
The Dissertation Committee for Kristen Noel Hitchens certifies that this is the

Approved version of the following dissertation:

The Rorschach Assessment of Aggressive Preoccupation and Aggressive Behavior in

Psychiatric Inpatients with Depression and Paranoia:

A Psychoanalytic Framework

Committee:

______________________________________
Christopher McCarthy, Co-Supervisor

______________________________________
Rico Ainslie, Co-Supervisor

______________________________________
Gary Borich

______________________________________
Mark Stafford

______________________________________
Helen Childs



The Rorschach Assessment of Aggressive Preoccupation and Aggressive Behavior in

Psychiatric Inpatients with Depression and Paranoia:

A Psychoanalytic Framework

by 

Kristen Noel Hitchens, B.A.; M.A.

Dissertation

Presented to the Faculty of the Graduate School of

The University of Texas at Austin

in Partial Fulfillment

of the Requirements

for the Degree of

Doctor of Philosophy

The University of Texas at Austin

August 2007



iii

The Rorschach Assessment of Aggressive Preoccupation and Aggressive Behavior in

Psychiatric Inpatients with Depression and Paranoia:

A Psychoanalytic Framework

Publication No. ______________

Kristen Noel Hitchens, Ph.D.

The University of Texas at Austin, 2007

Co-Supervisor: Christopher J McCarthy

Co-Supervisor: Rico Ainslie

Inpatient aggression has been increasingly problematic in psychiatric facilities

across the United States and around the world. Psychological assessment measures, such

as the Rorschach Inkblot Method, are often used in psychiatric facilities to clarify a

patient’s diagnostic issues and assist in treatment planning. An assessment measure that

could provide information about the type, intensity, and direction of a patient’s

aggressive impulses would therefore be clinically useful. The current method for scoring

aggression on the Rorschach provides limited information about a patient’s aggressive

drives; Gacono & Meloy have proposed a broader system for scoring Rorschach

aggressive content. Thus far, research on this new aggression scoring system has

neglected to examine patients with Axis I disorders. The purpose of this dissertation was
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to explore the differences between the types and frequencies of these newer aggression

variables, as well as the utility of these scores in predicting aggression in an inpatient

sample of depressed and paranoid patients. This sample was chosen based on

psychoanalytic conceptualization of aggressive dynamics in these patients.

Results of Poisson and negative binomial regressions indicated that there were no

differences between the depressed and paranoid groups in terms of the types or

frequencies of Rorschach aggressive content. Kruskal-Wallis tests indicated that there

were some differences between the groups in terms of the type and severity of behavioral

manifestations of aggression. Finally, a logistic binomial regression showed that

Rorschach variables did not add significantly to the prediction of the presence of

aggressive behavior in this population. Clinical implications, limitations of the study,

and directions for future research are examined.
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Chapter 1: Introduction

Inpatient aggression is an increasing problem in psychiatric facilities, posing a

danger to staff and other hospitalized patients (Adler, Kreiger, & Zeigler, 1983; Binder &

McNeil, 1994a,b; Bjorkly, 1995; Blow et al., 1999; Ruben, Wolken, & Yamamoto,

1980). The base rate of violent behavior by hospitalized patients may be as high as 15-

30% (Bjorkly, 1995). Moreover, the prevention and management of aggression drains

staff time and resources (Hunter & Carmel, 1992). The ability to accurately identify

patients likely to behave aggressively would help to protect staff and other patients and

decrease the amount of time and money spent on preventing and managing inpatient

aggression.

Psychological assessment measures such as the Rorschach Inkblot Method are

often used in psychiatric facilities to gain a better understanding of a patient’s clinical

dynamics and assist in treatment planning (Lubin, Larsen, & Matarazzo, 1984; Weiner,

2004). Accurate assessment of the type, intensity, and direction of a patient’s aggressive

impulses may convey important clinical information about the patient and the patient’s

potential for aggressive behavior (Meloy & Gacono, 1992). Research on Rorschach

measures of aggressive preoccupation have thus far focused primarily on individuals with

conduct disorder and antisocial personality disorder. These individuals are the more

obvious targets for such research, given the growing importance of violence risk

assessment in forensic settings and the significance of aggressive drives in the clinical

dynamics of these individuals (Baity & Hilsenroth, 1999; 2002; Gacono & Meloy, 1994).

However, examination of the aggressive drives of inpatients with depressive and paranoid
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disorders may be particularly valuable, as psychoanalytic theory suggests that these

patients may direct their aggressive impulses inward in self-destructive behavior or

outward at others (Freud, 1920; Klein, 1940; 1946; McWilliams, 1994).

The construct of aggression has been defined in numerous ways and examined

from a range of perspectives, including biological, frustration, social learning, and

psychological theories (Tedeschi & Felson, 1994). Sigmund Freud and Melanie Klein,

two psychoanalytic theorists, have emphasized the significance of aggressive drives in

personality development and functioning. Freud (1920) viewed aggression as one

manifestation of the death instinct, a person’s desire to return to the tensionless state of

the womb; the opposing drive, the life instinct, sought to preserve the self. In Freud’s

view, these drives were in constant struggle for dominance in an individual; depending on

the strength of a person’s aggressive drive, the person could display outward-directed

aggressive behavior or aggression directed inward as masochistic or suicidal behavior.

Klein (1940; 1946) theorized that aggression was an innate drive that played a

crucial role in personality development and one’s perception of self and others. She

suggested that individuals developed two kinds of orientations toward their

environments. In Kleinian theory, the “paranoid-schizoid” individual projects his or her

aggressive impulses outward on to the environment and perceives others as persecutory

and threatening. In contrast, the “depressive” individual is aware of his or her own innate

aggressive impulses and their potential destructive impact on others. Although this self-

awareness is positive, a depressive individual could also feel unreasonable anxiety and

guilt about his or her aggressive impulses. These feelings may cause the person to
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internalize a negative view of self as a destructive, “bad” person. As a result, the person

may then direct aggression inward to punish the self for its perceived badness, or to

protect others from his or her potential destructiveness (Klein, 1946; McWilliams, 1994).

Accurate assessment of the aggressive preoccupation of depressed and paranoid

individuals using the Rorschach Inkblot Method may be important, given the significance

that aggressive drives may play in their personality development and functioning (Freud,

1920; Klein, 1940; 1946). In a psychiatric inpatient setting, accurate assessment of these

individuals using the Rorschach may be particularly valuable in eventually preventing

aggressive behavior (Meloy & Gacono, 1992).

Exner’s scoring system (Comprehensive System, 1974) is the most popular, and

the most empirically validated, system for scoring the Rorschach Inkblot Method

(Viglione & Hilsenroth, 2001), although it is not without its detractors (Garb, Wood,

Lilienfeld, & Nezworski, 2002; Garb, Wood, Nezworski, Grove, & Stejskal, 2001; Grove

& Barden, 1999; Grove, Barden, Garb & Lilienfeld, 2002; Lilienfeld, Fowler, & Lohr,

2003; Lilienfeld, Wood, & Garb, 2000). Prior to the development of the Comprehensive

System (CS), numerous researchers had examined the aggressive content of Rorschach

responses, theorizing that aggressive content on the Rorschach reflected aggressive

tension within the examinee (Elizur, 1949; Holt, 1966; Rader, 1957; Rapaport, Gil, &

Schaefer, 1946; Schaefer, 1954; Storment & Finney, 1953). However, attempts to

establish a link between Rorschach aggressive content and aggressive behavior using

these scoring systems were equivocal (Crain & Smoke, 1981; Elizur, 1949; Gorlow,

Zimet, & Fine, 1952; Murstein, 1956; Rader, 1957). Thus, in the CS, Exner restricted the
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scoring of aggressive content on the Rorschach to aggressive movement occurring in the

present (scored “AG”) and to objects victimized by others (scored “MOR”).

While the MOR score has been linked to self-injurious behavior and borderline

symptomatology (Bais, Hilsenroth, Castlebury, Fowler, & Baity, 2001; Baity &

Hilsenroth, 1999; Fowler, Hilsenroth, & Peirs, 2001; Silberg & Armstron, 1992),

research on the AG variable has yielded mixed results. Some research suggests that AG

is linked to behavioral aggression (Kazaoka, Sloane, & Exner, 1978; Exner, Kazaoka, &

Morris, 1979, as cited in Exner, 1993), while other research demonstrates lower levels of

AG in populations with known histories of violent behavior than in normal individuals

(Gacono, 1997; Gacono & Meloy, 1994; Smith, Gacono & Kaufman, 1997). Given

conflicting research on the current aggression scoring system, Gacono and Meloy (1994)

have suggested that a broader system for scoring aggressive content is needed.

Gacono and Meloy (1994) argue that Exner’s system for scoring aggressive

content may overlook more subtle aggressive imagery in the Rorschach. They have

proposed the addition of four aggressive content scoring categories to the CS: Aggressive

Content (AgC, which includes objects popularly perceived as aggressive, such as

“claws”), Aggressive Past (AgPast, which is scored for responses in which an aggressive

act has occurred), Aggressive Potential (AgPot, which is scored for responses in which an

aggressive act is about to occur), and Sado-Masochism (SM, which is scored for

responses in which the subject demonstrates pleasurable affect such as laughter while

articulating an aggressive response).

Preliminary research using samples of individuals with Axis II personality

disorders (disorders involving long-standing impairment in one’s affective functioning,
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interpersonal relationships, impulse control, and perception of self/others) has suggested

that these additional scoring categories capture a wide range of aggressive preoccupation

comprised of two factors: externalization and internalization of aggression (Baity &

Hilsenroth, 1999). Specifically, AG and AgC appear to be related to the externalization

of aggression, reflecting a view of the environment as hostile and threatening and

associated with an attempt to control external events using force (Mihura, Nathan-

Montano & Alperin, 2003). AgPast and MOR have been linked to the internalization of

aggression, reflecting “aggression turned against the self” as the result of an internalized

negative self-representation (Mihura, Nathan-Montano & Alperin, 2003, pp. 42).

Because AgPot and SM occur infrequently, little research has been conducted using these

variables.

No known research to date has examined the aggressive preoccupation of

depressed and paranoid inpatients. Psychoanalytic theory suggests that individuals who

are paranoid project their aggressive impulses onto their environment, viewing it as

potentially threatening (Klein, 1940; 1946). This perception of one’s environment

appears to be consistent with Baity and Hilsenroth’s (1999) externalization of aggression

factor. In contrast, individuals who are depressed may direct their aggressive impulses

inward (Freud, 1920; Klein, 1940; 1946), consistent with Baity and Hilsenroth’s (1999)

internalization of aggression factor.

More importantly, little research has examined the criterion validity of the

aggression scores by attempting to establish a link between the scores and behavioral

manifestations of aggression. Gacono and Meloy (1994) have cautioned clinicians that

“without real-world correlates of violence, questions of validity remain unanswered”
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(Gacono & Meloy, 1994, p. 272). Demonstrating a link between these scores and

aggressive behavior would help to determine whether they have potential clinical utility

for predicting aggressive behavior in this population. In addition, research suggests that

Rorschach variables measuring an individual’s affective functioning, impulse control,

and reality perception may be important to consider in conjunction with aggressive

preoccupation when assessing aggressive behavior (Carlson & Drehmer, 1984; Gacono &

Meloy, 1992; Nestor, 2002; Silberg & Armstrong, 1992; Rose & Bitter, 1980).

This study had several specific goals. First, this study examined the construct

validity of the Exner (1992) aggression scores and the Gacono and Meloy (1994)

aggressive content scores by comparing the scores of individuals expected to internalize

aggression (depressed patients) with the scores of individuals expected to externalize

aggression (paranoid patients). A second goal of the study was to determine whether

there was an actual difference between the type and severity of aggressive behavior

demonstrated by depressed and paranoid individuals. The final goal of the study was to

examine the criterion validity of the Rorschach aggression coding system by determining

whether the aggression scores in conjunction with variables measuring impulse control,

affective functioning, and reality testing, were related to behavioral manifestations of

aggression in depressed and paranoid individuals.

It was hoped that results of this study would help to determine whether Gacono

and Meloy’s (1994) extended aggressive content scoring system, which has been

previously validated on other samples, would extend to this population. An accurate

understanding of the type, direction, and intensity of the aggressive preoccupation of

these individuals would also help clinicians gain a more complete picture of their
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personality functioning and clinical dynamics (Meloy & Gacono, 1992). More

importantly, establishing a relationship between Rorschach measures of aggressive

preoccupation and behavioral manifestations of aggression would be an important step

toward helping clinicians predict and prevent aggression in inpatient psychiatric

hospitals.
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Chapter 2: Review of the Literature

This chapter begins by addressing the problem of aggression in inpatient

psychiatric facilities and the importance of understanding aggressive preoccupation and

predicting aggressive behavior in depressed and paranoid patients, particularly through

the use of psychological assessment measures such as the Rorschach Inkblot Method.

Next, the chapter addresses the construct of aggression from a psychoanalytic

perspective, focusing on the aggressive drives of depressed and paranoid individuals.

The literature review then traces the history and development of the Rorschach Inkblot

Method, controversy surrounding the use of the test, and an explanation of the specific

uses of the Rorschach. The section on the Rorschach is followed by a summary of the

historical development of assessment of aggression using the Rorschach, as well as the

development and research on Gacono and Meloy’s (1994) aggressive content scores. A

final section is devoted to research on the prediction of aggressive behavior using the

Rorschach aggression scores, as well as other important Rorschach variables to consider

in the assessment of aggressive behavior.

INPATIENT AGGRESSION

Inpatient aggression is an increasing problem in psychiatric hospitals in the

United States and across the world (Adler, Kreiger, & Zeigler, 1983; Binder & McNeil,

1994; Blow, Barry & Copeland, 1999; Carmel & Hunter, 1989; 1990; 1991; 1993;

Cheung, Schweitzer, Tuckwell, & Crowley, 1996; Harris & Varney, 1986; Lehmann,

McCormick & Kizer, 1999; Poster, 1996; Wynn & Bratlid, 1998). The base rate of
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violent behavior by hospitalized patients has been estimated to be as high as 15-30%

(Bjorkly, 1995). In a study of 28 New York state psychiatric facilities, Edwards and Reid

(1983) found that the total number of violent incidents in one year totaled 12,000.

Assaults by patients on staff are so common that patient aggression is considered an

occupational hazard (Haller & Deluty, 1989; 1990; Tardiff, 1983). Indeed, 40% of

psychiatrists and at least 24% of other mental health professionals employed by

psychiatric institutions have reported being assaulted by a patient at least once in their

careers (Madden, Lion, & Penna, 1976; Tardiff & Maurice, 1977). Inpatient aggression

is not only a significant danger to staff, but to other patients as well. Ruben, Wolken, and

Yamamoto (1980) found that half of inpatients were assaulted on at least one occasion by

another patient while hospitalized. The ability to accurately assess and classify patients

likely to behave aggressively would help protect the safety of staff and other patients and

decrease the amount of time and effort spent by staff on managing patient aggression

(Hunter & Carmel, 1992).

In psychiatric institutions, psychological assessment measures, including the

Rorschach Inkblot Method, are often relied upon to provide clarification regarding the

underlying clinical dynamics of patients (Lubin, Larsen, & Matarazzo, 1984; Weiner,

2004). A psychological assessment measure that could provide information about the

type, intensity, and direction of an individual’s aggressive preoccupation and underlying

aggressive drives may convey important information about that individual’s potential for

aggressive behavior (Meloy & Gacono, 1992). Thus far, researchers measuring

aggressive drives using the Rorschach have neglected to examine the aggressive
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preoccupation of inpatients with Axis I diagnoses. Instead, they have focused on the

more obvious targets for aggression research- individuals with conduct disorder and

antisocial personality disorder (Baity & Hilsenroth, 1999).

Examining the aggressive drives of inpatients with depressive and paranoid

diagnoses may be useful, as psychoanalytic theory suggests that these individuals possess

aggressive impulses that may be directed inward or channeled outward toward others

(Freud, 1920; Klein, 1940; 1946; McWilliams, 1994). For example, patients who are

severely depressed may direct their aggressive impulses inward in self-destructive or

suicidal behavior. In contrast, patients who are paranoid and view the world as a

potentially threatening and hostile place may interact aggressively toward others in an

effort to defend themselves from perceived harm. Accurate assessment of the aggressive

preoccupation of these patients using an assessment measure such as the Rorschach

would provide clinicians with important information about their clinical dynamics,

aggressive ideation, and potential aggressive behavior.

THE CONSTRUCT OF AGGRESSION

“Aggression” is a broad term that encompasses a range of behaviors, including

sarcasm, verbal insults, physical assault, predatory behavior, and international wars

(Tedeschi & Felson, 1994). Aggression is studied across many different disciplines, from

a wide variety of theoretical perspectives, and utilizing a large number of measures (Baity

& Hilsenroth, 1999). There are numerous theories that emphasize different aspects of

aggression, such as cognitive perception, affective states, the learning process, instinctual
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drives, or relational issues (Lefkowitz, Enon, Walder, & Huesmann, 1977; Tedeschi &

Felson, 1994; Zigler, Lamb, & Child, 1982). For example, biological research has

suggested that there are genetic, hormonal, and neurological components to aggressive

behavior (Cloninger, Christiansen, Reich, & Gottesman, 1978; Mednick, Gabrielli, &

Hutchings, 1984; Olweus, 1980; 1988; Olweus, Mattson, & Schalling, 1980; Renfrew,

1997; Weiger & Bear, 1988). Frustration theorists have argued that frustration creates

aggressive energy, which in turn causes aggressive behavior (Dollard, Doob, Miller,

Mowrer, & Sears, 1939). Social learning theorists have suggested that all aggressive

behavior is learned behavior modeled by others (Bandura, 1973; Johnson & Fennell,

1992; Lefkowitz et al., 1997; Zigler, Lamb, & Child, 1982).

PSYCHOANALYTIC THEORIES OF AGGRESSION

Psychoanalytic theories of aggression have generally emphasized either the

primacy of instinctive aggressive drives or the role of human relationships in

understanding aggression. Classical drive theorists, most notably Freud, focus on the

aggressive drive as instinctive and gratification-seeking. Freud’s theory of personality

emphasized the aggressive drives of individuals, although his focus on aggression

changed over the course of his personality theory development. Initially, Freud (1905)

conceptualized aggression as being a part of the libidinal drive, arguing that “every act of

hate issues from erotic tendencies” (Nunberg & Federn, 1962, p. 164). Aggression

occurred only when an obstacle prevented a person from achieving contact with a desired

sexual object. Freud (1915) then revised his theory to account for a self-preservative

instinct in addition to the libidinal drive. He acknowledged that either of these two drives
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could result in aggressive behavior, as a person may attempt to overcome obstacles

toward gratification of the libidinal drive or threats to self-preservation. Later, Freud

(1920) focused on the struggle between the life and death instincts, viewing aggression as

an adjunct of the death instinct, or the individual’s drive to discharge tension and return

to a tensionless state. In contrast, the life instinct seeks the release of positive energy and

sexual tension. Aggression could be directed outward toward others or inward toward the

self in masochistic, parasuicidal, or suicidal behaviors (Freud, 1917; McWilliams, 1994).

Object relations theorists consider the relational aspects of experience to be

central to understanding aggression. In their conceptualization, early relationships with

others mold an individual’s sense of self and the world, as one internalizes aspects of the

people with whom he or she interacts at an early age. Melanie Klein’s (1940; 1946)

theory of aggression has been particularly influential (Greenberg & Mitchell, 1983). Like

Freud, Klein (1940; 1946) viewed aggression as an instinctive drive that was of central

importance in the development of a person’s sense of self and others. Unlike Freud, who

saw the instincts as solely gratification-oriented, Klein stressed the importance of drives

within the context of human relationships. That is, “there is no instinctual urge, no

anxiety situation, no mental process which does not involve objects, external or internal;

in other words, object relations are at the center of emotional life” (Klein, Heimann,

Isaacs, & Riviere, 1952, p. 53). Klein argued that infants possess a powerful innate

aggressive drive at birth. To protect the self from its own innate aggression, defenses are

needed. The earliest defense, projection, allows an individual to displace his or her own

aggression onto an external object, effectively splitting off the intolerable aggressive

aspects of the self onto another, where it is more easily tolerated. The person can then
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view the external object as a “bad object,” that is, aggressive and persecutory, while

disavowing the intolerable negative aspects of the self. Klein termed this the paranoid-

schizoid position (Segal, 1980).

