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An investigation was undertaken to examine two measures 

of personality and their utility with adolescent patient 

populations. The Rorschach, scored using Exner's (1991) 

Comprehensive System (2nd Ed.), and the Personality 

Inventory for Youth (PIY; Lachar & Gruber, in press) were 

explored as to their ability to distinguish inpatients from 

outpatients, males from females, and diagnostic groups from 

one another. COP, AG, CDI, DEPI, SCZI, and HVI scores on 

the Rorschach were utilized, as were the DIS, SOM, FAM, 

RLTY, WDL, and SSK scores from the PIY. 

The two patient groups were found to differ 

significantly on mean Full Scale IQ (FIQ), as well as on the 

FAM and RLTY scales of the PIY and the DEPI of the 

Rorschach. The DIS scale of the PIY differentiated 

diagnostic groups, with a first-order interaction between 

patient status and diagnostic group. Significantly 

different variances on AG scores were revealed both.for the 

patient groups and the gender groups studied. Additionally, 

WDL and SCZIS were found to positively correlate, while SOM 



and DEPI negatively correlated. Results were discussed in 

terms of limitations due to skewed population samples due to 

the need for a certain level of cognitive integrity in order 

to complete the evaluations. Also, the two tests examined 

were conceptualized to measure differing aspects of 

personality and functioning, making them complimentary 

rather than interchangeable. It was recommended that both 

tests be used in conjunction with each other rather than 

exclusively. 
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CHAPTER I 

INTRODUCTION 

Use of Projective Techniques in Assessment 

The earliest precursor of today's projective 

personality techniques probably lies in Kraepelin's (1892, 

cited in Anastasi, 1982) use of free association with 

patients, in which he provided stimulus words and the 

patient was to respond with the first word that came to 

mind. The underlying hypothesis in both Kraepelin's and 

subsequent projective techniques is that the individual will 

provide structure to the situation when presented with a 

relatively unstructured task. Consequently, the way in 

which the individual both perceives and then interprets 

presented material reveals fundamental aspects of 

functioning. The person is expected to "project" 

characteristic ways of dealing with the world onto the test, 

disclosing much about underlying thought processes, needs, 

conflicts, attitudes, etc. Murray's (1938) ideas regarding 

the projective process, as derived from Freud's premise 

regarding defensive projection, involved the translation of 

internally experienced dangers into external dangers, 

thereby making them tolerable and addressable. Murray 

(1938) elaborated Freud's view of projection as strictly a 

defensive operation by describing it as a natural process 
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utilized by most persons, which reflects a tendency "... for 

persons to be influenced by their needs, interests, and 

overall psychological organization in the cognitive 

translation or interpretation of perceptual inputs whenever 

the stimulus field included some ambiguity (Exner, 1986a, p. 

15) . 

In an overview of the nature of projective techniques, 

Anastasi (1982) states: 

Typically, projective instruments also represent 

disguised testing procedures, insofar as examinees are 

rarely aware of the type of psychological 

interpretation that will be made of their responses. 

Projective techniques are likewise characterized by a 

global approach to the appraisal of personality. 

Attention is focused on a composite picture of the 

whole personality, rather than on the measurement of 

separate traits. Finally, projective techniques are 

usually regarded by their exponents as especially 

effective in revealing covert, latent, or unconscious 

aspects of personality. Moreover, the more 

unstructured the test, it is argued, the more sensitive 

it is to such covert material. This follows from the 

assumption that the more unstructured or ambiguous the 

stimuli, the less likely they are to evoke defensive 

reactions on the part of the respondent. ... In their, 

theoretical framework, most projective techniques 



reflect the influence of psychoanalytic concepts. ... 

It might be added that any psychological test, 

regardless of the purpose for which it was designed, 

may serve as a projective instrument, (pp. 564-565) 

Although there are a number of different techniques for 

projective assessment, which are usually classified 

according to the types of responses given, this discussion 

here will be limited to the most widely used and researched 

inkblot technique, the Rorschach. 

History of the Rorschach 

Hermann Rorschach's 1921 monograph, Psvchodiaanostik, 

was the first public introduction of the ten inkblots that 

comprise the Rorschach test. Rorschach based his use of 

inkblots as stimulus figures on the earlier work of others. 

For example, Binet and Henri (1895, 1896, cited in Exner, 

1986a) initially included inkblots in their development of 

an intelligence test. Because of the inability to utilize 

the inkblots in group administrations, Binet and Henri 

abandoned the idea. Rorschach's monograph was not an 

introduction of the stimulus inkblots as a test per se, but 

rather was a description of his attempts to develop a method 

for the differentiation of schizophrenia from other 

disorders through analysis of problems in perception. 

Inkblots were readily available and, in fact, constituted a 

popular game at that time ("Klecksographie" or "Blotto") 

(Exner, 1986a). Rather than being unusual or intimidating 



stimuli, inkblots were a familiar and comfortable stimulus 

to most people at that time. 

Eugen Bleuler, known for having coined the term 

"schizophrenia," was one of Rorschach's professors and 

supervisors during his medical residency. In his work with 

Bleuler, Rorschach noticed that patients diagnosed as 

schizophrenic responded to the Blotto game in distinctly 

different ways than did other patients. Rorschach began an 

investigation, attempting to classify responses according to 

different characteristics and features. Responses were 

coded according to the area of the blot used for the 

response, the features of the blot responsible for the 

percept, and the content used within the percept. 

Although his intent was to focus primarily upon the 

differentiation of schizophrenic records from the records of 

nonpatients, by 1921 Rorschach had tested sufficient numbers 

such that he had concluded that certain distinctive types of 

psychological and/or behavioral characteristics seemed to be 
«» 

related to the occurrence of certain kinds of responses at 

high rates of frequency. Thus Rorschach concluded that his 

method would not only be valuable for the differentiation of 

psychopathology, but also would detect the presence of 

certain characteristics or stylistic tendencies in 

nonpatient populations. These results brought Rorschach 

enthusiastic support, and were published as a manuscript in 

June of 1921. 



Rorschach had intended to continue his research, but 

died unexpectedly at the age of 37 in 1922. However, his 

work was continued by others who sought to extend his 

method. David Levy studied in Switzerland for one year and 

learned about Rorschach's work. When he returned to the 

United States, he had several copies of Rorschach's inkblots 

in his possession and, in 1926, he published a translation 

of a paper regarding Rorschach's method. In turn, one of 

Levy's students at the Institute of Guidance in New York 

City, Samuel J. Beck, proposed a standardization study of 

the Rorschach as his dissertation topic. This was to be the 

first systematic investigation of the test, and it involved 

the use of almost 150 child subjects. During the three 

years it took Beck to collect his data, he shared his 

enthusiasm for the test with Marguerite Hertz. She, too, 

determined to focus her dissertation on the Rorschach test 

and proposed a variation of Beck's work. Both Beck and 

Hertz completed their dissertations in 1932, adding a great 

deal of information regarding children's responses to the 

already existing adult data. However, neither Beck nor 

Hertz made any changes in or additions to Rorschach's 

original coding format. 

Bruno Klopfer became another prominent authority on the 

Rorschach following his immigration to the United States in 

1934. Klopfer conducted informal seminars for graduate 

students at Columbia University, focusing upon the 



fundamentals of administration and scoring. It soon became 

clear to Klopfer that the lack of precision that permeated 

much of Rorschach's scoring method greatly hindered both the 

use and the teaching of the test, so Klopfer and his 

students began focusing upon possible new scores. By 1936, 

Klopfer was devoting most of his time to the test, and 

several new scores had been added to the system, with still 

more under consideration. He began to publish a newsletter 

called "The Rorschach Research Exchange," which became the 

Journal of Projective Techniques, and later the Journal of 

Personality Assessment. 

Klopfer's willingness to expand upon Rorschach's 

original work led him into conflict with Beck, who 

maintained that there should be no deviations from the 

original system. Marguerite Hertz, in an attempt to mediate 

the dispute, eventually got caught up in the conflict and 

went a third route that attempted to utilize some of each of 

the divergent techniques. By this time, the use of the 

Rorschach was being fragmented into widely divergent scoring 

systems. 

The wide variety of approaches to administration, 

scoring, and interpretation of the test continued, and were 

expanded and elaborated upon, until Exner's comparative 

analysis of the five existing approaches in 1969. At that 

time, Exner concluded that the five systems were so widely 

divergent that the idea that there was one Rorschach test 



was a myth; in fact, there were five distinct Rorschach 

tests. Exner then attempted to address two questions: 

"Which of the five demonstrated the greatest empirical 

sturdiness?" and "Which of the five had the greatest 

clinical utility?" (Exner, 1969). 

In 1972, Exner and Exner undertook the first of three 

surveys in an attempt to begin answering these questions. 

This first survey was sent to 750 randomly selected 

clinicians who were members of the Division of Clinical 

Psychology of the American Psychological Association and the 

Society for Personality Assessment. The survey sought 

information regarding the system in which the respondent had 

received formal training and which system was used in daily 

practice. The survey also contained questions about 

numerous administration and scoring techniques. Fifty-three 

percent (395) of the questionnaires were useable and 

revealed the following striking findings: 

First, nearly 22% of the respondents had abandoned 

scoring altogether. They used the method exclusively 

for the subjective analysis of contents. Second, 232 

of the 308 respondents who did score the test admitted 

to personalizing the scoring, by integrating scores 

from one system to another system, and/or adding unique 

scores developed from personal experience with the 

test. An overwhelming majority also admitted that they 

did not necessarily follow the prescribed tactics for 
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administration specified in the system from which they 

derived most of their scoring, and the same was true 

for interpretive postulates. In other words, one might 

administer the Rorschach using the Rapaport face-to-

face seating (which was disavowed in all other 

systems), score responses using criteria drawn from 

Klopfer, Beck, and Piotrowski, and draw from at least 

as many sources to develop interpretive postulates 

concerning the resulting data. (Exner, 1986a, p. 20) 

The second survey (Exner & Exner, 1972) confirmed these 

findings. It was found that only 20% of Diplomates of the 

American Board of Professional Psychology surveyed 

faithfully followed any single system. As Exner (1986a) 

states: "Obviously, the divergence of Rorschach methodology 

into five major approaches, and the subsequent proliferation 

of those approaches, did little to promote a more thorough 

understanding of the method, as a test, or to enhance its 

development" (p. 21). 

The third survey (Exner & Exner, 1972) sought to 

ascertain researchers' areas of concern regarding the 

Rorschach. Problems of data collection and experimenter 

bias, complexities of data analysis, adequacy of control 

groups, and the lack of extensive normative data were all 

complaints made by researchers, nearly half of whom had 

abandoned research of the test. 



At this same time, the Rorschach Research Foundation 

undertook a systematic review of all published research on 

the Rorschach in an attempt to categorize, cross-reference, 

and evaluate the extant literature. By 1970, the Rorschach 

literature had grown to a level of 4000 articles and 29 

books, in addition to Rorschach's original monograph. In 

spite of the volume, only about 2100 of the 4000 articles 

were research works, with more than 600 of these being 

judged to be so seriously flawed to render them unusable. 

However, the project did yield more than 700 research works 

deemed methodologically appropriate and which were then 

utilized to form a data bank through which to evaluate the 

various systems. In addition to these data, a pool of 

Rorschach records had been solicited through mailings to 

members of the Society for Personality Assessment. Of the 

more than 1300 records that were submitted, some 835 were 

considered useable for further study. Of those used, 

approximately 24% (204) were from nonpatient subjects and 

76% (631) represented varying inpatient and outpatient 

psychiatric groups. 

By early 1971, the Foundation drew three broad 

conclusions from the accumulated data: 

First, that the intersystem differences in procedures 

did produce five relatively different kinds of records, 

Second, that each system included some scores, scoring 

criteria, and interpretive postulates for which no 
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empirical support existed or for which negative 

findings had been discovered. Third, that each of the 

systems did include many empirically sturdy elements. 

In fact, if any system were applied faithfully for 

administration, scoring, and interpretation, a 

considerable positive yield would result. On the other 

hand, some of that positive yield might be offset by 

the flaws of the system, either in scoring or 

interpretation. (Exner, 1986a, p. 23) 

The net effect of these conclusions was the development 

of a new system, designed to integrate features of all 

existing systems. Only those features deemed empirically 

defensible would be included. For example, no scoring 

category was included unless a minimum interscorer 

reliability level of .85 "could be achieved easily for 

groups of 10 to 15 scorers across at least 10 to 20 

protocols in which the target score occurred frequently" 

(Exner, 1986a, p. 23). Computer technology greatly aided 

the process, providing easy data storage and retrieval, and 

allowing quick analysis of complex data. In a 1985 survey 

of the membership of the Society for Personality Assessment 

(Piotrowski, Sherry, and Keller, 1985), Exner's system was 

found to be the preferred mode of Rorschach analysis, 

followed by the Klopfer and Beck systems. 

The Comprehensive System was initially published in 

1974, and used the same ten inkblots published almost 70 
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years earlier. The system continued to grow and generate 

more data, leading to the addition of many new structural 

variables and the alteration of criteria for the application 

of some codings. Hence, the Comprehensive System, Second 

Edition was published in 1986. Not yet deemed complete, a 

third edition has recently been published (Exner, 1990; 

Exner, 1991). This edition contains much new data and it is 

the third edition of Exner's Comprehensive System which will 

be the focus of this study. 

Projection and the Rorschach 

The Rorschach can be considered a pantheoretical 

instrument, in that its usefulness as a diagnostic test is 

based in part upon perceptual ability. In providing clues 

as to how subjects 

perceive their environment, how they process 

information, and how they prefer to cope with problem-

solving situations ... the Rorschach cuts across 

various theoretical perspectives on the nature of the 

human condition and does not depend on any particular 

theory for guidance in generating fruitful hypotheses 

and formulating descriptions of psychological disorder. 

