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Abstract

Sundbom, Elisabet (1992): Borderline Psychopathology and the Defense Mechanism Test. Doctoral 
dissertation from the Department of Applied Psychology, University of Umeå, S-901 87 UMEÄ, 
Sweden.
ISBN 91-7174-643-9.

The main purpose of the present studies has been to develop the Defense Mechanism Test (DM1) for 
clinical assessment of severe psychopathology with the focus on the concept of Borderline Personality 
Organization (BPO) according to Kemberg. By relating the DMT and the Structural Interview to each 
other, the concurrent validity of the concept of Personality Organization (PO) for psychiatric inpatients 
has been investigated. Two different assessment approaches have been used for this purpose. One has 
been to take a theoretical perspective as the starting-point for the classification of PO by means of the 
DMT. The other has been a purely empirical approach designed to discern natural and discriminating 
patterns of DMT distortions for different diagnostic groups. A dialogue is also in progress between 
DMT and current research on the Rorschach test in order to increase understanding of borderline 
phenomena and pathology.

The overall results support Kemberg's idea that borderline patients are characterized by specific 
intrapsychic constellations different from those of both psychotic and neurotic patients. Both the DMT 
and the Structural Interview provide reliable and consistent judgements of PO. Patients with the 
syndrome diagnosis Borderline Personality Disorder exhibit different perceptual distortions from 
patients suffering from other personality disorders. The classic borderline theory is a one-dimensional 
developmental model, where BPO constitutes a stable intermediate form between neurosis and 
psychosis. The present results suggest that a two-dimensional model might be more powerful. Hence, 
the level of self- and object representations and reality orientation might be considered both from a 
developmental gad an affective perspective across varying forms of pathology.

Kemberg suggests that borderline and psychotic patients share a common defensive constellation, 
centered around splitting, organizing self- and object representations. This view did not find support. 
The defensive pattem of the BPO patients is significantly different from the PPO defensive pattern. The 
BPO patients form their self- and object images affectively and thus the self- and object 
representations would seem to influence the defensive organization and not the other way around. The 
results have implications for the procedure and the interpretation of the DMT e.g. one and the same 
DMT picture can discern different kinds of personality; reactions other than the operationalized 
defense categories in the DMT manual can be valid predictors of PO; some of the DMT defenses 
described in the manual have to be reconceptualized such as isolation, repression and to some degree 
denial. Multivariate models are powerful tools for the integration of reactions to DMT into diagnostic 
patterns.

Key words: Defense Mechanism Test, defense mechanisms, percept-genetics, Structural Interview, 
Borderline Personality Organization, Borderline Personality Disorder, Principal Component Analysis, 
PLS-discriminant analysis.
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"We lay bare history, structure and superstructure and believe that we 
understand why things went the way they did. But the heart has its own 
way of knowing. It is a wretched bird which is stuck in a superstructure 
and does not know which way to fly. It has developed a phobia of open 
doors."

Stefi Pedersen
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Psychodynamic features in borderline personality disorder 
identified by a subliminal test, the Defense Mechanism 
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III. Sundbom, E. & Armelius, B-Å. (1991). Reactions to
DMT as related to psychotic and borderline personality 
organization. Scandinavian Journal of Psychology. In 
press.

IV. Sundbom, E. (1991). DMT reactions in neurotic,
borderline and psychotic patients and non-patients. 
Submitted to Acta Psychiatrica Scandinavica.



ABBREVIATIONS

BPD Borderline Personality Disorder

BPO Borderline Personality Organization

DIB Diagnostic Interview for Borderlines

DMT Defense Mechanism Test

DSM-III Diagnostic and Statistical Manual of Mental 
Disorder, the 3rd Edition

Hero The young person, centrally placed in the DMT
picture

NPO Neurotic Personality Organization

PCA Principal Component Analysis

PLS Partial Least Squares in latent structures

PO Personality Organization

Pp The older peripheral person in the DMT picture

PPO Psychotic Personality Organization
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1. THEORETICAL AND EMPIRICAL 
BACKGROUND

1.1. The borderline concept

As an intermediate form of psychopathology between neurosis and 
psychosis, the borderline condition may resemble the neurotic or psychotic 
conditions, raising important definitional and diagnostic problems for 
clinicians and theorists alike. The pseudoadaptiveness of the borderline 
patient masks an underlying chaotic inner world which differs from 
neurotic patients in a number of essential respects. This means that we 
have to understand the underlying origins of their pathology such as the 
patient's object relations and general ego functioning. As early as 1938, 
Stern focused solely on the importance of pre-oedipal factors in the 
development of the borderline condition. The concept has a long and 
controversial history in both descriptive psychiatry and psychoanalysis. 
Yet there is no consensus about what symptoms, dynamics and treatment 
one has in mind when talking about so-called borderline cases. Is it a 
conceptual entity or is it an accident of our time? Green (1977) cites 
Knight's remark (1953), "just as the hysteric was the typical patient of 
Freud's time, the borderline is the problem patient of our time...The 
mythical prototype of the patient of our time is no longer Oedipus but 
Hamlet" (p.15). It is difficult to imagine a more confusing diagnostic label 
for an emotional disorder. What does it mean for patients with identity 
problems to have a disturbance that is regarded to be not exactly one thing 
or another? Some clinicians have claimed that the term is too vague and 
misleading, while others seem to find it useful. However, the borderline 
concept has won great popularity.

Besides the definition of the term as a diagnostic entity between neurosis 
and psychosis, there is a further significance concerning the fortunes of 
these individuals. They seek desperately to maintain the untenable position 
between genital and pregenital life -  the dread of adult life and at the same 
time the dread of not choosing it because of the risk of being psychotic. In 
other words they are on the uncrossable border between "then" (life) and 
"the future" (death).
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In a review of the literature, clear theoretical disagreements exist for 
example as to whether borderline patients really represent a clearly 
separate level of personality functioning or are part of a spectrum of 
schizophrenia, e.g. ambulatory schizophrenia (Zilboorg, 1956), borderline 
schizophrenia (Knight, 1953) and abortive schizophrenia (Mayer, 1950). 
Those authors within the descriptive field who utilize, for example, 
genetic studies (Kety et al., 1968), adoption studies (Wender, 1977) tend to 
consider the borderline pathology as part of the psychotic sphere. On the 
other hand, recent empirical studies of Perry & Klerman (1980); 
Gunderson & Singer (1975); Gunderson (1987) and Kullgren (1987), also 
within the descriptive area, do not focus on the links with psychosis but 
emphasize the developmental arrests of the group and the stability of the 
diagnostic entity. Kolb & Gunderson (1980) have developed a 
semistructured interview (the Diagnostic Interview for Borderline, DIB) 
for this diagnostic purpose with the focus on behavior and selected areas of 
the patients history. Several studies have clearly demonstrated the 
satisfactory descriptive validity of the DIB concept (McGlashan, 1983; 
Kullgren, 1984). This descriptive approach emphasizes conceptual clarity 
and is based on studies of large numbers of patients and with careful 
observation of signs and symptoms, clustered into well-defined categories.

The psychoanalytic approach to borderline pathology represents the 
second line of development of the borderline concept. The fact that 
borderline patients often show a pseudoadaptive facade suggests the need 
to realize the underlying dynamic and structural features of the 
pathological, internalized object relations, defenses and arrests, ego- and 
superego structures (e.g. Kemberg, 1970; Kohut, 1977; Masterson & 
Rinsley, 1975; Meissner, 1978 and Mahler, 1971). However, a controversy 
exists within the psychoanalytic area whether a paradigm of developmental 
arrest or conflict is more appropriate in the understanding of borderline 
pathology -  a controversial issue of great importance in the treatment of 
non-neurotic patients.

Although several discrepancies exist in contrasting descriptive and 
psychoanalytic approaches to the borderline concept, the central issues 
remain the same: What defines a borderline disorder? What are its etiology 
and psychodynamics? What is its most effective treatment? In what 
follows, I will briefly present the main theoretical and empirical views of 
this concept, relevant to the present studies. This review is partly based on
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the clinical models presented by Goldstein (1990). She has nicely 
addressed these questions by means of different clinical models. In the 
following section I will summarize some of her findings.

1.2. The DSM -HI model 

Borderline Personality Disorder
The borderline diagnosis was finally included in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-III, 1980; DSM-III(R),
1987). The DSM-III(R) is characterized by distinct inclusion/exclusion 
criteria concerning above all the main diagnosis (Axis I). The 
classification is based on a consensus of opinions, overt signs and 
symptoms without consideration of their underlying causes, and further 
regarded as atheoretical. Borderline pathology is considered to be one of 
many types of personality disorder (Axis II). In order to qualify for a 
borderline personality disorder (BPD) the patient must have at least five of 
eight characteristics that include: unstable and intense interpersonal 
relationships; impulsiveness; affective instability; inadequate, intense 
anger or lack of control of anger; recurrent suicidal threats, gestures, or 
behavior or self-mutilating behavior; marked and persistent identity 
disturbance; chronic feelings of emptiness and boredom; and frantic efforts 
to avoid real or imagined abandonment. These criteria also take into 
consideration the duration of time. For example, if some symptoms 
disappear after two weeks, the patient receives one type of diagnosis in 
contrast to symptoms existing for one year or more. Some objections have 
been raised to this model especially concerning the assessment of different 
kinds of personality disorders, its specific criteria and its neglect of the 
patient's earlier development (e.g. Gunderson, 1987; Kernberg, 1984).

