STUDY

The study will be carried out in five stages: (1)
the psychometric properties of the Greek transla-
tion of the CREOQ and FMIQ will be examined,
and the CREOQ couple’s interrelating scores of
the Greek samples will be compared with those
of the English and Dutch samples of the Birtchnell
et al. (2006) couples study; (2) the CREOQ scores
of the parents of the psychiatric patients and the
parents of the non-patients will be compared; (3)
the FMIQ adult/parent scores in the families of the
patients and the non-patients will be compared; (4)
the FMIQ scores of the patients and their parents
will be compared with those of a well sibling of
the patients’ and their parents; and (5) the CREOQ
scores will be compared with the FMIQ scores to
determine to what extent the way that one parent
interrelates with the other resembles the way
he/she interrelates with the young adult.

METHOD
Participants

All participants and their families were Greek citi-
zens. Of the 80 non-patients, 17 (21.3%) were men
and 63 (78.8%) were women. Their ages ranged
from 18 to 52 and they had a mean age of 22.3 (stan-
dard deviation [SD] = 8.7) with a median value of
20.5. The majority (92.3%) were single and 66.3%
were living with their parents. None currently
exhibited psychiatric symptoms. To ascertain this,
they answered anumber of demographic questions,
among which were whether they had in the past,
or whether they presently suffered any psychiatric
disorder, or received or were receiving psycho-
therapy, or were hospitalized because of psychiat-
ric symptoms. The same questions were asked for
the parents and siblings of both the non-patients
and the patients that participated in the study. A
small number of the non-patients were psychology
students. The remainder were recruited by psy-
chology students from their friends and relations.
Students were asked to seek families in which the
parents had at least one young adult child. The
parents of the non-patients were currently married
(92.3%) or separated/divorced (7.7%). However,
both of them (80 fathers and 80 mothers) were
recruited into the study (See Procedure).

Copyright © 2009 John Wiley & Sons, Ltd.

Of the 84 psychotherapy patients, 45 (53.6%)
were men and 38 (46.4%) were women. Their ages
ranged from 18 to 46 and they had a mean age of
28.7 (SD = 7.5) with a median value of 26.5. Fewer
(69.4%) were single and 58.3% were living with
their parents. All were the patients of one psychia-
trist/psychotherapist, who had a particular interest
in the psychotherapy of psychotic patients (Kalait-
zaki & Nestoros, 2006). The majority (84.5%) were
diagnosed by the therapist as being psychotic and
the remainder were neurotic, according to Diag-
nostic and Statistical Manual of Mental Disorders,
Fourth Edition criteria. Approximately 60% were
considered to be in the acute phase of their condi-
tion and a proportion of them were receiving anti-
psychotic medication. The diagnosis corresponded
with their scores on the Revised Symptom Check-
list (SCL-90-R) (Derogatis, 1983). In response to
the relevant demographic questions, all of them
admitted being previously and/or currently psy-
chiatrically disturbed. The parents of the patients
were currently married (88.9%) or separated/
divorced (11.1%). Both parents (84 fathers and
84 mothers) were recruited into the study (See
Procedure).

For a proportion of both the non-patients and
the patients, a sibling (who was not necessarily of
the same gender) was also recruited into the study.
The sibling was required not to have psychiatric
symptoms, according to the demographics ques-
tions referred to above. Sixty-three well siblings
of the non-patients (42 men and 21 women) and
48 siblings of the patients (23 men and 25 women)
agreed to participate in the study. The mean age
of the siblings of the non-patients was 25.2 (SD =
9.1), with a median value of 24.4, and that of the
siblings of the patients was 27.4 (SD = 7.6), with a
median value of 27.3. Further demographic data
are available from the senior author.

Measures

The CREOQ and the FMIQ were translated into
Greek by the senior author, who is an English-
speaking Greek. The back translation was per-
formed by a native English person who spoke
Greek. Each back-translated item was discussed
and compared with the original version. Slight
modifications were then made. The translated
questionnaires were administered to a few fami-
lies of psychiatric outpatients, and any ambiguities
in the wording after completion of the question-
naire were discussed. This led to further slight
modifications.

Clin. Psychol. Psychother. 16, 199-215 (2009)
DOI: 10.1002/cpp
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The CREOQ comprises a set of four, 96-item
questionnaires. Each item has the four response
options of mostly yes, quite often, sometimes and
mostly no which generate a score of 3, 2, 1 and
0, respectively. Each questionnaire is similar in
construction to the Person’s Relating to Others
Questionnaire (PROQ2) which was developed to
measure an individual’s general, negative relating
tendencies (Birtchnell & Evans, 2004; Kalaitzaki &
Nestoros, 2003), but since the items of the CREOQ
refer both to relating to, and being related to, by a
specified other person, they have had to be worded
slightly differently. They are based largely upon
the kinds of remarks that partners might typically
make about one another. As with the PROQ?2, the
items of each questionnaire contribute to eight
scales which correspond to the eight octants of
the interpersonal octagon, though the items are
distributed randomly throughout the questionnaire.
Each scale has 12 items, but only 10 of these refer
to negative relating and are scored. The remaining
two refer to positive relating and are included only
to offer respondents something good to say about
themselves or their partner. The maximum score
for each scale is 30, so the maximum score for the
entire questionnaire is 240. As with the PROQ?2, the
questionnaires are scored by computer, the com-
puter printout comprising both a numerical list of
scores and a graphic representation of scores (see
Birtchnell et al., 2006).

In the four questionnaires of the CREOQ, M and
W refer to man and woman and S refers to self
and P refers to partner. Thus, MS is the man’s
self-rating and MP is his rating of his partner; and
WS is the woman'’s self-rating and WP is her rating
of her partner. Apart from the words denoting
gender, the items of the MS and WS are identical
and the items of the MP and WP are identical.
Although the questionnaires were designed for
heterosexual couples, they are adaptable for homo-
sexual couples by selecting the gender-appropriate
questionnaires. The questionnaires, together with
the scoring instructions, can be downloaded from
www.johnbirtchnell.co.uk.