(Weiner, 1986, p. 477) 

It is generally accepted that the responses given by an 

individual during an administration of the Rorschach are 

only a sample of the answers available to him or her. As 

Exner (1989) states, "Each is the product of a very 
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complicated set of psychological operations that culminates 

in the decision to deliver that response in lieu of others 

that are available" (p. 520). However, Exner differentiates 

this process of response selection from that of projection, 

asserting that it is an error to try to interpret meaning 

from the content of each Rorschach response since many or 

all of the responses provided by the subject may not contain 

projected material. Although the inkblots do not have the 

"precisely defined stimulus parameters of a specific object 

such as a glass, a spoon, or an automobile, it is also 

obvious that the blots are not totally ambiguous ... all 

have discrete stimulus features that limit the parameters of 

translation or classification or, stated differently, that 

encourage certain translations or classifications to occur" 

(Exner, 1989, p. 523). 

This was clearly demonstrated by Exner and Martin 

(1981, cited in Exner, 1989) when they examined the 

variability in responses when significant portions of the 

blots were eliminated. For instance, when the "winged" 

portions (Dd34 areas) of Card I were removed, less than 6% 

of the subjects provided responses containing winged objects 

and none saw the bat which is the popular response to that 

card under normal conditions. This suggests that certain 

portions of the card play a significant role in the 

formation of commonly-given answers. Hence, it is likely 

that the production of the popular response "bat" to Card I 
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contains little projected material, but instead is mostly an 

accurate perception of the presented stimulus material. 

Exner (1989) concludes that these findings are not 

surprising given the "relatively low number of responses or 

classes of response that meet the frequency criterion used 

to define ordinary fo) form quality" (p. 524). These 

responses were derived from 7,500 protocols to which 162,427 

responses were provided. A response must have been given in 

answer to the blots at least 2% of the time (150 of the 

7,500 records) in order to qualify as an ordinary response 

to W and D areas of the various blots. He delineates 89 W 

and D areas in the 10 blots. 

Exner outlined a three phase process through which 

subjects perceive and respond to the test. Phase I involves 

the encoding of the stimulus field (the blot), and the 

classifying of the image into its component parts and then 

into potential answers. Many questions remain regarding 

this process, but it seems that most subjects have more 

responses available to them than they are willing to provide 

to the examiner. For example, Goetcheus (1967, cited in 

Exner, 1986a) found that using Beck's instructions of "Tell 

me everything you see," tended to produce records that were 

an average of six responses longer than those administered 

using the less permissive Klopfer instructions. 

Additionally, Exner (1986a) describes numerous experiments 

in which the number of responses given was greatly increased 
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by changes in administration format (e.g., encouragement and 

reinforcement following responses, practice before beginning 

the test). Exner, Armbruster, and Mittman (1978) compared 

adult nonpatients (2 groups), child nonpatients, inpatient 

depressives, and inpatient schizophrenics on number of 

responses produced when told prior to beginning the test 

that the blot would be available to them for a 60-second 

period, which would be terminated by a beep from a timer. 

Each subject was told to report as many things as could be 

found in the blot during that interval. All five groups 

produced more than two to four times the average number of 

approximately 22 responses produced under standard 

procedures. Exner (1986a) concluded that most subjects 

deliver fewer than 25% of the potential answers available to 

them. The selection process which results in only certain 

responses being offered takes place in Phase II. 

Phase II is described by Exner (1986a) as a rank 

ordering and discarding process. In this phase, the subject 

rescans the field to refine potential answers, and discards 

unusable or unwanted answers by a "paired-comparison 

ranking" (p. 41) or censorship process. In the standardized 

procedure, there are no instructions regarding the required 

number of responses, save the encouragement that "most 

people find more than one thing" (Exner, 1990, p. 6) if the 

subject fails to respond with more than one answer to Card 

I. Therefore, there is no explicit demand that the subject 
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give all possible answers generated in Phase I. Phase II is 

more of a judgmental process, in which the subject judges 

one response as more or less favorable than another given 

the stimulus characteristics of the blot. The way that 

these judgments are made varies from person to person, and 

likely arise from various cognitive and/or stylistic 

features of each person through which mediational and 

decision habits are utilized. Exner (1989) uses the example 

of the subject who rejects the potential butterfly response 

in favor of the bat response (Card V), probably deciding (at 

some level) that the coloring of the blot has greater 

importance to formation of the response. The subject who 

conversely retains the butterfly response and rejects the 

bat answer may be more reliant on shape than color, and may 

be more willing to disregard the incongruity of the color. 

Similarly, subjects frequently seem to censor responses that 

may be disconcerting or even embarrassing. It has been 

shown that subjects report answers that involve sexuality, 

injury, or violence more frequently when provided the mental 

set that such answers are common in businessmen's records, 

while the frequency of such responses greatly decreases when 

set to believe that these kinds of answers are common among 

schizophrenics' records (Exner and Leura, 1976; Thomas, 

Exner and Leura, 1977.; both in Exner, 1989) . 

For most subjects, Phase III involves a final selection 

process since the number of potential responses available 
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frequently remains excessive at the conclusion of Phase II. 

The final selection and articulation of a response now takes 

place. Although certain mental sets concerning the test 

situation and/or the test itself probably are continuing 

influences during this phase, it has been repeatedly shown 

that two other factors have primary importance in 

determination of response selection. Both the psychological 

organization and the psychological state of the subject have 

been examined as influences in numerous temporal consistency 

(test-retest) studies (Exner, 1978, 1980, 1986a? Exner, 

Armbruster, and Viglione, 1978? Exner and Weiner, 1982). 

For example, when subjects are asked to remember the answers 

originally provided and to provide different responses 

during the retest, the distribution of scores tends to 

remain quite similar across both tests (Exner, 1980? Haller 

and Exner, 1985). Hence, trait or stylistic factors of the 

person play a significant role in the selection process, 

with state or situational factors also contributing. 

According to Exner (1986a), the three phases elaborated 

above do not include any form of projection since they are 

cognitive processes. Since many responses result from 

classifying the blot in ways that are compatible with or 

conform to the stimulus field, they are not projections. 

Unlike other tests in which the subject is required by the 

instructions to go beyond the stimulus field (e.g., Thematic 

Apperception Test), the Rorschach provides no specific 
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instructions to project and, in fact, provides a stimulus 

field which is not completely ambiguous. Therefore, "it is 

possible for a subject to give a reliable, valid protocol 

without including any projected material in the responses" 

(Exner, 1989, p. 527). However, the Rorschach does remain 

ambiguous enough that it does not discourage projection, and 

"the test situation permits some of the stronger needs, 

sets, attitudes, and so on of the subject to become 

influential in translating the stimuli and in the deciding 

to select those less common translations as responses to be 

delivered" (Exner, 1989, p. 527). People do provide 

responses that violate or ignore the prevalent features of 

the blot or blot areas, yielding the much less frequently 

occurring minus answers. If these minus answers are not the 

result of a dysfunction in perceptual operations due to some 

neurophysiological problem, it is concluded that some form 

of projection has become involved. Some form of cognitive 

mediation has occurred "in which internal psychological sets 

or operations have superceded a reality-oriented translation 

of the field" (Exner, 1989, p. 528). Exner (1989) supports 

this conclusion in his comparison of three groups: first-

admission, male, paranoid schizophrenics; a mixed group of 

adult male patients with physical problems? and a control 

group of adult, nonpatient males. Minus answers were 

compared and computer sorted by content category. More than 

one third of the minus answers given by the paranoid 
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schizophrenic group involved human or animal details or 

parenthesized contents rHd+Ad and (H) + (Hd) + (A) + (Ad)1. In 

contrast, more than one third of the minus answers given by 

the group with physical problems involved anatomy and x-ray 

contents (An±Xy). Exner concluded that "these data suggest 

that a set or preoccupation exists within each group that 

contributes to the distortion that occurs when the minus 

answer is formed ... the set or preoccupation apparently is 

not only of sufficient strength to promote the distortion, 

but also to sustain the distortion through the remainder of 

the response process" (Exner, 1989, p. 529). However, Exner 

cautions against assuming that all minus responses involve 

projection. He asserts that the more parsimonious 

assumption is that many minus responses occur through faulty 

scanning and/or encoding of the stimulus field, rather than 

through a projective process. There is not yet a simple 

tactic to differentiate projected from nonprojected minus 

answers, except in "those records in which a substantial 

number of minus answers cluster in a single content category 

or among categories that are clearly related" (Exner, 1989, 

p. 529). 

An alternative type of projective response occurs when 

the subject departs from or overelaborates the stimulus 

field. These responses reflect something about the subject 

since there is nothing in the stimulus field or in the 

instructions that prompt such responses. An example of this 
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type of response is any movement response, in which 

something or someone is elaborated as moving or doing 

something. There is no movement on the blot, therefore the 

movement response is not a perceptual variable. As stated 

by Blatt (1990), it is instead a mental representation, the 

result of meaning being constructed from or imposed upon 

perceptual experiences. However, these responses, although 

technically projective in nature, rarely provide much 

interpretive information in isolation. Instead, it is the 

occurrence of projective responses in high frequencies that 

yield interpretive information. For example, most people 

respond with at least one projective response in which there 

is morbid content (MOR), most frequently to Card VI. 

However, it has been shown that subjects responding with 

high MOR frequencies feel damaged or inadequate and are more 

pessimistic about themselves than those who do not respond 

in this manner (Exner, 1986a? Exner and Weiner, 1982). 

Likewise, Greenwald (1990) found that the Egocentricity 

Index r(3r+2)/R] correlated significantly with self-esteem. 

The Egocentricity Index is determined by the frequency with 

which the subject responds to the blot's symmetry as if it 

were a reflected image or a pair of identical stimuli. 

Greenwald concluded that the Egocentricity Index appears to 

be a useful indicator of both high self-esteem and an 

absence of pessimism toward self and the environment. 
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Although there has been continuing controversy-

regarding reliability and validity of the Rorschach, many 

point out that these objections arise from the use of 

inappropriate methods for assessment of reliability with a 

test such as the Rorschach. For example, Klein (1986) 

criticized Rorschach temporal consistency and predictive 

utility in his longitudinal study of normal children tested 

five times between the ages of 8 to 16 years. However, as 

pointed out by Exner and Weiner (1982), the temporal 

stability demonstrated on adult records should not be 

expected in the protocols of children. Developmentally, 

children are changing too rapidly to expect them to appear 

consistent on any measures of personality functioning across 

the ages included above. However, Exner (1980) demonstrated 

that some variables do show temporal consistency in children 

when retested after 30 months. Retest correlations ranged 

as high as .86 for X+%. 

As stated earlier, Exner, Armbruster, and Viglione 

(1978) conducted extensive retest examinations of 100 adult 

nonpatients following a three-year interval, obtaining 

correlations ranging from .90 for the Affective Ratio to .66 

for the Sum of all Grey-Black and Shading responses. 

Additionally, one must differentiate between the variables 

deemed to be situational or state variables versus those 

more representative of stable or trait personality 

variables. One such sturdy variable, Erlebnistvpus (EB), 
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was noted to change direction in only two of 100 protocols, 

remaining consistent in the other 98 protocols (Exner, 

Armbruster, and Viglione, 1978) . 

Wagner, Alexander, Roos, and Adair (1986) optimized 

split-half reliabilities for the Rorschach, an operation in 

which all possible split-half correlations for a given 

scoring variable are computed and the maximum ensuing 

relationship is retained as the best index of internal 

reliability. Odd-even and alpha correlations were "on 

average, in the low to middle .60's while the maximized r's 

reached the high .70's" (Wagner, Alexander, Roos, and Adair, 

1986, p. 109). They concluded that "the lower odd-even 

reliabilities for the Rorschach are mainly an artifact of 

test heterogeneity and that the maximization procedure will 

legitimately generalize to any population" (p. 110). 

Concerning validity, the Rorschach Research Foundation 

reanalyzed 10 studies conducted between 1974 and 1984 

regarding validation issues of test variables. According to 

Exner (1988), these particular studies were selected because 

they contained at least 70 records and because the data had 

been subjected to some form of discriminant or correlation 

analysis. Exner continues: 

The 10 studies selected focused on long-term ratio 

directionality (Exner, Armbruster, & Viglione, 1978), 

emotional loss (Exner & Bryant, 1974), paranoid 

features (Exner & Hillman, 1984), affective constraint 
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(Exner & Leura, 1977), guardedness (Exner, Martin, & 

Thomas, 1983; Leura & Exner, 1976), stress effects 

(Exner, Thomas, Ridgeway, & Cooper, 1981; Wiener-Levey 

& Exner, 1981) ... The results were striking. When the 

studies were reanalyzed with records of 12 or less 

answers omitted, the levels of significance that had 

been detected for positive findings in the original 

analyses improved substantially. When protocols of 13 

or less answers were omitted in the second reanalysis, 

the findings improved significantly more. None of the 

new findings changed the interpretation of the data, 

but in each study, conclusions drawn from the original 

findings were strengthened considerably ... in the 

study about aggression, the discrimination between 

high- and low-aggression groups changed from p < .02 to 

p < .001, when only eight records containing less than 

13 answers were deleted from the original 70 records, 

(p. 641-642) 

It is for this reason that Exner's third edition contains 

new normative data established only upon records containing 

14 or more responses (Exner, 1991). 

Parker (1983) conducted a meta-analysis of the 

reliability and validity of the Rorschach across 39 papers 

published in the Journal of Personality Assessment from 1971 

to 1980. He concluded that "reliabilities of .83 and higher 

and validity coefficients of .45 and higher can be expected 
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for the Rorschach when hypotheses supported by empirical or 

theoretical rationales are tested using reasonably powerful 

statistics" (p. 227). 