Some studies have demonstrated a high concordance between the concepts 
of Kemberg's structural model, DSM-III and DIB (e.g. Blumenthal et al., 
1980; Kullgren, 1987). They found a considerable overlap between these 
concepts even if the DSM-III criteria and DIB imply a much narrower 
definition of the borderline concept than the Kembergian model.
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1.3. The Conflict model

Borderline Personality Organization
Besides theorists such as Masterson (1976) and Rinsley (1977), Kemberg 
seems to be one of the major proponents of the conflict paradigm, where 
the emphasis is on the technical neutrality of the analyst and the analyst's 
reliance on interpretation as the primary instrument for achieving 
therapeutic change (Kemberg, 1970; 1975; 1977; 1980 and 1986). 
Utilizing some of the concepts developed by Melanie Klein and relying 
heavily on the developmental contributions of Jacobson and Mahler, he 
has introduced an object relation theoretical perspective to classic 
psychoanalytic ego psychology. He organizes character pathology along a 
continuum from higher range (i.e. neurotic characters) to middle range and 
lower range of organization (i.e. primarily borderlines) on the basis of 
underlying structural characteristics (Kernberg, 1970). While the 
borderline pathology reflects a fixed, intermediate level of development 
between neurosis and psychosis, he proposes that it affects all later 
personality functioning, and that presenting problems or overt symptoms 
are not reliable indications of borderline conditions. He suggests that three 
structural characteristics (the degree of identity integration, the level of 
defensive operations, and the capacity for reality testing) have particular 
relevance for the differential diagnosis.

While neurotic personality organization (NPO) implies a stable self 
concept and a stable representational world, the borderline (BPO) and 
psychotic personality organization (PPO) show a diffusion or 
fragmentation of the identity.

"In the psychoses, there is a severe defect of the differentiation between
self and object images with the concomitant blurring of the ego
boundaries in the area of differentiation between self and nonself.....In the 
case of the borderline personality organization, the self and object images
are relatively well differentiated from each other but the lack of
synthesis of contradictory self and object images has numerous 
pathological consequences" (Kemberg, 1986, pp 301-302).

He has systematically identified two overall levels of defensive 
organization of the ego associated respectively with oedipal and preoedipal 
pathology. In contrast to previous psychoanalytic classifications of the
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libidinal development (oral, anal, phallic, etc), he focuses on the 
distinction between genital and pregenital instinctual strivings. The NPO 
represents a defensive organization centering around repression and other 
advanced or high-level defensive operations, BPO and PPO show a 
predominance of primitive defensive operations around the mechanism of 
splitting and other related mechanisms, such as denial, omnipotence, 
primitive devaluation and idealization and projective identification. 
However, even if borderline and psychotic patients share a common 
primitive defensive constellation, it serves different functions:

"These defenses, although they protect borderline patients from 
intrapsychic conflicts, do so at the cost of weakening the patients' ego 
functioning....These same primitive defensive operations are found in 
psychotic organization and function to protect these patients from further 
disintegration of the boundaries between self and object" (Kernberg, 
1980b, p.6).

He means that splitting represents a developmental precursor of repression, 
and that it continues to function significantly only in those patients 
incapable of whole object relations. The borderline defensive structure 
emerges developmentally to protect the child from intrapsychic conflict 
caused by the child's aggression. Object images and/or self images with 
opposite affective linkages are actively dissociated in order to prevent 
diffusion of anxiety within the ego as well as to protect good introjects 
from bad ones. While they are warding off conflict, however, these 
primitive defenses weaken the ego so that the identity, the superego 
functioning, and the mature object relations are not consolidated. Further 
the NPO and BPO are characterized by maintenance of a good reality 
testing ability, while the PPO shows impaired reality testing.

1.3.1. The Structural Interview
To elicit data reflecting the Borderline cardinal structural features 
Kernberg developed a dynamic clinical interview linked to his concept of 
personality organization (PO)- the Structural Interview (Kernberg, 1981). 
The main purpose of this interview is to evaluate the structural criteria by 
focusing on the observable manifestations of identity integration, 
defensive operations and reality testing, as they appear in the "here-and- 
now" interaction with the interviewer. The interview combines a/ features
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of the traditional mental status examination b/ a psychoanalytically 
oriented interview focusing on the patient/interviewer interaction and c/ 
clarification, confrontation and interpretation in the "here-and-now" of 
identity conflicts, defensive operations, and reality distortions, which the 
patient reveals in his interaction with the interviewer, particularly as they 
express identifiable transference elements.

Because the theory emanates from a specific interest in the borderline 
group, the BPO concept has received most attention from clinicians. 
Kemberg's reservation of repression for high levels of character 
organization and splitting for patients with ego weakness has been 
questioned clinically by e.g. Abend et al. (1983) and Sugerman & Lemer 
(1980). They point to the fact that many borderline patients have access to 
the defense mechanism of repression, even if this defense may be more 
tenuously maintained than it is in neurotics. They suggest that the 
distinction between borderline and other pathologies is not a qualitative 
but a quantitative one on a continuum between neurosis and psychosis. 
This view is also supported by Blanck & Blanck (1974) and Reich & 
Frances (1984). Also the concept of splitting has been the focus of 
controversy (e.g. Lichtenberg & Slap, 1973; Lustman, 1977; Dorpat, 1979; 
Graia, 1980).

Though the concept of PO is widely cited and debated in the literature, 
proportionately few empirical studies have been published. Among others, 
Lemer & Lemer (1980; 1982) and Lerner (1991) have contributed with 
interesting findings based on the Rorschach method, lending strong 
support to the contention that borderline patients present an identifiable 
constellation of defenses, different from that of neurotic and schizophrenic 
patients, according to Kemberg's theory.

To test Kemberg's theoretical assumptions and to determine the 
performance of the Structural Interview in comparison with other 
measurement methods Carr et al. (1979), Kemberg et al. (1981) and 
Blumenthal et al. (1980) found significant agreement between the 
Structural Interview, DIB, the psychological tests WAIS/Rorschach, and 
retrospective DSM-III diagnosis. However, these findings are not free 
from objections. As has been pointed out by Reich & Frances (1984) the 
whole concept of PO might merely reflect a degree of severity in 
psychopathology, which could be more easily and reliably measured by
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other instruments on a global assessment scale. Moreover, in neither 
Kemberg’s et al. (1981) nor Carr's et al. (1979) studies were clinical 
diagnoses derived blindly and independently from other measures. A 
limitation is also the lack of reported inter-rater reliability for the 
diagnosis arrived by the Structural Interview. Furthermore, the 
discrepancies which occurred between the Structural Interview and DSM- 
III diagnosis were most often accounted for by patients meeting DSM-III 
criteria for affective disorder, actualizing the issue of state and structure.

The assumption that the structural diagnosis of PO represents a deeper and 
more stable aspect of personality than a behaviorally oriented diagnosis 
(Kernberg, 1980a) did not win support in a five-year follow up study by 
Kullgren & Armelius (1990). A shift in PO was closely linked to the 
presence of a major affective disorder on index admission. All borderline 
patients with a concomitant major affective disorder received a diagnosis 
of NPO at follow-up.

1.4 The Deficit model

Instead of viewing borderline disorder as reflecting a stable defensive 
structure that wards off intrapsychic conflict, many clinicians argue that 
the deformed self- and object representations seen in non-neurotic 
patients stem from developmental arrests and represent self deficits (e.g. 
Kohut, 1971; 1977; Stolorow & Lachmann, 1980; Buie & Adler, 1982 and 
Balint, 1968). Kohut believes that a careful study of the transference 
reactions these patients manifest enables the analyst to encourage a 
resumption of the development of arrested self- and object 
representations. Although the claim is that the activity of the analyst is 
interpretation, it has became increasingly clear that, for example, Kohut 
(1984) and Searles (1986) consider empathy and the emotional atmosphere 
of the sessions to be of far greater importance to therapeutic change.

Even if the distinction between defense against intrapsychic conflict versus 
developmental arrest seems intertwined developmentally, the 
determination of which functions are primary will affect the therapeutic 
approach (Zetzel, 1971; Killingmo, 1989). The treatment implications that 
stem from these differing perspectives are divergent and even 
contradictory. The deficit-model theorists argue that most borderline
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patients cannot tolerate the techniques implied by a conflict-model 
approach. Instead they stress the need for a more reparative use of the 
therapeutic relationship. According to Killingmo (1989) and Wallerstein 
(1983), intrapsychic conflicts and developmental failures are present in 
varying combinations in the psychopathology of every patient. 
Accordingly, the analyst should be constantly amenable to oscillation 
between interpretative and affirmative strategies.

In summary: This short review of the nature of borderline pathology brings 
important questions to the surface, showing that different diagnostic 
models emphasize different but often overlapping diagnostic 
characteristics but with divergent treatment implications. Further they 
focus on different sources of data such as patient-observable 
manifestations, symptoms or intrapsychic processes but also, it is 
important to remember, based on patients with different backgrounds such 
as in- and outpatients.

However, each of the presented models contributes to an understanding of 
the borderline patient's difficulties but I think we have to bear in mind that 
no model does justice to the specific pathology of the borderline 
characterized by chaos and confusion. We should not make the 
incomprehensible too simple, or in other words, we have to accept 
ambiguousness and complexity.

Questions that face the clinician are e.g.:

-  Is it better to use the broader borderline concept BPO or to use the 
syndrome diagnosis BPD?

-  How do we deal with the fact that different theoretical models emphasize 
different criteria giving rise to divergent concepts?

-  Is it possible to operationalize theoretical formulations such as 
Kemberg's BPO, emerging from modem object relations theory and 
structural theory of ego psychology of non-neurotics, into empirical, 
useful test-related concepts, and provide tools for evaluating hypotheses 
generated by this expanding body of knowledge?
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2. PROJECTIVE TESTS AS METHODS OF 
LAYING BARE DEFENSIVE REACTIONS

Recent theoretical and therapeutic advances in the psychoanalytic field 
have increased the interest of many clinical psychologists in psychological 
testing. In particular, the advances in the understanding of preneurotic 
pathology have provided new formulations within the clinical and the 
research field (Kwaver et al., 1980).