The FMIQ was developed by the authors for
a study of the family relations of schizophrenics
(Kalaitzaki, 2005). Its items are predominantly the
same as those of the CREOQ, though, in a few
instances (less than 10 for the self questionnaire
and less than 15 for the other questionnaire), the
words have been slightly modified to make them
more appropriate to the relationship being exam-
ined. As with the CREOQ, two questionnaires refer
to the respondent’s relating to the other family

Copyright © 2009 John Wiley & Sons, Ltd.

member and two refer to how the respondent
feels that the other family member relates to him/
her. Each questionnaire has a name that indicates
who is making the assessment and who is being
assessed. In this, Fa refers to father, Mo refers to
mother, So refers to son and Da refers to daughter.
The letters Se (short for self) are inserted to indicate
that it concerns the person relating to the other.
Hence, the self-assessment questionnaires were
labelled FaSeSo (father relating to the son), FaSeDa,
MoSeSo, MoSeDa, SoSeFa, SoSeMo, DaSeFa and
DaSeMo. The being related to questionnaires are
labelled FaSo (father’s view of son’s relating to
him), FaDa, MoSo, MoDa, SoFa, SoMa, DaFa and
DaMa. If, for example, a father and son are being
assessed, the father completes the FaSeSo and the
FaSo and the son completes the SoSeFa and the
SoFa.
Specimen items for the eight SoSeFa scales are:

UN: [ try to make the decisions for both of us.

UC: I try to influence the way he thinks.

NC: When he is away from me I feel anxious until he
returns.

LC: I rely on him more than I should.

LN: I look to him for guidance.

LD: I try to keep out of his way.

ND: When he gets too close to me it makes me feel
uneasy.

UD: I think I might intimidate him.

Specimen items for the eight SoFa scales are:

UN: Needs to be the one in control

UC: Tries to control who I go out with

NC: Finds it hard to allow me to have time away from
him

LC: Seems to need me to look after him

LN: Not very good at making up his own mind

LD: Tries to keep out of my way

ND: Keeps me at a distance

UD: Bosses me about

Because the items of the CREOQ and the FMIQ
occur in the same sequence, it is possible to use the
self-rating and partner-rating scoring programs of
the CREOQ to score the FMIQ. Additional pro-
grams have been written which organize the scores
into a diagrammatic arrangement (see Figures 2a
and 2b).

Procedure

All family members completed a short, demo-
graphic questionnaire. Each of the two parents

Clin. Psychol. Psychother. 16, 199-215 (2009)
DOI: 10.1002/cpp



Interrelating Within Families

205

of the young adults was then invited to complete
one questionnaire concerning how he/she relates
to the other, and one concerning how he/she con-
siders the other relates to him/her (CREOQ). Each
young adult and each parent were invited to com-
plete a similar pair of questionnaires (FMIQ). In
a proportion of the families of both the patients
(n = 48) and the non-patients (n = 63), the same
procedure was carried out between one sibling of
the index case and each parent (FMIQ). Participants
were instructed to complete each questionnaire in
private and then place it in a sealed envelope. All
the questionnaires from each family were then
placed in one large envelope. The psychology stu-
dents distributed and collected the questionnaires
personally from the non-patients. The patients
and their families were sent their questionnaires
through the post, though they returned the
envelope with the completed ones to the therapist
by hand. In the case of the parents who were sepa-
rated or divorced, the index case was responsible
for distributing and gathering the questionnaires. If
any family member returned a questionnaire with
more than seven missing responses, that family
was eliminated from the study. The final response
rate was 81.3% for the non-patients and 88.6% for
the patients.

Analyses

All analyses were carried out using version 12 of
the SPSS (SPSS Inc., Chicago, IL, USA). The inter-
nal reliabilities and inter-scale correlations of the
eight scales of the four CREOQ questionnaires and
the 16 FMIQ questionnaires were calculated. Cor-
relation matrices of the self-ratings of one partner,
or person, against the partner-ratings of the other
were also created. For both the CREOQ and the
FMIQ, a factor analysis was carried out on the com-
bined self-rating and the combined other-rating
questionnaires. These findings will only be sum-
marized. The main features of the analyses will be
a detailed comparison of the mean CREOQ scores
of the parents of the patients and the non-patients,
and the mean FMIQ scores of the patients and non-
patients and their parents. Additionally, the FMIQ
scores of the patients and their parents will be com-
pared with those of a proportion of the patients’
well siblings and their parents. Finally, the CREOQ
scores will be correlated with the FMIQ scores.
Because of the large number of comparisons, only
those differences with a p value of 0.01 or less will
be referred to as being significant.

Copyright © 2009 John Wiley & Sons, Ltd.

RESULTS

Stage 1. Psychometric Properties of the
CREOQ and FMIQ

Internal Reliability

For the non-patients, the mean alpha reliabili-
ties of the four CREOQ questionnaires were above
0.60 for 24 of the 32 scales (i.e., four sets of eight
scales), with an overall mean of 0.68 (SD = 0.11).
For the patients they were above 0.60 for 28 of
the 32 scales, with an overall mean of 0.71, (SD =
0.12). The majority of the Greek alphas were lower
than the English ones (mean 0.68, SD = 0.11 versus
0.75, SD = 0.06; t = 3.63, p < 0.001), with marked
differences on certain scales (e.g., LD of the MP).
The Greek alphas were higher than the Dutch ones
(Birtchnell et al., 2006) on 18 scales, with the Greeks
scoring particularly high on certain scales (e.g., UN
of the MP and WP, ND of the WS and UD of the
MP and WP). The overall mean of the Greek non-
patient sample was higher than that of the Dutch
community sample (0.66, SD = 0.08).

For the FMIQ, the mean alphas for the relating
to the other scales ranged from 0.60 to 0.81 (mean
0.72, SD = 0.06) for the non-patients and from 0.65
to 0.78 (mean 0.73, SD = 0.05) for the patients. For
the being related to by the other scales, the alphas
ranged from 0.47 to 0.82 (mean 0.73, SD = 0.13) for
the non-patients and from 0.59 to 0.85 (mean 0.77,
SD = 0.09) for the patients.

Test—Retest Reliability

The appropriate pair of questionnaires of the
FMIQ were readministered to 40 patients and their
parents and the four CREOQ to their parents on
two occasions at 2-3 months intervals. The differ-
ences in mean scores (paired-samples t-test) for the
two occasions were not statistically significant.