Current Research and the Rorschach 

Research utilizing the Rorschach currently abounds. Of 

particular interest here is that research regarding and 

expanding upon Exner's Comprehensive System. Mason, Cohen, 

and Exner (1985) conducted a factor analysis utilizing 

Rorschach records of schizophrenics, depressives, and 

nonpatients in an attempt to determine whether various 

psychiatric disorders reflect differences in degree or type 

of personality disturbances. In examining the three 

resulting factors, they concluded that, while there is some 

difference in degree, each group's factor structure is 

"essentially unique, and describes a personality 

organization specific to each" (Mason, Cohen, and Exner, 

1985, p. 304). Exner (1986b) compared records of persons 

diagnosed as schizophrenic, schizotypal personality 

disorder, and borderline personality disorder on 19 

Rorschach variables in an attempt to examine the personality 

operations and organization of these groups. He concluded 

that the three groups differed significantly in terms of 

psychological organization and functioning, with the 

borderline group appearing very different from the other two 

groups. Although there were some distinctions between the 

schizotypal and the schizophrenic groups, Exner suggested 
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that there are also distinct similarities in functioning and 

in organizational approach to the world, with differences 

being more in terms of magnitude and pervasiveness of 

disturbance. 

Colligan and Exner (1985) compared schizophrenics and 

nonpatients through a tachistoscopic presentation of the 

Rorschach blots. They found that the nonpatients' X+% 

scores, reflecting level of accuracy in encoding and 

deciphering the blot, approached the lower scores typical of 

schizophrenic patients. However, the schizophrenics 

continued to be distinguished from the nonpatients by 

receiving significantly greater numbers of Special Scores, 

which are felt to be related to cognitive slippage. 

Colligan and Exner interpreted these results as supportive 

of Exner's 3 phase process of responding to the blots in 

that "the brief exposure times were sufficient for some 

encoding and classifying to occur, but too brief to permit 

the breadth of scanning and classifying and discarding that 

usually occurs under standard procedures" (p. 134). 

The Rorschach has also been utilized to investigate 

depression, alexithymia, and pain-prone disorders (Acklin 

and Bernat, 1987); artistic style and personality in 

creative painters (Dudek and Marchand, 1983); multiple 

personality disorder (Lovitt and Lefkof, 1985)? self-esteem 

in court ordered psychiatric evaluations (Simon, 1985); 

narcissism and hysteria in antisocial personalities (Gacono, 
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Meloy, and Heaven, 1990)? healthy older adults (Gross, 

Newton, and Brooks, 1990; Reichlin, 1984); and those with 

suspected dementia (Insua and Loza, 1986). It has also been 

utilized in attempts to differentiate personality 

organization in purging versus nonpurging bulimics (Smith, 

Hillard, Walsh, Kubacki, and Morgan, 1991), and to 

differentiate traumatic loss from losses of lesser magnitude 

(Cerney, 1990). Obviously, as a tool that helps provide 

insight for the examiner, the Rorschach continues to be 

greatly utilized and researched. 

The Comprehensive System, Third Edition 

As stated earlier, Exner has continued to research and 

refine his Comprehensive System. One area that has 

continued to evolve is that of test norms. Exner (1988) 

calculated retest reliability coefficients comparing records 

in which one administration had produced fewer than 14 

responses and the other of which had a greater number. 

These were compared to control records in which both test 

records in each pair contained at least 15 responses. He 

concluded that if a protocol contains at least 15 responses, 

then there is a "substantial probability that a retest will 

show essentially the same distribution of scores, but if a 

protocol contains less than 14 answers, only two variables, 

the X+% and the Basic D Score, are likely to remain "in the 

same interpretive range if a longer protocol is taken 

subsequently from the same subject" (Exner, 1988, p. 640). 
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Consequently, one of the changes that Exner has incorporated 

into his Third Edition of the Comprehensive System is the 

requirement of a minimum of 14 responses for a record to be 

considered valid. Additionally, because of the prior 

inclusion of records of questionable length in previous norm 

tables, Exner and his associates at the Foundation have 

recalculated norms for all age groups, ages 5 years through 

adult, excluding records of less than 14 responses (Exner, 

1991). 

Another change in the new edition is the addition of 

Level 1-Level 2 differentiation for four Special Scores: 

Deviant Verbalizations (DV), Deviant Responses (DR), 

Incongruous Combinations (INCOM), and Fabulized Combinations 

(FABCOM). These levels are used to indicate the magnitude 

of faulty thinking or language utilized by the subject, 

based exclusively upon the substance and verbiage of the 

response. Level 1 answers meet the criteria for the 

pertinent special score, but reflect that the occurrence was 

a mild or moderate one. A Level 2 score, however, reflects 

a bizarre quality and a severity of usage that is usually 

unmistakable. These four Special Scores are all calculated 

in the Weighted Sum (WSUM6) of the six Special Scores, each 

of which is weighted differentially as to severity. 

In addition to more minor modifications, such as some 

restructuring of the Intellectualization and Isolation 

Indices, Exner has reworked and renormed the Schizophrenia 
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Index (SCZI), the Suicide Constellation (S-CON), and the 

Depression Index (DEPI). He has also added three new 

indices: the Coping Deficit Index (GDI), the Hypervigilance 

Index (HVI), and the Obsessive Style Index (OBS). The old 

SCZI resulted in 15-20% false positives, frequently 

identifying Affective Disorders as Schizophrenia, and 20-22% 

false positives for adolescents who were in fact more 

characterologically oppositional. The new SCZI was 

introduced in order to decrease false positives and has 

resulted in approximately a 76% accuracy rate (true 

positives) (J. E. Exner, Jr., personal communication, 

October 29, 1989). 

The GDI developed as an outgrowth of the new DEPI, when 

it was found that false negatives (people diagnosed 

independently as depressed without scoring positively on the 

DEPI) were also frequently nonresponders to medication, had 

poor occupational histories, and tended to be 

interpersonally impoverished. Approximately 79% of these 

false negatives scored positively on the CDI (Exner, 1991). 

The HVI arose from attempts to develop a type of 

paranoia index. Upon further study, it was determined "that 

the term paranoid was not really appropriate ... Instead, it 

identifies people who tend to be hyperalert during most of 

their daily routines" (Exner, 1991, p. 30). These people 

tend to attempt to read and defend against their environment 

even when unwarranted, avoid close interpersonal 
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relationships, mistrust others, and be pessimistic. If they 

deteriorate into more pathological states, they are likely 

to manifest paranoid features. 

Lastly, and of particular interest here, is the 

addition of a Special Score for Cooperative Movement (COP). 

The COP score is assigned to any movement response (M, FM. 

or_m) involving two or more objects interacting in a way 

that is clearly positive or cooperative. The most common 

examples seem to occur to Card III and involve two people 

doing something together, such as cooking, lifting 

something, etc. Additionally, two animals attacking and 

devouring a third is still cooperative movement. COP occurs 

most frequently to Card III, and next most frequently to 

Cards II and VII. COP occurs in less than 20% of the M and 

less than 15% of the FM answers to Cards I, VIII, IX, and X, 

and almost never in answers to Cards IV and VI. There is a 

very low frequency of COP responses to Card V. COP 

responses appear at least once in almost 80% of nonpatient 

records in Exner's normative group (Exner, 1991). 

In two sociometric studies, Exner discovered that both 

third year high school students and female college freshmen 

who had more than 2 COP responses were identified by their 

peers at a rate 5 times greater than other subjects as being 

the one who, "Is the most fun to be with," "Is the easiest 

to be around," "Is a class leader," and "Is the most 
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trustworthy" (Exner, 1991, p. 19). He further elaborates 

that: 

Four subjects from the group of high school students 

and five of the college students whose records 

contained no COP responses were never nominated by 

their peers for any of those four items. Conversely, 

those nine subjects did receive the most nominations 

for relatively negative items, such as "Is the person I 

know least about," "Is a person who does not seem to 

have many friends," and "Is a person I would probably 

not vote for a class office", (p. 19) 

COP has also been found to correlate with the process 

of group therapy. Exner (1991) reviewed the records of 17 

subjects participating in 2 groups and found that those 

subjects whose records reflected greater than 2 COP scores 

also talked more and talked to greater numbers of other 

group members than did the subjects whose records reflected 

either 1 or 0 COP scores. 

Regarding treatment effects and follow-up, Rorschach 

Workshops (1988) has reported: 

... it appears that COP is an important variable 

regarding successful treatment termination and/or 

discharge from hospitalization. For instance, in one 

sample of 55 outpatients who entered one of four 

treatment models because of interpersonal problems, 28 

had 0 COP and 27 had 1 COP in their pretreatment 
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records. All 55 subjects terminated treatment between 

the 7th and 14th month and all cooperated with us by 

appearing for the 9-10 month retest and again for the 

18-20 month retest and follow-up. In the 10 month 

retest, 19 had at least 2 COP responses, 15 had 1 COP 

and the remaining 21 had no COP (none of these 21 had 

COP in the first test). In the 18-2 0 month follow up, 

the COP distribution showed very little change. All 19 

subjects who had 2 or more COP in the first retest had 

at least 2 COP in the second retest and all reported a 

favorable interpersonal adjustment. Two of the 15 

subjects who had 1 COP in the 10 month retest had 2 COP 

in the second retest and the remaining 13 continued to 

give 1 COP. Twelve of these subjects also reported a 

favorable interpersonal adjustment but three reported 

reoccurring problems and one had re-entered treatment. 

None of the 21 subjects who were "COP-less" in the 

first retest gave COP in the second retest. Nine of 

the 21 reported reoccurring interpersonal problems and 

7 of the 9 had re-entered treatment, (p. 10) 

There seems to be a clear difference in those subjects 

who had multiple COPs and those who had none in self-

reported interpersonal adjustment. While it is 

inappropriate to overinterpret this variable in isolation, 

COP does seem to reflect a person's view of interpersonal 
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interactions and a willingness to perceive relationships as 

cooperative. 

The records of 45 inpatient depressives were also 

examined at discharge (Rorschach Workshops, 1988) and 18 of 

these included at least 2 COP. Twelve of the 45 had 1 COP, 

while 15 had no COP at all. All 45 were discharged to 

outpatient treatment, which most were still continuing at 

the time of the 9 month follow up testing. Sixteen of the 

18 with multiple COP scores reported favorable progress at 

follow up. Two of the 12 subjects with 1 COP score, and 

five of the 15 with 0 COP were rehospitalized for "brief 

periods during the 9 month interval" (Rorschach Workshops, 

1988, p. 10). Five of the subjects with 1 COP records and 

nine of the COP-less subjects all reported continuing 

difficulty with depressive episodes. 

Rorschach Workshops (1988) also reports that COP is 

apparently correlated with Texture (T), another variable 

associated with the subject's view of human interactions and 

the potential for need fulfillment from other persons. In a 

review of 35 adult nonpatient records that included no T 

scores, Exner noted that 29 of these records also had no 

COP, with the remaining 6 only having 1 COP. None had 

multiple COP scores. COP < 2 is currently a part of the 

factors included in the Coping Deficit Index (CDI), and COP 

is currently being investigated as to whether or not it 

should be included in the Hypervigilance Index (HVI). 
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Exner (1989) also examined COP as related to the Katz 

Adjustment Scale, Form R (KAS-R? Katz and Lyerly, 1963), a 

behavioral inventory completed by a significant 

figure/object in a patient's life. Of the 50 subjects that 

were rated high on subscales related to interpersonal 

cooperativeness, all 50 gave at least 2 COP answers, with 39 

giving more than 3 responses including COP. Exner then 

designed a second study (1989) to determine whether COP 

responses are really projective responses. He 

operationalized projective responses as those types of 

responses which are easily available to all subjects, but 

are chosen only by those subjects who are set to respond in 

this manner. Exner examined 45 nonpatients adults who were 

naive to the Rorschach and randomly assigned them to groups 

of 15 subjects each. Each group was examined with 7 of the 

original 10 Rorschach blots (I, II, III, V, VII, IX, and X), 

being exposed to each blot through a slide projector for 15 

seconds per blot, with a 10 second interval between 

exposures. Prior to exposure to the blots, subjects were 

given a booklet that contained the location sheets for each 

of the 7 blots, mounted 1 blot per page. One answer per 

blot was also printed at the top of each page. Subjects 

were permitted to view the appropriate booklet page as the 

corresponding blot was exposed to them on the screen. 

Subjects were instructed to view the blot on the screen, 

find the target answer, and outline on their location sheets 
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the area of the blot involved in the target answer. Exner 

utilized 21 target answers, all of which were of ordinary 

form quality according to Exner's Form Quality Table. There 

were three target responses per blot, each of which utilized 

the same area of the blot. Of the target responses, 7 were 

COP answers, 7 were aggression (AG) answers, and 7 were 

morbid (MOR) responses. Target answers were randomized so 

that each subject group included 5 subjects with COP target 

responses, 5 subjects with AG target responses, and 5 

subjects with MOR target responses. There was very little 

variability in the results, indicating that the target 

answers were all located with about the same ease by the 

subjects when set to find them. In other words, all of 

these type of responses are likely to be available to most 

subjects and are likely to be possibilities to be considered 

during the Phase II and III operations described above. It 

is likely that some sort of projective process leads certain 

subjects to select these types of responses with greater 

frequency than average, reflecting personal sets. 

Lastly, Exner (1989) attempted to set subjects prior to 

testing by introducing the Rorschach with an explanation of 

the test that included statements such as "For instance 

people who are more alert to the feelings of others usually 

find it easier to see ... humans or animals in some kind of 

cooperative behavior" (p. 533). Of the subjects that 
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received the explanation that set them to report cooperative 

movement answers, all 15 gave at least 1 COP M and 1 COP FM. 

The addition of the COP score to Exner's third edition 

is stimulating further questions regarding the usefulness of 

a measure of attitude towards interpersonal interactions. 