The need for a differential assessment of the personality seems important, 
not only for discriminating between different kinds of disorders such as 
narcissistic or borderline (Kohut, 1977; Kemberg, 1986), but also to assess 
arrests in the ego organization -  often disguised by neurotic symptoms. 
For example, the findings of Zetzel (1968) based on a reconsideration of 
the relation between hysteria and infantile oedipal conflicts, indicated 
certain subgroups which may be distinguished among patients whose 
presenting symptoms are hysterical. All these patients initially presented a 
clinical picture clearly suggestive of an unresolved oedipal genital stage. 
Not all of them, however, proved to be analysable because of a genuine 
inability to distinguish between external and internal reality.

Findings in the field of psychotherapy research (Masterson, 1976), and 
from the case material illustrated by the Menninger Foundation 
psychotherapy research project (Appelbaum, 1977 and Wallerstein, 1986) 
showed that sophisticated projective psychological testing may make a 
major contribution to the study of the adaptive and defensive functions of 
the ego. These methods enjoyed a strong advantage over the psychiatric 
diagnoses, which stressed descriptive features over structure in the 
prediction of outcome of psychotherapy. They also proved to have an 
advantage over social workers' reports and clinical observations used 
individually or in combination. With a methodology which uncovers the 
underlying pathology, we would be able to steer away from some 
unsuccessful treatments.

With the integration of theories of modem object relations and of affects 
and self psychology in classic psychoanalytic theory, new models of 
psychopathology and personality development have emerged. Changes in 
diagnostic psychological testing have followed these developments in
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personality theory with a growing interest in projective techniques. An 
advantage of projective methods is that they provide a non-familiar 
unstructured setting, facilitating the expression of underlying personality 
structures and dynamics compared to many other psychometric tests and 
questionnaires. The examiner's role is also different. In psychometric 
testing the examiner is seen as a source of bias, therefore, his role is 
minimized. By contrast, in projective situations the role of the examiner is 
maximized. The examiner's skill, judgment and intuitive sensitivity are 
regarded as the most sensitive clinical tools available. These differences 
between psychometric and projective techniques have led to a dispute 
between "believing" clinicians and the "sceptical" researchers concerning 
the low reliability and somewhat dubious validity of projective methods 
(e.g. Heath, 1958; Murstein, 1965 and Schwartz & Lazar, 1979). However, 
recent research advances in the Rorschach tradition in particular have 
proven that projective methods add significantly to the diagnosis, 
treatment, and understanding of patients (e.g. Appelbaum, 1977 and 
Lemer, 1991).

2.1. The Rorschach test and borderline pathology

In an attempt to revise the Rorschach manual according to existing 
theories about borderline, Kwaver et al. (1980) reviewed the 
psychoanalytically oriented test literature. The contributions to that 
volume show that it is possible to operationalize critical concepts such as 
ego-weakness, primary-process thinking, pathological internal object 
relations, and low- and high-level defenses in the Rorschach test. Lerner 
& Lemer (1980) developed a Rorschach Defense Scale, largely based on 
what in Rorschach is called human and humanoid responses, which 
assesses five defense mechanisms related to lower level of defensive 
functioning as described by Kemberg (1976). In two studies comparing 
matched samples of borderline, neurotic and schizophrenic patients, they 
found that the inter-rater reliability was good, as was the conctruct validity 
of the scale. Splitting, projective identification, low-level devaluation and 
denial, distinguished samples of borderlines and neurotics in expected 
direction. The first study also revealed that borderline patients showed 
fewer differentiated and more temporally and spatially distanced human 
responses than did neurotics. In the second study, a comparison of 
defenses among borderline and schizophrenic inpatients was made. The
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results showed that the borderline patients achieved significantly higher 
scores on all of the defense measures, especially denial and projective 
identification, as compared with the schizophrenic patients. Further, the 
borderline patients produced significantly more human responses. The 
importance of the assessment of human responses on the Rorschach test 
related to different types and severity of psychopathology are also reported 
by Lemer & Peter (1984). In a recent work, Lerner & Lerner (1988) have 
extended the clinical and research uses of Rorschach to the entire spectrum 
of primitive or early developmental mental states including narcissistic 
disturbances, eating disorders, victims of incest and disturbances in the 
gender identity. However, the Rorschach method is only one among other 
projective techniques applied to the task of examining psychoanalytic 
hypotheses.

2.2 . The Defense Mechanism Test

The DMT has been used in studying the relationship between personality, 
notably defensive operations, and the perceptual process (Kragh, 1955). 
The test was developed in the 1950s inspired by the "new look of 
perception", borrowed from the old German research on "Aktualgenese" 
(Sander & Volkelt, 1962; Werner, 1956). One of the cornerstones of the 
percept-genetic theory is that the processing of internal and external 
stimuli is essentially identical (Kragh & Smith, 1970), based on the 
findings/works of such theorists as Rapaport (1960) and Sandler & Joffe 
(1969). Kragh and his co-workers developed the "percept-genetic model 
of perception-personality", including the assumption that ontogenetic 
experiences are reflected in the percept-genesis of the individual. In the 
DMT the development of reports to a conflict-related stimulus presented 
tachistoscopically is followed at increasing exposure times. The defensive 
mechanisms mobilized for coping with these conflicts are observed. It is 
assumed that defenses are activated in accordance with Freud's classic 
theory of neurosis: threat/danger-signalanxiety-defense against anxiety. 
These three aspects of Freud's model correspond in the test to subliminal 
threat-submanifest or sometimes manifest anxiety-defensive structures 
(Kragh, 1985). The DMT consists of a TAT-like picture with a young 
sympathetic person (Hero) in the central part of the picture to identify with 
(Murray, 1971) and a threating older person of the same sex in the 
background (the Peripheral person, Pp). In front of the Hero an Attribute is
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placed, used or held by the Hero. The picture is presented 
tachistoscopically to the subject from 5 milliseconds up to 2 seconds on 
the 22nd exposure. The motif of the stimulus is changed to the second 
series. The procedure and the scoring of the test protocol follow a manual 
developed over a number of years (Kragh, 1985).

Each picture is evaluated with respect to how it is different from the 
stimulus picture. The deviations, called signs, are interpreted as attempts 
by the person to manage the anxiety provoked by the pictures. In this 
respect the deviations have the same function as the defense mechanisms 
in psychoanalytic theory, and are related to the basic modes of defensive 
functioning, blocking from consciousness and distortion of contents 
(Sjöbäck, 1973). The signs are grouped into ten defensive mechanisms 
such as repression, isolation, reaction formation etc. All together there are 
more than 60 different signs specified in the manual. This is of course both 
an asset and a problem of the test. The advantage is that there is a rich 
source of information to work with, but the problem is that it requires a lot 
of inferential structure and competence to integrate all these signs into 
meaningful synthetic interpretations.

The ten main indicators of defenses in the DMT manual (Kragh, 1985) are:

1. Repression: Hero and/or Pp have a quality of rigidity and 
inanimateness or of being masked, or are animals.

2. Isolation: Hero and Pp are separated from each other in the field, part 
of the configuration is excluded or "whitened"; parts of the P-phase 
sequence are excluded. The concept of P-phase refers to structures, 
whereas the subject experiences something meaningful in the place of 
Hero and/or Pp.

3. Denial: Existence of threat is denied or made light of.

4. Reaction formation: The threat is turned into its opposite, e.g. 
friendliness.

5. Identification with the aggressor: Hero is the person attacking or 
threatening.
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6. "Introaggression": (Turning against the self): Hero or the Attribute is 
hurt or worthless or the Attribute is a threat to the Hero.

7. Introjection of the opposite sex: Hero's gender and/or the Pp's gender 
are not correct.

8. Introjection of another object: Hero is duplicated or multiplied; the 
identity of Hero is drastically changed.

9. Projection: Successive and specific changes of Hero before Pp has 
become threatening, or secondary change of Pp via Hero.

10. Regression: The total phase structure, or partial structure, breaks down 
to a structure belonging to an earlier phase level.

2.2.1. Reliability
In contrast to many other projective tests, the objective evaluation system 
is a clear advantage in the DMT, with a minimal of subjective 
interpretation of the responses in the coding procedure. This has entailed 
that the inter-rater reliability ranges from acceptable to high (Kragh, 
1985 and Ozolins, 1989). This is a natural consequence of the relatively 
extensive training of the raters, but it would be desirable to know the 
amount of training that a rater ought to have in order to be able to rate 
signs of the DMT protocols more or less reliably (Meier-Civelli & Stoll,
1988). We may also suggest that the reliability is influenced by the 
strictness of the formalized rules in the coding system as well as the 
variations in the instructions in different "schools".

Information on the reliability of dataintegration seems exclusively to 
have been based on studies of personnel selection and is high (Kragh, 
1985). However, in that area alone, there are formalized rules, and these 
have changed many times during the last decades. Within the clinical field 
rules for integration of data are lacking.

The test-retest stability of the results over time is a question which has 
not been sufficiently assessed. According to psychoanalytic theory, 
defense mechanisms are assumed to be fairly consistent over time and to 
change. If the test-retest results do not change over time, the test would
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seem to be reliable. Kragh (1985) reports a study of Neuman (1967) in 
which pilots were retested with a parallel version of the DMT one and five 
years later. The stability of the ratings on a nine-step scale and the 
stability of individual defense structures were calculated. After one year, a 
ratings stability of rho = 0.81 was found; after a five year interval a rho = 
0.53 was determined. However, I question whether a five-year follow up 
study like this should be regarded as a measure of parallel-test reliability 
of the test. Maybe it is more a matter of validity, actualizing the issue: 
What do we really know about state and structure in DMT? This is an 
important question, not relevant in this present work, but should be 
investigated in future studies.