When an individual is able to acknowledge his or her own aggressive feelings, the

person is able to experience the self as three-dimensional, possessing both good and bad

impulses. He or she can then view external objects as separate entities with similar

psychological complexity, as real people who can be loved and hated. Realizing the

potential impact of his or her own destructive impulses on a loved object, the person

begins to experience anxiety, guilt, and concern for the safety of the object. This is the

beginning of the depressive position (Segal, 1980). Klein viewed the depressive position

as one in which an individual was capable of having mature relationships with three-

dimensional objects. Nevertheless, the depressive position could become pathological, as

a person could experience profound feelings of anxiety about his or her aggressive

impulses and the potential damage he or she could inflict on others (Greenberg &

Mitchell, 1983). An individual may develop a negative perception of self based on

unresolved anxiety about his or her aggressive impulses and fear of inflicting damage on

others. It is easy to see, then, within the Kleinian context, how a person with depressive

anxiety might choose to inflict damage on the self rather than subject an external object

to his or her destructive impulses.

In summary, Freudian and Kleinian conceptualizations of aggression appear to

have particular utility in understanding the aggressive preoccupation of depressed and

paranoid individuals. In Freud’s conceptualization, aggression was an innate drive that

could be directed either toward others or oneself. Freud suggested that depressed
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individuals pathologically turn their anger and aggressive impulses inward, as “sadism

(aggression) against the self” (McWilliams, 1994, p. 230). Some studies have supported

Freud’s theory, demonstrating that in depressed individuals, hostility is primarily directed

inward (Blackburn, 1974; Blackburn, Lyketsos, & Tsiantis, 1979). Other studies have

also demonstrated a link between anger and self-harm (Cautin, Overholser, & Goetz,

2001; Lester, 1994; Milligan & Andrews, 2005).

Klein’s (1940; 1946) theory of aggression accounted for paranoid-schizoid and

depressive orientations toward the environment. The paranoid-schizoid position involved

projection of one’s own intolerable aggressive impulses outward onto others, viewing

people as threatening and persecutory. Over time, the individual may come to view his

or her entire environment as hostile and potentially harmful. Depending on ego strength

and stress level, the person may even exhibit psychotic persecutory ideas (McWilliams,

1994). An individual who views his or her environment as hostile and threatening may

be more likely to act aggressively in order to ward off sources of perceived harm. This

appears to be consistent with research demonstrating a link between paranoid cognitive

processes and violent behavior (Kennedy, Kemp, & Dyer, 1992; Nestor, 2002; Tardiff &

Sweillam, 1980). In contrast, the depressive position involves severe anxiety about one’s

own potential for aggression and the impact it may have on others. Unresolved, this

anxiety may cause a person to view him or herself as the source of ill in his environment.

An individual who feels this anxiety could internalize a negative perception of self as

potentially dangerous and “bad.” A person could then direct aggressive impulses inward

in order to punish the self or to protect others from his or her potential destructiveness

(Klein, 1940; 1946; Segal, 1980). This theory may be consistent with evidence linking
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damaged self-perception with increased risk of violence (Nestor, 2002).

These psychoanalytic theories suggest that individuals who are paranoid or

depressed view the world in such a way that they may be more likely than other

individuals to direct their aggressive impulses either outward at others or inward in self-

destructive or suicidal behaviors. Being able to assess and better understand the strength

and intensity of their aggressive impulses using an assessment instrument such as the

Rorschach would be important, particularly in inpatient psychiatric facilities.

THE RORSCHACH INKBLOT METHOD: DEVELOPMENT, DESCRIPTION,

CONTROVERSY

History of the Rorschach

Prior to Hermann Rorschach’s development of the inkblot test, several

unsuccessful attempts had been made to use inkblots in testing intelligence and in

studying imagination and creativity (Dearborn, 1897, 1898; Kirkpatrick, 1900; Pyle,

1913, 1915; Rybakov, 1911; Parsons, 1917; Whipple, 1914). Rorschach first began using

inkblots to study personality characteristics in 1911, together with a teacher friend,

Konrad Gehring, who used the popular “Blotto” inkblot game with his adolescent

students. The two began casually comparing the responses of Gehring’s students with

Rorschach’s patients at the Munsterlingen Hospital where Rorschach was completing his

residency. While undertaking this preliminary work, Rorschach noticed that his

schizophrenic patients responded differently to the “Blotto” game than did his other

patients, suggesting that perhaps responses to the inkblots could be used to differentiate
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between diagnostic groups (Exner, 1993).

It was not until 1917 that Rorschach began a more systematic investigation of

patients’ responses to inkblots. He originally used 40 inkblots, but by the publication of

his monograph, Psychodiagnostik, in 1921, he had narrowed his set of inkblots to 10. By

1921, Rorschach had collected enough inpatient data to demonstrate that his inkblots

could reliably identify schizophrenic patients. Rorschach also developed a set of codes

based on various features of the patient’s responses to the inkblots. For example, he

recorded scores for a patient’s use of location (W for use of the whole blot, D for large

detail areas, etc), form or shape, color, movement, and content (H for humans, A for

animals, etc). His data suggested that certain kinds of responses, such as movement or

color responses, were related to particular personality characteristics and behavior styles.

Unfortunately, Rorschach died in 1922, only a year after the publication of

Psychodiagnostik. At the time of his death, his technique had received little attention

from the scientific community (Exner, 1993).

Interest in the Rorschach Inkblot test was renewed in the late 1930’s, and over the

next 20 years multiple scoring systems were developed for use with Rorschach’s original

10 inkblots, including the scoring systems of Beck (1937, 1944, 1945, 1952), Hertz

(1951), Klopfer and Kelly (1942), Piotrowski (1957), and Rappaport, Gill, and Schaefer

(1946). By 1959, the Rorschach was the 4th most popular assessment instrument in use;

however, the different methods of administering and scoring the test contributed to

problems with empirical validation (Sundberg, 1961).
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Exner and Exner (1972) published a comparison of the five Rorschach scoring

systems in use at the time. They concluded that the differences in administration and

scoring across the various systems were so vast that they were essentially five distinct

Rorschach tests. Further, little methodologically sound research existed on any of them.

Exner began to conduct systematic research on all five Rorschach administration and

scoring systems, eventually publishing the Comprehensive System (CS) in 1974. His CS

integrated the empirically validated portions of each of the five systems and discarded the

remainder.

The Comprehensive System

Exner’s original normative sample included 700 adult subjects aged 18 to 70

(although a mistake in recording the data later reduced this number to 600), stratified by

socioeconomic level and geographic area, and representative of United States

demographic patterns of marital status, education level, and socioeconomic status. The

sample included 19% African American, Hispanic, and Asian American subjects. Data

were also provided for 1390 non-patient children and adolescents, with separate norms

for each age group from 5 to 16. In addition, there were patient reference groups of 320

individuals with schizophrenia, 315 individuals with depression, 440 outpatients with

varying diagnoses, and 180 outpatients with diagnosed personality disorders (Exner,

1993).

The Rorschach Inkblot test is comprised of a series of 10 inkblots presented one at

a time to the subject. When presented with the initial card, the respondent is prompted by

the question, “What might this be?” During the inquiry phase of the test, the examiner
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again presents each card to the subject and reads the person’s original responses verbatim

with the instructions, “I want you to show me where [what you saw] is in the blot and

then tell me what there is in there that makes it look like that to you, so that I can see it

too, just like you did” (Exner, 2001a, pp. 15).

Exner (1993) and Weiner (2004) describe the Rorschach as a “performance-based

instrument,” similar to intelligence tests in that it assesses functioning based on data

provided from a problem-solving task. According to Exner (1993), six key elements are

involved in the response process:

1. Input or encoding of the stimulus field
2. Classification of the field and/or parts
3. Discarding some potential responses for the sake of brevity
4. Discarding some potential responses through censorship
5. Selecting from the remaining responses due to personal style or characteristics
6. Selection of final responses because of psychological states activated by the

task (p. 34).

In the input process, visual information from the inkblot is encoded and retained in short-

term memory. During the next process, the examinee uses data from long-term memory

to help classify the stimulus or its parts. Although projection of an individual’s needs and

wishes may occur during the response process, projection of content is not the major

source of data from which information about personality characteristics are derived.

Rather, Exner’s system focuses on a number of variables based on coding different

perceptual features of the response.

There are seven categories of response features included in Exner’s scoring

system. First, the examiner records the location of the blot the subject used, whether it is

the entire blot, a commonly-used section of the blot, or a smaller, less frequently-used
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area of the blot. The examiner also includes an additional score if white space is used in

the response. Second, the subject’s response is scored for developmental quality to

indicate whether the content of the response is vague, a single well-defined object, two or

more well-defined objects with a relationship to each other, or two or more indistinct

objects. Third, the response is coded for use of determinants, which are the

characteristics of the blot that contributed to the subject’s response. Determinants

include form, movement (human, animal, and inanimate, as well as designations for

active or passive), color, achromatic color, shading, dimensionality, and reflections.

Fourth, the response is assigned a Form Quality score based on the degree to which the

content adheres to the contours of the blot. These scores include detailed responses,

ordinary responses, unusual responses, and responses that significantly distort the

contours of the blot. Fifth, the response is assigned a content category, which may

include humans, animals, mythical figures, fire, clothing, anatomy, and so forth. The

content may also be assigned a score for being a frequently-occurring response (a

“Popular” answer). Sixth, the response receives a score based on Organizational

Activity, which refers to the complexity with which the features of the blot are integrated.

Finally, the response may receive a Special Score, which reflects unusual aspects of the

response. The Special Scores include the Aggressive Movement (AG) and Morbid

(MOR) responses, but also include verbalizations that appear to contain cognitive

slippage. For example, a response may receive a Deviant Verbalization (DV) score for

misuse of language (e.g., “This blood is all smushy”) (Exner, 2001a, pp. 64). Deviant

Responses (DR’s) are irrelevant, circumstantial, or tangential comments. A Fabulized
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Contamination (FABCOM) represents a more severe level of error in thinking, coded for

responses in which there is an implausible relationship between two objects (“Two

chickens holding basketballs”) (Exner, 2001a, p. 68). A Contamination (CONTAM) is

the most unusual Special Score in Exner’s system, representing the fusion of two

impressions into a single response in an unrealistic manner (“It looks like blood, and an

island, it must be a bloody island”) (Exner, 2001a, p. 69). The reader is referred to

Appendix A for a comprehensive listing of the Special Scores and examples of each.

Each Rorschach response is coded for the above elements, and frequencies of the

codes are recorded on the Structural Summary. The clinician then calculates a number of

different ratios that provide information about a person’s coping skills, thought processes,

affective functioning, interpersonal relationships, and perception of self. The variable

scores and ratios are organized into six additional indices: the Perceptual-Thinking Index

(PTI), the Depression Index (DEPI), the Coping Deficit Index (CDI), the Suicide

Constellation (S-CON), the Hypervigilance Index (HVI), and the Obsessive Style Index

(OBS), each with a cutoff score used to determine the likelihood that the examinee

possesses the particular trait. Appendix B provides a comprehensive listing of the

variables included on the Structural Summary and descriptions of the variables;

interpretations of the variables were derived from Exner (2001a) and Weiner (1998).

Rorschach Controversy

Given the focus of the current study on the Rorschach, it is important to address

the recent controversy surrounding the use of the test. Exner’s Comprehensive System

provided an empirical foundation for the Rorschach. Beginning in the late 1990’s,
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however, the CS began to come under attack by a group of critics who raised concerns

about the psychometric soundness of the test (Garb, 1999; Garb, Florio, & Grove, 1999;

Garb, Wood, Lilienfeld, & Nezworski, 2002; Garb, Wood, Nezworski, Grove, & Stejskal,

2001; Grove & Barden, 1999; Grove, Barden, Garb, & Lilienfeld, 2002; Lilienfeld,

Fowler, & Lohr, 2003; Lilienfeld, Wood, & Garb, 2000; Wood & Lilienfeld, 1999;

Wood, Lilienfeld, Garb & Nezworski, 2000; Wood, Lilienfeld, Nezworski & Garb, 2001;

Wood, Nezworski, Garb & Lilienfeld, 2001; Wood, Nezworski, & Stejskal, 1996; Wood,

Nezworski, Stejskal, Garven & West, 1999; Wood, Nezworski, Stejskal, & McKinney,

2001). Debate between critics and proponents of the Rorschach has taken place in major

psychology journals, and more recently in the popular press, particularly with the

publication of the book What’s Wrong with the Rorschach? (Wood, Nezworski,

Lilienfeld, & Garb, 2003). Some critics of the Rorschach have taken extreme positions,

arguing that the Rorschach is a “shoddy” measure that “is not a valid test of anything”

(Dawes, 1994, p. vii). Lohr, Fowler, and Lilienfeld (2002) have likened the Rorschach to

“pseudoscience” and encouraged the American Psychological Association to “impose

stiff sanctions, including expulsion if necessary, on practitioners who routinely use

therapeutic and assessment practices that are devoid of scientific support (p. 8)”.

Proponents of the Rorschach, such as Weiner (1996), however, respond that “those who

currently believe the Rorschach is an unscientific or unsound test with limited utility have

not read the relevant literature of the last 20 years; or, having read it, they have not

grasped its meaning.” (p. 73). Rorschach proponents suggest that critics have taken an
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adversarial approach to the Rorschach, misinterpreting data and overlooking research

findings that favor the Rorschach (Weiner, 2004).

The debate surrounding the Rorschach centers on four specific areas: inter-coder

agreement, test-retest reliability, normative data, and validity. This literature review will

briefly present the relevant studies regarding each of these areas. However, it should be

noted that the debate over these issues is complex, and that many specific concerns and

arguments are overlooked in this paper for the sake of brevity. For a better understanding

of these issues, readers should consult the original sources cited in this document.

Inter-Coder Agreement

Rorschach critics have raised concerns about two issues regarding inter-coder

reliability on the Rorschach. First, in Exner’s original publication, he calculated inter-

reliability based on the coders’ percentage of agreement, without using statistics like

kappa or Intraclass Correlation coefficients (ICC’s) to account for chance agreement

between coders (Wood, Nezworski, & Stejskal, 1996). Since that critique, several studies

have been published demonstrating sufficient inter-coder reliability for the CS using

those statistics (Acklin, McDowell, Verschell, & Chan, 2000; Meyer, 1997 a, b; Meyer et

al., 2002; Viglione & Hilsenroth, 2001; Viglione & Taylor, 2003). For example, in a

review article, Viglione & Hilsenroth (2001) concluded that studies conducted over the

past 20 years demonstrate that 95% of Rorschach variables can be coded with good

(ICC’s > .60) to excellent (ICC’s of .75-.80) inter-rater reliability.

A second critique of the Rorschach is that there is little data demonstrating the

“field” reliability of Rorschach coding (Lilienfeld, Wood, & Garb, 2000). Weiner (2004)
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argues that other instruments have not been subjected to this criticism. For example,

there is no “field” study of inter-coder reliability for the vocabulary section of the

Weschler (Weschler, 1997) instruments. Nevertheless, preliminary data regarding field

inter-coder agreement is promising. For example, although it was not the main focus of

their article, Meyer et al. (2002) found that practicing clinicians produced similar

reliability to that of researchers, with ICC’s greater than .65, and the vast majority of

Rorschach variables demonstrating excellent inter-rater reliability.

Test-retest reliability

A major criticism surrounding the issue of test-retest reliability is that retest

correlations have not been published for all of the CS variables (Garb, Wood, Nezworski,

Grove & Stejskal, 2001). However, Viglione & Hilsenroth (2001) have responded that

the only unpublished variables are those that occur too infrequently to provide

meaningful test-retest data; the other “missing” variables are composite variables for

which data is available on the individual parts. According to Viglione & Hilsenroth

(2001), the Rorschach demonstrates test-retest correlations over .75 for short-term and

long-term stability for variables related to trait characteristics. In addition, 19 core

Rorschach variables demonstrate test-retest reliability of .85 or more over 1 to 3 years

(also see Acklin, McDowell, Verschell, & Chan, 2000; Exner, Armbruster, & Viglione,

1978; Haller & Exner, 1985; Perry, McDougall & Viglione, 1995; Perry & Viglione,

1991). Gronnerod (2003) published a newer meta-analytic study of 36 test-retest

reliability studies and concluded, “the temporal stability levels in various parts of the

Rorschach method are satisfactory” (pp. 288).
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Normative Data

A major area of criticism regarding the Rorschach concerns Exner’s normative

sample. Rorschach critics have argued that the normative data for the Comprehensive

System is outdated, overpathologizes test-takers, and is inappropriate for use with

minorities (Wood et al, 2001). Given the collection of normative data 20 years ago, the

normative data for the CS may indeed be outdated. In response to this criticism, Exner

(2002) has begun collecting new normative data, and early findings (N=350) are

consistent with his original data set.

Arguments that the Rorschach overpathologizes normal individuals are based on

discrepancies found between Exner’s normative sample and two other smaller samples

(Hamel, Shaffer, & Erdberg, 2000; Shaffer, Erdberg, & Haroian, 1999). The differences

include a higher Lambda, lower Affective ratio, fewer Texture responses, and poorer

form quality (Exner, 2001b.) A number of factors may have contributed to these

differences, including the use of inexperienced Rorschach administrators and differences

in the composition of the samples (Exner, 2001b; Hibbard, 2003; Meyer, 2001; Weiner,

2001a,b).

Rorschach critics have also suggested that the Rorschach is inappropriate for use

with minorities due to the possibility of overpathologizing (Wood & Lilienfeld, 1999).

However, available research with multicultural samples has indicated no association

between ethnicity and Rorschach variables (Meyer, 2001; Presley, Smith, Hilsenroth, &

Exner, 2001; also, see Viglione, 1999 for a review). The minor differences that were
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observed in these samples actually favored minorities, who appeared less pathological

than Caucasian subjects.

Validity

Although critics have suggested that the Rorschach has little criterion or construct

validity (Dawes, 1994; Hunsely & Bailey, 1999; Lilienfeld, Wood, & Garb, 2000),

several meta-analytic studies have been published demonstrating adequate Rorschach

validity (Atkinson, Quarrington, Alp, & Cyr, 1986; Hiller, Rosenthal, Bornstein, Berry,

& Brunell-Neuleib, 1999; Parker, Hanson & Hunsley, 1988). For example, a meta-

analysis of studies published from 1977 to 1997 indicated that the Rorschach

demonstrated nearly equal validity to the MMPI (.29 validity coefficient based on 2276

Rorschach protocols, and .30 validity coefficient based on 5007 MMPI protocols) (Hiller

et al., 1999). The researchers concluded, “the validity for these instruments is about as

good as can be expected for personality tests” (p. 291). They also noted that each

instrument displayed different strengths. The MMPI correlated more highly with

psychiatric diagnoses and self-reports, while Rorschach variables better predicted

behavioral outcomes, such as continuation or termination of treatment. In a newer study,

Meyer et al. (2001) reviewed predictive and meta-analytic studies of various

psychological tests and compared their results to that of medical tests. The authors found

that validity coefficients for psychological tests (in the .30-.50 range), including the

Rorschach and MMPI-2, were comparable to those of many medical tests, such as

electrocardiograms, mammography, and magnetic resonance imaging.
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Construct and criterion validity have been demonstrated with regard to a number

of specific areas, including Cluster B personality disorders (Blais, Hilsenroth, Castlebury,

Fowler, & Baity, 2001; O’Connell, Cooper, Perry, & Hoke, 1989), aggressive ideation

(Baity & Hilsenroth, 1999, 2002; Janson & Stattin, 2003), thought disorder (Hilsenroth,

Fowler, & Padawer, 1998; Jorgensen, Andersen, & Dam, 2000; Perry & Braff, 1994,

1998; Perry, Minassian, Cadenhead, Sprock, & Braff, 1999; Viglione, 1999; Viglione &

Hilsenroth, 2001), and suicidal behavior (Exner & Wiley, 1977; Fowler, Piers,

Hilsenroth, Holdwick, & Padawer, 2001).

Limitations of the Rorschach

Although the Rorschach demonstrates adequate psychometric characteristics, a

review of the literature indicates that it has some specific limitations. Research suggests

that particular indices have limited ability to detect some DSM-IV diagnoses. For

example, Jorgensen, Andersen, & Dam (2000) concluded that there is little evidence to

support the use of the Depression Index (DEPI) in predicting DSM-IV diagnoses of

depression in children or adults (also see Archer & Krishnamurthy, 1997; Exner &

Weiner, 1995; Garb et al., 2001; Viglione, 1999). While there appears to be little

evidence supporting the use of the DEPI to predict depression, other Rorschach variables

have been demonstrated to be useful in differentiating depressed from previously

depressed and never depressed individuals (Hartman, Wang, Berg, & Saether, 2003).