Of particular interest is the possibility of utilizing a 

measure of this sort with children in an effort to detect 

problems and intervene early in the development of 

interpersonal attitudes. Although not yet utilizing the COP 

score, Blatt, Tuber, and Auerbach (1990) recently found that 

the failure to produce at least one "mutual and benevolent 

interaction response" to the Rorschach was significantly 

correlated with an "impaired capacity for social adaptation 

(e.g. inappropriate interpersonal behavior and unmodulated 

affect)" (p. 711). This failure to produce at least one 

COP-type response was also correlated with the severity of 

clinical symptoms reported for the inpatient adolescent and 

young adult population studied. Those patients who produced 

at least one cooperative interaction response to the 

Rorschach demonstrated better interpersonal communication 

with both staff and other patients (Blatt, Tuber, and 

Auerbach, 1990). 

The Rorschach with Children and Adolescents 

When addressing the appropriateness of the use of the 

Rorschach with children and adolescents, Exner and Weiner 

(1982) flatly state, "Rorschach behavior means what it means 
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regardless of the age of the subject" (p. 14). They expand 

upon this statement by declaring that "the age of the 

subject becomes important only when interpreters have 

completed their interpretation and are considering the 

significance or meaning of their findings in the context of 

a particular client or referral question" (p. 15). In other 

words, although specific behaviors would be interpreted in 

the same manner no matter who produced them, one's 

expectations of certain behaviors frequently differ 

according to the subject's age. One expects children to be 

less affectively controlled than an adult, and might 

interpret an adult-level amount of control as potentially 

maladaptive if seen in younger clients. Conversely, adults 

might be deemed inappropriately immature should their 

records resemble those of the typical nine year old. 

Regardless, the interpretive hypotheses remain the same when 

approaching the record. 

Given these understandings, however, it is crucial that 

consideration be given to collection of the data in an 

appropriate manner, which may be more of a problem with 

younger clients. Children and adolescents generally require 

greater reassurance and development of rapport than do 

adults prior to commencement of the testing. Likewise, a 

knowledge of the developmental aspects of psychopathology 

and personality functioning are crucial in both 



36 

administration and interpretation of the younger person's 

Rorschach. 

Children that are especially resistant, anxious, or 

hyperactive present a situation that could result in an 

incomplete record? these are subjects that defy coaxing 

through an entire record consisting of Free Association 

followed by Inquiry. Ames, Metraux, Rodell, and Walker 

(1974) suggested an alternative administration procedure 

when these situations present themselves, in which the 

Inquiry is conducted immediately after the initial response. 

Exner and Weiner (1982) caution that this will usually be 

necessary only in exceptional cases. To compare the records 

collected by the alternate method with those collected in a 

standardized fashion, Leura and Exner (1977, cited in Exner 

and Weiner, 1982) examined the records for 40 cooperative 

children, ages 5 to 7 years. Twenty subjects were tested in 

the standardized manner, and 20 were inquired immediately 

following the initial response. They concluded that, 

although the alternative administration procedure yielded 

significantly more responses (20.4 vs. 16.2, p < .05), the 

structural data showed significant increases only in D and F 

answers. They concluded that the alternate style of inquiry 

caused the subjects to oversimplify the stimulus by 

resisting the processing and/or the articulation of more 

complex features. To support this conclusion, they also 

point out that most of the increased frequency in D and F 



37 

answers occurred in the later cards, VI through X. Exner 

and Weiner (1982) conclude that this technique should not be 

completely abandoned, but rather should be reserved for 

those times when, in the examiner's expert opinion, the 

alternate administration procedure is necessary to obtain a 

useable record. 

Another concern, particularly with children, is the 

record in which too few responses are obtained to yield a 

valid record. Younger children, whether patients or 

nonpatients, tend to produce shorter records. For example, 

the mean number of responses obtained from 90 nonpatient 5 

year olds was 17.64, while the mean number of responses 

obtained from 105 14 year olds was 21.72 (Exner, 1990). The 

minimum number of responses deemed valid for interpretation 

is 14 (Exner, 1990), no matter the age of the subject. This 

conclusion was also supported by Finch, Imm, and Belter 

(1990) who investigated whether brief records of children 

and adolescents represented a resistance to testing. They 

found that subjects who provided records of less than 14 

responses were also significantly more likely to fail to 

complete other parts of the psychological evaluation as 

compared to a matched group who did not provide brief 

records. There was no other significant difference between 

the groups in terms of scores on intelligence tests or on 

self-report measures of depression, anxiety, and social 

desirability. 
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Exner and Weiner (1982) have differentiated, however, 

the brief record from the barren record, which consists of 

only Pure F responses. While 5 and 6 year olds do tend to 

produce records heavily laden with Pure F responses, they do 

also "deliver a useful number of responses based on more 

than simply Pure F" (Exner and Weiner, 1982, p. 31). The 

barren record raises very different questions, the first of 

which is that of the child's intellectual capabilities. 

Mentally retarded children tend to produce records that are 

both brief and impoverished, yielding little useful 

information. An alternative possibility regards the 

attitude of the child towards the testing situation. In 

this situation, the record produced by the extremely 

resistant child is probably of questionable validity and 

usefulness. However, should it appear that the child was 

adequately motivated to participate in the testing, and 

intellectual deficiency is ruled out, it is possible that 

the record accurately reflects the child's coping style, 

characterized by an extreme oversimplification and disregard 

of the environment. In these situations, Exner and Weiner 

recommend a retest, preferably utilizing a different 

examiner, in order to confirm that adequate cooperation was 

indeed present. 

It has been concluded that the majority of the 

variables in the Comprehensive System are "very sturdy over 

time" (Exner & Weiner, 1982, p. 23), based upon numerous 
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temporal consistency studies. In contrast to the high 

retest correlations found for adults (Exner, Armbruster, and 

Viglione, 1978), Exner and Weiner (1982) clearly state that 

"this kind of temporal stability is not expected in the 

protocols of children, especially over lengthy time 

intervals" (p. 23). In examining test-retest correlations 

for children in comparison to those for adults, Exner and 

Weiner found only three similarities. The X+%. the 

frequency of Active Movement responses, and the frequency of 

Popular responses were similar across both age groups, all 

having high correlations. Conversely, all other variables 

showed great variability, even when comparing different age 

groups of children. Exner and Weiner explain these results 

in light of the substantial developmental changes occurring 

in children at the ages tested, and conclude that the data 

do not reflect upon the test's validity with children, but 

rather reflects that the test may not accurately predict 

from one time "during the active developmental cycle" (p. 

25) to a later time. Exner, Thomas and Mason (1985) 

supported these conclusions in their 8-year longitudinal 

study in which they tested 57 subjects between the ages of 8 

and 16 years at 24-month intervals. Similarly, they 

concluded that only X+% "appears relatively stable from age 

8 to age 16, and the majority [of variables] do not manifest 

consistency until the interval between ages 14 and 16" (p. 

13) . 
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Of particular interest is the Erlebnistvpus variable, 

which is calculated as the Sum of M compared to the Sum of 

Weighted Color responses. As explained by Exner and Weiner 

(1982) : 

Rorschach postulated that subjects giving significantly 

greater number of M responses are introversive in their 

coping styles; that is, they prefer delay tactics and 

tend to think things through before evoking behaviors. 

On the opposite side of the coin, Rorschach 

hypothesized that persons giving significantly more 

Weighted Color responses than M are extratensive; that 

is, they tend to involve their emotions in their 

decision making. Rorschach's postulates concerning 

these two basic response styles have proven true in the 

results of a variety of investigations (Exner, 1978). 

The two styles of coping are quite different; neither 

appears to be preferable when related to incidence of 

psychopathology, effectiveness of coping or problem 

solving, or for a variety of measures of adjustment. 

... As will be noted from standardization data 

concerning children and adolescents, few show the 

characteristics of a prominent coping style, either 

extratensive or introversive, during the first ten to 

twelve years, and in those instances, the likelihood of 

changie is apparently substantial. But at some time 

during the teen years, usually between the ages of 14 
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and 18, the more permanent style does take form, and, 

with few exceptions, it does not change over time. (p. 

27-28) 

Personality Inventories and Symptom Checklists 

In contrast to the projective technique outlined above, 

a more objective approach to the assessment of children and 

adolescents usually includes the use of questionnaires or 

checklists and inventories. In addition to direct 

observations by a skilled clinician, these techniques 

incorporate parents' and teachers' observations, as well as 

reports by the identified patient or client (Lachar, 1990). 

However, there have been indications of inconsistencies and 

lack of agreement between observers from different settings, 

as well as between the client's self-report and others' 

observations (Achenbach, McConaughy, & Howell, 1987). It is 

usually unclear, however, whether these discrepancies are 

attributable to actual differences in client behavior across 

settings or with different persons, or to differences in 

rater accuracy or sensitivity (Lachar, in press). As 

children age, the assessed reliability of their self-report 

increases (Edelbrock, Costello, Dulcan, Kalas, & Conover, 

1985), and the degree of agreement between their self-report 

and parent report also increases (Reich, Herjanic, Welner, & 

Gandhy, 1982). Additionally, much of the variability 

between different raters' observations appears related to 

the dimension examined. Lachar & Gdowski (1979) reported 
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that, while parent and teacher ratings of more internalizing 

behaviors, such as depression or anxiety, showed little 

concordance, mothers' ratings of achievement, development, 

and other more externalized behaviors were significantly 

correlated with teachers' ratings of the same behaviors. 

Differences in a given child's ratings may relate to the 

"variable accuracy of categories of raters to make specific 

judgments" (Lachar, in press). However, it is useful to 

obtain information from multiple sources in child and 

adolescent evaluations in that each source may provide a 

unique observation or insight into a specific area of the 

child/adolescent's life. 

In order to insure that the objective scales used by 

these multiple sources are as accurate as possible, a wide 

variety of procedures have been used. Report consistency 

may be assessed by comparing responses to item pairs which 

are highly correlated and which have similar content. 

Improbable items which nevertheless appear credible are 

frequently inserted within scales to assess comprehension 

and reliability of responding. Many researchers have also 

conducted empirical studies comparing exaggerating or 

denying response sets to those accurately completed in order 

to develop scales indicative of response reliability and 

accuracy. 

Symptom checklists and inventory scales usually consist 

of brief, condensed phrases designed to sample homogenous 
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behavior dimensions within a format reflecting the degree to 

which the items are true (i.e., ranging from not true or 

never true to very true or always true). These items are 

usually scored in the negative or more problematic 

direction. In contrast, personality inventory items tend to 

be more psychologically and semantically complex. They are 

also more likely to incorporate greater heterogeneity in 

domains sampled, often ranging from healthy adjustment and 

functioning to seriously impaired functioning. While also 

usually scored in the impaired direction, personality 

inventories commonly utilize much larger numbers of items, 

which are in turn derived from even larger pools of 

potential items. An example of this type of inventory is 

the Personality Inventory for Children (PIC), which was 

originally published in 1977 (Lachar & Gdowski, 1979). The 

revised format (Lachar, 1982), which consists of 420 items 

that are arranged in such a way as to allow the scoring and 

interpretation of 131, 280, or 420 completed items, is 

widely used in the assessment of children and adolescents 

through parent observation and report (Lachar, 1990). The 

inventory is completed by a parent or guardian (most 

commonly the child's or adolescent's mother), and a 20-scale 

profile is created from the results. Lachar (in press) 

explains that: 

the revised PIC profile includes four broad-band 

factor-derived scales (Is Undisciplined/Poor Self-
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Control, lis Social Incompetence, Ills 

Internalization/Somatic Symptoms, IVs Cognitive 

Development), three validity scales (Lie, Frequency, 

Defensiveness), one adjustment screening scale, three 

cognitive scales (Achievement, Intellectual Screening, 

Development), as well as nine other narrow-band scales 

that measure undercontrolled behavior (Delinquency, 

Hyperactivity), overcontrolled psychopathology (Somatic 

Concern, Depression, Withdrawal, Anxiety), poor peer 

relations (Social Skills), limited reality testing 

(Psychosis), and problematic family adjustment (Family 

Relations). 

Interpretation of the PIC profile stems from comparison 

of scale elevation cind/or profile pattern with other 

empirically derived information such as clinician ratings, 

parent report, teacher ratings, etc. Lachar (1982) and 

Lachar and Gdowski (1979) provide evidence as to the level 

of elevation necessary to indicate clinical significance for 

each scale, which may differ somewhat from scale to scale. 

In an attempt to address the problem raised earlier 

regarding reliability of respondent report, Lachar, Kline, & 

Gdowski (1987) conducted a study in which respondent mothers 

were grouped according to their own MMPI profiles into 

samples of well-adjusted and poorly-adjusted informants. 

Each group was found to predict external ratings of their 

children with equal accuracy. However, there remain times 
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in which there is no parent or guardian available to act as 

PIC respondent, or in which one desires more direct 

assessment of the patient's problems and concerns. To this 

end, a self-report version of the PIC has recently been 

introduced. 

Personality Inventory for Youth 

The Personality Inventory for Youth (PIY) (Lachar & 

Gruber, in press) was developed through modifying the first 

280 items of the PIC. The instrument requires a reading 

grade level of 3.4 and provides norms based upon regular 

education students from 4th through 12th grades. Responses 

result in a profile which provides measures of validity in 

order to identify problems with defensiveness, exaggeration, 

and/or lack of attention to actual inventory statements. 

The remaining profile scales consist of: 

a screening adjustment scale and nine nonoverlapping 

clinical scales (Cognitive Ability, 

Impulsivity/Distractibility, Delinquency, Family 

Relations, Reality Distortion, Somatic Concern, 

Psychological Discomfort, Social Withdrawal, Social 

Skills). Each clinical scale is further divided into 

two or three nonoverlapping subscales identified by 

replicated item analyses (Lachar, in press). 

In developing the PIY, Lachar and Gruber (in press) 

reported their nine clinical scales to be: 
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... substantially homogeneous within clinical and 

normal samples. These scales obtained seven out of 

nine coefficient alphas over .80 in the clinical sample 

(median = .846) and all coefficient alphas within the 

normal sample exceeded .70 (median = .795). ... these 

scales demonstrated considerable temporal stability in 

clinical and normal samples. Test-retest reliability 

coefficients ranged from .77 to .91 in the clinical 

sample (mean = .83; all mean correlations calculated 

using r to zr transformation) and ranged from .82 to 

.91 in the regular education sample (mean = .86). 