2.2.2. Validity.
A presentation of different types of research data supporting the 
assumptions that percept-genetic methods reveal signs of classic defense 
mechanisms are given in Westerlundh & Sjöbäck (1986).
"1. There is, in some instances, a clear structural identity between the 
signs of defense, as they are observed in protocols of percept-genetic 
series, and the workings and results of the classical mechanisms, as 
defined in the theory (cf. Kragh, 1969).
2. Comparisons between clinical groups (e.g., groups of obsessive- 
compulsive neurotics and groups of hysterics) have revealed differences in 
predominant signs of defense in accordance with analytic expectations 
concerning such differences in defense (cf. Kragh & Smith, 1970).
3. Comparisons between the results of percept-genetic testing of patients 
in psychoanalysis with the ratings of their analysts as to their predominant 
defensive efforts during the analysis have yielded positive results (cf. 
Sharma, 1977; Kragh, 1980).
4. Studies of the defensive endeavors of children, from the age when they 
are amenable to percept-genetic investigation -  i.e., from four on 
upwards -  have revealed a development of defensive strategies with 
increasing age that essentially corresponds to psychoanalytic conceptions 
about the ontogenetic development of the defensive organization (Smith & 
Danielsson, 1982).
5. Finally, we may systematically vary different kinds of stimuli whose 
contents, according to analytic theory, represent various "threats" 
("warnings of punishment", according to Fenichel (1946)) or "temptations" 
(reminders or provocations of repressed objectionable impulses), and then
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examine the effects of such variation of stimuli on defense as revealed in 
the contents of the percept-genetic series. Thus, the latter is here 
employed as an experimental dependent variable" (Westerlundh & 
Sjöbäck, 1986; pp.164-165).

The last point is illustrated by e.g. Westerlundh & Sjöbäck (1986) with 
normal subjects randomly assigned to one of three experimental 
conditions: Aggressive, Sexual and Neutral stimulus presented
subliminally immediately before the DMT series. It was found that 
experimental probes of aggression lead to more isolation than the control 
condition with a neutral stimulus. A homosexual stimulus gave rise to 
more signs of anxiety and shifts between correct and incorrect sex of the 
persons and multiple persons in the figure. Both conditions gave a higher 
incidence of signs than the neutral condition.

However, the concepts of defense mechanism and defense are pervasive in 
psychiatric and psychoanalytic literature, and it is commonly 
acknowledged that semantics are a major problem in the study of defenses. 
It is not my primary intention in this work to focus on a detailed discussion 
of this theoretical issue, for which I refer to Gill (1963); Sjöbäck (1973; 
1990); Wallerstein (1985) and Vaillant (1986).

Few attempts have been made to compare different methods aimed at 
quantifying defensive strategies. In a study reported by Olff et al. (1990) 
the DMT was compared to paper-and-pencil tests of defense. The results 
showed that there were virtually no correlations between the DMT and the 
other measures of defense. Their interpretation was that the DMT may be 
measuring primary defense while defense questionnaires may be assessing 
more secondary forms of defense.

In addition, the DMT has been used successfully in many studies in 
connection with the selection of personnel for stress-related tasks where 
traditional personality measures have proven to be weak, e.g. aircraft pilots 
(Kragh, 1960; Neuman, 1978; Vaernes et al., 1988 and Håan, 1988), 
parachutists (Baade et al., 1978), and professional drivers (Svensson & 
Trygg, 1984). The rationale behind this is that defense mechanisms bind a 
considerable amount of psychic energy, which under stress conditions is 
no longer available for coping with reality.
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Criticisms of these research data have not been absent. Many of the 
objections focus on the construct validity of the test. Kline (1987) argues 
that findings which support this theory are mostly based on a 
phenomenological similarity to the defense mechanisms like face validity, 
which can in no way guarantee the construct validity, and that much of the 
evidence of this validity is clinical rather than experimental. "To the 
believer the responses seem like clear evidence for defenses, to the sceptic 
more evidence is required" (p. 57) because there is no independent 
evidence of defenses. The lack of studies which attempt to relate DMT 
scores to other more established constructs has also been pointed out by 
Cooper (1988).

The validation of the DMT against independent clinical criteria in terms 
of diagnoses and syndromes has been unsatisfactory. The necessity of 
including multiple constructs convergent and discriminant to the construct 
of theoretical interest has been pointed out by Widiger (1982). In this 
context the Sharma's study (1977) needs to be mentioned. He compared 
the DMT with therapists' ratings of their patients' defenses, object relations 
and self- structure. A satisfactory predictive validity of the DMT vis-a- 
vis the criteria was found e.g. for the defenses introaggression, 
identification with the female role, and projection. His conclusion was that 
"the DMT variables may be considered valid for analysis of the aspects of 
disturbed self-organization, particularly the traumatic self-experiences, 
disturbed self-image, and defenses" (p. 153).

Von der Lippe & Torgersen (1984) studied the relationship between the 
DMT and different character patterns as measured by the Basic Character 
Inventory. They found a connection between obsessive traits and isolation 
in the DMT, and a significant correlation between hysterical patterns and 
introjection of the opposite-self role, but only a marginal one to 
repression. The oral character pattern was related to sensitivity to oral 
stimulus themes in the DMT. Uncertainty about the validity of DMT 
repression has also been reported by Kline (1987).

In Rubino et al.'s study (1991) neurotic patients and somatically ill patients 
with asthma or psoriasis were compared on the DMT. The somatic 
patients, more often than the neurotics, presented zero-phases, colour 
regressions, lack of recognition of the Threat and an overaged Hero. Four 
signs (repression, denial, reaction formation and identification with the
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aggressor) were shown by significantly more subjects in the neurotic 
group; projection nearly reached significance in the same direction.

Nilsson et al. (1986) compared neurotic/preneurotic defenses and traumatic 
anxiety of patients suffering from "oral galvanism". A percept-genetic 
procedure consisting of two object-relation themes -  the one involving 
attachment and the other separation -  for assessing traumatic anxiety and 
preneurotic defensive operations were used. In addition, the DMT was 
applied for examined neurotic defenses. Focusing on the results of the 
DMT, significantly more signs of repression (Hero), no recognition of the 
Threat, "identity confusion" and discontinuity of Hero and/or Pp were 
found among the patients in the "oral galvanism" group compared to the 
control group.

Besides the lack of validity for clinical diagnostic entities, studies of the 
relationship between the DMT and independent clinical ratings of defenses 
need to be intensified. The shift of focus from neurotics to non-neurotics 
in psychoanalytical literature has stimulated interest in other defense 
mechanisms in addition to those outlined by e.g. A. Freud (1937) and 
Fenichel (1946). The latest years have seen a number of clinical empirical 
studies of defenses employing different kinds of methods. Noteworthy are 
the studies of Lemer & Lerner (1988); Kwaver et al. (1980) and Lerner 
(1991) using the Rorschach test, Perry & Cooper (1986) and Vaillant & 
Vaillant (1986) using clinical ratings of defenses, and Bond (1986) using 
the Defense Style Questionnaire.

Kline also touches upon the issue of defensive purposes when he requires 
that the DMT test has to specify what the defense is against (e.g. an 
unacceptable impulse or an external threat) and that perceptual distortions 
may occur for several reasons e.g. individual mood, interests -  not 
indicating defense operations. He means that the use of stimuli tailored for 
each individual -  as in Silverman's work (1983) -  would therefore be an 
advantage.
Kline ends his review with the following conclusions:

"It must be concluded, therefore, that the more striking claims of the DMT 
(the parallelism between DMT responses and historical experiences and 
direct observation of defenses) must be treated with caution although it 
does appear that in some instances defenses and past events which were of

17



great personal significance can be revealed. The clinical and military data 
to which reference has been made cannot be ignored and these support the 
view that the DMT is a most useful personality test in clinical and other 
practical contexts" (Kline, 1987; p.58).

Cooper & Kline (1986) and Westerlundh & Sjöbäck (1986) showed that 
DMT pictures of a neutral or smiling Pp elicit fewer defense mechanisms 
than a threating one. This is seen as proof that the test actually measures 
defense. It is important to remember that these studies are not based on 
clinical groups. Meier-Civelli & Stoll (1988) raise the question why 
defense indicators appeared at all in the case of non-threating peripheral 
figures, as there is nothing to defend against. Their own answers to this 
issue are that, at least in the case of very short exposures, perceptual 
deviations occur in all subjects, especially when new and complex stimuli 
are presented. This means that perceptual deviations occurring with a 
neutral peripheral person in the DMT need not be evidence of defense 
mechanisms.

Additionally, Cooper (1988) focuses on some other problems. First, the 
uncertainty about cultural factors coloring reponses to the DMT, because 
most of the studies originate from Scandinavia. Second, that a large 
number of variables is available for validation purposes and that the 
probability of Type I error (risk of spurious differences) consequently may 
be high.

Another crucial point is the theoretical basis of the test, giving rise to 
controversies about interpretation of DMT signs. As the test and its 
construct validity is based on Freud's classic neurosis theory the matter in 
question is how valid and up to date this validation is today in the clinical 
assessment of patients with pre-oedipal pathology when viewed from the 
advances in psychoanalytic theory exemplified by the work of Kemberg, 
Kohut and Modell.

In the DMT manual different theoretical approaches are presented, 
principally the classic psychoanalytic theory of defenses, the assumption 
of parallelism between ontogenesis and percept-genesis, and furthermore 
to some degree an object relation perspective. This means that there is a 
risk of arriving at a number of different systems of interpretation rules and 
the interpretation will be dependent on the user of the test. This lack of
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theoretical clarity becomes a problem when we are dealing with vaguely 
defined diagnostic constructs such as the concept of borderline and 
psychosis. What does it mean when we say that a sign in the DMT 
indicates psychosis? Do we mean a temporary state of psychotic 
symptoms, or do we mean a psychotic personality structure or an 
indication of a serious ontogenetic trauma? One obvious implication of 
this lack of definitional clarity of constructs is that it seems difficult to 
compare different empirical test results.

The conclusion I draw is that many of the definitions of defenses in the 
DMT and its discriminating power in clinical assessment are based on face 
validity, and with little empirical evidence from the original 
psychoanalytic data base. Few studies have tried to relate the DMT to 
other independent diagnostic systems. Only when this has been done can 
we express an opinion on the construct validity of these DMT defenses and 
its discriminating power in the assessment of patients. On the contrary, in 
the selection of military pilots the DMT has been developed through the 
interplay of the DMT signs and outcome criteria, which has successively 
increased the predictive validity for success in the training of pilots.