Comparing the Mean CREOQ Scores of the
English, Dutch and Greek Samples

The parents of the Greek non-patients can reason-
ably be compared with the couples in the English
and Dutch community samples (Birtchnell et al.,
2006). Whereas in 30 of the 32 comparisons (four
questionnaires and eight scales) the English means
were higher than the Dutch means, in 31 of the 32
comparisons the Greek means were higher than
the English means. Some of these differences were
highly significant. In many instances, the means
of the two Greek samples were more similar than
were those of the Greek samples and the English
and Dutch samples.

Clin. Psychol. Psychother. 16, 199-215 (2009)
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Inter-Scale Correlations

Inter-scale correlation matrices for the eight
scales of the CREOQ were generated, for each of
the four questionnaires, for both the non-patients
and the patients. The most striking features of
these matrices were the high correlation between
each of the four polar scales (NC, ND, UN and
LN) and the adjoining intermediate scales. In both
samples, the mean of these correlations was sig-
nificantly higher than that of the remaining cor-
relations. Similar findings have been reported for
the English CREOQ and Dutch translation of the
CREOQ (Birtchnell et al., 2006). This effect is due
to the fact that the intermediate scales represent
a blending of the polar scales to either side of
them. Sixteen correlation matrices were produced
for each of the 16 questionnaires of the FMIQ for
the patients” sample, and another 16 for the non-
patients’ sample. In the patients’ sample, in all but
one matrix (SoFa), the mean score of the neigh-
bouring scales was significantly higher than that
of the remaining ones. In the non-patients” sample,
although adjoining mean scores were higher than
the remaining ones, they were not significant in
seven out of the 16 (FaSo, MoSeS, SoSeF, SoFa,
SoMo, MoSeD and MoDa).

Does One Marital Partner’s Self-Ratings
Correspond with the Other’s Partner-Ratings?
With the CREOQ, it is important to determine
to what extent the way that one partner relates to
another corresponds with the way that the other
considers he/she is related to by this partner.
The best way to examine this is to correlate one
partner’s self-scores against the other partner’s
partner-scores (i.e., MS against WP and WS against
MP). If the two do correspond, the highest cor-
relations will occur on the same-named scale of
the two questionnaires (e.g., LC of MS and LC of
WP). In a correlation matrix, these corresponding
scales will occur along the central diagonal. There-
fore, the mean of the correlations on this diagonal
should be higher than the mean of the remain-
ing correlations. This was in fact the case: for the
non-patients, the mean on the MS/WP diagonal
was 0.39 (0.07), and that of the remaining correla-
tions was 0.19 (0.15) (t = 3.80, p = 0.000); and the
mean of the WS/MP diagonal was 0.35 (0.08), and
that of the remainder was 0.20 (0.14) (t =2.99, p =
0.004). For the patients, the mean on the MS/WP
diagonal was 0.36 (0.13), and that of the remaining
correlations was 0.09 (0.19) (t = 3.81, p = 0.000); and
the mean on the WS/MP diagonal was 0.25 (0.11),

Copyright © 2009 John Wiley & Sons, Ltd.

and that of the remainder was 0.07 (0.17) (t = 2.97,
p = 0.004).

Does One Family Member’s Relating Score
Correspond with the Other’s Being Related
to Score?

With the EMIQ, it is important to determine to
what extent the way that the young adult relates
to the parent corresponds with the way that
the parent considers he/she is related to by the
young adult; and the way that the parent relates
to the young adult corresponds with the way
that the young adult considers he/she is related
to by the parent. To take account of the gender of
the young adult and the gender of the parent, this
involved creating eight correlation matrices for the
non-patients and eight for the patients. Of the 16
matrices, using the 0.01 or less criterion, there were
only four significant correspondences, two in the
non-patient sample (FaSeDa/DaFa and DaSeFa/
FaDa) and two in the patient sample (SoSeF/FaSo
and DaSeFa/FaDa). Therefore, the correspon-
dences were not as good as for the CREOQ. This
would appear to indicate that parents have a better
understanding of each other than young adults
and their parents do.

Factor Analyses

Because the MS and WS items, and the MP and
WP items, are identical apart from the reference to
gender, the data for the two self measures and the
data for the two partner measures were combined.
This provided 160 self-raters and 160 partner-raters
in the non-patient sample and 168 self-raters and
168 partner-raters in the patient sample. Com-
bining the two samples provided 328 self-raters
and 328 partner-raters. Similarly, for the FMIQ,
the data from the self-rating questionnaires (e.g.,
FaSeS, MoSeS, SoSeF) were combined, as were
those from the other-rating questionnaires (e.g.,
FaSo, MoSo, SoFa). This provided 640 self-raters
and 640 other-raters for the non-patient sample, and
672 self-raters and 672 other-raters for the patient
sample. Combining the two samples provided
1312 self-raters and 1312 other-raters. For each of
the CREOQ and FMIQ), a factorial analysis, rotated
using the Varimax algorithm, was conducted and a
four-factor solution, consistent with the four main
poles of the relating theory was attempted.

The solution of the CREOQ self-raters accounted
for 32.49% of the variance (o0 = 0.88), and the factors
extracted closely resembled the four major poles

Clin. Psychol. Psychother. 16, 199-215 (2009)
DOI: 10.1002/cpp



Interrelating Within Families

207

of the octagon. They were assigned equivalent
names: (1) distant (o. = 0.83); (2) a mixture of close
and distant items (o0 = 0.81); (3) lower (o = 0.84);
and (4) upper (o = 0.81). The solution of the other-
raters accounted for 38.17% of the variance (o0 =
0.92). The factors were identifiable as: (1) upper
(o0 = 0.91); (2) a bipolar split between distant and
upper items (o = 0.88); (3) distant (o = 0.87); and
(4) lower (o = 0.81).

In a principal components analysis seeking a
four-factor solution for the FMIQ self-rating ques-
tionnaires, the four factors, accounting for 33.76%
of the variance, were identifiable as: (1) lower; (2)
distant; (3) upper; and (4) a mixture of close and
upper close. For the other-rating questionnaires the
four factors, which accounted for 37.94% of the
variance were identifiable as: (1) upper; (2) lower;
(3) distant; and (4) mostly close.

Table 1.