Secondary analysis of scale score change from time 1 to 

time 2 documented considerable scale retest-

reliability, especially within the clinical sample. 

Six of the 18 associated paired t-test analyses 

contrasting time 1 and time 2 scale means were 

significant; all documented a tendency toward less 

pathological scores on repeat administration. This 

tendency was most evident within the regular classroom 

sample, where five of these six significant shifts in 

mean scale score were obtained. 

The PIY was found to accurately distinguish clinical 

from normal populations, with eight of nine clinical scales 

and 23 of 24 subscales significantly differing in mean score 

(Lachar & Gruber, in press). Proportion of elevated scores 

between clinical and normal populations was also found to 
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significantly differ (Lachar & Gruber, in press). Four of 

nine clinical scales were found to differ significantly by 

gender, with males scoring higher on ADH and DLQ, and 

females scoring higher on SOM and DIS? 11 of 24 subscales 

also differed by gender in the normal sample (Lachar & 

Gruber, in press). 

As stated earlier, PIY items are modifications of the 

first 280 PIC items, changed in order to incorporate self-

report of affect and self-observation. As stated by Lachar 

& Gruber (in press), "scale psychometric performance 

[internal consistency, test-retest reliability] was 

consistent with similar indices for other established 

objective personality measures, as well as parent-informant 

PIC scales." Likewise, the demonstrated sensitivity of the 

PIY in distinguishing normal and clinical samples makes it 

attractive for use. 

Statement of Problem 

It has been increasingly recognized that children and 

adolescents who experience peer adjustment problems are at 

significant risk for the development of mental health 

problems. Poor interpersonal relationships have also been 

shown to be predictive of dysfunction of increasing severity 

(Jones, 1974). Children with social skills deficits are 

likely to elicit social rejection and isolation, which is 

likely to contribute to a progressive course of dysfunction 

(Asarnow, 1988). Indeed, both Asarnow (1983) and Dodge 
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(1983) found that when children in a socially rejected group 

performed the same behaviors as those children who were 

socially accepted, they received less positive peer 

responses than did their socially accepted peers. Asarnow 

(1988) postulates that these interactional patterns form a 

vicious cycle through which the child is led into greater 

and greater dysfunctional patterns. Kolko, Kazdin, and 

Meyer (1985) compared hospitalized juvenile firesetters to 

other juveniles hospitalized for nonfiresetting conduct 

disorder. They found that the firesetters not only engaged 

in greater numbers of delinquent and antisocial behaviors, 

but also demonstrated significant social skills deficits 

beyond those seen in the nonfiresetting group. Their 

conclusion was that firesetting emerged late in an 

escalating sequence of antisocial symptoms. 

Social skills training has been shown to effectively 

disrupt this pattern of poor interpersonal interactions 

leading to increasingly ineffective behavior. Van Hasselt, 

Griest, Kazdin, Esveldt-Dawson, and Unis (1984) were able to 

significantly affect the dysfunctional behaviors of a 

seriously emotionally and socially impaired child diagnosed 

with conduct disorder and attention deficit disorder. 

Social skills training resulted in decreased isolation and 

increased numbers of appropriate interactions with peers 

during the child's inpatient treatment. At 1- and 12-month 

follow-ups, the child continued to demonstrate improved 
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socialization and adjustment, in addition to decreased 

dysfunctional behavior. 

Adolescent antisocial behavior in this country is 

increasing at an alarming rate. Concern has gotten so great 

that the April 1991, issue of the American Psychological 

Association (APA) Monitor (Freiberg, 1991) proclaimed the 

forecast of a "killing by kids 'epidemic'" (p. 1). Although 

the etiology of such an epidemic is much more complex than 

the lack of social skills by a specific population, clearly 

one contributing factor does seem to be dysfunctional 

interactions with others, both adults and peers. If one 

accepts the premise that a person's attitude regarding 

others and openness to interaction with them is reflected in 

the perception of cooperative interactions on the Rorschach 

and is evidenced in the responses given to inventory 

statements on the PIY, then one has available potential 

tools through which to assess and understand individuals' 

potential for interpersonal problems. It is the person most 

willing to view the world as cooperative, and to consider 

interpersonal relationships as helpful and necessary to 

satisfactory living who is likely to perceive the Rorschach 

blots as representing these sorts of interactions. The 

information provided by the COP and AG special scores, and 

by the CDI and HVI indices should provide some insight not 

only into the manner in which a child's view of others and 

of interpersonal relationships impacts functioning, but also 
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into potential areas for early intervention. Likewise, such 

perceptions of the the world should be reflected in the 

adolescent's responses to the PIY and should be particularly 

reflected through some of the scales measuring behavioral 

inhibition (Somatic Concern and Anxiety [SOM], Depression 

[DIS], Withdrawal [WI)L], Psychosis [RLTY]) , peer 

relationships (Social Skills [SSK]), and family and parent 

adjustment (Family Relations [FAM]). If problems in social 

competence and interactions can be addressed early in a 

child's development, future interpersonal difficulties and 

their concomitant impact upon not only the individual child, 

but upon the family and community, may be ameliorated. 

Thus, the purpose of this study was to investigate the 

ability of the COP, AG, CDI, DEPI, SCZI, and HVI scores from 

the Rorschach and the DIS, SOM, FAM, RLTY, WDL, and SSK 

scores from the PIY to provide information regarding 

adolescents from both an inpatient and an outpatient 

setting. It was hypothesized that there would be 

significant group differences shown on both the Rorschach 

and the PIY between patient groups, and also that there 

would be significant: correlations between the two measures. 

Specifically, it was hypothesized that inpatients' scores on 

AG, CDI, DEPI, SCZI, and HVI would significantly exceed 

those of outpatients,. while outpatients would have 

significantly better scores on COP. In addition, inpatients 

were predicted to report higher levels of disturbance and 
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conflict on the pertinent PIY scales. Differences related 

to gender and diagnostic group membership were also 

explored. Lastly, it was predicted that there would be 

significant correlations between DEPI and DIS, between SCZI 

and RLTY, between HVI and WDLf and between COP and SSK; 

negative correlations were predicted between COP and WDL, 

and between AG and SSK. 



CHAPTER II 

METHOD 

Subjects 

Subjects were 60 adolescents, ages 12-18 years, who 

were treated for mental health reasons from 1990 to 1992. 

Thirty were treated as inpatients at the Harris County 

Psychiatric Center and 30 were outpatients at the University 

of Texas Mental Sciences Institute. Twenty-eight of the 

subjects (46.7%) were female, while 32 (53.3%) were male. 

Fifty-three percent of the sample was white, 14% was 

African-American, 11% were Hispanic, and 3% was classified 

as other (Asian, Native American, or mixed racial heritage). 

Subjects were included in this study if they had an FIQ of 

70 or above, a valid Rorschach, and a valid PIY. 

Materials and Procedure 

All patient information, including diagnosis, was 

obtained through a review of the appropriate medical records 

at the Harris County Psychiatric Center (inpatient) and the 

University of Texas Mental Sciences Institute (outpatient). 

All information was archival in nature, and patient 

confidentiality was maintained by assigning subject numbers 

to each subject. All test protocols (IQ, Rorschach and PIY) 

were completed by subjects as part of formal psychological 
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evaluations within the pertinent treatment settings, under 

the supervision of a licensed psychologist. 

All IQ's were obtained through Wechsler scales 

appropriate to the subject age (Wechsler, 1974? Wechsler, 

1981; Wechsler, 1991). All intelligence testing was 

performed as part of the same battery during which the 

Rorschach and PIY were administered. 

Rorschach protocols were administered and scored 

utilizing Exner's Comprehensive System, Third Edition 

(Exner, 1990). Only those records at least 14 responses in 

length were included. Two examiners well versed in this 

system established an interrater reliability of at least .80 

agreement on all relevant variables on 20 randomly selected 

records, as recommended by Weiner (1991). All records were 

then scored by the author. Rorschach structural summaries 

were generated through the Rorschach Interpretation 

Assistance System — Version 2 (RIAP-2) (Exner, Cohen, & 

Mcguire, 1991) in order to assure mathematical accuracy. 

In order to insure commensurate scaling on the 

Rorschach variables of interest, significance scores were 

derived for COP, AG, DEPI, SCZI, CDI, and HVI. For those 

scores that were simple frequency counts (COP, AG), presence 

or absence was coded. For those indices that were derived 

scores (DEPI, SCZI, CDI, HVI), scores were dichotomized into 

clinical significance versus none. These significance 

scores were designated COPS, AGS, DEPIS, SCZIS, CDIS, HVIS. 



54 

A list of the PIY questions is attached as Appendix A 

and is reproduced here by permission of the author (Lachar & 

Gruber, in press). All PIY's were computer scored by the 

publisher, and only those deemed to be valid records were 

included. Exclusion criteria were any of the following: 

Validity (V) raw score of 2 or more, Dissimulation (DISS) T-

score of 80 or greater, Inconsistency (INC) T-score of 70 or 

greater, or Defensivemess (DEF) T-score of 70 or greater. 

Clinical scale T-scores were utilized as continuous 

dependent variables. 

For purposes of statistical comparison, subjects were 

classified into three diagnostic groups on the basis of 

their primary diagnosis: 1) major psychiatric disorders (n 

= 21), 2) behavioral disorders, (n = 28), and 3) 

developmental disorders, (n = 11). 



CHAPTER III 

RESULTS 

Preliminary analysis of the data revealed a significant 

difference between the inpatient and outpatient groups in 

terms of mean Full Scale IQ, t(58) = -2.1037, p < 0.04, two-

tailed. The inpatient mean Full Scale IQ (FIQ) was 92.20 

(S.D. = 12.23), as compared to the outpatient mean FIQ, 

which was 99.10 fS.D. = 13.16). FIQ was therefore included 

as a covariate in subsequent analyses. No other significant 

differences were found between patient groups on the 

following demographic variables: race, X-(3) = 4.864, ns? 

sex, X-( 1) = .09, ns; age, t(58) = .4283, ns, two-tailed. 

An additional covariate, R (number of responses elicited), 

was also included on subsequent Rorschach analyses because 

of the possible confounding effect of response productivity 

upon the various Rorschach scores (Kalter & Marsden, 1970). 

Due to the lack of variance obtained on measures of HVI 

(only one positive result per patient group), this variable 

was dropped from subsequent analyses. 

Five 2 X 2 X 3 multivariate analysis of covariance 

(MANCOVA) procedures were applied to examine the data for 

both main and interaction effects. Each utilized three 

factors: patient status (two levels), patient gender (two 
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levels), and diagnostic group (three levels). There were 

five dependent variables (COP, AG, SCZI, CDI, DEPI) examined 

in the first procedure, with FIQ and R utilized as 

covariates. No significant main effects were found (see 

Table 1). The second procedure utilized the analogous 

significance scores, continuing to hold FIQ and R constant. 

Again, no significant main effects were obtained (see Table 

2) . 

The third MANCOVA utilized six dependent variables 

(FAM, WDL, RLTY, SSK, SOM, DIS) and one covariate (FIQ). 

Two significant main effects resulted: for the dependent 

variable FAM, there was a significant main effect for the 

patient status factor, F(l, 48) = 11.88, p < .002. For the 

dependent variable DIS, there was a significant first order 

interaction effect for the two factors of patient status and 

diagnostic group, F(l, 49) =4.98, p < .04, as well as a 

significant main effect for the diagnostic group factor, 

F(2, 49) = 5.84, p < .006 (see Table 3). 

The fourth procedure examined all 11 dependent 

variables (COP, AG, SCZI, CDI, DEPI, FAM, WDL, RLTY, SSK, 

SOM, DIS), utilizing both FIQ and R as covariates. A 

significant main effect was again produced by the patient 

status factor for the dependent variable FAM F(l, 48) = 

12.65, p < .001. Likewise, for the dependent variable DIS, 

there was both a significant first order interaction for 

patient status and diagnostic group, F(l, 48) = 5.48, p < 
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.03), and a significant main effect for diagnostic group 

F (2, 48) = 5.19, p < .01 (see Table 4). Additionally, there 

was a significant main effect for patient status for RLTY 

F(1, 48) = 4.23, p < .05. 

The last MANCOVA procedure was a repetition of the 

fourth substituting the derived significance scores (e.g., 

COPS) for the previous Rorschach variables (COP). FIQ and R 

were again utilized as covariates. Similar results to those 

obtained previously were obtained: patient status produced 

a significant main effect for FAM, F(l, 48) = 12.65, p < 

.001, while patient status and diagnostic group produced a 

significant first order interaction for DIS, F(l, 48) = 

5.48, p < .03, and diagnostic group produced a significant 

main effect for DIS, F(2, 48) = 5.19, p < .01 (see Table 5). 

Follow-up discriminant function analyses to examine 

these effects resulted in the determination that there were 

four significant contributors to patient group differences: 

FIQ, F (1, 48) = 6.21, p < .02? FAM, F(l, 48) = 11.74, p < 

.002? DEPI, F(1, 48) = 6.79, p < .02? and RLTY, F(l, 48) = 

8.91, p < .005 (see Table 6). As stated earlier, outpatient 

mean FIQ (99.1) exceeded inpatient mean FIQ (92.2). 

Inpatient mean FAM T-scores (62.03) exceeded outpatient mean 

FAM T-scores (54.77), while the inpatient mean DEPI score of 

3.4 was exceeded by the outpatient mean of 4.1. Finally, 

the mean inpatient RLTY score of 57.4 was greater than the 

outpatient mean of 51.7. 
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There was only one significant contributor to 

diagnostic group differences, DIS, F(2, 47) = 6.38, p < .004 

(see Table 7). None of the variables was found to be a 

significant contributor to gender group differences (see 

Table 8). 