Rorschach proponents have responded to diagnostic criticisms by explaining that

the Rorschach method should not consistently correlate with the DSM. According to

Weiner, Spielberger, and Abeles (2002),
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[The Rorschach] is not a diagnostic test. It is a measure of
personality processes. To the extent that it measures disordered
thinking, which it does very well, it assists in detecting
schizophrenic disorder. To the extent that it measures dysphoric
mood and negative cognitions, which it does very well, it assists in
identifying depression….However, it is not intended to serve as a
sole criterion for diagnosing schizophrenic, mood, or anxiety-
related disorders” (p. 10).

Although the Rorschach should not be used as a diagnostic tool, specific variables can

reveal problems that are associated with particular diagnoses, and thus help clinicians

clarify diagnoses (Weiner, 2004).

Utility of the Rorschach

The Rorschach is widely used by clinicians in outpatient, inpatient,

organizational, and forensic settings, and may be useful for a number of particular

applications (Ganellen, 2004). For example, the Rorschach may be especially useful with

individuals who are motivated to conceal or manufacture distress or psychopathology on

self-report measures (Ganellen, 1994; Ganellen, Wasyliw, Haywood, & Grossman, 1996;

Grossman, Wasyliw, Benn, & Gyoerkoe, 2002). In a variety of settings, the Rorschach

may be used to clarifying diagnostic issues by revealing problems associated with

specific DSM-IV diagnoses (Weiner, 2004). In addition, the Rorschach can assist with

treatment planning by revealing personality characteristics (such as a person’s capacity to

be introspective) that may make an individual more receptive to particular kinds of

treatment or theoretical orientations (Elfhag, Rossner, Lindgren, Anderson, & Carlsson,

2004; Stokes et al., 2003). The Rorschach can also illuminate problems in particular

areas of functioning (such as interpersonal difficulties) that can help define treatment

goals (Bihlar & Carlson, 2000, 2001). It can assist the clinician in determining the kinds
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of difficulties that may be obstacles to treatment (such as defensiveness or

rationalization) (Ackerman, Hilsenroth, Clemence, Weatherill, & Fowler, 2000; Colson,

Eyman, & Coyne, 1994; Hilsenroth, Handler, Toman, & Padawer, 1995; Meyer, 2000;

Meyer & Handler, 1997; Nygren, 2004; Weiner, 1999; 2004). Finally, the Rorschach can

be a useful aid in monitoring treatment progress and improvement over time (Abraham,

Lepisto, Lewis, Schultz, & Finkelberg, 1994; Blat et al., 1994; Exner & Andronikof-

Sanglade, 1992; Fowler et al, 2004; Gronnerod, 2004; Weiner & Exner, 1991).

MEASUREMENT OF AGGRESSION USING THE RORSCHACH

History of Measuring Aggressive Rorschach Content

Prior to the development of Exner’s Comprehensive System, a number of

researchers had attempted to study aggression using the Rorschach, theorizing that

aggressive content in the Rorschach reflects internal aggressive tension in the examinee

(Rapaport, Gill & Schafer, 1946; Schaefer, 1954; Holt, 1960). Elizur (1949) was the first

to develop a system for scoring aggression in the Rorschach, the Rorschach Content Test

(RCT), which focused on hostility and anxiety in Rorschach protocols. Obviously hostile

or aggressive responses (such as “animals fighting”) were weighted at twice the level of

severity as responses containing more subtle displays of hostility or symbolic hostility

(“freaks”, “silly-looking man”). In Elizur’s system, hostility was scored regardless of

whether the hostile action was occurring in the past, present, or future. Some research

has demonstrated a relationship between Elizur’s RCT and measures of hostility in

children and adolescents (Gorlow, Zimet & Fine, 1952; Smith & Coleman, 1956),
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although other studies have not supported a relationship between the Elizur (1949)

method and behavioral measures of hostility (Crain & Smoke, 1981; Frank, 1994).

Storment & Finney (1953) developed another aggression coding system, the Palo

Alto Destructive Content Scale (PADCS; Finney, 1955). The researchers scored

derogatory remarks, victims of aggression, possible aggression, and active aggression and

used the Klopfer and Kelly (1954) scoring system for other Rorschach variables. They

found that in hospitalized neuropsychiatric patients, individuals with a history of violence

produced more Color-minus responses (suggesting that the group had difficulty

perceiving reality accurately when emotionally charged) than did the non-violent

patients. This group of patients also produced significantly more hostile animal

responses than did the nonviolent group. However, they found no other differences

between the groups. Later, Rose & Bitter (1980) found that the PADCS successfully

differentiated between groups of violent and nonviolent offenders.

Rader (1957) developed a scoring system that built on concepts from Elizur’s

system, coding for content involving mutilation as well as hostility. His coding system

also accounted for the inhibition of aggression. Rader suggested that inhibition of

aggression was the manifestation of a general personality orientation based on emotional

expressiveness; thus, his scoring system assigned values for emotional expressiveness.

Rader found a significant relationship between mutilation content and aggressive

verbalizations in a group therapy context in a group of prison inmates convicted of drug,

violent, or sexual crimes, but no relationship between hostile Rorschach content and

verbal aggression.
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Holt (1966) developed a Rorschach aggression coding system based on

psychoanalytic theory. In his system, Rorschach responses were scored on two levels.

Level 1 represented primary process aggression; that is, responses containing clear

sadism and aggression (“two people stabbing a body, blood everywhere”). Level 2

responses represented secondary process aggression that was more socially acceptable

(“two bears fighting”). In addition, responses were categorized according to attacks,

victims of aggression, and results of aggression. Finally, content was coded for “shock

value” on a 6-point scale ranging from responses that were not shocking to “shocking

ideas which could under no circumstances be introduced into a social conversation” (p.

405). Studies have indicated that sexually abused women diagnosed with Borderline

Personality Disorder (BPD) provide more Level 1 responses than do their non-sexually

abused counterparts (Saunders, 1991). Hilsenroth, Hibbard, Nash & Handler (1993) have

also found that individuals diagnosed with BPD gave more primary process responses

than do individuals with Cluster C personality disorders. Victim responses have been

found to differentiate between groups of adolescent offenders who had committed murder

during a crime and those who had committed murder during an interpersonal conflict

(Greco & Cornell, 1992).

Despite numerous systems for scoring aggressive content in the Rorschach,

results of attempts to establish a link between hostile and aggressive Rorschach content

and aggressive behaviors were equivocal (Crain & Smoke, 1981; Elizur, 1949; Gorlow,

Zimet, & Fine, 1952; Murstein, 1956; Rader, 1957; Rose & Bitter, 1980; Shivadasani,

1971; Sommer & Sommer, 1958; Storment & Finney, 1953; Towbin, 1959; Walker,
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1951; Wirt, 1956). Frank (1994) reviewed existing research on predicting aggressive

behavior from Rorschach aggressive content. He concluded that there was no consistent

relationship between overt aggressive behavior and hostile or aggressive Rorschach

responses. Frank argued that better research on aggressive content in the Rorschach was

needed:

…The study of the relationship of aggressive content to aggressive
behavior should not be abandoned. Questionable research
strategies may have served to obscure this relationship. Research
on aggressive content and behavior needs to be conducted in a
manner that corrects the methodological weaknesses in prior
research (p. 188).

Measuring Aggression Using the Comprehensive System

Because researchers had been unable to consistently demonstrate the utility of

measures of aggressive content in the Rorschach, Exner removed variations of coding

aggressive content when developing the CS and restricted scoring to two scores: the

aggressive movement score (AG) and the morbid response (MOR). AG is defined as

“any movement response in which the action is clearly aggressive, such as fighting,

breaking, arguing, looking very angry, etc. The aggression must be occurring” (Exner,

2001a, p. 75). Examples of Rorschach responses scored AG include, “Two people

arguing about something” and “It looks like a bullet smashing through something” (p.

75). MOR is used for coding responses in which an object is identified as either “dead,

destroyed, ruined, spoiled, damaged, injured, or broken,” or for responses in which the

person attributes “a clearly dysphoric feeling or characteristic” to an object (Exner,

2001a, p. 76). Although MOR includes dysphoric content (for example, “a sad tree” or

“an unhappy person”), it can also be used to code objects that have been the recipients of
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aggressive action (such as “a bear that is hurt” or “some roots that have been torn out of

the ground”). Exner’s definition of aggression is extremely limited in that it includes

only aggressive behavior occurring in the present tense and objects that have been

victimized.

Although MOR has consistently been linked to negative self-concept, self-

injurious behavior, and borderline symptomatology (Bais, Hilsenroth, Castlebury,

Fowler, & Baity, 2001; Greenwald, 1990; Silberg & Armstrong, 1992), research on the

AG variable has yielded mixed results. Exner (1993) reported that AG was related to

reports of verbal and behavioral aggression in inpatients, outpatients, and nonpatient

children (Kazaoka, Sloane, & Exner, 1978; Exner, Kazaoka, & Morris, 1979, as reported

in Exner, 1993). He concluded that,

…Elevations in AG signify an increased likelihood for aggressive
behaviors, either verbal or nonverbal, and they also indicate attitudes
toward others that are more negative and/or hostile than is customary.
Quite likely, people with elevations in AG see the social environment as
marked by aggressiveness, and they have incorporated that attitude or set,
so that it has become a feature of their own personality, and consequently
a feature that marks some of their behavior. It seems likely that the
manifestations of aggressiveness will vary considerably, being influenced
by other characteristics, such as reality testing, affective controls, and
stress tolerance (p. 405).

Exner suggested that a high number of AG responses, in conjunction with other factors,

would increase an individual’s propensity for aggressive behaviors. He conceptualized

the AG response as being indicative of an aggressive outlook on one’s environment.

However, he maintained that the type of aggressive behavior demonstrated would vary

based on the individual.



33

Other research has demonstrated high numbers of AG responses in populations

with very different levels of aggressive behavior. For example, high AG levels have been

found in Rorschach protocols of prisoners, surgeons, police officers, professional

athletes, and members of the clergy (Exner, 1993). Further complicating matters,

individuals with documented histories of violent behavior actually produce fewer AG

responses than normal individuals (Gacono, 1997; Gacono & Meloy, 1994; Smith,

Gacono & Kaufman, 1997). For example, Smith, Gacono, & Kaufman (1997) assessed

AG and psychopathy in a group of male conduct-disordered adolescents. Although they

found that psychopathic males produced more AG than did non-psychopathic conduct-

disordered adolescents, both groups produced fewer AG responses than did normal

adolescents. Gacono, Meloy, & Berg (1992) found that outpatients diagnosed with

Borderline Personality Disorder produced more AG responses than did outpatients

diagnosed with Narcissistic Personality Disorder, prisoners diagnosed with Antisocial

Personality Disorder, and incarcerated psychopaths. Due to these inconsistent findings

and the inability of the AG variable to distinguish between groups, Gacono & Meloy

(1994) have suggested that a revised aggression scoring system is needed.

Measuring Aggression using Gacono & Meloy’s Extended Aggression Scoring

Categories

Gacono & Meloy (1994) suggest that Exner’s AG score restricts the wide range of

aggressive preoccupation that could be verbalized on the Rorschach. It may overlook

more subtle aggressive imagery that could reveal additional information about an

individual’s aggressive preoccupation. In their view, Exner’s choice to restrict the
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scoring of aggressive content “grossly reduced the usefulness of aggression responses to

the Rorschach as a source of nomothetic comparison and idiographic understanding”

(p.105). To augment Exner’s coding system, Gacono & Meloy (1994) have proposed the

addition of four aggressive scoring categories: Aggressive Content (AgC), Aggressive

Potential (AgPot), Aggressive Past (AgPast), and Sado-Masochism (SM).

AgC reflects “any content popularly perceived as predatory, dangerous,

malevolent, injurious, or harmful” (Meloy & Gacono, 1992). Examples of aggressive

content include claws, demon, lion, and wolf. Popular Rorschach responses do not

receive an aggressive content score. To guide scoring of the category, Gacono & Meloy

(1992; 1994) have published a list of 85 objects that should receive an AgC score. These

are objects that most individuals perceive as aggressive. The authors have noted that

their listing is not comprehensive, and that clinicians are expected to extrapolate from

these objects to similar objects. They derived their initial list of objects from 280 objects

in the Comprehensive System workbook and 40 objects identified in the protocols of

psychopaths; college students and mental health professionals then rated these objects on

the basis of their aggressive content. Baity, McDaniel, & Hilsenroth (2000) have

demonstrated that the list of aggressive objects can be adequately replicated and reliably

scored even by untrained raters over a 1-month period of time.

AgPot is coded for responses in which aggression is about to occur. For example,

the following response would receive an AgPot score: “Two little alien creatures…being

threatened to have their catch taken away from them by crab-like creatures, real

predators…they don’t know these crabs are going to lop their heads off…” (Meloy &
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Gacono, 1992, p.107). AgPast is coded when an object is described as having been the

recipient of aggression or the respondent reports that an aggressive action has occurred.

For example, AgPast would be coded for the response, “Looks like a bug here, someone

used a drill press on him, blood here.” (Meloy & Gacono, 1992, p. 107) Responses that

receive an AgPast score would also receive Exner’s MOR score; however, the MOR

response is more inclusive in that it also encompasses dysphoric responses (“a gloomy

picture”).

SM includes “any response in which devalued, aggressive, or morbid content is

accompanied by pleasurable affect expressed by the subject” (Meloy & Gacono, 1992).

“A lady dancing and she got her head blown off [examinee laughs]” is an example of an

SM response (Meloy & Gacono, 1992, p. 107). Responses are scored SM for the

pleasurable affect expressed, but in addition receive the appropriate aggression score for

the content of the verbalization itself. For example, the former response would also

receive an AgPast and MOR score for the verbalization. It should be noted that the

examiner must record the pleasurable affect at the time of administration for SM to be

coded.

In their initial study, Meloy & Gacono (1992) examined the Rorschach protocols

of 30 adult male inmates diagnosed with Antisocial Personality Disorder (DSM-III-R;

American Psychological Association, 1987). They found inter-rater agreement levels of

92% for AG, 95% for AgC, 100% for AgPot, and for 96% for AgPast. The authors did

not score the SM variable for inter-rater reliability due to the presence of only one

examiner during administration. Other research has also demonstrated similar levels of
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inter-rater reliability for these codes (Baity & Hilsenroth, 1999; Gacono, Meloy, & Berg,

1992; Gacono & Meloy, 1994).

Meloy & Gacono (1992) also examined a sample of 43 male inmates, dividing

them into moderate and severe psychopaths based on their scores on the Hare

Psychopathy Checklist (Hare, 1991). They found that severe psychopaths produced

significantly more SM (Sado-masochistic) responses (41%) than did moderate

psychopaths (14%). Both groups produced a large amount of aggressive content when

using the extended scoring system, with severe psychopaths producing more than

moderate psychopaths (although not significantly more). Consistent with other research,

both types of psychopaths produced fewer AG responses than did non-patient adults.

Subsequent studies have also revealed that individuals with a history of violence produce

more aggressive Rorschach content when scored with the Gacono & Meloy system than

when scored using the AG variable (Gacono & Meloy, 1994; Margolis, 1992). Table 2.1

provides a summary of the Rorschach aggression codes and examples of aggressive

responses.

Summary of Rorschach Aggression Codes

Exner CS (1993) Codes Gacono & Meloy (1994) Codes

AG (Aggressive Movement): Any
movement response in which the action is
clearly aggressive (e.g., “fighting”)

AgC (Aggressive Content): Content
popularly perceived as aggressive (e.g.,
“claws”)

MOR (Morbid): Object is identified as
being dead, destroyed, ruined, spoiled,
damaged, injured, or broken (eg., “torn
shirt”); or dysphoric feeling is attributed to
object (e.g., “gloomy house”).

AgPast (Aggressive Past): Aggression has
occurred (e.g., “This animal has been
killed”)

AgPot (Aggressive Potential): Aggression
is about to occur (e.g., “These people are
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going to kill this person.”)
SM (Sado-Masochism): Devalued, morbid
or aggressive content is accompanied by
pleasurable affect by the examinee (e.g.,
“This person is dead [laughs]”

Thus far, research on Gacono & Meloy’s aggression variables has mainly focused

on populations with personality disorders (particularly Antisocial Personality Disorder)

and juveniles with conduct disorders (Baity & Hilsenroth, 1999; Gacono & Meloy, 1994;

Gacono, Meloy, & Berg, 1992; Meloy & Gacono, 1992). Researchers have focused on

these populations because of the important role that aggressive drives appear to play in

the personality structure of individuals with severe personality disorders, particularly

those with Antisocial Personality Disorder (Kernberg, 1992). In addition, researchers are

hopeful that these scoring categories may eventually be used to predict aggressive

behavior, an important concern in forensic settings (Meloy & Gacono, 1992). Some

researchers have also examined the aggressive content scores in normal individuals

(Pointkowski, 2000) and college students (Mihura & Nathan-Montano, 2001; Mihura,

Nathan-Montano, & Alperin, 2003; Mihura & Weinle, 2002) in order to gain a better

understanding of aggressive preoccupation in higher-functioning populations.

Preliminary research with college students and individuals with personality

disorders suggests that the aggressive content scores capture a range of aggressive

preoccupation that can be conceptualized in terms of internalization or externalization of

aggression (Baity & Hilsenroth, 1999; Mihura & Nathan-Montano, 2001; Mihura,

Nathan-Montano, & Alperin, 2003). Baity and Hilsenroth (1999) conducted a study of

the extended aggression scores in outpatients with various Axis II personality disorder

diagnoses. Results of a factor analysis revealed that AG and AgC represented the
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externalization of aggression, while MOR and AgPast appeared to represent an

internalization of the self and other as “damaged, victimized, malevolent, or all three”

(Baity & Hilsenroth, 1999, p. 104). The AgPot variable occurred only three times in their

entire sample, which is consistent with the low rate of occurrence of AgPot in other

research, and was thus not included in their analyses.

Additional research seems to support Baity & Hilsenroth’s conceptualization. For

example, in their work with college students, Mihura, Nathan-Montano & Alperin (2003)

suggested that a high number of AgC responses indicates “a world populated by

aggressive objects, which one must control using coercion or aggression (p. 42).” In

Baity & Hilsenroth’s 1992 study, AgC predicted clinician ratings of DSM-IV criteria for

Antisocial Personality Disorder and self-reported antisocial attitudes and behaviors on the

Minnesota Multiphasic Personality Inventory, Second Edition (MMPI-2; Butcher,

Dahlstrom, Graham, Tellegen, & Kaemmer, 1989). Similarly, Exner (1993) suggested

that AG reflects a perception of one’s environment as an aggressive place.

In contrast, Mihura, Nathan-Montano & Alperin (2003) suggested that AgPast

represents “an aggressive identification in which the aggression is turned against the

self…[resulting from] a victimized object representation internalized from a history of

being aggressed against by others” (p. 42). Consistent with this view, AgPast has been

linked to Post-Traumatic Stress Disorder (Goldstein, 1998), severity of violence and

sadism in past sexual abuse (Kamphuis, Kugeares, & Finn, 2000) and to viewing oneself

as submissive to another during conflict (Mihura & Nathan-Montano, 2001). MOR has

been linked with self-destructive aggressive impulses, borderline psychopathology, and a
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victimized or damaged self-representation (Baity & Hilsenroth, 1999; Hilsenroth,

Hibbard, Nash, & Handler, 1993; Mihura, Nathan-Montano & Alperin, 2003; Westen,

1990). These research results seem to support Baity & Hilsenroth’s (1999) findings that

the scores were related to externalization or internalization of aggression.

Rorschach aggression and behavioral manifestations of aggression

Exner (1993) reported several studies (Exner, 1986; Exner, Kazoaka, & Morris,

1979; Kazoaka, Sloane, & Exner, 1978) that seemed to support a link between elevated

levels of AG and verbal and behavioral aggression. However, subsequent research has

demonstrated that populations with known histories of violent behavior actually produce

fewer AG responses than do normal individuals (Gaocno & Meloy, 1994). Gacono &

Meloy (1992) hoped that a system for scoring subtle aggressive imagery on the

Rorschach would eventually help clinicians to predict aggressive behavior. Thus far,

research on the extended aggression scores suggests that these scores do reveal important

information about an individual’s aggressive preoccupation and perception of self and

others (Gacono & Meloy, 1994). Although one would expect that a person’s perception

of self and others would affect his or her behavior, research is needed that explicitly

investigates the link between the aggression scores and real-world manifestations of

aggression. As Meloy and Gacono’s (1992) have noted, “without…real-world correlates

of violence, questions of validity remain unanswered” (Gacono & Meloy, 1994, p. 272).