Stage 2. The Mean CREOQ Scores of the
Parents of the Non-Patients and the Parents
of the Patients

The mean self-rating and partner-rating scores
of the parents of non-patients and the parents of
patients are shown in Table 1. Taking first the self-
rating scores: both the patient’s fathers and the
patients” mothers scored significantly higher than
the non-patients’ fathers and the non-patients’
mothers on lower distance and neutral distance
and additionally the patients” fathers scored sig-
nificantly higher on upper distance. Taking now
the partner-ratings, the patients’ fathers rated the
mothers significantly higher on upper distance,
but there were no significant differences in respect
of the mothers. To sum up, the patients’” parents
showed a significant tendency to be more distant

Mean scores of the eight scales of the four Couple’s Relating to Each Other Questionnaires for the parents

of non-patients (n = 80) and the parents of patients (n = 84)

UN ucC NC LC LN LD ND UD Total
MS Non-patient 9.67 10.59 12.22 11.76 14.73 10.17 6.5 9.35 84.97
SD 542 5.39 6.01 6.21 5.33 5.65 5.79 4.95 29.67
Patients 11.85 12.06 11.31 13.37 14.68 12.56 9.63 12.5 97.97
SD 6.63 7.01 5.92 6.09 6.56 5.74 7.38 6.39 31.8
Difference -2.18 -1.47 0.91 -1.61 0.05 -2.39 -3.13 -3.15 -13
t 2.15 2.19 1.48 -0.91 1.62 -0.05 24 3.13 3.15
p 0.03 0.17 0.37 0.13 0.96 0.01 0.01 0.00 0.01
mp Non-patients 8.1 12.51 12.33 13.08 11.5 11.35 6.1 8.59 83.56
SD 7 533 6.72 5.54 5.38 434 5.86 6.15 30.44
Patients 11.35 14.27 12.24 13.15 13.5 10.26 8.92 12.55 96.24
SD 8.81 7.7 7.85 6.9 6.45 5.47 8.06 8.71 42.62
Difference -3.25 -1.76 0.09 -0.07 -2 1.09 -2.82 -3.96 -12.68
t 2.37 1.53 -0.07 0.06 2 -1.28 2.31 3.03 1.98
p 0.02 0.13 0.94 0.95 0.05 0.2 0.02 0.00 0.05
WS Non-patients 10.27 12.13 11.33 13.28 14.26 11.86 6.95 10.27 90.35
SD 6.7 5.66 6.06 6.22 5.58 5.54 6.57 5.78 31.06
Patients 11.26 11.63 11.21 12.94 14.82 14.27 10.4 11.85 98.39
SD 6.77 5.48 7.49 6.3 6.11 5.67 7.42 6.53 29.77
Difference -0.99 0.5 0.12 0.35 -0.57 —2.42 -3.46 -1.59 -8.04
t 0.86 -0.53 -0.11 -0.33 0.57 2.53 292 1.52 1.55
p 0.39 0.6 0.91 0.75 0.57 0.01 0.00 0.13 0.12
WP Non-patients 10.27 11.88 12.32 13.5 11.4 10.82 7.29 9.56 87.05
SD 518 6.46 6.1 6.46 6.03 49 6.56 7.54 35.19
Patients 11.52 10.79 12.1 12.95 11.85 10.55 9.34 12.11 91.21
SD 8.68 6.29 6.47 5.68 6.32 474 7.02 8.83 33.13
Difference -1.25 1.09 0.22 0.55 —0.46 0.27 —2.04 —2.55 —4.16
t 1 -1.01 -0.21 -0.53 0.44 -0.33 1.78 1.81 0.71
P 0.32 0.32 0.83 0.6 0.66 0.74 0.08 0.07 0.48

MS =man’s self-rating. MP = man’s partner-rating. SD = standard deviation. WS = woman'’s self-rating. WP = woman'’s partner-rating.
UN = upper neutral. UC = upper close. NC = neutral close. LC = lower close. LN = lower neutral. LD = lower distant. ND = neutral
distant. UD = upper distant. Significant (<0.01) differences are in bold type.
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than the non-patients’ parents, though the evi-
dence was stronger for fathers.

Stage 3. The Mean FMIQ Scores of the Non-
Patients and the Patients

The mean FMIQ scores of the non-patients and
patients are presented in Table 2, which is in eight
sections; the first four concern the parents’ relat-
ing to the young adults (considering the sons and
the daughters separately) and the young adults’
view of the parent’s relating to them. The second
four concerned the young adults” relating to their
parents (again considering the sons and the daugh-
ters separately) and the parents’ view of the young
adults’ relating to them. Because of space limita-
tion, only the mean scores are presented in Table
2. The detailed tables and the graphic presentation
of the mean scores in octagons are available from
the senior author.

The patients’ fathers rated themselves signifi-
cantly higher than the non-patients’ fathers on UC
towards their sons (i.e., FaSeSo) and on UC, LD
and ND towards their daughters (i.e., FaSeDa).
UC, in terms of parenting, would amount to
possessiveness.

The patients who were sons agreed about the upper
closeness, but also rated their fathers (i.e., SoFa) sig-
nificantly higher on UN, and UD. The patients who
were daughters rated their fathers high on upper
closeness and neutral distance, and also rated their
fathers (i.e., DaFa) as significantly higher on the other
two upper scales and on LC and LN. It should be
noted here that rating someone as high on upper
qualities does not preclude them from being rated
high on lower qualities; but the more likely explana-
tion of these apparently conflicting results is that the
fathers who were rated high on the upper score were
not the same fathers as those who were rated high on
the lower score.

The patients” mothers rated themselves signifi-
cantly higher than the non-patients’ mothers on
neutral distance towards their sons (i.e., MoSeSo)
and on lower distance towards their daughters (i.e.,
MoSeDa). The patients who were sons viewed their
mothers differently. They rated them (i.e., SoMo)
significantly higher on the three upper scales. The
patients who were daughters also rated their mothers
differently. They rated them (i.e., DaMo) significantly
higher on neutral distance, and, like the sons, rated
their mothers higher on the three upper scales.