2.2.3. Integration of signs
Concerning the evaluation of the DMT, the manual does not specify how 
to use the obtained information in further analyses. Many different ways of 
handling the data have evolved (for a review see Olff, 1991). Few studies 
presented there are based on clinical data. Within the field of pilot 
selection and stress research (e.g. Neuman, 1978 and Vaemes, 1982) the 
evaluations are based on the integration and synthesizing of data. The 
specific signs, their prevalence and localization in the series are rated on 
weighted scales in a rather complex manner (e.g. Neuman's Pilot Index 
1978 or Vaemes DMT PROG). During the last decade these systems have 
been refined to improve the predictive power for flying criteria. A critical 
review of the development of the DMT in pilot selection and stress 
research in Norway may be found in Toijussen & Vaemes (1991).

A variety of statistical procedures has also been used in the analysis of the 
data. Most frequently a descriptive statistical approach has been used. As 
mentioned earlier, many users of the test question the construct validity of 
the DMT signs. A factorial approach to the data is another possible way of
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bringing order to this state of conceptual uncertainty. In an attempt to shed 
light on this problem Cooper & Kline (1989) applied the technique of G- 
analysis to one "new objectively scored" version of the DMT. This 
inverted factor analysis (called "Q-technique" by Cattell, 1978) is 
performed on a matrix in which persons are correlated together on the 
basis of various features derived from an extensive content-analysis of 
responses. The G-index between individuals reveals how similar their 
responses are, and when a matrix of such correlations is factor analysed 
the loadings on the factors are people rather than variables. Unfortunately, 
no use was made of the rationale of the DMT for scoring or of the 
drawings made by the subjects to each exposure. Instead a highly reliable 
checklist was used. Three factor scores were obtained. Factor 1 seems to 
reveal a psychological dimension called "defensiveness". This study shows 
that G-analysis seems to be a useful technique in the DMT research. The 
advantage of this empirical approach to the data is that it sweeps away the 
need for assumptions about which signs are important, the irrelevant ones 
will merely appear as noise in the analysis.

2.3. Comparison between the Rorschach test and the DMT.

From a clinical point of view the DMT has stimulated much interest, but in 
contrast to Rorschach, the clinical and research applications of the DMT 
towards an understanding of preoedipal psychopathology are limited. The 
DMT may be classified as a projective test because the "objective cues" 
are minimized and reference to the "perceiver" is maximized. One question 
which arises in Rorschach is how the test situation, which elicits the 
defense is defined. There are, however, some essential differences between 
the traditional projective techniques and the DMT. In the DMT the 
stimulus intensity is increased in steps, effecting a systematic order of the 
subjects reactions from stimulus-distal to stimulus-proximal phases 
(Smith & Westerlundh, 1980). Another difference is that the subject does 
not have to interpret the picture or make up a story about it but merely 
describe it as it looks to him. In other words, the operational character of 
the conceptual frame and the utilization of highly structured stimuli may 
be said to be more pronounced in the DMT than in other projective 
methods, eluding some of the dilemmas of projective tests described by 
Heath (1958). Perhaps also the DMT has some advantages over the 
Rorschach because the stimulus is a relationship between two persons.
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This may be a more relevant trigger of the anxiety, actualizing the 
primitive defenses characterizing as well as reflecting, the internalized 
object world, which are crucial points in later psychoanalytic theories. In 
the clinical use of the test it may also be an asset to have a drawing 
response from the patient and not be forced to rely on purely verbal 
reactions from patients who are seriously disturbed.

3. SOFT-AND HARD-MODELLING

There are two somewhat divergent approaches to the issue of diagnostics. 
One is by elaborated theories and concepts structuring the domain on 
logical or theoretical grounds, the so called hard-modelling approach. A 
good example of this approach is Kemberg's theory classififying POs as 
neurotic, borderline and psychotic. The term hard model refers to the fact 
that the model is based on an integrated theory and not on empirical data. 
The other approach to classification is called soft-modelling and is not 
based on a theoretical structure but rather on a set of pragmatic empirical 
criteria like the DSM-III system in psychiatry. This can be said to be a 
variant of the old problem of clinical versus statistical integration (Meehl, 
1954).

Soft models are a recent invention in science. The common denominator is 
that they are highly empirical "sign" models. One might say that the 
models follow the data, and not the reverse. Multivariate statistical 
methods are frequently used for analyzing soft models. Univariate methods 
are suitable for studies with many objects and few measurements. In 
clinical psychology the situation is often the reverse. Often there are 
several variables of interest and these are clearly not independent of each 
other. A key feature in univariate methods is that they analyze one variable 
at a time, which means that any information contained in the relation 
between the variables is not included. This approach has two considerable 
drawbacks. First, there is an increased risk of Type I errors (the risk of 
spurious differences) -  the more variables there are, the larger the risk. 
Second, there is an increased risk of Type II errors (the risk that real 
differences are not seen) if the variables are not considered 
simultaneously. In other words, the application of univariate statistical

21



methods to multivariate data may result in a considerable loss of 
information and discriminating power. This is because the assumptions on 
which the univariate analyses rely are seldom fulfilled (for example, 
independence between variables, Stähle & Wold, 1988). By using 
multivariate techniques, which integrate the information contained in the 
relation between the variables, many of the problems associated with the 
univariate approach may be reduced. A review of different kinds of 
multivariate statistical methods is found in Mardia et al. (1979) and Manly 
(1986).

In this thesis I make use of two different multivariate methods, Principal 
Component Analysis (PCA) and Partial Least-Squares in latent structures 
(PLS). A detailed description of the various steps of these methods may be 
found in Armelius & Kullgren (1990) or in standard works on principal 
component analysis, e.g. Joliffe, 1986; Mardia et al., 1979 and Wold et al., 
1983. In the following, a brief description is presented.

3.1. Principal Component Analysis (PCA)

The basic idea in PCA is to project all the subjects and variables on a 
number of significant information-bearing dimensions, which underlie the 
original data set. The new dimensions form a low dimensional orthogonal 
window that we can use in the form of projections. The new subject related 
dimensions or principal components will contain information from several 
variables. A two dimensional subject related projection is obtained by 
plotting the principal component scores for the subjects against each other. 
By plotting the corresponding variable loadings against each other 
information about which variables that contribute with most information to 
the score plot can be obtained, i.e. they are mutually dependent on each 
other. This method makes it possible to discern systematic differences or 
similarities between and within groups on the basis of complex patterns 
which, without advanced computer technology and by the human eye 
alone, would be difficult to detect. The graphical illustration by means of 
projections is extremely useful for the examination of multivariate data 
sets. It is often this graphical approach that reveals the important 
peculiarities of the data.

22



3.2. Partial Least Squares (PLS) discriminant analysis

PLS is also a multivariate projective method capable of extracting relevant 
information from data tables while simultaneously maximizing the 
correlation between the descriptors of the system to a set of external 
variables e.g. diagnostic group membership (Wold, 1983). In PLS each 
variable makes contributions to a small number of latent variables and that 
these variables together "explain" an external variable e.g., group 
belonging. Here it is not a single variable that describes the difference 
between the groups but it is the specific contribution from each variable 
that jointly has diagnostic value (Jackson, 1991).

4. GENERAL PURPOSES OF THE PRESENT 
STUDIES

In my ambition to develop the DMT for the assessment of preoedipal 
pathology with the focus on the BPO concept, the main purpose has been 
to relate the test to independent clinical diagnoses, focusing on the 
relationship between DMT and the Structural Interview for measuring the 
concept of PO. By relating these two independent psychodynamic methods 
to each other we can investigate the concurrent validity of the concept, and 
establish empirical evidence for the discriminating power of the DMT in 
the assessment of PO. In addition to this main purpose I have been 
interested in trying to find connections between DMT signs and 
independent Rorschach characteristics.

A general purpose has been to evaluate the data both from a clinical, 
theoretical perspective and from an empirical one. In one study a set of 
interpretation rules are developed, on theoretical grounds and from clinical 
experience of the test, for combining different signs into judgements of 
structural characteristics for the assessment of PO. These rules resemble 
the evaluation system of Neuman but not systematized and weighted in the 
same way. Another important difference is that these rules are related to a 
clear theoretical rationale. In later studies, a purely empirical approach is 
used with the data as an alternative to clinical assessment. The starting- 
point has been an extensive list of DMT signs, which has been analyzed by
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PCA and PLS discriminant analysis. This approach to the data makes it 
possible to discern natural and discriminating patterns of DMT signs and 
sign-variants between and within groups of patients, which without 
advanced computer technology would be very difficult to detect. By using 
multivariate techniques the number of DMT variables can be extensive, 
increasing the chances of finding crucial DMT variables for different 
diagnostic groups.

Further I have been interested to see if one and the same DMT picture is 
enough for defining different kinds of personality structures. A further aim 
has also been to examine the discriminating features of perceptual 
distortions or reactions not included in the DMT manual.

These aims and purposes are to be attained by the following studies:

In Paper 1 the aims are:
-  to investigate the possibility of making diagnostic judgements of PO by 

means of the DMT.
-  to determine the reliability of the DMT and the Structural Interview for 

measuring the concept of PO.
-  to relate these methods to each other to investigate the concurrent 

validity of concept of PO.

In Paper 2 the validity of the syndrome diagnosis BPD is studied by 
means of DMT, DSM-III and DIB.

In Paper 1 and Paper 2 a hard-modelling approach is applied to the data.

In Paper 3 the purpose is to study the possibility of using multivariate 
methods in the integration of signs in diagnostic judgements. This would 
enable us to find natural and discriminating patterns in the perceptual 
reactions to the DMT for patients with BPO and PPO diagnoses according 
to Kemberg's theory. A further aim has been to investigate whether other 
reactions than the operationalized defense categories in the DMT manual 
can contribute to discrimination.