Results of preliminary research examining the relationship between the extended

aggression scoring categories and behavioral aggression have been mixed. In two

unpublished doctoral dissertations (Dansie, 2003; Roher, 2000), no link was found
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between Rorschach aggression scores and ratings of violent behavior in incarcerated

juveniles. White (1998) also found no relationship between the aggression scores and

history of violent behavior in incarcerated adults. However, these studies appeared to

have methodological limitations. For example, Rohrer (2000) suggested that results of

her study may have been affected by the high level of structure within the juvenile

facility and the treatment that the juveniles were receiving for their aggressive behaviors.

In White’s (1998) study, the psychological assessment was administered years after the

committing offense. Further, it was administered as part of a conditional release

program; given the “high stakes” of a forensic psychological assessment, subjects in her

study may have been conscious of performing “well” on the psychological tests and may

have censored aggressive content in their Rorschach responses.

Other researchers have found a link between the Rorschach aggression variables

and aggressive behaviors. For example, in a sample of adolescents hospitalized in an

inpatient setting, Goldstein (1998) found that a composite variable consisting of total

aggressive Rorschach content occurred more frequently in those who had displayed

aggressive behavior (self-directed or externalized) immediately prior to hospitalization.

Baity and Hilsenroth (2002) have conducted the only published study examining

the link between the aggression scores and aggressive behavior in adults. They examined

the criterion validity of AgC in a sample of individuals taken from the inpatient and

outpatient reference groups in Exner’s (1993) normative sample. They developed an

Aggression Chart Rating Scale (ACRS) to rate the level of aggression reported by the

patient during the clinical interview, from expressions of unmodulated aggression to
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socially appropriate expressions of aggression. Results indicated that AG, AgC, and

MOR scores were significantly related to scores on the ACRS, such that higher levels of

Rorschach aggressive content were related to pathological real-world aggressive

behavior. However, the AgC variable was the most strongly related, nonredundant

predictor of ACRS scores.

The researchers also examined the diagnostic efficiency of the AG and AgC

variables to determine cutoffs that most accurately classified patients with pathological

forms of aggression, as determined by their ACRS scores. Using cutoffs of 3 AG and 4

AgC responses, they found that although both variables had high negative predictive

power (accurately excluding chart summaries with socially acceptable aggressive

behaviors; NPP= 92% for AgC and 89% for AG), they had low positive predictive power

(accurate identification of individuals with more pathological forms of aggression;

PPP=36% for AG and 32% for AgC). Baity and Hilsenroth (2002) suggested that

overall, the results supported the clinical utility of the aggression coding system, but

emphasized that more research on the scores is needed.

Baity & Hilsenroth’s (1999 & 2002) studies were recently replicated in a sample

of adjucated adolescents (Liebman, Pocerelli, & Abell, 2005). The results of their factor

analysis was consistent with that of Baity & Hilsenroth (1999), demonstrating that the

aggression scores formed two factors that appeared related to aggressive ideation directed

outward or turned inward toward the self. In addition, they found that the AgC variable

predicted scores on a self-report measure of aggressive potential and a measure of real-

world violent behavior. Although the authors concluded that the results supported the
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clinical utility of these variables, they emphasized that responses should be considered in

the context of other Rorschach variables.

Additional Rorschach Variables

Rorschach researchers (Baity & Hilsenroth, 1999; Exner, 1993; Liebman,

Pocerelli, & Abell, 2005) have suggested that the type and frequency of aggressive

Rorschach responses should be considered in conjunction with other factors in assessing

an individual’s propensity for aggressive behavior. When interpreting a Rorschach

protocol, clinicians examine a myriad of ratios on the Structural Summary in generating

hypotheses about the individual’s personality functioning. Thus far, however, most

research on aggressive behaviors using the extended aggression scores has attempted to

establish a direct link between the aggression variables and aggressive behavior.

Researchers may have found mixed results because other Rorschach variables should be

considered when examining the link between Rorschach aggressive content and

aggressive behavior.

Indeed, in his review of the literature on aggression, Nestor (2002) concluded that

impaired impulse control and problems with affect regulation are two dimensions of

personality functioning that have been empirically linked to increased propensity for

violent behavior. Thus, it may be important to assess the impulse control and affect

regulation of the depressed and paranoid groups in order to better understand the

potential impact of these variables on their aggressive behavior. Rorschach studies of

variables measuring impulse control and affect regulation have demonstrated

relationships between these dimensions and violent behavior, whether the behavior is
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externally-directed or directed inward (Carlson & Drehmer, 1984; Gacono & Meloy,

1992; Silberg & Armstrong, 1992; Rose & Bitter, 1980). Additionally, a review of

Rorschach research suggests that reality testing may be an important factor to consider

when assessing an individual’s propensity for aggression. Individuals who

misunderstand the behaviors of others or who cannot realistically appreciate their own

behavior may be at increased risk for behaving aggressively (Nestor, 2002). Consistent

with this hypothesis, some research has demonstrated a link between aggression and

Rorschach variables measuring reality perception (Gacono & Meloy, 1992; Silberg &

Armstrong, 1992).

SUMMARY

Inpatient aggression is an increasing problem in psychiatric facilities, causing a

danger to staff and other hospitalized patients (Adler, Kreiger, & Zeigler, 1983; Binder &

McNeil, 1994; Bjorkly, 1995; Blow et al., 1999; Ruben, Wolken, & Yamamoto, 1980).

In particular, paranoid patients and depressed patients may be at a greater risk for

aggressive behavior (directed outward at others or self-directed in suicidal behaviors)

than other individuals, due to their underlying clinical dynamics (Freud, 1920; Klein,

1940; Nestor, 2002). Specifically, patients who view the world as a threatening and

hostile place may behave aggressively toward others in an attempt to ward off perceived

threats (Nestor, 2002). Patients who have internalized a negative perception of self may

direct aggressive impulses inward in self-destructive behaviors (Freud, 1920; Nestor,

2002). Psychological assessment measures such as the Rorschach Inkblot test may be an
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important means of understanding the type, intensity, and direction of these individuals’

aggressive drives (Gacono & Meloy, 1994).

Gacono & Meloy (1994) have proposed the addition of extended aggression

scoring categories to the Comprehensive System (Exner, 1993) to provide a more

extensive picture of individuals’ aggressive preoccupation. Preliminary research on these

variables suggests that they relate to the externalization or internalization of aggression

(Baity & Hilsenroth, 1999). These factors appear to be conceptually related to the

clinical dynamics of patients who are paranoid and depressive. Thus far, research on the

aggression variables has neglected to examine these scores in an inpatient population.

Moreover, there is little research that examines the link between these scores and real-

world aggressive behavior (Baity & Hilsenroth, 1999; Gacono & Meloy, 1994).

PROPOSED DISSERTATION STUDY

This research study had several major goals. Psychoanalytic theory suggests that

paranoid individuals may project their aggressive impulses outward onto their

environment, viewing it as hostile and threatening. This type of perception appears

consistent with Baity & Hilsenroth’s (1999) externalization of aggression factor. In

contrast, psychoanalytic theory suggests that depressed individuals may direct their anger

or aggressive impulses inward, similar to Baity & Hilsenroth’s (1999) internalization of

aggression factor. Investigating the aggressive preoccupation of these individuals would

help determine whether the aggression variables that had previously been validated in

other samples would extend to this population. In addition, understanding the type,
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intensity, and direction of the aggressive drives of these individuals would help clinicians

gain a more comprehensive picture of their underlying personality dynamics and

psychopathology (Freud, 1936; Meloy & Gacono, 1992). Therefore, the first goal of the

study was to measure the construct validity of the aggressive content scores by

comparing the scores of patients expected to internalize aggression with the scores of

patients expected to externalize aggression.

The second major goal of this study was to determine whether there was a

difference in the amount and type of behavioral aggression actually exhibited by

depressed and paranoid patients. Psychoanalytic theory suggests that paranoid

individuals view their environment as threatening and hostile; such a perception of one’s

environment may make a person more likely to behave aggressively toward others to

ward off perceived threats. In contrast, depressed individuals may internalize a negative

perception of self and direct aggressive impulses inward in self-destructive or suicidal

behavior. Examination of the type (aggression directed at others vs. aggression directed

at the self) of aggressive behavior actually exhibited by hospitalized depressed and

paranoid patients would contribute to a better theoretical understanding of these

individuals. In addition, knowledge of the type and amount of aggressive behavior in

these patients could be valuable information for clinicians working with this population,

both in terms of better understanding their clinical dynamics and helping to prevent

aggressive behaviors.

The final major goal of the proposed study was to examine the criterion validity

of the Rorschach aggression coding system. Specifically, the goal was to determine
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whether the Rorschach aggression coding system predicts behavioral manifestations of

aggression in depressed and paranoid patients. In addition, Rorschach variables

measuring impulse control, affective functioning, and reality testing were examined to

determine whether these variables contribute to the prediction of aggressive behavior in

this population. Determining whether the Rorschach could be used to predict aggression

in this population would be extremely valuable, particularly given the increasing problem

of aggression in psychiatric hospitals (Binder & McNeil, 1994; Blow, Barry, &

Copeland, 1999; Carmel & Hunter, 1993; Cheung, Schweitzer, Tuckwell & Crowley,

1996; Edwards & Reid, 1983; Lehmann, McCormick & Kizer, 1999; Poster, 1996; Wynn

& Bratlid, 1998).

The study used archival data from the files of patients who underwent a formal

psychological assessment at Austin State Hospital (ASH) between the years 1998-2005.

Patients who produced valid Rorschach protocols and who had discharge psychiatric

diagnoses of depressive or paranoid disorders were selected for inclusion in the study.

Chapter 3: Methodology

PARTICIPANTS

The participants for this study were drawn from an archival search of

psychological testing files at Austin State Hospital (ASH), an inpatient state-funded

psychiatric facility in Austin, TX. An exhaustive search of psychological assessment

cases completed over a 7-year period (1998-2005) was conducted. These years were
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selected to include all patients whose original assessment protocols were retained in

archival files at ASH. It should be noted that the author was unable to gain access for the

medical records from 1999, as these were being archived in a separate storage facility

awaiting transfer to microfilm; thus, testing data from 1999 was not obtained for

inclusion in the present study.

Prior to data collection, a power analysis using GPower (Erdfelder, Faul, &

Buchner, 1996) and power tables (Stevens, 1996) was conducted to determine an

acceptable number of subjects for this study. It was planned to use a hierarchical

multiple regression and two MANOVAs to analyze the data in this study. It was

determined that the multiple regression analyses with 10 predictors in the model and a

medium effect size (F2=.15) would produce sufficient power with a total sample size of

118 (R2=.13, α =.05, power = .80). Using a Multivariate Analysis of Variance

(MANOVA) with 5 dependent variables, sufficient power would be obtained with 100

participants with a medium effect size (D2=.64, power =.88) (Stevens, 1996).

The following criteria were used to determine eligibility for participation in the

study. Patients included in the study must have been administered the Rorschach by a

trained and supervised psychology practicum student or intern, or by a staff psychologist

at ASH. Only Rorschach administrations conducted in accordance with the guidelines of

the Comprehensive System (Exner, 1993) were included in the study. Only patients who

produced a valid Rorschach protocol containing at least 14 responses were selected for

inclusion, based on Exner’s (1991a) findings that Rorschach variables decrease in

reliability and validity when protocols contain fewer than 14 responses.
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Rorschach protocols were also evaluated for psychological guardedness.

Typically, clinicians use the Lambda score, the ratio of pure form Rorschach responses to

non-pure form responses, to consider the psychological guardedness of individual

Rorschach protocols. Meyer, Viglione, & Exner (2001) have noted that while Lambda

may be useful for clinical purposes, its skewed distribution makes it problematic for

research purposes. They recommend instead using a slight modification to the

calculation of Lambda by dividing the number of responses that consist of pure form by

the total response number. This produces a Form % score that is the conceptual

equivalent of Lambda but statistically more appropriate for research purposes. Based on

these recommendations, Form % was used to assess the validity of Rorschach protocols.

Because the scoring of pure form responses is relatively straightforward, the Rorschach

protocols were not rescored for Form %. Original Rorschach structural summaries were

examined for pure form responses, and Form % was calculated. The means and standard

deviations for Form % were calculated for each group. Consistent with other research, it

was determined that patients who produced Form % scores greater than three standard

deviations from the mean of their respective groups would be excluded from the study

(Mihura, Nathan-Montano, & Alperin, 2001). However, none of the participants in either

group fell outside of this range (see Table 3.1); therefore, all participants were

considered.

Table 3.1

Summary of Descriptive Statistics for Form % for Depressed and Paranoid Groups.
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Depressed Paranoid

N
77 44

42.7 43.1Mean

SD 18.5 16.2

Medical records were reviewed for discharge psychiatric diagnosis based on the

DSM-IV (APA; 1994). Patients were included if they had DSM-IV diagnoses of

depressive-spectrum disorders (including Major Depressive Disorder/with psychotic

features, Dysthymic Disorder, Depressive Disorder Not Otherwise Specified [NOS],

Schizoaffective Disorder, Depressed Type, and Mood Disorder NOS) or paranoid

diagnoses (including Paranoid Schizophrenia, Schizophrenia, Schizophreniform

Disorder, and Psychotic Disorder NOS that primarily involved paranoia). Patients were

included if they had comorbid Axis I diagnoses, but excluded if they had Bipolar

disorders, based on the likelihood of greater aggressive behavior related to the

impulsivity inherent in manic episodes. Patients were not excluded based on Axis II

diagnoses or Axis II traits, given the prevalence of Axis II disorders and traits in this

population (35.5 % of the sample in the current study). Patients who were completing

forensic psychiatric evaluations were also excluded from the study based on the greater

propensity of these patients to have been involved in aggressive behavior.

Table 3.2 presents a summary of the inclusion and exclusion criteria for the

present study.

Table 3.2

Summary of inclusion and exclusion criteria
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Inclusion Criteria Exclusion Criteria
Rorschach Completed Rorschach Fewer than 14 responses

Form% score more than
three standard deviations
from mean of respective
group

Diagnostic Depressive or Paranoid
DSM-IV diagnoses

May have co-morbid Axis I
and Axis II disorders, but
no Bipolar disorders

Bipolar Disorders

Forensic psychiatric
inpatients

Participants were drawn from the assessment archives at Austin State Hospital; a

more detailed description of the records review process follows below. In this sample,

346 patients met the initial criteria of completing a Rorschach Inkblot test. This database

of patients was cross-referenced with two separate medical records databases (one

computerized and one database of paper records) to select patients who met the other

criteria for inclusion in the study. Of these patients, 15 were eliminated because they

produced invalid Rorschach protocols (less than 14 responses). In addition, 15 patients

were eliminated from the sample because their original Rorschach protocols were

missing. Twenty-nine other patients were eliminated because they were forensic

psychiatric inpatients. Of this sample, 123 patients met the diagnostic criteria established

for inclusion in the study. Two participants had missing data on either all descriptive

statistics or the MOAS questionnaire. Since the overall amount of missing data was

extremely low, the two cases were omitted using listwise deletion (Allison, 2002).
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DEMOGRAPHIC INFORMATION

The total sample of 121 participants with complete data included individuals

ranging in age from 18-62 years, with a mean age of 31.65 (SD = 10.4). A majority of

the sample was male (62%, n = 75), while females represented 38% (n = 46).

Table 3.3

Descriptive Data for Sex for the Total, Depressed, and Paranoid Groups

Group
Paranoid Depressed Total

Gender Female
Frequency

Percent

14

31.8%

32

41.6%

46

38.0%

Male
Frequency

Percent

30

68.2%

45

58.4%

75

62.0%

Total
Frequency

Percent

44

100%

77

100%

121

100%

A large majority of the sample was Caucasian (71.1%), while a smaller

percentage was Hispanic (13.2%). The remaining ethnic groups were African-American

(8.3%), Asian-American/Indian/Pacific Islander (5%), and Native American (2.5%).

Table 3.4

Frequency Distribution for Racial Information for the Total, Depressed, and Paranoid

Groups
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Total Sample
(n = 121)

Depressed Group
(n = 77)

Paranoid Group
(n = 44)

Freq. Percent Freq. Percent Freq. Percent

White, non-
Hispanic

86 71.1% 59 76.6% 27 61.4%

African American 10 8.3% 6 7.8% 4 9.1%

Hispanic 16 13.2% 8 10.4% 8 18.2%

American Indian or
Alaska Native

3 2.5% 1 1.3% 2 4.5%

Asian 6 5.0% 3 6.8% 3 6.8%

A large majority of the participants in the sample were single (70.2%, n = 85),

while the remainder were divorced (15.7%, n = 19), married (9.9%, n = 12), separated

(3.3%, n = 4), or of unknown marital status (.8%, n = 1). Most of the sample had no

children (69.4%, n = 84), while a smaller percentage had 1 child (11.6%, n = 14); the

remainder of the sample had 2 (5.8%, n = 7), 3 (6.6%, n = 8), or 4 children (.8%, n = 1).

For a small number of subjects, information regarding the number of dependents was

unavailable (5.8%, n =7).

Table 3.5

Frequency Distribution for Dependents for Total, Depressed, and Paranoid
Paranoid Group

(n = 44)
Depressed Group

(n = 77)
Total Sample

(n = 121)

Dependents Freq. Percent Freq. Percent Freq. Percent
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0 33 78.6% 51 70.8% 84 73.7%
1 4 9.5% 10 13.9% 14 12.3%
2 1 2.4% 6 8.3% 7 6.1%
3 3 7.1% 5 6.9% 8 7.0%
4 1 2.4% 0 .0% 1 .9%

42 100% 72 100% 114 100%

The participants in the sample were divided into two groups: paranoid (36%, n =

44) and depressed (64%, n = 77). Group membership was unrelated to gender (Χ2 (1) =

1.13, p = .29), ethnicity (Χ2 (4) = 3.93, p = .42), or marital status (X2 (4) = 3.05, p = .55).

There was also no difference between depressed and paranoid groups in terms of age,

F(1,119) < .001, p = .99, or number of dependents, F(1,112)5 = .11, p = .74.

Table 3.6 provides specific Axis I diagnostic information for the depressed and

paranoid groups. The majority of depressed participants had Axis I discharge psychiatric

diagnoses of Major Depressive Disorder (27.2%, n = 33), while the remainder had

diagnoses of Major Depressive Disorder with Psychotic Features (10.7%, n = 13),

Depressive Disorder NOS (9.1%, n = 11), Mood Disorder NOS (4.1%, n = 5),

Schizoaffective Disorder, Depressed Type (5.0%, n = 6), and Dysthymic Disorder (3.3%,

n = 4). In the depressed group, 3 patients had diagnoses of Depressive Disorder NOS and

Psychotic Disorder NOS (2.5%), but without paranoid features. In addition, 1 patient in

the depressed group had a diagnosis of Major

Table 3.6

Descriptive Statistics for Axis I Diagnoses

Frequency Percent
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Depressive Disorder NOS 11 9.1

Depressive Disorder NOS & Psychotic

Disorder NOS
3 2.5

Dysthymic Disorder 4 3.3

Major Depressive Disorder 33 27.2

Major Depressive Disorder & Dysthymic

Disorder
1 .8

Major Depressive Disorder with Psychotic

Features
13 10.7

Mood Disorder NOS 5 4.1

None 1 .8

Paranoid Schizophrenia 15 12.4

Psychotic Disorder NOS 24 19.8

Schizoaffective Disorder, Depressed 6 5.0

Schizophrenia 4 3.3

Schizophreniform Disorder 1 .8

Total 121 100.0

Depressive Disorder and Dysthymic Disorder (.8%). In the paranoid group, patients had

the following Axis I diagnoses: Psychotic Disorder NOS (19.8%, n = 24), Paranoid

Schizophrenia (12.4%, n = 15), Schizophrenia (3.3%, n = 4), and Schizophreniform

Disorder (.8%, n = 1). Of the paranoid group, 1 patient (.8%) had no Axis I diagnosis. In
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the sample, neither gender, Χ2 (12) = 19.43, p = .20, nor ethnicity, Χ2 (44) = 63.1, p = .37,

were related to Axis I discharge psychiatric diagnoses.