Follow-up univariate analysis of the first-order 

interaction for DIS revealed diagnostic groups to be 

significantly distinguished by DIS scores, F(2, 46) = 5.80, 

p < .006, but that patient groups were not, F(l, 46) = 2.79, 

ns. The mean DIS score for diagnostic group 1 (major 

psychiatric disorders) was 58.6, while the mean for 

diagnostic group 2 (behavioral disorders) was 49.1. (Mean 

DIS score for diagnostic group 3—developmental disorders— 

was 45.9, but was computed only from outpatients.) The 

significant interaction between patient and diagnostic 

groups was found to indeed be a departure from parallelism, 

forming a disordinal interaction (Huck, Cormier & Bounds, 

1974) . However, the entire nature of this interaction was 

not available for exploration due to the fact that there was 

an absence of subjects within the third diagnostic group 

condition for the inpatient group. 

No other significant patient group mean differences 

were discovered. However, the patient groups were found to 

have significantly different variances (F(29, 29) = 2.70, p 

< .01) on AG scores. The outpatient sample's standard 

deviation (1.20) significantly exceeded that of the 
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inpatient sample (.73). Likewise, significant differences 

in variance were found between gender groups for AG 

(F(27,31) = 4.30, £ < .001). The standard deviation for the 

female sample (1.28) significantly exceeded that for the 

male sample (.62). No other group sex differences were 

found. 

As expected, Pearson correlations computed among the 

dependent variables indicated a moderate degree of 

interrelationship among the Rorschach scores (see Table 9). 

Similarly, moderate interrelationships were observed among 

the PIY variables (see Table 10). These findings suggest 

that each of these tests are assessing interrelated but 

separable aspects of adolescent personality. 

Pearson r's were also calculated between PIY and 

Rorschach variables, revealing two significant 

relationships: WDL and SCZI positively correlated (r = .34, 

P < .01), while SOM and DEPI negatively correlated (r = 

-.33, p < .01) (see Table 11). Because of the numerous 

correlation procedures completed, the Bonferoni adjustment 

of alpha level (to p < .025) was utilized to protect against 

Type I error (Neter, Wasserman, & Kutner, 1983). 



CHAPTER IV 

DISCUSSION 

In the present investigation, a sample of 60 

adolescents, 30 outpatients and 30 inpatients, was examined 

with two measures of personality. Rorschach scores, derived 

using Exner's (1991) Comprehensive System (2nd Ed.)/ and PIY 

scale scores (Lachar & Gruber, in press) were utilized as 

comparisons, along with diagnostic and IQ information 

obtained from subjects' medical records. Differences in 

specific scores, derived significance scores, patient 

status, diagnostic group, age, and sex were explored. Full 

scale IQ was found to significantly differentiate the 

inpatient and outpatient groups, with outpatient mean FIQ's 

exceeding inpatient mean FIQ's. The amount of variance 

accounted for by IQ was significant, although both patient 

groups' means were within the Average range of intellectual 

functioning, greatly exceeding the amount accounted for by 

any other factor. 

As predicted, the two patient groups differed 

significantly on the personality measures; however, these 

differences were relatively few in number. The Family 

Relations (FAM) scale*of the PIY was found to distinguish 

the outpatient and inpatient groups, with the inpatient 
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group reporting significantly greater levels of 

maladjustment and discord within their families. The 

Reality Distortion (RLTY) scale also distinguished the 

inpatient group from the outpatient, with inpatient 

adolescents reporting higher levels of feelings of 

alienation and reality distortion. 

The Psychological Discomfort (DIS) scale of the PIY 

significantly distinguished among diagnostic groups, with 

patients diagnosed with major clinical syndromes reporting 

higher levels of fear, worry, and depression than the 

behaviorally or developmentally disordered groups. 

Additionally, diagnostic group and patient status were found 

to significantly interact with each other in predicting 

level of DIS scale score; however, because of lack of 

subjects within one cell, it was not possible to fully 

analyze the nature of this interaction. 

It is unclear why outpatient DEPI's exceeded those of 

inpatients; it is possible that this result is an artifact 

of this particular sample. It is also possible that higher 

functioning patients are more likely to provide a rich 

record that is more illuminating of emotional states. Also, 

the hypotheses regarding significant differences between the 

patient groups' CDI, SCZI, COP, and HVI scores were not 

supported. It is possible that the selected inpatient 

sample more closely resembles general outpatients than would 

a more broad inpatient sample, in that the tests utilized 
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here require a certain level of cognitive integrity on the 

part of the respondent. Inpatients who were overtly 

psychotic and thus unable to fully cooperate with an 

evaluation of this nature were excluded from this study. 

Likewise, patients who were highly resistant or excessively 

noncompliant were likely to have provided invalid records, 

resulting in their exclusion. Therefore, those patients at 

the more severe end of the spectrum of disorders, both 

psychiatric and behavioral, were less likely to be 

represented in the samples utilized here. Given the 

archival nature of these data, it is unclear how great a 

factor patient cooperation was. 

An additional weakness of the current study is that 

outpatients were not screened for previous inpatient 

treatment. However, it is likely that within any outpatient 

treatment group one will frequently encounter patients who 

have also undergone inpatient treatment. 

Of interest also is that the hypothesis regarding mean 

group differences on AG scores was not supported; however, 

significant differences in group variance were discovered, 

with outpatients demonstrating a much broader range of 

deviation. Likewise, there were no mean AG differences 

between gender groups, but there were significant 

discrepancies in range of deviation, with female patients 

demonstrating a much broader range of scores than males. It 

is possible that since aggression is generally perceived to 
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be more normative for males than for females, aggressive 

females may be more likely to receive treatment than 

aggressive males. Also, aggressive males are probably more 

likely to end up in Juvenile Detention or jail than are 

aggressive females, who are probably more likely to be 

adjudicated as needing treatment. There is no way to 

support these hypotheses at this time, however, as 

information as to adjudicated status or levels of actual 

expressed aggression was not collected for this study. 

This question will need to be explored further in future 

research. 

The hypotheses regarding inpatients' reporting of 

higher levels of disturbance and conflict were supported, in 

that their mean FAM and DIS scale scores significantly 

exceeded those of outpatients. It is reasonable to assume 

that inpatients experience higher levels of family conflict 

and disturbance, as well as higher degrees of personal 

discomfort and distress, than do outpatients. Surprisingly, 

none of the hypothesized relationships between PIY scales 

and Rorschach indices were supported. However, the modest 

positive correlation between WDL and SCZIS makes sense in 

that one representative symptom of schizophrenia and related 

disorders is a withdrawal from interaction with others and a 

general isolation. The modest negative correlation between 

SOM and DEPI suggests that those patients reporting 

significant levels of somatic concern and anxiety are less 
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likely to demonstrate the aspects of depression tapped into 

by the DEPI, such as morbidness, helplessness and 

hopelessness. That is, the experience and expression of 

depression in adolescents probably differ from those of 

adults, and may be manifested through somatic concerns and 

experiences or through feelings of powerlessness over one's 

life and an inability to generate viable alternatives. 

It is likely that some of the predicted relationships 

were not found due to the different aspects of personality 

each of these tests is exploring. The PIY, as a self-report 

measure, expects the person to report his or her own 

subjective experience and view of self. Conversely, the 

Rorschach is hypothesized to tap into aspects of personality 

and functioning of which the person may not even be aware. 

As stated by Miller (1987) in her discussion of projective 

testing, "Testing also affords a good view of ego 

functioning because it requires patients actually to display 

a great variety of ego activities, not merely to describe 

ego functioning ..." (p. 507). Therefore, depending upon 

the accuracy of a patient's self-evaluation, as well as his 

or her willingness to disclose, a great deal of variability 

could be expected in the amount of consensus between these 

two tests. 

Generalizations which may be drawn from this current 

study are limited due to the archival nature of the data 

utilized, as well as the nature of the facilities through 
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which the data were gathered. Both HCPC and MSI serve 

primarily inner city populations generally underserved 

because of low socioeconomic status and limited financial 

means. It is also unclear the extent to which cultural 

differences played a part in the results obtained here. 

Additionally, the limited sample size, particularly 

regarding diagnostic groupings, restricts the statistical 

analyses which may be performed. Likewise, the limited 

sample size means that the analyses which were performed 

here must be interpreted cautiously. The lack of greater 

significant findings may be more due to these limitations 

than to a lack of relationship between the examined tests 

and/or groups. 

While further research is clearly needed into the 

utility of these tests in assessing personality, each does 

make a contribution to the understanding of the individual 

patient and his or her needs, attitudes, and functioning. 

Probably the most helpful use of these tests would be to 

utilize both in conjunction with one another in order to 

ascertain both how patients view themselves, their families, 

and their problems in addition to gaining information 

regarding their more intrapsychic personality functioning. 

Additionally, the information provided by these measures is 

likely to be most useful in clarifying patient diagnostic 

status rather than predicting patient treatment setting 

status. 
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PIY QUESTIONS 
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PIY QUESTIONS 

1. I often spend time with a group of other kids. 

2. I hardly ever smile. 

3. Other kids are often angry with me. 

4. I worry about things that adults worry about. 

5. I have many friends. 

6. I am as smart as, or smarter than, other kids. 

7. I sometimes embarrass my parent(s). 

8. I have a good sense of humor. 

9. Sometimes I see things that really are not there. 

10. I am worried about sin. 

11. Other kids do not seem to listen to me or notice me 

much. 

12. Other people can read my mind. 

13. I am not very sure of myself. 

14. I wish that I were more able to make and keep friends 

15. I only sleep in the daytime. 

16. I am often rejected by other kids. 

17. I enjoy breaking things. 

18. Now and then I write letters to friends. 

19. Thunder and lightning bother me. 

20. I do not get along with the other students at school. 

21. I often wonder if my parent(s) love(s) me. 

22. Other kids look up to me as a leader. 

23. I am different from most kids. 

24. I sometimes get angry. 
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25. I often feel hot — even on cold days. 

26. Things that I do often make others angry. 

27. Lately I have had problems with my eyes. 

28. Other people think that I am talented. 

29. I often have an upset stomach. 

30. I am good at lying to get out of trouble. 

31. I often cheat other kids in deals. 

32. I am a good leader. 

33. At one time I had speech problems. 

34. I often nag and bother other people. 

35. I am skilled in using my hands. 

36. I do not enjoy being with others. 

37. It is hard for me to do things with my hands. 

38. People think that I am mean. 

39. I know all the people who live near us. 

40. I have never taken unfair advantage of people 

41. I sometimes talk on the telephone. 

42. I jump from one activity to another. 

43. I have attacked other people. 

44. I am a very serious person. 

45. I have more friends than most other kids. 

46. When I get mad, watch out! 

47. I have no true friend. 

48. I am as happy as I have ever been. 

49. No one understands me. 

50. I have very few friends. 
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51. I like to play active games and sports. 

52. At times I hurt other people's feelings. 

53. I am often afraid of little things. 

54. I tend to see how much I can get away with. 

55. I almost never argue. 

56. I often disobey my parent(s). 

57. I like to show off. 

58. Other people say that I have a lot of personality. 

59. I do not complain about my bedtime or the time that I 

have to be home at night. 

60. I like to boss other people around. 

61. Reading has been hard for me. 

62. A scolding is enough to make me behave. 

63. I sometimes disobey my parent(s). 

64. Because of my learning problems, I get extra help, or 

am in a special class at school. 

65. I almost always play alone. 

66. I sometimes eat too many sweets. 

67. I often bring friends home. 

68. I do fairly well in math classes. 

69. I am good at writing down my thoughts and what I know, 

70. I do not learn from my mistakes. 

71. I cannot wait for things like other kids. 

72. I always do my homework on time. 

73. I am often a leader in groups. 

74. Sometimes I lie to get out of trouble. 
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75. Other kids make fun of my ideas, 

76. Sometimes my muscles twitch. 

77. Talking to others makes me nervous. 

78. I often have trouble finding the right words to say. 

79. Teachers complain that I cannot sit still. 

80. I have some bad habits. 

81. Several times I have felt a lump in my throat. 

82. I have a lot of nightmares. 

83. I am not at all selfish. 

84. I am often in a good mood. 

85. I am afraid of blood. 

86. I am often clumsy. 

87. I will do anything if someone dares me. 

88. I am sometimes jealous of the things others get or 

their good luck. 

89. Shyness is my biggest problem. 

90. I get along well with others most of the time. 

91. I often get lost. 

92. I often have headaches. 

93. I seem to get along with everyone. 

94. I am often embarrassed. 

95. I am very popular with other kids. 

96. I often get confused. 

97. I smile a lot. 

98. I lose friends because of my temper. 

99. I am shy with kids my own age. 



71 

100. I belong to a gang that kidnaps people to get money. 

101. I want a lot of attention when I am sick. 

102. I can take care of my money when buying things. 

103. I am almost always on time and remember what I am 

supposed to do. 

104. At times I have become violent. 

105. My thoughts and ideas are often strange and unusual. 

106. Recently I have had chest pains. 

107. There is hardly ever a need to correct or criticize me. 

108. I have as much energy as most other kids. 

109. Recently my school has sent notes home about my bad 

behavior. 

110. Sometimes I put off doing a chore. 

111. I often think about death. 

112. I give my parent(s) a lot of trouble. 

113. Sometimes my room is messy. 

114. I am often afraid to meet new people. 

115. I hardly ever need to be punished or scolded. 

116. It is hard for me to make good grades. 

117. I often have blurred vision. 

118. People secretly control my thoughts. 

119. I respect the property of others. 

120. Someone is trying to poison me. 

121. Everything has to be perfect or I am not happy. 

122. Punishment does not change how I act. 

123. I think a lot about my size or my weight. 
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124. I often cry for no reason. 