In Paper 4 the purpose has been to find sets of DMT reactions 
characterizing different kinds of PO by adding two diagnostic groups -  
NPO and Non-patients -  to the original data of BPO and PPO (Paper 3).
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In all studies only one of the original DMT pictures has been used.

4.1. Subjects

The studies are based on a sample of 50 inpatients participating in a 
longitudinal study (Armelius, 1990) in a catchment area of 80 000 
inhabitants in the county of Västerbotten in the northern part of Sweden. 
Patients older than 65 years, severe psychotic symptoms and patients with 
organic syndromes were excluded. The exclusion criteria are likely to 
include all patients within the neurosis and borderline realm but tend to 
include only a few of the most chronic and severely disordered 
schizophrenic patients. Somewhat different subgroups of subjects were 
utilized in different studies because the Structural Interview and the DMT 
could not be performed with all patients. In addition to these inpatients 
seven NPO (clients) were included, seeking psychotherapy at our 
university clinic. Furthermore a Non-patient group was added, consisting 
of 14 therapists. These individuals were not examined by means of the 
Structural Interview but were judged from personal knowledge to have a 
NPO.

5. RESULTS OF EMPIRICAL STUDIES

5.1. Paper 1. Personality organization defined by DMT and the 
Structural Interview

In this study the PO concept was operationalized by the Structural 
Interview and the DMT on a sample of 50 psychiatric inpatients. Each 
method was coded by the person collecting the information and strict 
independence of the various methods was maintained. DMT signs that 
would form the basis for classification of various types of PO were 
grouped together on five point scales centered around the diagnostic 
anchorage points of identity integration, levels of defenses, quality of 
internalized object relations and capacity of reality testing. The same 
criteria scales were also used for the Structural Interview.
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The Structural Interview
The interviews were accomplished according to the descriptions by 
Kemberg (1981) to identify the different levels of PO. All the 
interviewers, consisting of six clinicians/researchers, had basic training in 
dynamic psychotherapy and were also jointly trained through mutual 
discussions of recorded interviews. The interviews were generally video or 
audio taped for reliability estimation. The clinician conducting the 
interview gave his opinion of the patient on a special form designed for the 
diagnosis of PO. The judgements were made on five-point scales for: 
a/ identity integration/diffusion 
b/ level of defenses 
c/ object relations 
d/ reality testing and
e/ a global assessment of the type of PO: NPO, BPO and PPO.

The DMT
The scoring of the test protocols followed the manual developed over a 
number of years (Kragh, 1985). One purpose was to investigate the 
possibility of making diagnostic judgements of PO by means of coded 
DMT protocols. We used the same criteria for defining PO from the DMT 
protocols as those used in the Structural Interview, presented earlier. A set 
of rules combining the different signs coded in the protocol of the DMT 
into judgements of the variables relevant for the assessment of PO was 
developed on theoretical grounds and based on clinical experience of the 
test. A detailed description of the scoring system is presented in Sundbom 
& Fransson (1986). In summary, the rules for combining the coded signs 
into the criteria were:

Identity integration-diffusion: Identity integration means that self- and 
object representations are clearly separated. A low score on this variable is 
indicated if the Pp gestalt is detected late or often disappears, extreme 
rigidity in the Hero figure, long series of Hero-duplication or an old Hero 
with no Pp, projective signs and no detection of the Threat or very early 
detection of the Threat, signs of strong isolation, denial or introaggression 
as well as extreme uncertainty about the gender of the Hero or the Pp.
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Level of defenses: High level defenses in the DMT are operationalized 
signs of repression, isolation, reaction formation and certain forms of 
introjection. There are some exceptions to this general rule. In addition, 
flexibility of the defenses as well as relatively few defenses are 
characteristic of high level defenses. Low level defenses are signs of 
denial, introaggression, certain forms of introjection, projection and 
regression. Acting out in the test situation is generally interpreted as a low 
level defense.

Object relations: A separate judgement was made of this criterion based on 
the degree of distortions of the Pp gestalt.

Reality testing: A general impression of a bizarre protocol or clear 
regressive signs or repeated loss of the Hero structure or no detection of 
the Pp are assumed to be crucial signs of poor reality testing.

Reliability estimates
We assessed the inter-rater reliability of the criteria scales and the global 
assessment of PO on the DMT by having two trained DMT testers 
independently score 20 coded protocols. The estimate was computed as the 
Pearson correlation between these judges. The result was found to be 
acceptable ranging from 0.55 to 0.78 for the different subscales. The 
reliability of the global PO judgements was estimated to be 0.70 by 
Cohen's (1968) Kappa coefficient that takes account of the possibility of 
chance agreements on the three categories of PO.

Concerning the Structural Interview a second independent sample of 23 
patients was used for the reliability estimates. The estimates for the 
subscales were good (0.73 -  1.00) and for the PO judgements the Kappa 
coefficient was found to be 0.68.

Concurrent validity
We also correlated the judgements of PO based on the DMT with the 
judgements of PO based on the Structural Interview for 37 patients (on all 
of whom we had both assessments). The validity (Pearson correlation) was 
0.68, while the Kappa coefficient was 0.49 indicating a concurrent validity 
above the chance level for the two measurements. There seems to be a

27



tendency to overestimate psychopathology with the DMT (or 
underestimate it with the Structural Interview). There is some uncertainty 
about the closenest neighbours.

Our conclusion is that the concept of PO may be reliably operationalized 
for psychiatric inpatients, and seems to have concurrent validity. Both the 
DMT and the Structural Interview may be used for the differential 
diagnosis of PO. Furthermore, the hard model approach of the DMT seems 
to be a possible approach to the diagnostic task of the clinician assessing 
PO.

5.2. Paper 2. Psychodynamic features in borderline personality 
disorder identified by a subliminal test, the Defense Mechanism 
Test

In this study an attempt was made to study psychodynamically defined 
features among patients with BPD by means of the DMT. The main 
hypothesis was that intrapsychic psychodynamic features identified by the 
DMT discriminate patients with BPD from patients with other personality 
disorders, schizophrenic disorder and healthy controls. 27 psychiatric 
inpatients and seven healthy controls were assessed by the DMT, DSM-III 
and DIB. Six crucial DMT signs associated with BPO were selected from 
the results presented in paper 3, based on a soft-modelling of data. In 
addition, the total number of DMT signs was recorded.

The results showed that the very first organized perception of any kind (1st 
P-phase) occurred significantly earlier among patients than among 
controls. An early perception of a threatening situation (1st T-phase) as 
well as the total number of T-phases were associated with borderline 
psychopathology. This indicates a more specific incapacity of the defense 
mechanisms to handle such threatening stimuli and perhaps an excessive 
degree of overflowing aggression associated with BPD psychopathology. 
Furthermore, the number of perceptions of an aggressive Pp also correlated 
with interpersonal difficulties as identified by section 5 in the DIB 
(r=.0.49; p < 0.01) and with the specific items of unstable and intense 
interpersonal relations (r= 0.51; p < 0.01). It should be observed that the 
DMT signs -  the 1st T-phase, total numbers of T-phases and aggressive
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Pp seem to be intercorrelated. The reduction of the Pp gestalt was also 
more frequent among borderline patients.

A mutilated Hero was prominent in BPD, theoretically corresponding to 
chronic dysphoria or self-defeat. If we consider such a self-defeating 
activity as suicidal behavior, seven out of 27 patients had previously 
attempted suicide (mean 3.3 attempts). Among all patients, a mutilated 
Hero correlated with the number of previous suicide attempts (r= 0.61;
p < 0.001).

A general conclusion from the study is that patients with BPD show 
characteristic psychodynamic features on the DMT adding support to the 
validity of the BPD concept.

However, small sample size was a shortcoming in the study and the results 
should be interpreted with caution until they have been replicated. 
Secondly, the observed correspondence between some specific DMT signs 
and deviant behavior such as interpersonal difficulties or suicidal behavior 
call for future prospective replication studies.

5.3. Paper 3. Reactions to DMT as related to psychotic and 
borderline personality organization

Another interest that we have concerning the DMT and PO is to 
investigate the possibility of using a soft-modelling approach to the data 
as a general tool for the development of selection criteria and diagnostic 
decisions based on the DMT protocols. The purpose in this study was to 
investigate whether there is any correlation between reactions to the DMT 
of persons with BPO and PPO diagnosis by using multivariate projection 
methods such as PCA and PLS discriminant analysis. On the basis of the 
Structural Interview 14 patients (11 male and 3 female) were given a PPO 
diagnosis and the remaining 17 (8 male and 9 female) were diagnosed 
BPO. (Patients with a NPO diagnosis were excluded from the study on the 
grounds that they were too few in number to form an adequate test group).

A list of 130 DMT variables was constructed consisting of various types of 
possible reactions to the test. The aim was to avoid evaluations and 
inferences and instead to make use of the codes given in the manual
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together with other reactions not previously systematized as well as 
observations of the behavior of the subject in the test situation. The 
intention was to construct a list of variables that would cover as much 
information as possible in order to increase the chances of finding DMT 
constellations which would be important for differential diagnosis. The 
details of the variables are given in Paper 3. The list is based only on 
reactions to one of the original DMT pictures, because of the uncertainty 
about the residue effects of using two "parallel" stimulus-pictures.

At first an overall PCA was examined to perform a quality control of the 
data and to get an overview of the major trends in the data set. All 
together, five successive analyses were performed and carefully 
scrutinized for outliers (atypical cases). Three to four significant PCs were 
taken from each analysis, and each accounting for roughly 5 % of the total 
variance (Sundbom & Armelius, 1989). The main finding of these analyses 
was that it is necessary to adjust the scoring of the content, especially for 
the PPO group, because of their stereotypical use of language. A 
stereotyped response style of lifelessness and of describing one's overall 
mood as positive broadly characterized the behavior of this group. This 
"alexithymie" trait must be differentiated from the reported percept. 
Hence, in addition to the manual's defense categories, which are based on 
the content of the percept, the manual should be complemented with an 
account of how what is experienced is described.