Table 3.7 presents information regarding Axis II diagnoses for the depressed and

paranoid groups. The majority of the sample (61.2%, n = 74) had no formal diagnosis of

an Axis II personality disorder or characteristics, while for 4 patients (3.3%), a diagnosis

was deferred. The remainder of the sample was divided into patients with Cluster A

Personality Disorders or personality characteristics, including paranoid, schizoid, and

schizotypal disorders (6.6%, n = 8); Cluster B Disorders or characteristics, including

narcissistic, histrionic, antisocial, and borderline disorders (13.2%, n = 16); and Cluster C

personality disorders or traits, including avoidant, dependent, and obsessive-compulsive

disorders (2.5%, n =3). Sixteen patients (13.2%) received diagnoses of personality

disorders not otherwise specified. Neither gender, Χ2 (5) = 15.89, p = .32, nor ethnicity,

Χ2 (20) = 39.2, p = .96, was related to type of Axis II grouped diagnosis.

Table 3.7

Descriptive Statistics for Axis II Diagnoses

Frequency Percent

None 74 61.2

Deferred 4 3.3

Cluster A Disorders/Traits (Paranoid, 8 6.6
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Schizoid, Schizotypal)

Cluster B Disorders/Traits (Antisocial,

Borderline, Histrionic, Narcissistic)
16 13.2

Cluster C Disorders/Traits (Avoidant,

Dependent, Obsessive-Compulsive)
3 2.5

Personality Disorders Not Otherwise

Specified
16 13.2

Total 121 100.0

Information was also collected regarding the presence of a history of aggressive

behavior, prior suicide attempts, parasuicidal behaviors, previous inpatient psychiatric

hospitalization, incarceration, substance abuse, physical/sexual abuse, and family history

of psychiatric disorders. These details are summarized in the table below. Analysis of

the sample revealed that the depressed group more often had a history of physical or

sexual abuse, while the paranoid group had this history less often, X2 (2) = 6.77, p = .03.

The groups were not significantly different on any other variable with regard to prior

history.

Table 3.8

Descriptive Statistics for Prior History of the Sample

Yes
Frequency

%

No
Frequency

%

Unknown
Frequency

%
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History of Aggression 39

32.3%

76

62.8%

6

5.0%

Prior Suicide Attempts 60

49.6%

61

50.4%

0

0.0%

History of parasuicidal behaviors 24

19.8%

95

78.5%

2

1.7%

Previous inpatient psychiatric

hospitalization

54

44.6%

62

51.2%

5

4.1%

History of incarceration 17

14%

101

83.5%

3

2.5%

History of substance abuse 65

53.7%

47

38.9%

9

7.4%

History of physical/sexual abuse 31

25.6%

43

35.5%

47

38.8%

Family history of psychiatric

disorders

48

39.7%

39

32.2%

34

28.1%

Finally, data were collected regarding the number of days inpatients were

hospitalized. ANOVA results indicated that there was a significant difference between

the two groups in terms of length of hospitalization, F(1,119) = 3.93, p= .05. Due to the

skewness (z-score 2.21) of the distribution of length of hospitalization in the sample, the

non-parametric equivalent of an ANOVA was also conducted. The Kruskal-Wallis test
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also yielded a significant result, Χ2 (1) = 5.03, p = .03. This indicated that, as a group, the

paranoid participants were hospitalized longer than depressed participants. The means

and standard deviations for both groups are presented in Table 3.9.

Table 3.9

Descriptive Statistics for Number of Days Hospitalized

N Mean SD

Paranoid 44 36.64 27.210

Depressed 77 27.01 24.741

Total 121 30.51 25.973

PROCEDURES

Test Administration Procedures

The following is an overview of typical test administration procedures at ASH. A

psychological assessment at Austin State Hospital typically consists of a Rorschach, a

clinical interview, and a review of the patient’s records. It may also include other

assessment measures as appropriate to the individual patient and the referral questions of

the treatment team, such as the Minnesota Multiphasic Personality Inventory, Second

Edition (MMPI-2; Butcher, Dahlstrom, Graham, Tellegen & Kaemmer, 1989). In cases

of suspected malingering, a SIRS (Structured Interview of Reported Symptoms; Rogers,

Bagby, & Dickens, 1992) may be added to the test battery as well. Therefore, while the
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patients in the proposed study all completed Rorschach Inkblot tests, they may have

completed additional measures not used in the current study.

The order in which the testing instruments were administered varied to some

degree. For example, some examiners may have administered the Rorschach prior to

completing other assessment instruments, while some may have asked patients to

complete a self-report measure of personality functioning prior to administering the

Rorschach. It seems unlikely that the order of administration should affect the validity of

the Rorschach, however.

Due to the use of archival data over a wide time span (1998-2005), the

assessments were administered by a number of different examiners. All examiners were

advanced practicum students enrolled in a doctoral-level clinical or counseling

psychology training program, pre-doctoral psychology interns, or psychology staff at

Austin State Hospital. All Rorschach examiners had received formal training in

projective personality assessment. In addition, on-site training for students and interns

involved supervision regarding test administration and scoring, and may have included

observing assessment sessions or being observed by a supervisor, depending on prior

level of experience.

Human Subjects Approval

Permission for the proposed study was obtained from the University of Texas at

Austin’s Institutional Review Board (IRB) and from the IRB at Austin State Hospital.

The proposed study adhered to the ethical standards of the American Psychology

Association, and to the “Policies and Procedures Governing Research with Human
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Subjects” of the University of Texas at Austin and the Texas Department of Mental

Health and Mental Retardation.

Records Review

To protect the anonymity of each subject, no identifying information was

recorded from patient records. Following the initial selection of patients for the study,

patients were assigned a code to protect their identities. Data obtained were stored in a

locked file cabinet accessed only by the graduate students involved in the proposed study.

The review of patient records differed slightly depending on the format of record

storage. Records from the years 1998-2005 were reviewed; these years were selected to

include all patients whose original assessment protocols were stored in archival files at

ASH. The author was unable to gain access for the medical records from 1999, as these

were being archived in a separate storage facility awaiting transfer to microfilm.

For patients who completed testing during the years 2001-2005, a database was

available detailing which patients had completed valid Rorschach Inkblot tests. From

this master list of patients, the study author was able to search the computerized medical

records database to select for inclusion in the study only those patients who also had

appropriate discharge psychiatric diagnoses. For patients prior to 2001, no database

existed detailing which patients had completed assessment batteries at ASH. Because

original assessment data was stored separately from patient medical records, a review

was completed of all assessment records from 1998-2001 to select for inclusion those

patients who had completed valid Rorschach tests. Then the paper medical records were

reviewed to select from this sample those patients with appropriate discharge diagnoses.
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Next, Rorschach protocols were recoded by the author for the variables used in

the proposed study. Inter-rater reliability was assessed by randomly selecting

approximately 25% (n = 30) of the Rorschach protocols and comparing the author’s

scoring to the original Rorschach scoring. For the newer aggression variables, 25% of

Rorschach protocols were coded by an advanced graduate student blind to the author’s

scoring as well as patient information and diagnoses. This graduate student was

uninvolved in other aspects of the study, including records review and MOAS coding. A

detailed explanation of the coding process follows below in the section on inter-rater

reliability, and the measures section contains a detailed summary of the specific

Rorschach variables used in the proposed study.

Finally, selected information from patient charts (admissions psychiatric

evaluation and daily patient reports) was reviewed and rated for type and severity of

behavioral aggression using the Modified Overt Aggression Scale (MOAS; Kay,

Wolkenfeld, & Murrill, 1988), described in the section on measures. MOAS ratings were

completed by advanced graduate student volunteers blind to patient diagnoses and testing

data; these volunteers were also uninvolved in other aspects of the study. Table 3.10

presents a summary of the steps involved in the records review process.

Table 3.10

Summary of Selection of Patient Records and Records Review
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Step Criteria Individual Responsible for
Selection/Coding

Step 1: Selection based on
completion of valid
Rorschach and appropriate
diagnostic information

Completion of valid
Rorschach during 1998-
2005

Discharge diagnoses of
depressive or paranoid
disorders

Study author

Step 2: Coding of
Rorschach protocols

Study author; 25% of protocols
re-coded for aggression
variables by graduate student
volunteer #2

Step 3: Coding using
MOAS

Graduate student volunteers #3
& #4

Inter-coder Reliability

All original Rorschach protocols were re-coded by the author for the variables

included in the proposed study that measure aggression, impulse control, affective

functioning, and reality testing. Identifying information was removed from protocols

prior to coding, and the author was blind to patient history and diagnosis, since

Rorschach protocols were stored separately from other records. To establish inter-rater

reliability, the original Rorschach codes from 25% of randomly selected Rorschach

protocols were examined for the variables measuring impulse control, affective

functioning, and reality testing. For the newer aggression variables, another trained

graduate student randomly selected and re-coded 25% of the Rorschach protocols. Both

Rorschach coders had extensive training and supervision in the use of the Exner CS

(1993) and the Gacono & Meloy (1994) scoring systems. Both coders had at least three

years of supervised experience in Rorschach administration and scoring. In addition,
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both coders had at least one year of experience scoring these particular variables in this

specific inpatient setting. Additional on-site training has included weekly individual

supervision of Rorschach scoring.

All patient charts were also rated by trained advanced graduate student volunteers

using the Modified Overt Aggression Scale (MOAS; Kay, Wolkenfeld, & Murrill, 1988),

which is described below. Identifying information and patient diagnosis were removed

from patient charts prior to coding, and raters were blind to testing data. In addition, only

the relevant portions of patient records (aggressive incidents) were made available to

raters. To establish inter-rater reliability, 25% of the patient charts were randomly

selected and double-scored.

Inter-rater reliability estimates were computed for Rorschach variables and for the

MOAS ratings. Evaluation of inter-rater reliability for the Rorschach variables

measuring aggressive preoccupation, impulse control, affective functioning, and reality

testing were calculated using kappa, as this minimizes the likelihood that high estimates

of reliability are due to chance (Kessel & Zimmerman, 1993). Kappa coefficients were

calculated for the Rorschach protocols scored by two raters. For the MOAS, a one-way

random effects model intraclass correlation coefficient was used to calculate inter-rater

reliability for the charts rated independently by the graduate student volunteers.

Estimates of inter-rater reliability are considered excellent if greater than .74, good if they

range from .60 to .74, and fair if they range from .40 to .59 (Fleiss, 1981).

For the Rorschach aggression variables, Kappa coefficients were excellent,

ranging from .89 to .99, and are presented in table 3.11 below. The Kappa coefficient for
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Space responses was also excellent (K = .98). For Form Quality, Kappa was .94 and for

color responses, Kappa was .91.

Table 3.11

Kappa Coefficients for Rorschach Variables

Variable Kappa

AgC .93

AgPast .96

AgPot .82

AG .95

MOR .89

F .99

Space .98

Form Quality .94

Color .91

For the MOAS variables, one-way intraclass correlation coefficients were

computed. ICC’s for the MOAS scales ranged from good to excellent (.66-1.0), and are

presented in table 3.12 below.

Table 3.12
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Intra Class Correlation Coefficients for Modified Overt Aggression Scale

Variable ICC

Admission
Verbal Aggression, Self-

Directed
.97

Verbal Aggression,

Other-Directed
.96

Aggression Against

Property
1

Autoaggression .99

Physical Aggression *

Hospitalization
Verbal Aggression, Self-

Directed
.66

Verbal Aggression,

Other-Directed
.68

Aggression Against

Property
*

Autoaggression .95

Physical Aggression .89

*All cases were coded 0 (perfect agreement by coders regarding
absence of aggression), resulting in no variance and no ICC statistic.
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MEASURES

Rorschach Inkblot Method

The Rorschach Inkblot method is a performance-based instrument that assesses an

individual’s perception of self and others, thought processes, affective functioning, and

coping skills (Weiner, 2004). It consists of 10 inkblots presented to the examinee with

the instructions, “What might this be?” Responses are recorded verbatim and coded

based on a variety of factors, including the examinee’s use of location, color, shading,

content, and so forth. Codes are then recorded on the Structural Summary, and ratios are

calculated that provide information about an individual’s perception of self, others,

emotional functioning, and thought processes (Exner, 1993). Currently, the “gold

standard” for administering and scoring the Rorschach is Exner’s Comprehensive System

(CS) (Viglione & Hilsenroth, 2001).

Because a significant portion of the literature review has been dedicated to the

psychometric soundness of the Comprehensive System, the following will briefly

summarize the research examining the inter-rater reliability of Rorschach variables.

Multiple studies have addressed the inter-rater reliability of the CS variables (Acklin,

McDowell, Verschell, & Chan, 2000; Meyer, 1997 a, b; Meyer et al., 2002; Viglione &

Hilsenroth, 2001; Viglione & Taylor, 2003). For example, in a review article, Viglione

& Hilsenroth (2001) concluded that studies conducted over the past 20 years demonstrate

that 95% of Rorschach variables can be coded with good (ICC’s > .60) to excellent

(ICC’s of .75-.80) inter-rater reliability.
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A number of studies using the Gacono & Meloy (1994) variables have also

published inter-rater reliability information that reveals good to excellent reliability for

these variables (Baity & Hilsenroth, 1999; Gacono, Meloy, & Berg, 1992; Gacono &

Meloy, 1994). For example, Baity & Hilsenroth (1999) calculated inter-rater reliability

for the variables that will be examined in this study (AgC, AgPast, AgPot). Kappa

statistics calculated to account for chance agreement were in the excellent range for all of

these: AgC (.95), and AgPast (.79), and AgPot (1.0).

Tables 3.13-3.15 present a summary of the Rorschach variables that were

included in this study. These specific variables were selected for inclusion based on a

review of the literature and their theoretical importance to understanding and predicting

aggression in this population.

Table 3.13

Rorschach Codes Measuring Aggressive Preoccupation

Exner CS (1993) Codes Gacono & Meloy (1994) Codes

AG (Aggressive Movement): Any
movement response in which the action is

clearly aggressive (e.g., “fighting”)

AgC (Aggressive Content): Content
popularly perceived as aggressive (e.g.,

“claws”)
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MOR (Morbid): Object is identified as
being dead, destroyed, ruined, spoiled,
damaged, injured, or broken (eg., “torn

shirt”); or dysphoric feeling attributed to
object (e.g., “gloomy house”).

AgPast (Aggressive Past): Aggression has
occurred (e.g., “This animal has been

killed”)

AgPot (Aggressive Potential): Aggression
is about to occur (e.g., “These people are

going to kill this person.”)

Table 3.14

Rorschach Variables Measuring Impulse Control and Affective Functioning

Variable Description

Color Form Level Variable calculated by Mihura, Nathan-
Montano, & Alperin (2001) using the
weights for color scores in the Exner CS.
Includes the variables FC, CF, C, and Cn.
FC represents chromatic color responses in
which form is dominant, while in CF
responses color is dominant. In C
responses, there is no form involved in the
response. Cn involves the naming of
colors. The responses are weighted using
the formula (FC x .5) – (CF x 1.0) – (C x
1.5) – (Cn x 1.5), with higher Color Form
Level responses indicating greater use of
form and less impulsivity.

S (Space) Degree of anger or oppositionality

Table 3.15

Variables Measuring Reality Perception

Variable Description

XA% Proportion of responses in which there is
appropriate use of form features (not minus
responses); indicative of good reality
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testing
X-% Proportion of responses in which the

examinee significantly distorts the contours
of the blot; Measures whether the subject is
perceiving reality accurately

Modified Overt Aggression Scale (MOAS)

The MOAS (Kay et al., 1988) is a rating scale used to assess type and severity of

aggressive behavior. It is used in the assessment of aggressive behavior in a variety of

populations, but particularly in inpatient settings (Margari, et al., 2005; Steinert, Wolfle,

& Gebhardt, 2000). The rater assesses four categories of aggression (Verbal Aggression

[directed at self and others], Aggression against Property, Autoaggression [aggression

against self], and Physical Aggression [aggression against others]) using a five-point

rating scale that represents levels of severity of aggressive behavior. The MOAS

provides definitions for each type of aggression as well as specific criteria for rating the

level of severity of each kind of aggressive behavior. In addition, a composite score is

obtained that accounts for an individual’s total aggressive behavior. The total score is

calculated by multiplying an individual’s scores on the four categories with the

appropriate weight for each category. For example, since verbal aggression receives a

weight of 1, the individual’s rating on the verbal aggression score is multiplied by 1.

Aggression against property receives a weight of 2, Autoaggression a weight of 3, and

Physical Aggression a weight of 4. The scores are then added to create the total weighted

aggression score.
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The MOAS was slightly modified for use in the proposed study. The Verbal

Aggression Scale, as written by Kay, Wolkenfeld, & Murrill (1988), contains items used

to rate the severity of verbal threats of aggression that are directed both toward others and

toward the self (e.g., threats of harm toward others as well as parasuicidal or suicidal

threats). Given the importance of the distinction between externalized and internalized

aggression in the proposed study, this scale was modified to allow the rater to distinguish

between verbal threats toward others and verbal threats toward the self. Thus, the scale

was divided into two scales, Verbal Aggression-Self and Verbal Aggression-Other. The

weighting for both of the modified Verbal Aggression scales remained 1. Copies of the

original and modified MOAS are included in Appendix D, with instructions for use and

scoring.

The MOAS has been found to have good inter-rater reliability. Kay, Wolkenfeld,

& Murrill (1988) published inter-rater reliability information for the MOAS (.85 for total

score). Subsequent research using the scale has also demonstrated that it has good inter-

rater reliability for the scales and overall scores, with reliability coefficients ranging from

.70-.87 (Bowers, 1999). In addition, discriminant and criterion validity have been

demonstrated with a number of populations (Margari et al., 2005; Kay, Wolkenfeld, &

Murrill, 1988; Steinert, Wolfle, & Gebhardt, 2000).

Because the MOAS was developed for use in rating violent behavior as it occurs,

there are some limitations inherent to using the scale to analyze archival chart

information. Reliance on staff reports in patient charts could limit the amount of

information available to raters for scoring purposes, as brevity is often encouraged in



71

recording information in charts. This could lead to an over-estimation or an under-

estimation of patient aggressiveness by the raters. Further, exclusive reliance on chart

information may be problematic, since evidence suggests that aggression is severely

underreported in psychiatric hospitals (Thackrey & Bobbit, 1990). However, these are

limitations inherent in the use of archival data in general, and other researchers have used

the MOAS with success to rate archival data (Goldstein, 1998). Therefore, despite the

aforementioned limitations, the MOAS appears to be the most useful and appropriate

measure available for the purposes of the current study.

For the current study, the MOAS was used to rate the type and severity of

aggression displayed by patients at two different times: immediately prior to

hospitalization (e.g., the incident precipitating a patient’s hospitalization) and over the

course of inpatient treatment. When rating the incident precipitating hospitalization, the

rater was instructed to consider only the reason(s) for hospitalization, not the patient’s

lifetime history of aggression. The patient was rated for each category of aggression, but

may not have displayed aggression in each category. For example, a patient admitted for

suicidality may have displayed suicidal threats as well as suicidal behavior immediately

prior to hospitalization, and would receive rating scores on both the Verbal Aggression-

Self and Autoaggression scales, but scores of 0 on the other scales.

When rating aggression displayed over the course of hospitalization, the rater was

instructed to use the MOAS to rate only the most severe incidence of aggression

displayed by a patient in each category. For example, if a patient displays several

incidences of physical aggression toward others, only the most severe incident will be
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rated. This is consistent with the recommendations of other researchers who have used

this measure (Gothelf, Apter, & Van Praag, 1997).

RESEARCH QUESTIONS AND HYPOTHESES

The study had several major aims. First, this study measured the construct

validity of the Rorschach aggressive scoring system by comparing the type and frequency

of the aggressive content scores of patients who should, according to psychoanalytic

theory, internalize aggression (depressed patients) with those of patients who should

externalize aggression (paranoid patients). Second, this study examined whether there

were differences in the type and amount of aggressive behavior demonstrated by

depressed and paranoid patients, as determined by a rating of patient charts. Finally, this

study sought to measure the criterion validity of the Rorschach aggression codes by

examining their relationship to patient aggressive behavior in conjunction with other

Rorschach variables measuring impulse control, affective functioning, and reality testing.

The following sections will describe the specific research questions and hypotheses.