The patients who were sons, compared with
the non-patients who were sons, showed no sig-
nificant differences in their relating towards their

Copyright © 2009 John Wiley & Sons, Ltd.

fathers (i.e., SoSeFa), but they rated themselves
significantly higher on neutral distance towards
their mothers (i.e., SoSeMo). The fathers rated their
sons (i.e., FaSo) significantly higher on the three
lower scales, and also on the ND and UD, and the
mothers rated their sons (i.e., MoSo) significantly
higher on NC, LN and UD. The fact that the fathers
viewed their sons as lower is not a consequence of
their sons being junior to them. If this were so, then
the non-patients’ fathers would also rate their sons
as lower. These questionnaires measure only nega-
tive qualities; and negative lowerness, like being
meek and submissive, is an undesirable quality.

The patients who were daughters rated them-
selves significantly higher on all scales except LN
towards their fathers (i.e., DaSeFa), and on all scales
except UC and LN towards their mothers (ie.,
DaSeMo). Both the fathers’ and the mothers’ ratings
of their daughters were in accord with this.

Certain trends emerged from this analysis:
There were many instances of the scores of the
patients’ families being significantly higher, but no
instances of the scores of the non-patients families
being so. Both the parents and the sons, but not
the daughters, were more inclined to make greater
negative judgments about others relating to them
than about their relating to others. The daughters
were much more inclined to make greater negative
judgments about themselves than the sons were.
Both the sons and the daughters rated both the
fathers and the mothers as being higher on the
three upper scales.

Stage 4. Comparing the FMIQ Scores of the
Patients and their Parents and of the Well
Sibling of the Patients and their Parents

In a proportion of the families of the patients, the
FMIQ was also administered to a well sibling and
his/her parents. In these analyses, to economize on
space, the gender of the parents and the gender of
the young adults have been combined. The find-
ings for the patients and their siblings are presented
in Table 3. The most striking findings concern the
patients’ reports of their relating to their parents and
the parents’ reports of the patients’ relating to them.
The patients’ reports of their relating to their parents
were significantly higher than the siblings’ reports
of this on all but the LN and the ND scales. Similarly,
the parents” view of the patients’ relating to them
was significantly higher than their view of the sib-
lings’ relating to them on all but the UC scale.

The patients’ reports of the parents’ relating to
them were significantly higher than the siblings’
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Table 2. Mean Family Members Interrelating Questionnaires scores for the parents’ relating to young adults and
the young adults’ view of parents’ relating to them for the non-patients and the patients

UN ucC NC LC LN LD ND UD
Father’s relating to son (FaSeSo) Non-patients 659  9.59 10.14 10.14 1145 10 845 9
Patients 922 1537 1228 106 10.57 1228 10.25 1225
t 192 346 15 036 -063 177 1.09 214
p 006 000 014 072 053 008 028 0.04
Son’s view of father’s relating (SoFa) Non-patients 6.63  8.63 8.04 1033 1025 1058  9.21 6.46
Patients 1094 129 805 1042 869 1025 1078 12.19
t 305 259 001 006 -123 -028 104 384
14 0.00 0.01 1 0.96 0.22 0.78 0.3 0.00
Father’s relating to daughter (FaSeDa) Non-patients 734 879 813 859 1028 915 684 9.18
Patients 9.05 133 11 10.92 9.89 1273 1111 117
t 1.44 3.56 2.33 212 038 3.48 3.44 227
p 015 000 002 004 07 0.00 0.00 0.03
Daughter’s view of father’s relating (DaFa) Non-patients 616 882 644 838 616 9.67 843 7.04
Patients 11.67 13.67 8.55 12.86 8.69 1097 11.67 12.09
4.26 4.02 2.06 4.58 3.04 1.43 2.54 3.58
p 0.00 0.00 0.04 0.00 0.00 0.15 0.01 0.00
Mother’s relating to son (MoSeSo) Non-patients 704 11 912  9.04 115 1127 627 9
Patients 744 1415 9.96 9.53 10.87 12.72 9.97 10.19
t 031 234 074 04 -052 139 275 086
p 076 002 046 069 0.6 017 001  0.39
Son’s view of mother’s relating (SoMo) Non-patients 5 9.78 848 726 804 891 435 535
Patients 9.67 1542 9.64 10.33 9.72  11.72 7.34  10.64
t 3.25 3.18 0.71 2.25 1.22 2.11 2.18 3.77
14 0.00 0.00 0.48 0.03 0.23 0.04 0.03 0.00
Mother’s relating to daughter (MoSeDa) Non-patients ~ 6.46 10.26 1047 10.63 13.81 995 652 825
Patients 814 1277 1219 1046 1347 1293 8.63 10.28
t 167 247 16 015 -033 302 215 192
p 0.1 002 011 088 074 000 003 0.06
Daughter’s view of mother’s relating (DaMo) Non-patients 432  9.09 7.7 9.77 875 1023 319  5.09
Patients 1327 154 973 1116 793 996 949 134
t 746 562 189 126 -099 -034 622  6.63
14 0.00 0.00 0.06 0.21 0.33 0.74 0.00 0.00
Son’s relating to father (SoSeFa) Non-patients 888 828 58 832 1116 10.68 11.12 8.2
Patients 10.91 8.25 598 1116 1116 13.39 1492 1125
t 1.34  -0.02 0.14 1.99 0 1.87 2.2 2.08
p 018 098 089 005 1 006 003  0.04
Father’s view of son’s relating (FaSo) Non-patients 636 577 773 791 7.86 10.86 7.41 4.59
Patients 7.81 8.24 953 1516 14.02 1517 13.07 9.93
t 101 144 118 446 557 269 402 474
14 0.32 0.15 0.24 0.00 0.00 0.01 0.00 0.00
Daughter’s relating to father (DaSeFa) Non-patients 7.9 539 478 829 1194 9.08 103 7.6
Patients 11.64 8.02 7.2 13.83 1344 1325 1441 11.34
t 3.85 3.23 25 485 048 4.04 3.27 3.85
14 0.00 0.00 0.01 0.00 0.64 0.00 0.00 0.00
Father’s view of daughter’s relating (FaDa) Non-patients 595 644 612 991 8.57 1057  8.29 6.3
Patients 9.17 717 794 1339 1394 1358 1253 10.75
t 281 065 157 264 394 306 269 357
14 0.01 0.52 0.12 0.01 0.00 0.00 0.01 0.00
Son’s relating to mother (SoSeMo) Non-patients 817 721 679 879 1333 1038 867 838
Patients 10.87 8.25 923 11.33 132 1257 1348 12.09
t 185 08 145 157 -0.09 135 256 246
p 007 043 015 012 093 018 0.01 0.2
Mother’s view of son’s relating (MoSo) Non-patients 746 535 6.54 1127 10 1212 865 562
Patients 8.66 629 1069 13.66 1495 1294 1174 11.73
t 0.84 0.84 3.57 1.65 3.18 0.71 2.23 4.88
14 0.41 0.4 0.00 0.1 0.00 0.48 0.03 0.00
Daughter’s relating to mother (DaSeMo) Non-patients 716 625 607 912 13 9.11 749  7.08
Patients 12.42 8.49 959 1313 1282 12.08 1397 1354
t 483 231 325 379 -016 3.1 537 584
p 0.00 0.02 0.00 0.00 0.88 0.00 0.00 0.00
Mother’s view of daughter’s Non-patients 577 757 649 1048 861 111 787 572
relating (MoDa) Patients 9.16 696 10.82 13.82 13.12 1282 1144 10.05
t 332 067 367 336 439 218 295 356
14 0.00 0.51 0.00 0.00 0.00 0.03 0.00 0.00