125. I worry a lot before I start something new. 

126. I try to make the best of most things. 

127. I often have periods of crying. 

128. Sometimes I get hot all over for no reasons. 

129. I feel tired most of the time. 

130. Others have said that I am smart. 

131. Being sick upsets me more than it does most others. 

132. I tend to feel sorry for myself. 

133. People always listen when I speak. 

134. Several times I have felt sick, but the doctor could 

find nothing wrong. 

135. I often feel lonely. 

13 6. Small problems do not bother me. 

137. What people say often makes me angry. 

138. Little things upset me. 

139. I keep my thoughts to myself. 

140. It has been a long time since our family has gone out 

together. 

141. Sometimes my heart pounds or races. 

142. Most of the time I am a quiet person. 

143. At times I have physically hurt others. 

144. I have had cramps in my legs. 

145. I sometimes watch television. 

146. Sometimes my daydreams seem to be my real life. 

147. I have no .special talents. 
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148. Our family enjoys being together more than most 

families do. 

149. I worry some. 

150. I could do better in school if I tried. 

151. I do not like to be close to others. 

152. My parents' marriage has been solid and happy. 

153. One of my parents seems jealous of me. 

154. I am afraid I might be going insane. 

155. I often talk about sickness. 

156. I have had convulsions. 

157. I often get up at night. 

158. Most of my friends are younger than I am. 

159. There is a lot of swearing (cursing) at our home. 

160. I am a follower, not a leader. 

161. I do not mind when people criticize me. 

162:. I sometimes swear (curse) at my parent (s) . 

163. I am worried about disease. 

164. I am bored with school. 

165. My parents are now divorced or living apart. 

166. I often get very tired. 

167. My parent(s) cannot get me to do my schoolwork. 

168. I use illegal drugs. 

169. I often go around rubbing my hands together. 

170. My parents have broken up their marriage several times. 

171. Sometimes I run errands for a parent. 
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172. Except for going to school, I often stay in the house 

for days at a time. 

173. There are times when I am not aware of anything that is 

going on. 

174. Sometimes my face twitches. 

175. Most of the time I run rather than walk. 

176. My sleep is calm and restful. 

177. I am afraid of dying. 

178. My thoughts sometimes stop my talk with others or 

disturb what I am doing. 

179. I do not care about having fun. 

180. On a holiday I often sleep most of the day. 

181. I often stay in my room for hours. 

182. I have been paralyzed. 

183. I often break the rules. 

184. My parents agree on how to raise me. 

185. Several times I have said I wanted to kill myself. 

186. I usually do not trust others. 

187. I have many friends of the opposite sex. 

188. I am unhappy about my home life. 

189. I am very moody. 

190. Others Sciy that I have a bad attitude. 

191. Nothing scares me. 

192. I am not interested in useful things. 

193. I cannot keep my attention on anything. 
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194. My parent(s) do not do much for the school, church, or 

other groups. 

195. I tend to swallow food without chewing it. 

196. I like to stay overnight at a friend's house. 

197. School has been easy for me. 

198. I cannot sit still in school because I get nervous. 

199. My parent(s) do not approve of most of my friends. 

200. I often get constipated. 

201. I am often restless. 

202. I have been in trouble for stealing more than once. 

203. I often have stomach aches. 

204. I have been held back a year in school. 

205. I am not at ease when I am with strangers. 

206. My parent(s) spend more money than they make. 

207. I love to work with numbers. 

208. I have been in trouble with the police. 

209. I often visit a doctor. 

210. My favorite reading is cartoons or comic books. 

211. My parents do not understand me. 

212. I have dizzy spells. 

213. One of my parents drinks too much alcohol. 

214. I brag a lot. 

215. I would rather be with adults than with kids my own 

age. 

216. I am pretty stubborn. 

217. I hardly ever talk. 
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218. Our whole family hardly ever eats together. 

219. Reading is the activity I like best. 

220. My father makes most of the big decisions at our house. 

221. I often act without thinking. 

222. I often have trouble falling asleep or staying asleep. 

223. I prefer adults to other kids. 

224. I need a lot of help from others. 

225. I get common colds more often than most kids. 

226. My parents disagree a lot about how to raise me. 

227. I often lock myself in the bedroom. 

228. I often laugh for no real reason. 

229. I sometimes skip school. 

23 0. I am not as strong as most other kids. 

231. I am sure of myself in a group. 

232. People say that I have common sense. 

2 33. I understand everything that is said to me. 

234. Sometimes one of my parents goes away for days after a 

fight. 

235. Money is my biggest interest. 

236. My teachers are trying to poison me. 

237. One of my parents sometimes gets drunk and mean. 

238. I am healthy. 

239. People are out to get me. 

240. I do strange or unusual things. 

241. My parent(s) are often absent from their jobs. 

242. I often take walks alone. 
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243. My parent(s) have made rules that must be obeyed. 

244. I do not understand other people. 

245. Several times I have said that I would run away. 

246. At times I have trouble breathing. 

247. Our family argues a lot at dinner time. 

248. I spend time with friends who often get into trouble. 

249. I often have nose bleeds. 

250. I have been expelled from school. 

251. The future looks good to me. 

252. I have run away from home. 

253. I have a lot of talent. 

254. Speaking up is a problem for me. 

255. I hear voices that no one else can hear or understand 

2 56. Sharing things has been a problem for me. 

257. My parent(s) always discuss things before they make a 

big decision. 

258. I smoke at home. 

259. One of my parents often gets very angry with me. 

260. I am shy with adults. 

261. I drink alcohol. 

262. I often forget to do things. 

263. I am afraid of the dark. 

264. I brag about being sent to the principal at school. 

265. I have fainting spells. 

266. My parent(s) are too strict with me. 

2 67. I never clean my room. 
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268. I sometimes eat a snack between meals. 

269. Most of the time I watch television. 

270. My appetite is as good as ever. 

271. My parent(s) are hardly ever home. 

272. Sometimes my parent(s) do not understand what I mean. 

273. I am very neat and clean. 

274. I think I am stupid or dumb. 

275. There is ci lot of tension in our home. 

276. I have threatened to kill others more than once. 

277. My parent(s) spend very little time with me. 

278. I often have back pains. 

279. My parent(s) are not very patient with me. 

280. My parents often argue. 
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Table 1 

MANCOVA for Rorschach Variables, with FIO and R as 

Covariates 

Source DF F Value Pr > F 

Dependent Variable: COP 

FIQ 1 0.11 0.7375 
R 1 0.91 0.3444 
PATSTAT 1 0.18 0.6776 
SEX 1 0.19 0.6677 
PATSTAT*SEX 1 1.14 0.2915 
DX 2 1.01 0.3701 
PATSTAT*DX 1 0.07 0.7962 
SEX*DX 2 0.18 0.8379 
PATSTAT*SEX*DX 1 1.32 0.2556 

Dependent Variable: AG 

FIQ 1 0.11 0.7402 
R 1 0.11 0.7409 
PATSTAT 1 0.11 0.7435 
SEX 1 0.45 0.5058 
PATSTAT*SEX 1 0.10 0.7582 
DX 2 1.42 0.2527 
PATSTAT*DX 1 0.66 0.4195 
SEX*DX 2 0.90 0.4114 
PATSTAT*SEX*DX 1 0.37 0.5447 

Dependent Variable: SCZI 

FIQ 1 1.13 0.2928 
R 1 2.15 0.1494 
PATSTAT 1 1.16 0.2867 
SEX 1 2.10 0.1534 
PATSTAT*SEX 1 0.29 0.5909 
DX 2 1.69 0.1945 
PATSTAT*DX 1 0.04 0.8472 
SEX*DX 2 0.01 0.9906 
PATSTAT*SEX*DX 1 0.00 0.9914 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: GDI 

FIQ 1 0.01 0.9245 
R 1 0.79 0.3787 
PATSTAT 1 0.01 0.9189 
SEX 1 0.52 0.4764 
PATSTAT*SEX 1 0.03 0.8604 
DX 2 0.46 0.6366 
PATSTAT*DX 1 0.01 0.9372 
SEX*DX 2 0.33 0.7170 
PATSTAT*SEX*DX 1 2.56 0.1163 

Dependent Variable: DEPI 

FIQ 1 3.63 0.0627 
R 1 0.01 0.9438 
PATSTAT 1 3.14 0.0826 
SEX 1 0.13 0.7165 
PATSTAT*SEX 1 0.42 0.5199 
DX 2 0.15 0.8609 
PATSTAT*DX 1 0.12 0.7306 
SEX*DX 2 0.56 0.5744 
PATSTAT*SEX*DX 1 0.19 0.6622 
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Table 2 

MANCOVA for Rorschach Significance Scores, with FIO and R as 

Covariates 

Source DF F Value Pr > F 

Dependent Variable: DEPIS 

FIQ 1 3.26 0.0772 
R 1 0.03 0.8641 
PATSTAT 1 3.61 0.0634 
SEX 1 0.40 0.5317 
PATSTAT*SEX 1 0.03 0.8658 
DX 2 0.01 0.9946 
PATSTAT*DX 1 0.91 0.3436 
SEX*DX 2 0.63 0.5345 
PATSTAT*SEX*DX 1 0.36 0.5524 

Dependent Variable: COPS 

FIQ 1 0.07 0.7881 
R 1 1.20 0.2788 
PATSTAT 1 0.18 0.6770 
SEX 1 0.16 0.6935 
PATSTAT*SEX 1 0.47 0.4968 
DX 2 0.58 0.5626 
PATSTAT*DX 1 0.13 0.7228 
SEX*DX 2 1.27 0.2908 
PATSTAT*SEX*DX 1 1.15 0.2895 

Dependent Variable: AGS 

FIQ 1 0.98 0.3265 
R 1 0.18 0.6762 
PATSTAT 1 2.46 0.1232 
SEX 1 0.52 0.4726 
PATSTAT*SEX 1 0.00 0.9979 
DX 2 0.15 0.8608 
PATSTAT*DX 1 0.70 0.4058 
SEX*DX 2 0.07 0.9303 
PATSTAT*SEX*DX 1 0.02 0.8974 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: SCZIS 

FIQ 1 0.28 0.5970 
R 1 2.17 0.1469 
PATSTAT 1 0.57 0.4547 
SEX 1 0.57 0.4537 
PATSTAT*SEX 1 0.09 0.7616 
DX 2 0.07 0.9308 
PATSTAT*DX 1 0.21 0.6477 
SEX*DX 2 0.38 0.6855 
PATSTAT*SEX*DX 1 0.78 0.3827 

Dependent Variable: GDIS 

FIQ 1 0.38 0.5415 
R 1 0.66 0.4203 
PATSTAT 1 0.07 0.7888 
SEX 1 0.02 0.8960 
PATSTAT*SEX 1 0.11 0.7426 
DX 2 0.72 0.4925 
PATSTAT*DX 1 0.17 0.6843 
SEX*DX 2 0.49 0.6182 
PATSTAT*SEX*DX 1 0.04 0.8457 
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Table 3 

MANCOVA for PIY Scales, with FIO as Covariate 

Source DF F Value Pr > F 

Dependent Variable: FAM 

FIQ 1 0.02 0.8769 
PATSTAT 1 11.88 0.0012* 
SEX 1 1.23 0.2727 
PATSTAT*SEX 1 0.14 0.7071 
DX 2 0.42 0.6612 
PATSTAT*DX 1 2.13 0.1507 
SEX*DX 2 0.51 0.6045 
PATSTAT*SEX*DX 1 2.75 0.1037 

Dependent Variable: WDL 

FIQ 1 0.24 0.6235 
PATSTAT 1 0.21 0.6459 
SEX 1 0.78 0.3824 
PATSTAT*SEX 1 3.06 0.0865 
DX 2 0.81 0.4512 
PATSTAT*DX 1 0.22 0.6377 
SEX*DX 2 0.23 0.7978 
PATSTAT*SEX*DX 1 0.03 0.8694 

Dependent Variable: RLTY 

FIQ 1 1.50 0.2272 
PATSTAT 1 3.49 0.0678 
SEX 1 1.08 0.3047 
PATSTAT*SEX 1 0.20 0.6560 
DX 2 0.65 0.5280 
PATSTAT*DX 1 0.48 0.4924 
SEX*DX 2 0.34 0.7132 
PATSTAT*SEX*DX 1 0.30 0.5857 

-

(Table Continues) 
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Source DF F Value Pr > F 

Dependent Variable: SSK 

FIQ 1 0.23 0.6309 
PATSTAT 1 0.06 0.8133 
SEX 1 0.71 0.4025 
PATSTAT*SEX 1 1.99 0.1647 
DX 2 1.78 0.1791 
PATSTAT*DX 1 1.55 0.2190 
SEX*DX 2 0.03 0.9680 
PATSTAT*SEX*DX 1 0.09 0.7633 

Dependent Variable: SOM 

FIQ 1 1.53 0.2215 
PATSTAT 1 1.56 0.2175 
SEX 1 0.58 0.4514 
PATSTAT*SEX 1 0.42 0.5188 
DX 2 0.82 0.4469 
PATSTAT*DX 1 0.59 0.4449 
SEX*DX 2 0.36 0.7028 
PATSTAT*SEX*DX 1 1.37 0.2478 

Dependent Variable: DIS 

FIQ 1 0.12 0.7314 
PATSTAT 1 2.18 0.1463 
SEX 1 0.58 0.4484 
PATSTAT*SEX 1 1.32 0.2560 
DX 2 5.84 0.0053* 
PATSTAT*DX 1 4.98 0.0303* 
SEX*DX 2 0.10 0.9077 
PATSTAT*SEX*DX 1 0.46 0.5019 
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Table 4 