Subsequent to the PCA, a PLS discriminant analysis was carried out to 
correlate the systematic variation in the DMT data to the BPO and PPO 
groups. This resulted in a significant one-component PLS model. 60 % of 
the variance in the PO membership was explained by means of 5 % of the 
variance in the DMT. The second component, which was not wholly 
significant, accounts for another 21 % of the variance in the PO 
membership by means of 2 % of the variance in the DMT. Of the 130 
DMT variables 100 were active in separating the two groups. However, 
only about half of these 100 variables had a more appreciable influence on 
the model. Regarding the V126-129, the instruction for describing the 
Test situation was not included at the time of data collection.

The results indicate that it is possible to determine whether psychiatric 
patients belong to the BPO or PPO groups solely on the basis of a pattern 
analysis of the 130 DMT variables. The BPO is characterized by
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aggressive manifestations in the form of Introaggression and sensitivity to 
the Threat, Reductions of the Hero and Pp gestalts, Disappearance (Hero), 
Anxiety and very generally a substantial amount of emotional cathexis. 
This corresponds closely with Kemberg's description of the borderline 
patient. The outstanding features of PPO are high threshold values for 
perception, different variants of Introjection, Denial and Repression (Pp). 
Unlike BPO this group of patients seems to be chararacterized by a limited 
range of emotional expressions. From a theoretical perspective the results 
would appear to confirm the vaguely defined self- and object 
representations which characterize individuals with a PPO diagnosis. 
However, the concept of BPO has only been defined in relation to PPO. 
What happens if a NPO group is included? Will the DMT characteristics 
of the BPO and PPO remain unchanged?

5.4. Paper 4. DMT reactions in neurotic, borderline and 
psychotic patients and Non-patients

In the last study two diagnostic groups, NPO (inpatients/clients; 5 male 
and 8 female) and Non-patients (3 male and 11 female), were added to our 
original data on BPO and PPO (paper 3). 58 subjects in all participated. 
The aim was to find characteristic DMT reactions for these four groups on 
the basis of the list of 130 DMT variables by means of a PLS discriminant 
analysis.

The result pointed to two significant PLS components, suggesting a two- 
dimensional structure for predicting group membership. 10 % of the 
variance in the DMT variables was used to account for 36 % of the 
systematic variation in PO membership. A good separation is found 
between the Non-patients and the BPO and PPO as well as between NPO 
and BPO and PPO. The smallest difference is observed between NPO 
(inpatients/clients) and Non-patients. There is however a difference 
between these two groups. Nevertheless, without ignoring the complexity 
of the data we can conclude that the NPO (inpatients), are plotted more 
towards the border of the BPO area and are consequently more 
characterized by BPO-variables than the Non-patients and NPO (clients). 
Are these inpatients temporarily in a regressive phase and therefore more 
influenced by variables of the BPO? Furthermore we find a difference 
within the Non-patient group. The seven Non-patients located in the
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middle of the plot proved to be experiencing oppressive working 
conditions at the time of data collection, in contrast to the other ones in 
this group who were plotted more towards the right and whose work 
situation was stable. These findings raise the question of the sensitivity of 
the DMT to temporary external changes. Are these results an expression of 
the state of the personality rather than of the structural organization?

Of the 130 DMT variables 115 were active in separating the four groups. 
However, only about 50 of these 115 variables had an appreciable 
influence on the model. NPO/Non-patients can be defined by DMT 
reactions according to experience of the Threat -  both the ability to 
perceive it more quickly than PPO especially but also its disappearance as 
well as the disappearance of the Attribute. BPO can above all be described 
in terms of different reactions such as Introaggression, Anxiety, 
Reductions of the Hero and Pp gestalts, Disappearance (Hero), Whiteness 
(Hero) and Repression (Hero) but also to some extent by an ability to 
perceive the Threat. For PPO a pattern of high threshold values for 
perception is a distinguishing feature. Others are different variants of 
Introjection, Denial, Repression of Pp and Projected Introaggression. The 
overall results show that six of the ten main groups of defense categories 
illustrated in the manual contribute significantly to the pattern of signs that 
are of paramount importance for determining membership of PO.

The first dimension (PLS 1) can approximately be interpreted as a measure 
of reality-orientation and identity-integration, separating the NPO/Non- 
patients and PPO. The second dimension (PLS 2), interpreted as a measure 
of emotional expression or cathexis, is needed to distinguish the BPO 
group. The present results suggest that a two-dimensional model might be 
more powerful in separating the different forms of PO than the one
dimensional model advocated by Kemberg and based on psychoanalytic 
developmental theory. Hence, the level of self- and object representations 
and reality-orientation may be considered both from a developmental and 
an affective perspective across varying forms of pathology. A more 
detailed description and discussion of the findings of paper 4 is presented 
below.
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6. DISCUSSION

6.1. Summary of the results

6.1.1 Correspondence between the DMT and the Structural Interview
The overall results corroborate Kemberg's contention that borderline 
patients are characterized by specific intrapsychic constellations which 
differ from those of both psychotic and neurotic patients. Both the DMT 
and the Structural Interview seem to provide reliable and consistent 
judgements of PO. The conclusion is that the concept of BPO may be 
reliably operationalized for psychiatric inpatients and appears to have 
concurrent validity, even if this has been questioned by many reviewers of 
the borderline concept (e.g. Dahl, 1985 and Reich & Frances, 1984). The 
results also give support to the claim that projective psychological tests are 
a useful method in the assessment of severe psychopathology.

One reason for the good correspondence between these independent 
psychodynamic methods might be related to the nature of the two 
diagnostic tools. Both try to estimate the personality at the same level of 
function -  the subject is focused in a situation of "crisis" or regression 
depending on the specific nature of the method. The stimulus-picture in 
DMT, puts the subject in an anxiety-provoking situation. This is true also 
of the Structural Interview, where the interviewer challenges the patient by 
interpretations and confrontations of defensive operations and 
inconsistences. Under such circumstances defensive operations may be 
more directly observed, and we get a picture of the potential strength and 
weakness of the personality.

6.1.2. A two-dimensional model characterizing the relationship 
between different forms of PO
The psychoanalytic theory of PO is based on a one-dimensional model, 
where the BPO constitutes a stable intermediate form between neurosis 
and psychosis. The results from paper 4 suggest that a two-dimensional 
model might be more powerful in separating the different forms of PO. 
This model is described and summarized below in Figure 1.
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PL
S 

2
BPO

Problems connected with SELF-REPRESENTATION 
Hero is hurt, negative, 
sad, aggressive or positive 
Hero and Pp delimited, difficulties 
in perceiving them simultaneously 
Transformations of Hero

NPO

+

Introjection

Correct Threat 
Stable Hero and Pp 
Attribute and Threat
disappearance

PPO

Poor SELF-OBJECT differentiation
Problems connected with OBJECT-REPRESENTATION

Pp and Hero are hurt or suffering 
Lateness of Hero = Pp (age) 
perception Repression (Pp)

Denial
Many interchanges of sex (Pp)

PLS 1

Figure 1. A two-dimensional model of the most characteristic DMT 
variables of BPO, PPO and NPO/Non-patients.

The BPO is located in the upper part of this figure, the NPO/Non-patients 
in the middle towards the right and the PPO in the lower part to the left. 
The first dimension of the PLS discriminant analysis, measuring 
approximately the degree of identity-integration and reality-orientation
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and significantly separating the NPO/Non-patients from the PPO, does not 
distinguish the BPO group from the other two. The second dimension, 
roughly characterized by emotional expressions or cathexis, seems to be 
the crucial dimension for the BPO. One outstanding feature of the BPO 
group is different variants of Introaggression with a depreciating emotional 
description of the Hero. These responses are reported with or without 
perceived Pp gestalt, and at different phase-levels. Even a positive and an 
aggressive emotional experience of the Hero belongs to the discriminating 
pattern for BPO. Unlike BPO, the PPO group at the opposite end of the 
second dimension, is characterized by a withdrawal of emotional responses 
from the DMT gestalts. The emotional expressions of NPO seem to be 
more regulated, not so overwhelmed or withdrawn as in BPO and PPO 
respectively. The Hero and the Pp respectively are interpreted as an 
expression of self- and object representation. This second axis, gives 
support to the theory of affects (Modell, 1963; 1980) emphasizing the 
relationship between affects, communication and primitive object- 
relations in the assessment of borderline and schizophrenic patients.

From a structural perspective the self- and object representations of BPO 
are less stable, characterized by reductions of Hero and Pp and 
disappearance of Hero, than those of NPO/Non-patients. They are, 
however, more developed than those of PPO, whose self- and object 
representations are poorly separated and characterized by a variety of 
Introjection responses e.g. difficulty in perceiving the generation 
difference between Hero and Pp. In BPO the self- and object images are 
delimited but these patients show difficulties in perceiving the Hero and 
Pp simultaneously, as if avoiding an attachment between these gestalts. Is 
this an expression of the failure of the BPO to integrate contradictory 
images of the self and object, stated by Kemberg? This in contrast to PPO, 
whose self- and object representations are confused, and lacking the 
organization to reach an object relational level of representation. A crucial 
difference between NPO/BPO and PPO, according to the theory, is that the 
former have a preserved capacity for reality-testing which the PPO lacks. 
The results show that the PPO is the group which is furthest away from a 
correct perception of the stimulus-picture in DMT.

In summary, the results show that in the assessment of PO the type of the 
self- and object representations must be considered both from a 
structural/reality-oriented and an affective perspective across varying

35



forms of pathology. Hence, the BPO group seems to be better understood 
by way of an affective elaboration of the self- and object representations 
than merely as an intermediate form of organization between NPO and 
PPO. Westen (1990) has described an attractive multiple interacting 
model, focusing on dimensions such as the complexity of representations, 
the affective quality of the object world, the capacity of emotional 
investment in relationships and social causality to understand the nature, 
development and pathology of object relations.