UN = upper neutral. UC = upper close. NC = neutral close. LC = lower close. LN = lower neutral. LD = lower distant. ND = neutral distant. UD =

upper distant. Significant (<0.01) differences are in bold type.
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Table 3. Mean FMIQ scores for parents’ relating to young adults and young adults’ view of the parents’ relating to
them for the patients (n = 84) and the patients” well sibling (1 = 48)

UN ucC NC LC LN LD ND UD  Total

Parents’ relating to young  Patient 8.1 1256 1076  10.04 11.61 1238 10.05 10.46 8597

adult SD 6.14 6.94 6.32 5.5 6.03 5.07 6.29 6.77  31.69

Sibling 6.32 8.54 1014 10.65 13.65 11.37 8 756  76.23

SD 564 58 6.15 6.88 648 488 5.01 495 2958

Difference 1.79 4.02 0.62 -0.61 -2.04 1.01 2.05 2.89 9.74

t 2.05 4.68 0.69 -0.63 -2.33 14 2.34 3.83 2.16

p 0.04 0.00 0.49 0.53 0.02 0.16 0.02 0.00 0.03

Young adult’s view of Patient 10.99  13.49 8.37  10.58 8.58 10.45 9.55 1166 83.68

parents’ relating SD 9.1 7.83 6.65 6.8 5.51 5.44 7.29 922 39.86

Sibling 789 10.07  6.95 8.33 7.96 9.07 6.21 8.33  64.82

SD 7.15 8.15 6.6 5.82 486 424 6.39 8.14 35.63

Difference 3.09 3.43 142 2.25 0.62 1.38 334 333 1885

t 2.94 3.07 151 2.37 0.8 2.2 3.61 2.59 3.38

p 0.00 0.00 0.13 0.02 0.42 0.03 0.00 0.01 0.00

Young adult’s relating to Patient 10.97 7.69 6.88 1135 1144 1222 141 11.61  86.28
parents SD 664 577 695 7.33 7.19 6.89 8.1 6.63 357

Sibling 7.19 5.95 3.08 6.68 10.29 9.81 11.59 7.9 62.49

SD 5.38 4.21 3.91 5.66 6.34 5.37 7.77 6.15 2647

Difference 3.79 1.74 3.8 4.68 1.15 241 2.51 372 2378

t 4.18 2.81 6.16 5.67 116 3.08 2.23 4.05 6.12

p 0.00 0.01 0.00 0.00 0.25 0.00 0.03 0.00 0.00

Parents view of young Patient 8.57 7.03 915 1259 127 1278 11.58 10.24  84.65
adult’s relating SD 6.45 6.1 7.01 7.07 6.78 5.65 7.18 7.1 35.6

Sibling 5.65 6.25 6.32 8.42 815 11.17 8.1 7.03  61.08

SD 414 427 453 5.06 4.69 4.39 6.47 5,54 2288

Difference 2.92 0.78 2.83 4.18 4.56 161 3.48 3.2 23.56

t 4.55 121 4.03 5.48 6.39 2.49 3.5 3.92 6.63

p 0.00 0.23 0.00 0.00 0.00 0.01 0.00 0.00 0.00

UN = upper neutral. UC = upper close. NC = neutral close. LC = lower close. LN = lower neutral. LD = lower distant. ND = neutral
distant. UD = upper distant. Significant (<0.01) differences are in bold type.

reports of this, on the three upper scales and
neutral distance. The parents’ reports of their relat-
ing to the patients were significantly higher than
their reports of their relating to the siblings on the
UC and UD scales. The conclusion from these find-
ings is that the significantly high levels of nega-
tive interrelating within the patients” families were
entirely restricted to that between the parents and
the patients. When this exercise was repeated with
the non-patients (1 = 80) and a sibling other than
the one featuring in the previous analyses (1 = 63),
almost all comparisons were non-significant. The
exceptions were on two scales: The sibling’s report
of their parents’ relating to them were significantly
higher than the young adults’ reports of this, on the
UC and the UD scales.

A Computer-Generated Graphic Representation
of the FMIQ Scores of an Illustrative Family of a
Patient and a Non-Patient

Figures 2a and 2b are the graphic representation
of the interrelating within two families including

Copyright © 2009 John Wiley & Sons, Ltd.

a mother (M), a father (F) and two (adult) chil-
dren (C1 and C2). The inner circle of octagons
concerns how a person considers he/she relates to
the other and the outer circle of octagons concerns
how he/she considers the other person relates to
him/her. For each octagon, the sequence of scores
corresponds to the eight octant positions as repre-
sented in Figure 1 (lower diagram) and the extent
of the shading represents the size of the score. The
upper left four octagons represent the interrelating
between child 1 and the mother and the upper right
four octagons represent the interrelating between
child 1 and the father. The lower left four octagons
represent the interrelating between child 2 and the
mother and the lower four octagons represent the
interrelating between child 2 and the father. No
interrelating is shown between the mother and the
father or between child 1 and child 2. In Figure 2a,
both C1 and C2 are non-patients. In Figure 2b, C1
is a patient and C2 is a non-patient. In the family
represented in Figure 2a, the interrelating between
each of the two (adult) children and their parents
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DOI: 10.1002/cpp



Interrelating Within Families

211

(a)

C1

K

5o SIS

Kk
A

% % i

Figure 2.