Measuring Construct Validity of the Rorschach Aggression Codes

The first major aim of this study was to examine the construct validity of the

Gacono & Meloy (1994) extended aggressive content scoring categories for the

Rorschach. The specific research questions and hypotheses follow below.
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Previous research has indicated that the AG score and the AgC score are related to

externalization of aggression, while the MOR score and the AgPast score are related to

internalization of aggression (Baity & Hilsenroth, 1999). Psychoanalytic theory suggests

that depressed individuals tend to internalize aggression, while paranoid individuals tend

to externalize aggression (Freud, 1920; Klein, 1940; 1946). Therefore, it was expected

that the paranoid group will produce a significantly higher percentage of AG and AgC

responses (in terms of total Rorschach responses) when compared to the depressed group.

Elevations of AG and AgC may reflect a paranoid outlook on the environment

characterized by a perception of the world as hostile and threatening. In contrast, the

depressed group was expected to produce significantly more MOR and AgPast responses

when compared to the paranoid group, reflecting their greater tendency to internalize a

negative view of self and direct aggressive impulses inward. It was expected that AgPot

would occur too infrequently to be included in analyses, consistent with previous

research in multiple populations (Baity & Hilsenroth, 1999; DeLucas, 1997; Margolis,

1992). Because there was no previous research or theoretical reason to suggest that the

two groups would produce different levels of AgPot, the question of differences in AgPot

between the two groups was an exploratory one.

Research Questions 1-5. Is there a significant difference between depressed and paranoid

groups in terms of the types and percentage of Rorschach aggressive responses

(compared to total Rorschach responses) produced?

Hypothesis 1: The paranoid group will produce a significantly higher percentage

of AgC responses (compared to total Rorschach responses) than will the depressed group.
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Hypothesis 2: The paranoid group will produce a significantly higher percentage

of AG responses (compared to total Rorschach responses) than will the depressed group.

Hypothesis 3: The depressed group will produce a significantly higher percentage

of AgPast responses (compared to total Rorschach responses) than will the paranoid

group.

Hypothesis 4: The depressed group will produce a significantly higher percentage

of MOR responses (compared to total Rorschach responses) than will the paranoid group.

Hypothesis 5: There will be no significant difference between the percentage of

AgPot responses (compared to total Rorschach responses) displayed by the two groups.

Comparing Behavioral Manifestations of Aggression in Depressed and Paranoid

Patients

The second aim of the study was to examine whether there is a difference in the

type and severity of aggressive behavior of depressed and paranoid patients, as

determined by a review of patient charts and rating of aggressive behavior using the

Modified Overt Aggression Scale (MOAS). Patients received a rating on the MOAS for

the incident precipitating their admission to ASH and for aggressive behavior displayed

while hospitalized. The research questions and hypotheses regarding this aim follow

below.

Psychoanalytic theorists have suggested that individuals with depressive clinical

dynamics may internalize a negative perception of self and direct their aggressive

impulses inward in self-destructive or suicidal behavior (Freud, 1920; Klein, 1940; 1946).

In contrast, psychoanalytic theory suggests that individuals with paranoid clinical
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dynamics perceive the world as threatening and persecutory (Klein, 1940; 1946). It could

be expected that, given such a view of the world, these individuals may direct aggressive

behavior outward toward others, in order to ward off perceived threats. This appears to

be consistent with prior research that has linked paranoid cognitive style and violence

(Nestor, 2002).

Therefore, it was expected that there would be a significant difference in the type

and severity of aggressive behavior demonstrated by these two groups. Specifically, it

was expected that depressed patients would have exhibited a greater amount of

aggressive behavior directed inward (higher scores on the MOAS Verbal Aggression-Self

and Autoaggression [self-directed aggression] scales) while paranoid patients would have

exhibited a greater amount of aggressive behavior directed outward at others (higher

scores on the MOAS Verbal Aggression-Other, Aggression against Property and Physical

Aggression scales). This pattern of results was expected for MOAS ratings of the

incident precipitating admission to ASH, as well as for ratings of aggression during

hospitalization.

Research Questions 6-10: Is there a significant difference between the depressed and

paranoid groups in terms of their scores on the MOAS scales, either at time of admission

or during hospitalization?

Hypothesis 6: The depressed group will produce significantly higher MOAS

Verbal Aggression-Self scores compared to the paranoid group, on MOAS ratings of

behavior immediately prior to psychiatric admission and on MOAS ratings of behavior

during hospitalization.
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Hypothesis 7: The paranoid group will produce significantly higher MOAS

Verbal Aggression-Other scores compared to the paranoid group, on MOAS ratings of

behavior immediately prior to psychiatric admission and on MOAS ratings of behavior

during hospitalization.

Hypothesis 8: The depressed group will produce significantly higher

Autoaggression scores compared to the paranoid group, on MOAS ratings of behavior

immediately prior to psychiatric admission and on MOAS ratings of behavior during

hospitalization.

Hypothesis 9: The paranoid group will produce significantly higher MOAS

Aggression against Property scores compared to the depressed group, on MOAS ratings

of behavior immediately prior to psychiatric admission and on MOAS ratings of behavior

during hospitalization.

Hypothesis 10: The paranoid group will produce significantly higher MOAS

Physical Aggression scores compared to the depressed group, on MOAS ratings of

behavior immediately prior to psychiatric admission and on MOAS ratings of behavior

during hospitalization.

Measuring Criterion Validity of Rorschach Aggression Codes

Little research has attempted to link the Gacono & Meloy (1994) Rorschach

aggression codes with measures of aggressive behavior. Preliminary research has been

mixed, with some researchers in forensic settings (Dansie, 2003; Roher, 2000) finding no

criterion validity for the codes and others demonstrating a relationship between the codes

and measures of aggressive behavior (Baity & Hilsenroth, 1999; 2002; Goldstein, 1998;
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Liebman, Porcerelli, & Abell, 2005). One reason for mixed findings may be that other

variables, such as impulse control, affective functioning, and impaired reality testing,

impact the relationship between the Rorschach aggression codes and aggressive behavior

(Exner, 1993; Nestor, 2002). The aim of this part of the study was to examine the

criterion validity of the Rorschach aggression variables by determining whether they, in

conjunction with other variables, would predict ratings of aggressive behavior during

hospitalization.

Research Question 11: What are the relative contributions of the Rorschach

variables and MOAS ratings of aggressive behavior prior to hospitalization to the MOAS

ratings of aggression during hospitalization?

Hypothesis 11: It is expected that MOAS ratings of aggressive behavior prior to

hospitalization will be the strongest predictor of MOAS ratings of aggressive behavior

during hospitalization. Of the Rorschach aggression variables, it was expected that AgC

would be the only significant, non-redundant variable contributing to the prediction of

aggressive behavior during hospitalization, consistent with other findings (Baity &

Hilsenroth, 2002; Liebman, Pocerelli, & Abell, 2005). The impulse control, affective

functioning, and reality testing variables from the Rorschach were expected to account

for a significant additional amount of variance in MOAS ratings during hospitalization.

PROPOSED ANALYSES

The following specific analyses were initially proposed, based on the assumption

that the data in the study would meet the assumptions of the analyses. A Multivariate
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Analysis of Variance (MANOVA) was proposed to explore differences in Rorschach

aggression scores (AgC, AgPast, AgPot, MOR, and AG) based on group membership

(research questions 1-5). The two groups, paranoid and depressed, were the independent

variables. The dependent variables were the scores on the five aggression codes (AG,

AgC, AgPast, AgPot, MOR), each divided by the total number of Rorschach responses an

individual gave.

Research questions 6-10, exploring group differences in MOAS scores at time of

admission and during hospitalization, would be analyzed using a repeated-measures

Multivariate Analysis of Variance (MANOVA). The type of group (paranoid/depressed)

was the independent variable. The dependent variables were the scores on the five

subscales of the MOAS: Verbal Aggression-Self, Verbal Aggression-Other,

Autoaggression, Aggression against Property, and Physical Aggression.

To explore the relative contributions of the Rorschach variables measuring

aggressive preoccupation, impulse control, affective functioning, and reality testing to the

prediction of aggressive behavior, a hierarchical multiple regression analysis was

planned. A hierarchical multiple regression would have be appropriate to answer the

research question because it can be used to explain the variance in an interval dependent

variable based on linear combinations of interval, dichotomous, or dummy independent

variables (Kleinbaum, Kupper, Muller, & Nizam, 1998). The predictor variables were

the prior MOAS Total Weighted scores and the Rorschach variables measuring

aggressive preoccupation (AG, MOR, AgC, AgPast, AgPot), impulse control and

affective functioning (Color Form Level, Space), and reality testing (XA-%, X-). The
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Total Weighted Score on the MOAS for aggression during hospitalization was the

criterion variable.

To limit redundancy and assess for collinearity, a correlation matrix was

constructed. Highly correlated variables would be examined and the variable with the

strongest bivariate correlation with the dependent variable would be used in the model.

Multicollinearity would be assessed using tolerance statistics, with tolerance less than or

equal to .20 indicating multicollinearity, which makes the interpretation of predictor

variables problematic. A variable demonstrating high multicollinearity would be

removed from the model.

In the first step of the multiple regression, the MOAS-Total weighted score for the

incident preceding hospitalization would be entered, as it was expected that prior MOAS

scores will account for the most variance in the prediction of MOAS scores during

hospitalization. In the next step, the Rorschach aggression variables would be entered

(AG, MOR, AgC, AgPot, AgPast). In step 3, the remaining Rorschach variables (Color

Form Level, Space, X-%, XA%) would be entered.

Examination of R2 would determine the amount of variance in MOAS scores

explained by the predictor variables. A general linear F statistic would determine the

statistical significance of the R2 for the full model for the regression equation. A t

statistic would be used to determine if the standardized regression weights are statistically

different from zero. Examination of the change in R2 would determine whether the

variables entered in each step of the model explain the variance above and beyond the

variables entered in the prior step. A general linear F statistic would determine the
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statistical significance of the change in R2 for each step. Examination of the standardized

regression coefficients would help identify which particular variables were most useful in

predicting the criterion variable.

Chapter 4: Results

The present study examined Rorschach measures of aggressive content, impulse

control, affective functioning, and reality testing in depressed and paranoid psychiatric

inpatients. As indicated in the previous chapter, the study had 3 primary aims: 1.) To

measure the construct validity of the Rorschach aggressive scoring system by comparing

the type and frequency of the aggressive content scores of depressed patients with those

of paranoid patients 2.) To determine whether there were differences in the type and

amount of aggressive behavior demonstrated by depressed and paranoid patients, as



81

determined by ratings of patient charts using the MOAS and 3.) To measure the criterion

validity of the Rorschach aggression codes by examining their relationship to patient

aggressive behavior in conjunction with other Rorschach variables measuring impulse

control, affective functioning, and reality perception.

Descriptive information and correlational statistics for study variables are

provided first in this chapter. The chapter will then address the testing of assumptions of

MANOVA and multiple regression. Because the data violated the assumptions of the

proposed analyses, non-parametric strategies were explored. To answer the first set of

research questions, a Poisson regression and a negative binomial regression were used.

The second set of research questions were analyzed using a series of Kruskal-Wallis tests.

The last research question was examined using a binomial logistic regression. These

analyses were appropriate to answer the questions because they are used in situations in

which the data violates normality assumptions.

DESCRIPTIVE STATISTICS

A summary of variable means and standard deviations for the Rorschach variables

and Modified Overt Aggression Scale are presented in Tables 4.1 and 4.2.

Table 4.1

Means and Standard Deviations for Rorschach Variables

Overall Depressed Paranoid
Mean SD Mean SD Mean SD

AgC 12.03 10.05 11.93 10.18 12.19 9.91
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AgPast 3.06 6.61 3.15 7.49 2.90 4.77

AgPot .83 2.67 .87 2.91 .76 2.22

AG 2.61 5.03 2.74 5.10 2.38 4.95

MOR 9.32 11.32 9.20 10.45 9.52 12.83

Space 2.62 2.38 2.62 2.22 2.61 2.65

Color-
Form
Level

-1.65 1.97 -1.70 2.21 -1.58 1.46

X-% .31 .16 .31 .16 .31 .17

XA% .69 .16 .69 .16 .69 .17

Table 4.2

Means and Standard Deviations for MOAS scores

Overall Depressed Paranoid
Mean SD Mean SD Mean SD

Admission Verbal aggression,

self-directed

1.10 1.73 1.32 1.81 .70 1.52

Verbal aggression,

other-directed

.31 1.01 .27 .92 .36 1.16

Aggression against .13 .62 .10 .53 .18 .76
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property

Autoaggression 1.17 1.78 1.64 1.93 .36 1.10

Physical aggression .20 .68 .21 .71 .18 .62

Total MOAS Score 5.98 5.35 7.55 4.90 3.25 5.04

Hospitalization Verbal aggression,

self-directed

.36 1.13 .51 1.32 .09 .60

Verbal aggression,

other-directed

.40 1.01 .34 .90 .52 1.20

Aggression against

property

.09 .39 .12 .46 .05 .21

Autoaggression .06 .35 .04 .25 .09 .47

Physical aggression .19 .60 .16 .56 .25 .65

Total MOAS Score 1.88 3.87 1.82 3.87 1.98 3.92

PRELIMINARY ANALYSES

Prior to conducting the proposed analyses, the data were examined to determine

whether any of the assumptions of a MANOVA or multiple regression were violated.

These assumptions include homogeneity of variance/homoscedacity, homogeneity of

covariance, normality of distribution of the variables in question, and absence of

multicollinearity.

Homogeneity of Variance/Homoscedacity
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To meet the homogeneity of variance assumption, the variance of each variable

should be similar across both groups (depressed and paranoid). Levene’s statistic was

used to test the homogeneity of variance for each variable (Levene, 1960). Results are

presented in Tables 4.3 and 4.4 below.

Table 4.3

Homogeneity of Variance Test for Rorschach variables

Levene

F p

AgC .049 .825

AgPast .712 .400

AgPot .152 .697

AG .419 .519

MOR .685 .410

Table 4.4

Homogeneity of Variance Test for MOAS scales

Levene F p

Admission Verbal Aggression,

Self-Directed
14.263 .000*

Verbal Aggression,

Other-directed
1.093 .298
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Aggression against

property
1.716 .193

Autoaggression 100.291 .000*

Physical Aggression .189 .665

Total aggression 2.838 .095

Hospitalization Verbal Aggression,

Self-directed
18.823 .000*

Verbal Aggression,

Other-directed
2.752 .100

Aggression against

property
3.961 .049

Autoaggression 2.492 .117

Physical Aggression 2.498 .117

Total aggression .562 .455

Note. * p < .05, ** p < .01

For the Rorschach variables, all variables met this assumption. For the MOAS variables,

the variances of 3 scales differed significantly across the groups: Verbal Aggression,

Self-directed at time of admission, F(1, 119) = 14.263, p < .0001; Autoaggression at time

of admission, F(1,119) = 100.291, p < .0001; and Verbal aggression, Self-directed during

hospitalization, F(1, 119) = 18.823, p < .0001.

Absence of Perfect Multicollinearity; Homogeneity of Covariance/Correlations
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Box’s M (Box, 1949) was used to test whether the covariance matrices for the

variables of interest differed between the two groups. The test revealed significant

differences between the covariance matrices for all MOAS outcome variables (Box’s M =

247.346; F = 4.051; p <.0001). It also revealed significant differences between the

covariance matrices for all Rorschach variables of interest, Box’s M = 47.497; F = 3.007;

p <.0001).

Bivariate associations among the predictor variables (Total MOAS score at

admission, AgC, AgPast, AgPot, AG, MOR, Color-Form Level, X-%, XA%, and S) , as

well as among the predictor variables and the outcome variable (Total MOAS score

during hospitalization) were calculated. Results suggest that AgPot and AG responses

(compared to total Rorschach responses) were associated with greater total MOAS scores

at admission. None of the variables were positively correlated with Total MOAS scores

during hospitalization. As expected, a number of the Rorschach aggression variables had

positive associations with each other. AgC was positively related to AgPot and AG,

while AgPast was associated with AgPot, AG, and MOR. AG and MOR were positively

correlated. Higher levels of AgC, AgPast, AgPot, and MOR were associated with poorer

form quality on the Rorschach (higher X-%). Table 4.5 provides the results of the

bivariate correlations between the predictor variables and among the predictor variables

and the outcome variable.

Table 4.5

Correlation Matrix
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1 2 3 4 5 6 7 8 9 10 11

Predictor Variables

1. Total MOAS

(admission) ----- 0.01 0.04 0.18* 0.19* -0.07 0.06 -0.05 0.05 -0.05 0.08

2. AgC ----- 0.09 0.22** 0.32** 0.05 -0.09 0.25** -0.25** 0.02 0.12

3. AgPast ----- 0.41** 0.31** 0.70** -0.12 0.31** -0.31** -0.05 -0.05

4. AgPot ----- 0.50** 0.23** 0.04 0.22** -0.22** 0.03 0.10

5. AG ----- 0.21* -0.05 0.14 -0.14 -0.01 0.02

6. MOR ----- -0.13 0.46** -0.46** -0.07 -0.11

7. Color-Form

Level ----- 0.04 -0.04 0.02 -0.09

8. X-%        ----- -1.00** 0.10 0.03

9. XA% ---- -0.10 -0.03

10. S ---- 0.03

Outcome Variable

11. Total MOAS

(hospitalization) -----

Note. * p < .05, ** p < .01

Colinearity diagnostics were conducted to determine whether there was a strong

correlation between two or more predictors (Field, 2005). Strong correlations among

variables may make it difficult to determine the unique contributions of any variable to

the overall model. Field has suggested assessing multicolinearity with either the variance

inflation factor (VIF) or the tolerance statistic; it is recommended that a VIF value be less

than 10, and the tolerance statistic (the reciprocal of the VIF) be greater than .2. Both the
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VIF and the tolerance statistics were calculated for the sample. It should be noted that X-

% and XA% were perfectly negatively correlated, as X-% is comprised of the percentage

of minus Rorschach responses and XA% is comprised of good form (o, u, +) responses.

Because these variables were redundant, X-% was dropped from the study. None of the

remainder of the variables selected for inclusion in the study violated recommended

tolerance values.

Normality of Distribution

Non-normal distributions violate one of the core assumptions of both analysis of

variance and regression analyses (Bray & Maxwell, 1982). This study tested for

violations of this assumption by examining the skewness and kurtosis values for each

variable. Skewness refers to the tilt of a distribution; negative skew reflects an uneven

distribution of scores to the left of the mean, or to the left of 0 in a standardized

distribution, while a positive skew reflects an uneven distribution to the right of the mean.

Kurtosis refers to the peakedness of a distribution; negative kurtosis reflects few cases in

the tails of the distribution, while positive kurtosis reflects too many cases in the tails of

the distribution. Each skewness and kurtosis coefficient was transformed to a z-score by

subtracting the mean of the distribution and dividing the result by the standard error of

skewness. The standardized value was then compared to values one would expect by

chance alone, or the typical values in a normal distribution (Field, 2000). The larger the

magnitude of difference from 0, the more skewed the variable. Field (2000) has

recommended comparing this value to values above 2.58, or two standard deviations

above the mean. Table 4.6 presents a summary of the standardized values for skewness
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and kurtosis of the MOAS variables, and table 4.7 presents a summary of the skewness

and kurtosis of Rorschach variables.

It should be noted that the skewness and kurtosis for the majority of variables

were far beyond the recommended 2.58 cutoff, suggesting that the data heavily violated

the assumption of normality. In addition, analysis of all variables resulted in significant

Shapiro-Wilks statistics, further indicating that the variables were non-normally

distributed in these samples. Boxplots and histograms were examined, and the data was

examined for the presence of outliers; however, the trend in the data suggested a true

non-normal distribution in the sample. Data transformation was attempted using square

roots, logarithmic, and inverse transformations, but these failed to normalize the data.

Table 4.6 and 4.7 on the following page contain the skewness, kurtosis, and Shapiro-

Wilks statistics for the MOAS and Rorschach variables used in the present study.