MANCOVA for Rorschach and PIY Variables, with FIO and R as 

Covariates 

Source DF F Value Pr > F 

Dependent Variable: COP 

FIQ 1 0.11 0.7375 
R 1 0.91 0.3444 
PATSTAT 1 0.18 0.6776 
SEX 1 0.19 0.6677 
PATSTAT*SEX 1 1.14 0.2915 
DX 2 1.01 0.3701 
PATSTAT*DX 1 0.07 0.7962 
SEX*DX 2 0.18 0.8379 
PATS TAT * S EX * DX 1 1.32 0.2556 

Dependent Variable: AG 

FIQ 1 0.11 0.7402 
R 1 0.11 0.7409 
PATSTAT 1 0.11 0.7435 
SEX 1 0.45 0.5058 
PATSTAT*SEX 1 0.10 0.7582 
DX 2 1.42 0.2527 
PATSTAT*DX 1 0.66 0.4195 
SEX*DX 2 0.90 0.4114 
PATSTAT*SEX*DX 1 0.37 0.5447 

Dependent Variable: SCZI 

FIQ 1 1.13 0.2928 
R 1 2.15 0.1494 
PATSTAT 1 1.16 0.2867 
SEX 1 2.10 0.1534 
PATSTAT*SEX 1 0.29 0.5909 
DX 2 1.69 0.1945 
PATSTAT*DX 1 0.04 0.8472 
SEX*DX 2 0.01 0.9906 
PATSTAT*SEX*DX 1 0.00 0.9914 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: CDI 

FIQ 1 0.01 0.9245 
R 1 0.79 0.3787 
PATSTAT 1 0.01 0.9189 
SEX 1 0.52 0.4764 
PATSTAT*SEX 0.03 0.8604 
DX 2 0.46 0.6366 
PATSTAT*DX 1 0.01 0.9372 
SEX*DX 2 0.33 0.7170 
PATSTAT*SEX*DX 1 2.56 0.1163 

Dependent Variable: DEPI 

FIQ 1 3.63 0.0627 
R 1 0.01 0.9438 
PATSTAT 1 3.14 0.0826 
SEX 1 0.13 0.7165 
PATSTAT*SEX 1 0.42 0.5199 
DX 2 0.15 0.8609 
PATSTAT*DX 1 0.12 0.7306 
SEX*DX 2 0.56 0.5744 
PATSTAT*SEX*DX 1 0.19 0.6622 

Dependent Variable: FAM 

FIQ 1 0.02 0.8757 
R 1 0.64 0.4293 
PATSTAT 1 12.65 0.0009* 
SEX 1 1.82 0.1832 
PATSTAT*SEX 1 0.17 0.6864 
DX 2 0.46 0.6346 
PATSTAT*DX 1 1.88 0.1772 
SEX*DX 2 0.46 0.6315 
PATSTAT*SEX*DX 1 3.40 0.0712 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: WDL 

FIQ 1 0.25 0.6173 
R 1 2.12 0.1520 
PATSTAT 1 0.35 0.5597 
SEX 1 1.45 0.2340 
PATSTAT*SEX 1 3.29 0.0762 
DX 2 0.53 0.5898 
PATSTAT*DX 1 0.37 0.5445 
SEX*DX 2 0.30 0.7447 
PATSTAT*SEX*DX 1 0.15 0.7025 

Dependent Variable: RLTY 

FIQ 1 1.60 0.2122 
R 1 2.27 0.1383 
PATSTAT 1 4.23 0.0452* 
SEX 1 2.01 0.1632 
PATSTAT*SEX 1 0.25 0.6202 
DX 2 0.41 0.6669 
PATSTAT*DX 1 0.74 0.3934 
SEX*DX 2 0.70 0.5010 
PATSTAT*SEX*DX 1 0.70 0.4076 

Dependent Variable: SSK 

FIQ 1 0.23 0.6324 
R 1 0.50 0.4820 
PATSTAT 1 0.03 0.8571 
SEX 1 0.98 0.3266 
PATSTAT*SEX 1 2.02 0.1618 
DX 2 1.58 0.2168 
PATSTAT*DX 1 1.68 0.2008 
SEX*DX 2 0.06 0.9394 
PATSTAT*SEX*DX 1 0.04 0.8427 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: SOM 

FIQ 1 1.58 0.2148 
R 1 1.70 0.1979 
PATSTAT 1 1.89 0.1753 
SEX 1 1.12 0.2948 
PATSTAT*SEX 1 0.48 0.4938 
DX 2 0.66 0.5190 
PATSTAT*DX 1 0.44 0.5101 
SEX*DX 2 0.36 0.7030 
PATSTAT*SEX*DX 1 1.92 0.1727 

Dependent Variable: DIS 

FIQ 1 0.12 0.7298 
R 1 1.67 0.2023 
PATSTAT 1 2.54 0.1178 
SEX 1 1.12 0.2951 
PATSTAT*SEX 1 1.41 0.2412 
DX 2 5.19 0.0091* 
PATSTAT*DX 1 5.48 0.0234* 
SEX*DX 2 0.23 0.7965 
PATSTAT*SEX*DX 1 0.26 0.6138 
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Table 5 

MANCOVA for Rorschach Significance Scores and PIY Scales, 

with FIO and R as Covariates 

Source DF F Value 

Pn 
A
 

U
 

P* 

Dependent Variable: DEPIS 

FIQ 1 3.26 0.0772 
R 1 0.03 0.8641 
PATSTAT 1 3.61 0.0634 
SEX 1 0.40 0.5317 
PATSTAT*SEX 1 0.03 0.8658 
DX 2 0.01 0.9946 
PATSTAT*DX 1 0.91 0.3436 
SEX*DX 2 0.63 0.5345 
PATSTAT*SEX*DX 1 0.36 0.5524 

Dependent Variable: COPS 

FIQ 1 0.07 0.7881 
R 1 1.20 0.2788 
PATSTAT 1 0.18 0.6770 
SEX 1 0.16 0.6935 
PATSTAT*SEX 1 0.47 0.4968 
DX 2 0.58 0.5626 
PATSTAT*DX 1 0.13 0.7228 
SEX*DX 2 1.27 0.2908 
PATSTAT*SEX*DX 1 1.15 0.2895 

Dependent Variable: AGS 

FIQ 1 0.98 0.3265 
R 1 0.18 0.6762 
PATSTAT 1 2.46 0.1232 
SEX 1 0.52 0.4726 
PATSTAT*SEX 1 0.00 0.9979 
DX 2 0.15 0.8608 
PATSTAT*DX 1 0.70 0.4058 
SEX*DX 2 0.07 0.9303 
PATSTAT*SEX*DX 1 0.02 0.8974 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: SCZIS 

FIQ 1 0.28 0.5970 
R 1 2.17 0.1469 
PATSTAT 1 0.57 0.4547 
SEX 1 0.57 0.4537 
PATSTAT*SEX 1 0.09 0.7616 
DX 2 0.07 0.9308 
PATSTAT*DX 1 0.21 0.6477 
SEX*DX 2 0.38 0.6855 
PATSTAT*SEX*DX 1 0.78 0.3827 

Dependent Variable: CDIS 

FIQ 1 0.38 0.5415 
R 1 0.66 0.4203 
PATSTAT 1 0.07 0.7888 
SEX .1 0.02 0.8960 
PATSTAT*SEX 1 0.11 0.7426 
DX 2 0.72 0.4925 
PATSTAT*DX 1 0.17 0.6843 
SEX*DX 2 0.49 0.6182 
PATSTAT*SEX*DX 1 0.04 0.8457 

Dependent Variable: FAM 

FIQ 1 0.02 0.8757 
R 1 0.64 0.4293 
PATSTAT 1 12.65 0.0009* 
SEX 1 1.82 0.1832 
PATSTAT*SEX 1 0.17 0.6864 
DX 2 0.46 0.6346 
PATSTAT*DX 1 1.88 0.1772 
SEX*DX 2 0.46 0.6315 
PATSTAT*SEX*DX 1 3.40 0.0712 

(Table continues) 
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Table 5 (cont.) 

Source DF F Value Pr > F 

Dependent Variable: WDL 

FIQ 1 0.25 0.6173 
R 1 2.12 0.1520 
PATSTAT 1 0.35 0.5597 
SEX 1 1.45 0.2340 
PATSTAT*SEX 1 3.29 0.0762 
DX 2 0.53 0.5898 
PATSTAT*DX 1 0.37 0.5445 
SEX*DX 2 0.30 0.7447 
PATSTAT*SEX*DX 1. 0.15 0.7025 

Dependent Variable: RLTY 

FIQ 1 1.60 0.2122 
R 1 2.27 0.1383 
PATSTAT 1 4.23 0.0452* 
SEX 1 2.01 0.1632 
PATSTAT*SEX 1 0.25 0.6202 
DX 2 0.41 0.6669 
PATSTAT*DX 1 0.74 0.3934 
SEX*DX 2 0.70 0.5010 
PATSTAT*SEX*DX 1 0.70 0.4076 

Dependent Variable: SSK 

FIQ 1 0.23 0.6324 
R 1 0.50 0.4820 
PATSTAT 1 0.03 0.8571 
SEX 1 0.98 0.3266 
PATSTAT*SEX 1 2.02 0.1618 
DX 2 1.58 0.2168 
PATSTAT*DX 1 1.68 0.2008 
SEX*DX 2 0.06 0.9394 
PATSTAT*SEX*DX 1 0.04 0.8427 

(Table continues) 
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Source DF F Value Pr > F 

Dependent Variable: SOM 

FIQ 1 1.58 0.2148 
R 1 1.70 0.1979 
PATSTAT 1 1.89 0.1753 
SEX 1 1.12 0.2948 
PATSTAT*SEX 1 0.48 0.4938 
DX 2 0.66 0.5190 
PATSTAT*DX 1 0.44 0.5101 
SEX*DX 2 0.36 0.7030 
PATSTAT*SEX*DX 1 1.92 0.1727 

Dependent Variable: DIS 

FIQ 1 0.12 0.7298 
R 1 1.67 0.2023 
PATSTAT 1 2.54 0.1178 
SEX 1 1.12 0.2951 
PATSTAT*SEX 1 1.41 0.2412 
DX 2 5.19 0.0091* 
PATSTAT*DX 1 5.48 0.0234* 
SEX*DX 2 0.23 0.7965 
PATSTAT*SEX*DX 1 0.26 0.6138 
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Table 6 

Discriminant Function Analysis for Patient Groups 

Inpatients Outpatients F Value Pr > F 

FIQ 
R 
FAM 
DIS 
DEPI 
RLTY 

0 . 4 5 3 8 3 
0 . 4 6 7 8 7 
0 . 3 6 3 6 3 
0 . 1 7 3 3 9 
2 . 5 0 6 3 5 
0 . 4 4 7 2 0 

0 . 5 1 1 1 5 
0 . 5 3 4 7 5 
0 . 2 6 2 8 2 
0 . 1 8 6 7 6 
2 . 8 7 4 3 0 
0 . 3 9 6 1 8 

6.21 
0 . 3 4 

1 1 . 7 4 
2 . 4 5 
6 . 7 9 
8 . 9 1 

. 0 1 6 2 * 

. 5 6 4 5 

. 0 0 1 3 * 

. 1 2 3 9 

. 0 1 2 2 * 

. 0 0 4 5 * 
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Table 7 

Discriminant Function Analysis for Diagnostic Groups 

Diagnostic Groups 

1 2 3 F Value Pr > F 

FIQ 0. 60757 0. 55680 0. 54676 1.67 .2001 
R 0. 53080 0. 50128 0. 53585 .34 .7139 
FAM 0. 28151 0. 29325 0. 29104 .39 .6807 
DIS 0. 52502 0. 39252 0. 37349 6.38 .0035* 
DEPI 2. 78672 2. 65766 2. 83075 .33 .7189 
RLTY 0. 33750 0. 37671 0. 35377 .90 .4127 
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Table 8 

Discriminant Function Analysis for Patient Gender 

Males Females F Value Pr > F 

FIQ 
R 
FAM 
DIS 
DEPI 
RLTY 

0 . 4 9 6 8 1 
0 . 4 3 8 5 8 
0 . 3 3 0 9 6 
0 . 1 8 0 6 3 
2 . 7 0 9 6 4 
0 . 4 3 4 9 6 

0 . 5 2 9 9 8 
0 . 3 0 7 5 0 
0 . 3 6 4 3 5 
0 . 1 8 2 4 0 
2 . 7 6 7 3 7 
0 . 4 6 1 0 4 

1 . 0 3 
1 . 9 6 
1 . 4 9 

. 3 6 

.01 

. 9 4 

. 3 1 5 1 

. 1 6 8 0 

. 2 2 7 4 

. 5 5 0 8 

. 9 1 8 8 

. 3 3 7 8 
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Table 9 

Intercorrelations of Rorschach Variables 

COP AG SCZI CDI DEPI 

COP 1.00 

AG 0.06 1.00 

SCZI -0.01 0.31* 1.00 

CDI -0.67**** -0.41*** -0.23 1.00 

DEPI -0.19 -0.03 0.18 0.25 1.00 

*£> < .05 
**£ < .01 
***p, < .001 

< .0001 
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Table 10 

Intercorrelations of PIY Scales 

FAM WDL RLTY SSK SOM 

FAM 1.00 

WDL 0.28* 1.00 

RLTY 0.39** 0.52**** 1.00 

SSK o
 

H
 

O
 

0.45*** 0.26* 1.00 

SOM 0.37** 0.47**** 0.64**** 0.15 •
 O
 

o
 

* J D < .05 
**£ < .01 
***E < .001 
****p < .0001 
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Table 11 

Correlations of Rorschach and PIY Variables 

COP AG SCZI GDI DEPI 

FAM -0.11 0.13 -0.09 -0.02 I o
 

• to
 

o
 

WDL -0.05 0.20 0.29* -0.10 -0.17 

RLTY 0.14 0.18 0.08 -0.23 -0.25 

SSK 0.05 0.06 0.07 -0.22 -0.15 

SOM 0.13 0.15 0.12 -0.13 -0.33** 

*P < .05 
**E < .01 
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