(a) The Family Members Interrelating Questionnaires (FMIQ) scores of an illustrative family of a young,

male non-patient (C1) and his sibling (C2). (b) The FMIQ scores of an illustrative family of a young, male patient (C1)
and his sibling (C2). The C stands for the child [1, either for the non-patient in figure (a) or the patient in figure (b)
and 2, for his sibling] and the M and F stand for the mother and the father, respectively

is similar. In the family represented in Figure 2b,
the negative relating between the patient and his
parents is much more extreme than that between
the non-patient and his parents.

The patient in Figure 2b registered extremely
high levels of negative relating both of his relating
towards his parents and of his parents towards
him. Both his parents rated themselves as nega-
tively upper towards him and experience him as
negatively lower towards them. These parents also
related negatively towards their other child but the
other child did not experience them in this way
and did not relate negatively towards them.

Stage 5. Is There Any Correspondence Between
the Parents”’ CREOQ Scores and their
FMIQ Scores?

In order to determine whether there were simi-
larities between the negative interrelating between
the parents and the negative interrelating between
the parents and the young adults, the scores on
the scales of each of the four CREOQ question-

Copyright © 2009 John Wiley & Sons, Ltd.

naires were correlated against those on the scales
on the equivalent FMIQ questionnaires. As with
the self-relating and the other-relating correlations
described in Stage 1, the corresponding scales of
the questionnaires being compared were located
along the central diagonal of the correlation matrix.
Hence, the mean of the diagonal scores was com-
pared with the mean of the remaining scores. For
the non-patients, the mean diagonal scores were
consistently and significantly higher than the
remainder on seven of the eight comparisons (MS
against FaSeSo and FaSeDa, WS against MoSeSo
and MoSeDa, MP against FaSo and FaDa and WP
against MoSo and MoDa). For the patients, this
was the case for only two comparisons (WS against
MoSeSo and MoSeDa). This would indicate that
how the non-patients’ parents interrelated with
each other was predominantly similar to how
they interrelated with their adult children, but
for the patients’ parents such similarity was less
evident. This presumably is because the parents
interrelated in a more negative way between
themselves and their child than they did between
themselves.

Clin. Psychol. Psychother. 16, 199215 (2009)
DOI: 10.1002/cpp



212

A. E. Kalaitzaki and ]. Birtchnell

DISCUSSION

Previous studies have focused upon the retrospec-
tive assessment of family relationships in samples
of patients and non-patients, the assumption being
that unsatisfactory relationships with parents in
childhood predispose individuals to psychiatric
disorder in later life (Bowlby, 1977). There was
some confirmation of this in two community
studies: In a sample of 40-49-year-old women, a
significant association was demonstrated between
present neurotic symptomatology and the recall
of early discord between parents and a poor
early relationship with a mother but not with a
father (Birtchnell, Evans, & Kennard, 1988); and
in a sample of 25-34-year-old depressed women,
but not in a comparable sample of non-depressed
women, there was a recall of poor maternal care
(Birtchnell, 1988). This was confirmed by the
depressed women’s recollection of low mater-
nal care and high overprotection scores on the
Parental Bonding Instrument (Parker, Tupling, &
Brown, 1979), a retrospective measure of parental
behaviour in childhood. With studies of this kind,
there is always the possibility of the selective recall
of early experiences by the patient as a way of
explaining her present condition, though it is rel-
evant that, in both these studies, the link was made
only with the mother.

In the present study, we were concerned not
with past relating but with present interrelating of
patients and non-patients; and we were not just
relying upon the young adult’s view; we also have
the view of the parents. We were not so much
concerned with the possible effect of the parents’
relating upon the onset or the continuation of the
condition as with the overall picture of patients’
involvement with their parents. Over 80% of the
patients were psychotic and mainly schizophrenic.
Claridge (2006) observed that “...schizophrenia,
like any other psychological disorder, results from
genetically determined disposition, interacting with
family and social influences, and modified by other
personality and cognitive factors’ (pp. 657-658).

The recently developed FMIQ, which is a modi-
fication of the longer-established CREOQ, was
used in this study to measure adult/parent inter-
relating. There is no previous study of its psycho-
metrics for comparison with the present findings,
which were in general satisfactory. The four
polar scales of both the FMIQ and the CREOQ
were easily identified by the factor analysis. The
Greek four-factor solution for the CREOQ was less
clearly defined than the English one (Birtchnell
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et al., 2006). A confirmatory factor analysis would
be expected to provide support for most the eight-
factor structure of the measures, as it did with the
PROQ3, the short version of the PROQ2 (unpub-
lished data).

The English and the Greek psychometrics of the
CREOQ compared well, though there were some
differences. Most of the octant scale reliabilities for
both the Greek samples were significantly lower
than those of the English ones. They more closely
resembled the Dutch ones (Birtchnell et al., 2006).
A possible explanation for this is the difficulty in
translating the English items into Greek or Dutch
equivalents. The validity of both the CREOQ and
the FMIQ was confirmed with the inter-scale corre-
lations of each measure. The CREOQ correlations
were consistent with the English ones (Birtchnell
et al., 2006). The FMIQ correlations of the non-
patients were in general lower than those of the
patients and of the CREOQ, indicating either
that the non-patients had greater difficulty than
the patients differentiating between the qualities
that each octant scale represented (which seems
unlikely) or that the FMIQ includes items with
high commonalities. Since the FMIQ is based upon
the CREOQ, it seems that adult/parent interrelat-
ing is qualitatively different from that between the
couples. If this is so, then perhaps more items of
the FMIQ need to be replaced or rephrased in order
to increase its validity.