Table 4.6

Skewness, Kurtosis, and Shapiro-Wilks Statistic for MOAS scales
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Depressed Paranoid Total

Z Skew Z
Kurtos

is

Shapiro-
Wilks

P Z Skew Z
Kurtosis

Shapiro-
Wilks

p Z Skew Z Kurtosis Shapiro-
Wilks

p

Adm Verbal aggression,
self-directed

2.51 -2.75* .404* .000 4.86* 1.58 .497* .000 4.48* -2.23 .440* .000

Verbal aggression,
other-directed

11.92* 17.3* .527* .000 8.25* 9.98* .532 .000 14.25* 18.90* .528* .000

Aggression
against property

18.56* 46.31* .539* .000 12.38* 27.70* .527* .000 22.08* 53.27* .535* .000

Physical
aggression

13.48* 25.65* .524* .000 9.91* 17.40* .524* .000 16.55* 30.48* .524* .000

Total aggression -.33 -2.69* .260* .000 5.08* 4.23* .309 .000 1.94 -2.49 .231* .000

Hosp Verbal aggression,
self-directed

8.30* 6.07* .519* .000 18.56* 62.71* .537* .000 13.22* 5.15* .532* .000

Verbal aggression,
other-directed

10.03* 12.09* .491* .000 6.74* 6.64* .442* .000 11.98* 13.51* .474* .000

Aggression
against property

17.08* 44.47* .523 .000 12.64* 27.51* .540 .000 23.87* 72.33* .527* .000

Autoaggression 25.51* 93.88* .535* .000 16.28* 50.28* .531* .000 31.28* 116.04* .533* .000

Physical
aggression

13.35* 23.52* .531* .000 6.56* 5.43* .513* .000 13.80* 18.38* .526* .000

Total aggression 12.97* 31.20* .369* .000 5.36* 3.26* .420* .000 13.24* 25.24* .389* .000

*Variables that exceeded the recommended 2.58 cutoff
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Table 4.7

Skewness, Kurtosis, and Shapiro-Wilks Statistic for Rorschach Scores

Depressed Paranoid Total
Skew Kurtosis Shapiro-

Wilks
Sig Skew Kurtosis Shapiro-

Wilks
Sig Skew Kurtosis Shapiro-

Wilks
Sig

AgC 5.65* 9.48* .881* .000 1.78 .18 .933* .013 5.55* 7.57* .907 .000

AgPast 12.93* 26.47* .486* .000 4.66* 3.11* .675 .000 15.78* 34.98* .529 .000

AgPot 18.95* 61.37* .332* .000 7.83* 9.37* .382 .000 21.76* 69.22* .350 .000

AG 9.23* 15.37* .610* .000 8.12* 14.16* .558 .000 11.92* 19.31* .593 .000

MOR 7.57* 11.01* .795* .000 7.07* 11.25* .715 .000 10.51* 16.13* .759 .000
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PARAMETRIC VS. NON-PARAMETRIC ANALYSES

Although MANOVA is considered generally robust to violations of the normality

assumption, particularly with sufficient sample sizes, in the current study the distributions

of the data for the majority of the Rorschach variables and scores on the MOAS violated

the normality assumption in an especially extreme manner, warranting consideration of

alternative methods of analyses (Cohen, 1969). In such cases, use of distribution-free

analyses can overcome violations of normality.

Analyses Research Questions 1-5 

The first set of research questions was concerned with assessing whether or not

there was a difference between the depressed and paranoid groups of patients in terms of

the type and frequency of the Rorschach aggressive content scores. To answer these

questions, a Poisson regression and a negative binomial regression were used. Poisson

regression is often used with non-negative count or rate data in which the event being

considered occurs infrequently; a negative binomial regression is used in cases in which

the data are found to be an inadequate fit with the Poisson model due to overdispersion.

In this case, a Poisson regression initially seemed appropriate because all of the

Rorschach variables being considered occurred infrequently in the sample, resulting in

distributions that were heavily skewed (Cameron & Trivedi, 1998). Because the Poisson

model did not appear to be a good fit with the data, a negative binomial regression was

used as a follow-up analysis, and appeared to be a better fit with the data.
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For the set of research questions, the dependent variables were the logarithmic

transformations of the actual count of the Rorschach aggression variables (with the rate

accounted for by entering the log of the denominator into the equation) and the

independent variable was the group type (paranoid/depressed) (Breslow & Clayton,

1993). Table 4.8 presents the deviance and Pearson’s chi-square values for the

Rorschach variables being tested, comparing the Poisson and negative binomial models.

The values for deviance and Pearson’s chi-square should be close to 1, indicating that the

model is a good fit. Values significantly greater or less than 1 (typically +/- .5) would

indicate that the model is not a good fit with the data (Cameron & Trivedi, 1998). It

should be noted that the data suggest the negative binomial model was a better fit than

was the Poisson model.

Table 4.8

Goodness of Fit for Poisson and Negative Binomial models

Poisson model Negative
Binomial
model

Deviance Pearson’s Chi-
square

Deviance Pearson’s
Chi-square

AgC 1.781 1.631 1.203 1.012

AgPast 1.652 2.578 .732 1.051

AgPot .706 1.584 .442 1.105

AG 1.363 1.805 .785 1.012
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MOR 2.261 2.651 1.113 1.153

Results of both the Poisson and negative binomial regressions are presented

below. During the analyses, one outlier was persistently present; the analyses were run

with and without the outlier, which had no significant effect on the results.

Research Question 1. Is there a significant difference between depressed and paranoid

groups in terms of the percentage of AgC responses (compared to total Rorschach

responses) produced?

Results of the Poisson regression and the negative binomial regression were not

significant, X2 = 0.0, p = .994 and X2 = .01, p = .943, respectively. This indicated that

there was no observed difference between the paranoid and depressed groups in terms of

the AgC responses.

Research Question 2. Is there a significant difference between depressed and paranoid

groups in terms of the percentage of AgPast responses (compared to total Rorschach

responses) produced?

Results of the Poisson regression and the negative binomial regression were not

significant, X2 = .05, p = .819 and X2 = .03, p = .868, respectively. This indicated that

there was no observed difference between the paranoid and depressed groups in terms of

the AgPast responses.

Research Question 3. Is there a significant difference between depressed and paranoid

groups in terms of the percentage of AgPot responses (compared to total Rorschach

responses) produced?
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Results of the Poisson regression and the negative binomial regression were not

significant, X2 = 0.00, p = .985 and X2 = 0.00, p = .961, respectively. This indicated that

there was no observed difference between the paranoid and depressed groups in terms of

the AgPot responses.

Research Question 4. Is there a significant difference between depressed and paranoid

groups in terms of the percentage of AG responses (compared to total Rorschach

responses) produced?

Results of the Poisson regression and the negative binomial regression were not

significant, X2 = .20 p = .652 and X2 = .11, p = .736, respectively. This indicated that

there was no observed difference between the paranoid and depressed groups in terms of

the AG responses.

Research Question 5. Is there a significant difference between depressed and paranoid

groups in terms of the percentage of MOR responses (compared to total Rorschach

responses) produced?

Results of the Poisson regression and the negative binomial regression were not

significant, X2 = .06, p = .803 and X2 = 0.00, p = .968, respectively. This indicated that

there was no observed difference between the paranoid and depressed groups in terms of

the MOR responses.

Analyses and Results of Research Questions 6-10

The second aim of the study was to examine whether there is a difference in the

type and severity of aggressive behavior of depressed and paranoid patients, as

determined by a review of patient charts and rating of aggressive behavior using the
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Modified Overt Aggression Scale (MOAS). Patients received a rating on the MOAS for

the incident precipitating their admission to ASH and for aggressive behavior displayed

while hospitalized.

A series of Wilcoxon Signed Ranks tests were conducted to determine whether

there were any differences over time across or within the two groups of patients. Across

both groups of patients, results of a Wilcoxon Signed Ranks test indicated that MOAS

scores on the following scales were significantly lower during hospitalization than at

admission: Verbal Aggression, Self-directed (Z = -3.585, p <.0001), Autoaggression (Z =

-5.801, p <.0001), and Overall MOAS score (Z = -6.227, p <.0001). Within each group

(with the exception of the paranoid group for the Total MOAS scores), scores on these

scales were also significantly lower during hospitalization than at admission, and are

presented in the following table.

Table 4.9

Significant scores on MOAS scales within each group

Paranoid Depressed
Z Sig Z Sig

Verbal
Aggression,
Self-Directed

-2.181 .029 -2.885 .004

Autoaggression -2.041 .041 -5.508 .000

Total MOAS
Score

-6.235 .000
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Research Question 6: Is there a significant difference between the MOAS Verbal

Aggression-Self scores of the depressed and paranoid groups, either at time of admission

or during hospitalization?

Results of a Kruskal-Wallis Test indicated that there was a significant difference

between the MOAS Verbal Aggression-Self scores of the depressed and paranoid groups,

both at time of admission (X2 = 3.790, p = .05) and over the course of hospitalization, X2

= 3.833, p = .05 (See Fig. 1). MOAS Verbal Aggression-Self scores were significantly

higher at both time points for the depressed group, as compared to the paranoid patients.

Figure 1

MOAS Verbal Aggression-Self scores for depressed and paranoid groups at admission

and hospitalization
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Research Question 7: Is there a significant difference between the MOAS Verbal

Aggression-Other scores of the depressed and paranoid groups, either at time of

admission or during hospitalization?

Results of a Kruskal-Wallis Test indicated that there was no significant difference

between the MOAS Verbal Aggression-Other scores of the depressed and paranoid

groups, either at time of admission (X2 = .012, p = .914) or over the course of

hospitalization, X2 = 1.004, p = .316 (see Fig. 2)

Figure 2

MOAS Verbal Aggression-Other scores for depressed and paranoid groups at admission

and hospitalization
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Research Question 8: Is there a significant difference between the MOAS Autoaggression

scores of the depressed and paranoid groups, either at time of admission or during

hospitalization?

Results of a Kruskal-Wallis Test indicated that there was a significant difference

between the MOAS Autoaggression scores of the depressed and paranoid groups at time

of admission to the hospital, (X2 = 14.420, p = <.0001), but no difference between the two

groups during the course of hospitalization, X2 = .340, p = .560 (see Fig. 3).

Figure 3
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MOAS Autoaggression scores for depressed and paranoid groups at admission and

hospitalization

Research Question 9: Is there a significant difference between the MOAS Aggression

against Property scores of the depressed and paranoid groups, either at time of

admission or during hospitalization?

Results of a Kruskal-Wallis Test indicated that there was no significant difference

between the MOAS Aggression against Property scores of the depressed and paranoid

groups at time of admission to the hospital, (X2 = .513, p = .474) or during the course of

hospitalization, X2 = .509, p = .476 (see Fig. 4).

Figure 4
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MOAS Aggression Against Property scores for depressed and paranoid groups at

admission and hospitalization

Research Question 10: Is there a significant difference between the MOAS Physical

Aggression scores of the depressed and paranoid groups, either at time of admission or

during hospitalization?

Results of a Kruskal-Wallis Test indicated that there was no significant difference

between the MOAS Physical Aggression scores of the depressed and paranoid groups at

time of admission to the hospital, (X2 = 0.00, p = .983) or during the course of

hospitalization, X2 = 1.007, p = .316 (see Fig. 5).

Figure 5
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MOAS Physical Aggression scores for depressed and paranoid groups at admission and

hospitalization

Analyses and Results of Research Question 11

The final goal of the study was to examine the criterion validity of the Rorschach

aggression variables by determining whether they, in conjunction with other Rorschach

variables measuring impulse control, affective functioning, and impaired reality testing,

as well as ratings of prior aggressive behavior, predict ratings of aggressive behavior

during hospitalization.

Because the data were non-normally distributed and, therefore, did not meet the

assumptions of a multiple regression, non-parametric alternatives to multiple regression
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were explored. MOAS ratings of aggressive behavior were highly skewed, indicating

that many of the subjects had ratings of 0, or displayed no aggressive behavior, while few

subjects displayed any aggression. Because of the low base rate of aggression in this

variable, the study investigator chose to focus on predicting the presence or lack of

aggressive behavior during hospitalization, rather than the severity of aggression.

Binomial logistic regression would be an appropriate way to analyze the data since it is

used to predict a dichotomous dependent variable on the basis of continuous independent

variables.

Research Question 11: Do the Rorschach variables explain the presence of aggressive

behavior during hospitalization over and above what can be predicted by the MOAS

ratings of aggressive behavior prior to hospitalization?

In the first block, the total MOAS score at admission was entered, and was almost

significant (p = .055). The Rorschach aggression variables were entered in the second

block, and the other Rorschach variables measuring impulsivity, anger, and reality

perception were entered in the third block, but none of the variables were significant

predictors. Overall, the model with all of the predictors accounted for only 10% of the

variance in predicting the presence of aggressive behavior during hospitalization. Table

4.10 presents the results of the binomial logistic regression.

Table 4.10

Results of the Binomial Logistic Regression



104

Variable B SE B Exp(B) NR2 -2LL Χ2 p

%
correctly
classified

Block

1 .042 143.643

3.67

4 .055 69

ADM TOT .064 .040 1.066

Block

2 .087 139.629

7.68

9 .262 69

AG .179 .258 1.195

MOR -.305 .200 .737

AgC -.041 .110 .960

AgPast .105 .315 1.111

AgPot .235 .529 1.265

Block

3 .107 137.848

9.47

0 .395 73

Color -.020 .115 .981

Space .112 .087 1.119

Form Quality .446 1.530 1.562

Note: NR2 = Nagelkerke R squared; -2LL = - 2 log likelihood
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Summary of Results

Overall, results indicated that there were no significant differences between the

two groups in terms of Rorschach scores. There were some differences between the

depressed and paranoid groups in terms of their expressed aggression. More specifically,

the depressed group was rated significantly higher than the paranoid group in terms of

expression of verbal aggression directed toward the self, both at admission to the hospital

and over the course of hospitalization. In addition, the depressed group was rated higher

than the paranoid group in terms of autoaggressive behavior at the time of hospitalization.

Results of a binomial logistic regression indicated that the total MOAS score at

admission was a nearly significant contributor to explaining the presence of aggressive

behavior during hospitalization; none of the Rorschach variables contributed significantly

to the variance.
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Chapter 5: Discussion

The current study examined Rorschach measures of aggressive content, impulse

control, affective functioning, and reality testing in depressed and paranoid psychiatric

inpatients. The goals of the study were three-fold. The first goal of the study was to

measure the construct validity of the Rorschach aggressive scoring system by comparing

the type and frequency of the aggressive content scores of depressed patients with those

of paranoid patients. The second goal was to examine whether there were differences in

the type and severity of aggressive behavior demonstrated by depressed and paranoid

patients, as determined by ratings of patient charts using the MOAS. The final goal of

the study was to measure the criterion validity of the Rorschach aggression codes by

examining their relationship to patient aggressive behavior in conjunction with other

Rorschach variables measuring impulse control, affective functioning, and reality

perception.

Due to the extreme skew of the Rorschach and MOAS variables in the present

study, non-parametric analyses were used to examine the data. Results of the Poisson

and negative binomial regressions indicated that there were no differences between the

depressed and paranoid groups in terms of the frequency of the Rorschach aggressive

content responses. Kruskal-Wallis tests did indicate that there were some differences

between the depressed and paranoid groups in the type and severity of aggressive

behavior expressed by the patients; specific results will be discussed further in this

chapter. Finally, a hierarchical binomial logistic regression determined that, although the
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total MOAS score at admission was nearly a significant predictor of aggressive behavior

during hospitalization, none of the Rorschach variables significantly predicted the

presence of aggressive behavior above and beyond the MOAS score.

This chapter will present a discussion of the results presented in the previous

chapter. The results will first be discussed in terms of the assumptions and factors which

led to the decision to test the data using non-parametric analyses. Next, the original

hypotheses will be discussed, together with a review of the findings and how the findings

fit with prior research and theory. Finally, the chapter will address limitations of the

current study and suggestions for future research.

DISCUSSION OF PRELIMINARY STATISTICS

All of the Rorschach aggression variables and the MOAS scores violated

parametric assumptions that each variable would be normally distributed across each

group (Cohen, 1969). The z-scores for all variables were far beyond the recommended

cut-off, and transformations did not correct for violation of normality. Examination of

the histograms for each individual variable revealed that most participants received

scores of 0 on the MOAS scales; this indicated that overall, actual aggressive behavior by

participants was relatively low. A non-normal distribution of scores made theoretical

sense in that aggressive behaviors were relatively rare, particularly during hospitalization;

this type of distribution is frequently found in the examination of violent behaviors

(Diefenbach & West, 2001). In addition, aggressive verbalizations on the Rorschach

were minimal overall, resulting in skewed distributions in which only a minority of
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patients verbalized aggression. Thus, the decision to analyze the data using non-

parametric methods also made theoretical sense.

DISCUSSION OF HYPOTHESES AND RESULTS

Hypothesis Research Questions 1-5: There will be a significant difference between

the depressed and paranoid groups in terms of the percentage of Rorschach

aggressive content responses (AgC, AgPast, AG, MOR) compared to total

Rorschach responses produced. For AgPot, there would be no difference between

the two groups (as this was an exploratory question).

Contrary to expectations, there were no significant differences between the

depressed and paranoid groups in terms of the Rorschach aggressive content variables.

The process of selecting the two groups may have contributed to the lack of group

difference for several reasons. First, discharge psychiatric diagnoses were the only

criterion used to assign patients into groups. Originally, it was planned to also use scores

on the Depression and Paranoia scales of the MMPI-2 as an adjunct to assign patients

into groups; however, given the difficulty selecting an adequate number of patients for

the study who had completed valid MMPI-2 instruments, this approach to group

assignment was not possible for the study. Sole reliance on the use of psychiatric

diagnosis may be misleading due to psychiatric comorbidity. It is possible that some

patients with diagnoses of depression also presented with paranoid ideation, and vice

versa. Relying on psychiatric diagnoses as the sole criterion for grouping patients may

have resulted in blending of the two groups.
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Second, the presence of Axis II personality disorders or traits may have

complicated the findings. Due to the difficulty selecting a sufficient number of subjects

for the study and the prevalence of Axis II disorders or traits in this sample (over 35%),

subjects were included if they had Axis II personality disorders and traits. It may be that

this was a confounding factor in the study, as particular diagnoses (for example,

Borderline Personality Disorder and Antisocial Personality Disorder) have been linked to

increased production of Rorschach aggressive content responses (Fowler, Hilsenroth, &

Nolan, 2000; Gacono & Meloy, 1992, 1994; Hilsenroth et al, 1993). The distinction

between the two groups may have been further blurred because a large portion of the

group had Axis II personality features.

Finally, it must be acknowledged that the lack of difference between the

aggressive verbalizations of the two groups on the Rorschach may reflect lack of actual

group differences. It may be that depressed and paranoid patients differ very little in the

type and frequency of aggressive content they are able to verbalize on the Rorschach.

This suggests that these particular Rorschach scores are not clinically useful to

differentiate between these two particular groups of psychiatric inpatients. It is important

to remember, however, that the Gacono & Meloy (1992) aggressive content variables,

like all Rorschach variables, are intended to provide descriptive information about the

individual in the context of an entire protocol, rather than functioning as the criterion

used to differentiate between groups. These results may also suggest that the

conceptualization of the Gacono & Meloy aggression variables as reflecting either the

externalization or internalization of aggression was faulty, and that the variables do not
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actually reflect this dichotomy. Alternatively, the psychodynamic conceptualization of

these patients may itself be problematic.

Hypotheses 6-10: The depressed group will produce significantly higher MOAS

Verbal Aggression-Self and Autoaggression scores compared to the paranoid group,

on MOAS ratings of behavior immediately prior to psychiatric admission and on

MOAS ratings of behavior during hospitalization. The paranoid group will produce

significantly higher MOAS Verbal Aggression-Other, Aggression against Property,

and Physical Aggression scores compared to the paranoid group at both time points.

The hypotheses with regard to the Verbal Aggression, Self-Directed and

Autoaggression scores were largely supported. Scores for depressed patients were

significantly higher on the Verbal Aggression, Self scale than were scores for paranoid

patients, both at admission to the hospital and during the course of hospitalization. Thus,

the study appears to support the idea that depressed patients are more likely to verbalize

aggressive desires toward the self. This is consistent with some psychoanalytic theories

of aggression, that depressed individuals may direct aggressive impulses inward in order

to punish the self for perceived badness or to protect others from their own

destructiveness (Klein, 1940; 1946; Segal, 1980).

The depressed group also produced Autoaggression scores that were significantly

higher than the paranoid group at admission to the hospital; however, there was no

difference between the two groups during hospitalization. Not surprisingly, depressed

patients were significantly more likely than paranoid patients to be admitted to the

hospital after attempting to harm themselves; however, autoaggressive behavior was rare
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for both groups during hospitalization. This may reflect the effect of stabilization of

these patients on medication, as well as the structure and milieu of the hospital.

None of the other expected group differences were significant. For depressed

patients, the hypotheses regarding the direction of aggression against the self were

supported; however, the paranoid group was not any more likely than the depressed

patients to direct aggression outward at others. The overall rate of aggressive behavior in

these patients was rather low, with most patients receiving scores of “0,” indicating that

they were not observed displaying aggressive behavior. It may be that there would be

group differences in terms of the type of aggressive behavior displayed, if the study had

considered only those patients who had exhibited some kind of aggressive behavior,

rather than considering both patients who had and who had not displayed aggression.

The composition of the groups themselves may have led to difficulty

differentiating between them. The groups were comprised of patients with a variety of

diagnoses, including psychotic disorders. While there is evidence that patients with

paranoia exhibit more aggression than patients without paranoid features (Mojitabi, 2006;

Valliant et al, 1999), research also suggests that psychosis may contribute to the display

of aggression (Flannery, Laudani, Levitre, 2006; Norko, 2005). Because patients with

psychotic features were included in both the paranoid and depressed groups, it may be

that this contributed to the lack of differences between the two groups.

Selecting both male and female psychiatric inpatients may have also been

problematic. Previous research has consistently found that males tend to be more

aggressive than do females, for a variety of reasons (Baillargeon et al, 2007; Burton,
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Haefetz & Henninger, 2007; Cohn & Zeichner, 2006). Although gender did not appear to

be related to group type or diagnostic category, it may be that this contributed to the lack

of differences in terms of the type of aggression exhibited by the two groups.

Hypothesis 10: The Rorschach variables (aggressive content, impulse control,

anger, reality perception) will predict the presence of aggressive behavior during

hospitalization above and beyond what can be predicted by ratings of aggressive

behavior at admission to the hospital.

This hypothesis was not supported by the current study. MOAS ratings of

aggressive behavior at admission to the hospital were nearly significant, correctly

classifying 69% of the patients in terms of the presence or absence of aggression.

However, the Rorschach variables did not significantly add to predictive power of the

model. The addition of Rorschach variables did not detract from the predictive power,

but only minimally increased the power of the model, correctly classifying 73% of the

patients in terms of the presence or absence of aggression. That the MOAS ratings of

aggressive behavior at admission provided the most significant contribution to predicting

the presence or absence of aggressive behavior during hospitalization appears to be

consistent with existing research about violence. Findings from the current study are

consistent with previous research which documents that past violent behavior is a

significant predictor of future aggressive behavior (Baum, Hosford, & Moss, 1984;

Flannery, Juliano, Cronin, & Walker, 2006; Kuehnle, 2005; Palmero, 2004).

LIMITATIONS OF THE CURRENT STUDY

Nature of the sample



113

A number of potential problems with the sample have been addressed more

specifically above. These problems include selecting a mixed-gender sample that

contained patients with Axis II personality features as well as patients with psychosis. In

addition, the decision to select patients into groups using discharge psychiatric diagnosis

as the sole criterion for selection may have been problematic. As a result, potential

differences between the groups may have been minimized. This problem may have been

corrected by selecting patients into groups using a combination of psychiatric diagnosis,

other psychological testing instruments, such as the MMPI-2, as well as a structured

diagnostic interview. Selecting patients who had clear, well-defined diagnoses without

Axis II personality characteristics or psychotic features may have made the results more

clear. In addition, choosing to focus on a sample that was either entirely male or female

may have clarified results.

Another major limitation of the current study was that the sample was drawn from

patients with the particular diagnoses who underwent psychological testing at ASH

during the course of their hospitalization. The sample was not randomly selected from all

patients hospitalized at ASH who had depressive and paranoid-spectrum diagnoses, and

then Rorschach Inkblot tests administered to selected participants. This may have been

problematic because clarification of diagnostic issues is one of the most frequent reasons

for referral for psychological testing at ASH. Thus, these particular patients were likely

to present with complex diagnostic issues that required psychological assessment for

clarification, suggesting that this particular group of patients was even more complex and

difficult to diagnose than most other patients. If groups had been comprised of members
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with less complex diagnoses, there may have been greater differences between the

groups, rather than increased within-groups variance.

Only completed and valid Rorschach inkblot tests were selected for inclusion in

the present study. Those patients who were referred for a psychological evaluation, but

who refused to participate in psychological testing were obviously not included in the

study. In addition, those patients who were unable to provide at least 14 responses to the

Rorschach were also excluded from the study. Therefore, the sample was limited in that

only those subjects who were willing and capable of participating in psychological testing

were considered.

Information about psychotropic medications was not gathered for the purposes of

the present study. Participants varied in terms of the length of time that they had been

taking medication; some patients had received psychopharmacological treatment for a

period of time prior to admission to the hospital, while others had no previous history of

treatment with psychotropic medication. Medications were also likely to have been

changed frequently over the course of hospitalization as patients were stabilized. Thus,

patients were likely to vary considerably in terms of how well-controlled their depressive

and paranoid symptoms were with medication. Psychopharmacological treatment may

have thus suppressed both verbalization of aggressive content on the Rorschach as well

as aggressive behavior expressed during hospitalization.

Use of archival data

There are certain limitations inherent in any retrospective study. Ratings of

aggressive behavior were made based on examination of admission evaluations and daily
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patient reports. Since brevity is often encouraged in record-keeping, it is possible that

incidences of aggression were under-reported or mischaracterized in the records, leading

to inaccurate ratings of aggressive behavior. This would be consistent with research that

demonstrates that aggressive incidents are often under-reported in records in inpatient

psychiatric facilities (Thackrey & Bobbit, 1990). In addition, because patients could not

be interviewed directly, records may have contained inaccurate information regarding

previous history.

Given the lack of racial and ethnic diversity in the sample, results would also be

limited in terms of generalizability to a more diverse population. Because the sample

was selected from an inpatient state-funded psychiatric facility, many patients in the

sample were likely to be from lower socioeconomic classes. Thus the sample would not

be representative of the general population, or even of patients in private psychiatric

hospitals.

DIRECTIONS FOR FUTURE RESEARCH

Past research on the Gacono & Meloy (1992) aggression variables has primarily

focused on individuals in forensic populations and on individuals with Axis II personality

disorders (particularly Antisocial and Borderline Personality Disorder), as these patients

are theoretically more likely to display aggression (Baity & Hilsenroth, 1999; Hilsenroth,

Hibbard, Nash, & Handler, 1993; Mihura, Nathan-Montano & Alperin, 2003; Westen,

1990). While construct validity has been established in those populations, and there is

some evidence linking the scores to measures of aggressive behavior, to this date, this has
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been the only study to examine these scores in a group of adult psychiatric inpatients with

primary Axis I diagnoses.

Results of the current study did not support the validity and utility of the

Rorschach aggression scores in psychiatric inpatients with depression and paranoia.

Given the complexity of theories of aggression and the numerous factors that may

contribute to displays of aggressive behavior, especially in an inpatient setting, it is

reasonable that these scores did not predict aggression in this population. Results of this

research suggests that these particular Rorschach scores have little ecological validity as

the presence of these aggressive scores were not especially useful in predicting overt

aggressive behavior in this population of psychiatrically hospitalized patients.

Future research must continue to examine the clinical utility of the Rorschach

with regard to the assessment and prediction of aggression. Although incidents of

aggressive behavior were relatively rare within this particular sample, violent behavior

continues to be a problem in inpatient psychiatric facilities (Adler, Kreiger, & Zeigler,

1983; Binder & McNeil, 1994; Blow, Barry & Copeland, 1999; Carmel & Hunter, 1989;

1990; 1991; 1993; Cheung, Schweitzer, Tuckwell, & Crowley, 1996; Harris & Varney,

1986; Lehmann, McCormick & Kizer, 1999; Poster, 1996; Wynn & Bratlid, 1998).

Because the Rorschach is often used in inpatient psychiatric hospitals to clarify

diagnostic issues and assist in treatment planning (Lubin, Larsen, & Matarazzo, 1984;

Weiner, 2004), further research into the validity of the Rorschach aggression scores

would be useful.
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Future research should continue to explore the relationship between the

Rorschach and real-world measures of aggression, particularly within psychiatric

inpatients with Axis I diagnoses. There were a number of methodological limitations to

the current study that may be addressed in future research. Future research studies may

choose to make the groups of subjects more well-defined by focusing on either male or

female subjects, thus eliminating the possibility that gender would be a confounding

variable. In addition, selecting subjects into groups based on additional criteria, such as

MMPI-2 scales, rather than relying solely on discharge psychiatric diagnosis, may make

the groups more well-defined. Excluding subjects with psychotic features or Axis II

personality disorders and characteristics may also make the results more clear. Finally,

selecting all individuals with appropriate diagnoses willing to participate in the study, and

then administering Rorschach Inkblot tests, rather than relying on retrospective

administrations of tests, may also make the results more clear. These steps would ensure

that the groups consisted of patients with clear, well-defined symptoms and diagnoses,

and may result in more between-groups variance. It is hoped that future research would

continue to advance our understanding of aggression and the utility of the Rorschach in

predicting violent behavior in many different settings. Future research should continue to

examine the possible link between the Rorschach aggression variables and behavioral

manifestations of aggression. As Gacono and Meloy (1994) have cautioned, “without

real-world correlates of violence, questions of validity remain unanswered” (Gacono &

Meloy, 1994, p. 272).

Summary
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Contrary to expectations, there were no differences between the depressed and

paranoid patients in terms of their Rorschach responses. The depressed patients

demonstrated more verbal aggression directed toward the self than the paranoid patients,

at admission and during psychiatric hospitalization. Depressed patients also

demonstrated more autoaggressive behavior than the paranoid patients at admission to the

hospital. Consistent with previous research on violent behavior, ratings of aggression at

admission to the hospital were the only nearly significant predictor of aggression during

hospitalization. Although the Rorschach variables were not useful in predicting

aggressive behavior in this sample of inpatients, there were some methodological

limitations with this study that should be addressed in future research. In order to gain

additional insight into the relationship between Rorschach variables and violent behavior,

future research is needed.
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Appendix A

Rorschach Special Scores (Exner, 1993)

Special Score Definition Example
Deviant Verbalizations
(DV)

An inappropriate word or
redundancy that creates an
odd response. Assigned a
level (DV1 or DV2) based
on severity of response.

Examples of inappropriate
words include, “Spiders
trying to squish each other”
(DV1) and “These are
snakes in the Bible, from
the garden of evil.” (DV2)
Examples of redundancy
include, “A tiny little bird”
(DV1) and “A trio of three
people.” (DV2)

Deviant Response (DR) Includes inappropriate
phrases or tangential
responses. Assigned a level
(DR1 or DR2) based on
severity of response.

Examples include, “It
might be a cat, my father
always hated cats” (DR1)
and “I’m not sure what this
could be, something like an
animal nose, maybe equine
or bovine, like in that play
that was so filled with
passions and psychological
drama. I saw it twice. Yes,
the nose of a horse.” (DR2)

Incongrous Combinations
(INCOM)

Responses in which at least
one implausible or
improbable feature is
attributed to one object.
Assigned a level (INCOM1
or INCOM2) based on
severity.

Examples of INCOM’s
include, “Red bears”
(INCOM1) and “A person
with two heads.”
(INCOM2)

Fabulized Combination
(FABCOM)

Responses in which an
implausible or impossible
relationship is posited
between at least two objects.
Assigned a level
(FABCOM1 or FABCOM2)
based on severity.

Examples of FABCOM’s
include, “Two chickens
holding basketballs”
(FABCOM1) and “There is
a big man sitting there and
you can see his heart
pumping.” (FABCOM2)

Contamination (CONTAM) Two or more impressions
fused into a single entity.
The most bizarre of the

An example of CONTAMS
is, “It looks like blood, and
an island, it must be a
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Special Scores, and clearly
violates reality.

bloody island.”

Inappropriate Logic
(ALOG)

Unconventional or strained
logic is used to justify or
explain a response.

Examples of ALOG’s
include, “This must be the
north pole because it’s at
the top of the card” and
“He must be a coal miner
because he’s all black.”

Perseveration (PSV) Identical responses given to
the same card, or
consecutive cards. The
person may also allude to a
previous response when
responding to a subsequent
card.

Examples include
responding “a bat” to each
card, or responding, “Oh,
there are those people
again, but they are not
fighting now.”

Abstract Content (AB) Human emotion, sensory
experience, or symbolic
representation

Examples include, “This
whole thing represents
depression, it’s all black
and gloomy looking” and
“A statue representing
communist tyranny.”

Aggressive Movement
(AG)

Coded for movement
responses in which the
behavior is aggressive and
occurring in the present
tense

Examples include, “The
face of a man, he’s furious
about something” and “It
looks like a bullet smashing
through something.”

Cooperative Movement
(COP)

Movement responses in
which the behavior is
positive and collaborative.
May include aggressive
behavior if humans or
animals are collaborating
aggressively

Examples include, “Two
men lifting something up”
and “A bird feeding her
young.”

Morbid Content (MOR) Identification of an object as
dead, destroyed, or damaged

Examples include, “A
broken mirror” and “A
dead dog.”
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Appendix B

Rorschach Structural Summary Variables and Interpretations (Exner, 1993;
Weiner, 2004)

Variable Interpretation
R (Number of Responses) Less than 14 indicates an invalid profile.

Low number of responses suggests
defensiveness, depression, etc. A high
number of responses can suggest anxiety,
obsessiveness, or mania.

Lambda Measures how psychologically engaged the
subject is with the test, as well as general
openness to experience

EB Indication of coping style (ideational,
emotional, or inconsistent)

EA Positive coping resources, including
emotional and cognitive resources

EBPervasive Indicates preference for one method of
coping and decision-making over another

Eb A ratio of ideational to affective stressors
Es Current demands faced by the subject,

including disruptive thoughts, affective
demands, and so forth

Adjusted Es Removes situational stress from the es
score. Indicates long-term stressors.

D Measure of ego strength. Does the
individual have enough coping resources to
manage stress?

Adjusted D Removes situational stress from D.
Indicative of long-term coping abilities in
relation to stressors

FM Disruptive ideation about basic needs
M Disruptive ideation about helplessness and

powerlessness
Sum C’ Affective Constriction
Sum T Capacity for empathy and need for

interpersonal closeness
Sum V Painful introspection and self-criticism
Sum Y Anxiety
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FC: CF + C A ratio that provides information about
affect regulation. FC represents the ability
to control and modulate affect, while an
imbalance of CF + F suggests difficulty
modulating affect. C responses suggest
emotional outbursts or impulsivity

Afr (Affective Ratio) Degree to which the subject is willing to
respond to emotional stimuli

S (Space) Degree of anger or oppositionality
Blends Complexity of responses
CP (Color Projection) A response in which the individual refers

to an achromatic blot as having chromatic
color. A color projection response
suggests that the person tends to deny the
presence of unpleasant affect by replacing
it with a positive one

COP (Cooperative Movement) These are movement responses in which
the interaction is clearly positive or helpful.
Provides information about the subject’s
perception of interpersonal relationships

AG (Aggressive Movement) Movement responses in which an
aggressive act is occurring in the present.
High numbers of AG responses suggest
that the subject’s interpersonal
relationships are characterized by hostility
and possibly aggression

Human Representational Variable
(GHR/PHR)

Positive or negative perception of others

a:p Denotes a person’s style of interacting with
others, whether it tends to be more active
or passive. Also applies to a person’s
coping style, whether the individual copes
with stress through active means or tends
to rely on others or on fantasy to cope

Food Suggestive of dependency needs that may
impact interpersonal relationships

Human Content Degree of interest in others
PER (Personalization) A Special Score assigned when the

respondent uses personal experience to
justify a response. Represents a tendency
to be insecure about oneself and to become
defensive or argumentative when feeling
interpersonally threatened



123

Isolation Index A measure of the person’s tendency to
withdraw and isolate himself from others

Intellectualization Index (2AB+Art+Ay) The degree to which the person ends to
distance himself from affect and deal with
his feelings in a detached, intellectual
manner

Morbid Response Perception of self as damaged, weak, or
vulnerable

WSum6 Measures a person’s ability to think
logically and coherently

M- Measures a person’s ability to perceive
others realistically and accurately, and to
understand their needs

Mnone An indication of the number of human
movement responses in a protocol.
Provides information about the subject’s
ability to understand and empathize with
others.

XA% Measures reality testing across multiple
situations

WDA% Measures reality testing when
environmental cues are obvious

X-% Measures whether the subject is perceiving
reality accurately

S- Measures a subject’s distortion of reality
when angry

P (Popular Responses) High-frequency answers. Measures a
subject’s ability to interpret his or her
experience in a conventional manner.

X+% Measures reality testing and judgment
Xu% Measures a subject’s tendency to perceive

events idiosyncratically
Zf Reflects the amount of energy an

individual is using to make sense of the
world

W:D:Dd Related to a subject’s use of the location
features of the blot. Measures the subject’s
ability to attend to their experiences in a
conventional way, or whether the subject
prefers to attend to his or her environment
in a global or overly detailed manner.

W:M A ratio that compares an individual’s
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aspirations to ability.
Zd Measures the subject’s ability to efficiently

organize and integrate information in their
environment

PSV (Perseveration response) May suggest cognitive or neurological
impairment, or a tendency to become
preoccupied with particular matters

DQ+ Measure of cognitive sophistication
DQv Measure of cognitive immaturity or

imprecision. May reflect cognitive or
neurological impairment, tendency to
dissociate, or an individual’s propensity to
extensively engage in fantasy

3r + (2)/R (Egocentricity Index) Measures a subject’s ability to be
adaptively interested in himself or herself

Fr+fF (Reflection responses) Reflection responses suggest narcissistic
traits, such as being preoccupied with
personal needs

FD Measures a subject’s tendency to be self-
aware or introspective

An + Xy Measures a subject’s preoccupation with
his or her physical vulnerability
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Appendix C
Modified Overt Aggression Scale (MOAS; Kay et al., 1988)- Revised

Directions: For each category of aggressive behavior, check the highest applicable rating
point to describe the most serious act of aggression committed by the client during the
period of aggression as described on the incident report.

Verbal Aggression- Self

Verbal hostility, such as statements or invectives that seek to inflict harm on self
through devaluation or degredation, and threats of physical attack.

0- No verbal aggression
1- Shouts angrily, curses mildly or angrily, rips clothing, makes personal insults

directed at self
2- Curses viciously to self, has temper outbursts, is severely insulting in self-

referential statements
3- Impulsively threatens violence toward self
4- Threatens violence toward self repeatedly or deliberately

Verbal Aggression- Other

Verbal hostility, such as statements or invectives that seek to inflict harm on
another through devaluation or degredation, and threats of physical attack.

0- No verbal aggression
1- Shouts angrily, curses mildly or angrily, rips clothing, makes personal insults

directed at others
2- Curses viciously, is severely insulting to others, has temper outbursts directed

at others
3- Impulsively threatens violence toward objects and toward others
4- Threatens violence toward others repeatedly or deliberately

Aggression against Property

Wanton and reckless destruction of unit paraphernalia or others’ possessions.

0- No aggression
1- Slams doors angrily, rips clothing, urinates on floor
2- Throws objects down, kicks furniture, defaces walls
3- Smashes windows, breaks objects
4- Sets fires, throws objects dangerously
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Autoaggression

Physical injury toward oneself, such as self-mutilation or suicide attempt

0- No aggression
1- Picks or scratches skin, pulls hair out, hits self (without injury)
2- Bangs head, hits fits into walls, throws self on floor
3- Inflicts minor cuts, bruises, burns, or welts on self
4- Inflicts major injury on self or makes a suicide attempt

Physical Aggression

Violent action intended to inflict pain, bodily harm, or death upon another

0- No aggression
1- Makes menacing gestures, swings at people, grabs at clothing
2- Strikes, kicks, pulls, scratches, pulls hair of others (no injury)
3- Attacks others, causing mild injury (such as bruises, sprains, or welts)
4- Attacks others, causing serious injury (such as fracture, loss of teeth, deep cuts,
or loss of consciousness)

Rating Summary

Scale Scaled Score Weighted Score

Verbal Aggression- Self ____ x 1= ________

Verbal Aggression-Other ____ x 1= ________

Aggression Against Property ____ x 2= ________

Autoaggression ____ x 3= ________

Physical Aggression ____ x 4= ________

Total Weighted Score _________
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** Verbal Aggression Original Subscale

Verbal hostility, such as statements or invectives that seek to inflict harm on
another through devaluation or degredation, and threats of physical attack.

0- No verbal aggression
1- Shouts angrily, curses mildly or angrily, rips clothing, makes personal insults
2- Curses viciously, is severely insulting, has temper outbursts
3- Impulsively threatens violence toward objects, toward others, or toward self
4- Threatens violence toward others or toward self repeatedly or deliberately
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