The study was prompted by the very strik-
ing differences that had been observed between
the negative interrelating (as measured by the
CREOQ) of couples seeking couple therapy and
couples from a community sample (Birtchnell et
al., 2006). It was not considered likely that the
parents of the patients would demonstrate evi-
dence of a relationship problem since they had no
psychiatric disorder themselves and they were not
seeking therapy; as it happened, both the fathers
and the mothers of the patients, when compared
with those of the non-patients, did rate themselves
significantly higher on neutral distance and lower
distance, and also the fathers did rate the mothers
significantly higher on upper distance. It was
not surprising that these differences between the
two sets of parents were not as marked as those
between the therapy couples and the non-therapy
couples in the Birtchnell et al. (2006) study, but
they did indicate that the patients” parents were
not as close as those of the non-patients. Whether
this was a contributing cause or a consequence of
the patients” difficulties we are not in a position
to say.
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It is a feature of the Greek culture that young
adults remain in close contact with their parents.
In fact, the majority of both samples were unmar-
ried (69.3% of the patients and 92.3% of the non-
patients) and high proportions were still living
with their parents (58.3% of the patients and
66.3% of the non-patients). This made the present
samples particularly suitable for a study of this
kind, though it also carries the caveat that the
findings of the study may not be generalizable
to samples from other cultures. It was consid-
ered important for the present analyses that the
data concerning fathers and mothers and sons
and daughters should be examined separately.
Although this made the presentation of data much
more complicated, we considered it important to
examine the possibility that sons and daughters
might interrelate differently with their respective
parents. For this reason, it was unfortunate that
there were so few sons in the non-patient sample
(17). This may also have had an effect on some of
the tests of significance.

When the 0.01 or less criterion of significance
was adopted, there was no instance of the non-
patients scoring significantly higher than the
patients in any of the 128 patient/non-patient
comparisons that were made, but, in the same
number of comparisons, there were 56 instances
of the patients scoring significantly higher than
the non-patients. The fact that 33 of these differ-
ences concerned the parents’ view of the patients’
relating to them would indicate that this was not
simply a consequence of the distorted percep-
tion of the patients as a consequence of their
psychiatric condition. The findings of the study
suggest that more attention should be paid to
the family relationships of young, psychotherapy
patients, both at the assessment stage and during
the course of therapy.

Were There Differences in Gender?

Despite the small number of sons in the non-
patient sample, there were significant differences
between the patients and the non-patients in 17 of
the 64 comparisons in which the son was involved.
There were no significant differences concerning
the son’s ratings of his relating to his father, but
there were five significant differences concern-
ing the father’s rating of the son’s relating to him.
These concerned the three distant scales and the
three lower scales (the LD scale being common
to both); so the father was concerned about the
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son’s distance and the son’s submissiveness. There
was only one significant difference concerning the
son’s rating of his relating to his mother, but three
concerning the mothers” view of the son’s relating
to her. The sons rated both their parents as being
high on the three upper scales, but the parents did
not confirm this.

There were more than twice as many (39) sig-
nificant differences between the patients and non-
patients in respect of the daughter’s interrelating,
but this may have been due to the larger sample
size. In contrast with the sons, there were 13 out
of a possible 16 scales on which a daughter’s relat-
ing to her parents was significantly higher for the
patients than for the non-patients. Also there were
12 out of a possible 16 scales on which the parent’s
view of the daughter was significantly higher for
the patients.

Comparing Patients with Their Well Siblings

It was an added bonus that 48 of the patients and
63 of the non-patients had well siblings (though not
necessarily of the same gender) who were willing
to participate in the study, and that the patients’
and the non-patients” parents were willing to com-
plete the questionnaires in relation to the siblings
as well as to the index case (Table 3). This way it
was possible to determine whether the parent’s
interrelating with the index cases differed from
his/her interrelating with the sibling. As with the
main study, again using the 0.01 or less criterion
of probability, in the families of the non-patients,
there was no instance of the parent’s interrelat-
ing with the index case being significantly worse
than his/her interrelating with the sibling; though
there were two instances of the sibling’s view of
the parent being significantly worse than the index
case’s view of the parent. In the patients” families,
the patient’s score was significantly worse than the
sibling’s in 19 of the 32 comparisons. (By worse
here we mean that the score was higher.) While
there were only two instances of a parent scoring
significantly higher in his/her relating to the
patient, there were seven instances of the parent’s
view of the patient’s relating to him/her being sig-
nificantly higher. On the other hand, there were
six instances of the patient scoring significantly
higher in his/her relating to the parent, and four
instances of the patient scoring higher in his/her
rating of the parent relating to him/her. Thus, the
parents were more inclined to view the patient’s
relating as negative than to view their own relat-
ing as negative.
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Limitations of the Study

This was an opportunistic study and was depen-
dent upon one particular therapist’s willingness
to make his patients and their families available
for investigation. The study samples were rather
small and it was unfortunate that there were so
few men in the non-patient sample. However, a
high proportion of the non-patients’ siblings were
men and they could as easily have been in the
non-patient sample. Since there were no signifi-
cant differences between the non-patients and the
non-patients’ siblings (in Table 3), the results would
probably have been no different had the number of
men been higher. It is acknowledged that the pro-
portion of young adults in both samples who were
unmarried and/or living with their parents was
high. While this is a reflection of the Greek culture,
it could have contributed to the striking findings.
It would be informative to repeat the study in a
different culture. It was a disadvantage that the
patients comprised both neurotic and psychotic
patients. It would have been preferable had they
been more homogeneous and if the samples had
been larger. While the participants seemed able
to cope with completing sometimes several quite
long questionnaires, it would be an advantage for
us to have used shorter versions.

The Relevance of the Questionnaires
for Psychotherapy

While it is necessary to conduct studies of this
kind, the value of measures such as the CREOQ
and the FMIQ lies in the assessment of individual
patients, within the setting of their families, in
individual couple and family therapy (Birtchnell,
2001b). They provide a pointer to possible areas
of interpersonal difficulty and a means of charting
progress through the course of therapy. While the
questionnaires are long, the items are brief and
relevant, and patients do not normally object to
completing them. A shorter version of the CREOQ
does exist, but it has yet to be evaluated. Since the
items of the CREOQ and the FMIQ are so similar,
it would also be possible to produce a shorter
version of the FMIQ. Because of the large number
of scales, it is essential to have a computer program
for scoring them and for presenting the results in
graphic form. This way the findings can be pre-
sented within a single diagram. A program for
doing this is available from the authors. The same
program is suitable for scoring both the CREOQ
and the FMIQ. The graphic representation of the
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scores can be shown to the patients and possibly
also to the patients in the company of their parents.
A similar procedure has previously been adopted
with the graphic representation of CREOQ scores
in couple therapy (Birtchnell et al., 2006).
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