Support for a similar two-dimensional model of PO was also provided in a 
study by Jeanneau (1991), where the spoken language of psychiatric 
patients was investigated in relation to different forms of PO. This study 
was partly based on the same pool of patients. A PLS discriminant analysis 
of the data yielded two significant principal components. The first 
dimension, separating the NPO/PPO groups, was defined as an expression 
of linguistic intensity. The second one defining the BPO had a more 
complex significance. This group used a preponderance of depressively 
charged words and impersonal expressions, interpreted as signs of a 
vacillating identity. A low linguistic intensity and a defective 
symbolization ability were found in patients with PPO. The NPO was 
marked by large linguistic variation, and one particularly important 
variable was the relatively frequent use of the prounoun "I".

As stated earlier, Kemberg suggests that BPO and PPO share a common 
defensive constellation centered around splitting, organizing the level of 
self- and object representations. This view is in contrast to the results of 
the current studies. The defensive pattern of the BPO patients is 
significantly different from the PPO defensive pattern. The BPO patients 
form their self- and object images affectively and thus the self- and object 
representations seem to influence the defensive organization and not the 
other way around. These patients seem to be unable to use higher-level 
defenses because of the relatively inconsistent and unstable quality of the 
representations. These results are consistent with the Rorschach findings of 
Lemer & Lemer (1982). Hence, the organization of internalized object 
relations in the DMT seems intimately related to the nature of the patient's 
affects, defenses, and reality testing. In other words, as the concept of the 
self and other people is poorly integrated in BPO and PPO, the patient's 
affects, defenses and reality-testing seem to be a consequence of these 
underdeveloped self- and object representations. This is opposed to
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Kemberg's view, emphasizing the defense of splitting as a crucial point in 
the distinction between various levels of PO.

The distinction between splitting as a specific defense structure organizing 
the internalized object representations (Kernberg, 1976), and splitting as a 
primitive organizing principle, expressing a variant of differentiation 
between self and object (e.g. Dorpat, 1979, Stolorow & Lachmann, 1980, 
Graia, 1980 and Lustman, 1977) seems to be intimately related to the 
controversy about whether BPO is better understood within a paradigm of 
conflict or developmental deficit. As the deficit-model theorists argue that 
a core deficiency in the formation of the self is more important in 
borderline pathology than is splitting, I deem that the present results may 
be interpreted in line with a deficit-model. In the NPO, on the other hand, 
the self- and object representations are integrated and, hence, repression 
proper or horizontal split, in Kohut's opinion, has replaced the vertical 
splitting process.

Patients with a BPD diagnosis exhibit unique perceptual distortions in the 
DMT compared to patients with other personality disorders, patients with 
schizophrenic disorder and healthy controls (paper 2). A deeper analysis of 
this finding was recently made in a study by Sundbom & Kullgren (1991). 
The most characteristic DMT properties of the BPD group in that study 
correspond closely to those of BPO presented in paper 4. Some interesting 
differences are however obtained (see section 6.2.5). Hence, good 
agreement seems to exist between the descriptive and the psychoanalytic 
approach to the borderline concept in the DMT, corresponding to the 
findings of Goldstein (1984).

6.1.3. Clinical versus statistical integration of data
The overall results show that a hard as well as a soft-modelling approach 
to the DMT seem to be useful in the assessment of PO. However, the 
findings reveal advantages and restrictions in these different ways of 
processing the data.

For the clinicians the hard-modelling system seems to have the advantage 
of being easier to apply with the possibility of developing different scales 
and interpretation rules. The soft-modelling approach to the data (papers 3 
and 4) reveals, in a superior manner, the complex interaction between 
defensive functioning, the internal representational world, and the way in
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which these structures form the personality organization. The beauty of 
these techniques is that it is not necessary to assume beforehand that the 
subjects will differ on a certain number of DMT signs. The methods 
preserve and reflect the complexity of the data, and manage to integrate an 
extensive amount of information. Further, they can be used for building 
systematic and stable models reflecting the relationship between different 
diagnostic groups, and we can obtain standardized results. Additionally, 
the graphical presentation of the data gives useful information about the 
distance-closeness of the subjects, and the possibility of finding 
interesting information through the observation of outliers as described in 
paper 3. The disadvantages are that these methods require a thorough 
knowledge of statistics and technology, and large, well-defined reference 
groups.

My conclusion is that the empirical approach to the DMT data seems to 
have advantages over the clinical approach in identifying significant 
distinguishing features between different diagnostic groups.

The polarization of the discussion of statistical versus clinical integration 
seems often to be rather unnessary. Of greatest importance in the 
assessment of patients is the matter in question, and to be aware of the 
advantages and the limitations of the different approaches. A disadvantage 
of the empirical approach is the loss of individual details. For example, if 
the point of the issue is selection for psychotherapy, it would be an 
advantage to study the individual DMT-report separately, focusing on e.g. 
the balance between regressive/progressive patterns and the dynamics of 
the response process. In this situation an individual clinical integration of 
the data would seem to be more appropriate.

6.1.4. Restrictions of the results
Small sample size and non-randomly selected patients present some 
problems in the present work. We found that the BPO patients formed 
approximately 50 % of the sample. Maybe this is an overestimate of the 
true frequency at the clinic or simply an expression of the inclusiveness of 
the BPO concept. In the selection of the patients we looked for 
representative inpatients from all three types of PO, but we did not conduct 
a random sample of the patients. Because it was difficult to find NPO 
patients and easy to find PPO patients, all possible NPO and BPO patients 
were included. On the other hand, the prevalence of BPO in our inpatient
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setting (Kullgren, 1987) resembles what Kernberg et al., (1981) found in 
their studies on inpatients. It seems reasonable to believe that patients 
within the borderline realm are representative of those in the catchment 
area studied, while the psychotic patients are less representative due to the 
exclusion criterion of longstanding psychotic symptoms.

In papers 1 and 2, in particular, where a hard-modelling approach to the 
data was used, the sample size is rather on the small side. The obtained 
reliability estimates (paper 1) may be unstable for this reason. A further 
complication in this study was that the DMT judgements were made by 
only two well trained clinicians.

In the Structural Interview the final diagnosis of PO is expressed as a 
global rating by the interviewer through an assessment of the capacity for 
reality testing, identity integration and level of defenses, as judged from 
the interview. Despite the fact that the interviewers were quite intensively 
trained they disagreed in several cases with respect to the final diagnosis. 
One reason for this might be that other factors than the structural criteria 
influenced the choice of diagnosis, such as clinical intuition or personal 
information about symptoms and history. One way to handle this problem 
could be to further elaborate the format and the interpretation rules of the 
interview used in the current study. However, our overall experience is that 
the interviews generally provided necessary information for the assessment 
of the criteria defining PO, even if the interviews sometimes turned out to 
be more like a conventional psychodynamic interview especially when 
dealing with clear schizophrenic cases. In a detailed scrutiny of the five 
missclassifications between the Structural Interview and the DMT (paper 
4) the inconsistency seems to be greatest in patients with a schizotypal or 
schizoid personality disorder according to the DSM-III Axis II 
classification system.

Further we can observe a skewness in the frequency distributions with 
respect to sex in the PPO and NPO/Non-patients groups. An important 
question to raise is if any differences in the DMT exist between males and 
females concerning defensive signs or reactions in different diagnostic 
groups. To shed light on this question the sex difference within the BPO 
group (8 males and 9 females) was investigated by means of a PLS 
discriminant analysis. No significant difference was established. However, 
more systematic studies are required in this field.
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The limitations presented here will have to be addressed in future studies. 
Additionally, a replication using new well-diagnosed test subjects is 
neccessary. Only then will we be able to give an opinion about the 
generalizability of the models and the theoretical views I have presented.

6.2. Interpretation of the results

6.2.1. Signal anxiety versus traumatic anxiety theories of DMT
There is a strong tradition within the field of subliminal research of 
investigating the importance of different stimulus pictures to the responses 
of the subject. The whole research tradition around Silverman (e.g. 
Silverman & Geisler, 1986) is based on the idea that the subliminal 
stimulus activates unconscious conflicts specific for different diagnostic 
groups. Within the DMT tradition there are several studies that show 
stimulus specific effects (e.g. Westerlundh, 1991) in terms of response 
frequencies for the various defenses. Kragh originally designed DMT 
pictures that would stimulate fear related to aggression from a parent of the 
same gender, a form of oedipal signal anxiety. Nilsson (1983) has 
extended this idea to encompass anxiety related to separation and 
attachment which clearly relates to anxiety assumed to be relevant to 
borderline and psychosis. Westerlundh (1991) has raised the question 
whether the original pictures of Kragh are relevant for patients with severe 
psychopathology. All these approaches assume that the stimulus picture 
triggers signal anxiety of a specific kind and that the subject unconsciously 
reacts to the anxiety with defensive manaeuvres intended to ward off the 
threat. This approach will be called the signal anxiety theory of DMT and 
seems to be the common ground for all attempts at diagnosing borderline 
and psychotic patients so far.

There is, however, an interesting alternative theoretical basis for 
understanding the psychological process involved in the DMT. Schecter 
(1980) and Horner (1984) emphasize the difference between traumatic and 
signal anxiety. In traumatic anxiety related to preoedipal psychopathology, 
the ego is assumed to be overwhelmed by affects and the threat is directed 
at the very structure of the self. This is in contrast to what happens in 
signal anxiety, where the internal harmony of the self is exposed to threat. 
This is experienced as a sense that something bad is about to happen. 
Based on the theory of traumatic anxiety it is not possible to tell what type
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of anxiety is triggered by the DMT picture. It will depend on the 
personality organization of the person perceiving the threat. Consequently, 
the same stimulus may be used for all sorts of subjects and a careful 
analysis of the character of their responses will reveal what type of anxiety 
has been provoked and reacted to. This theory will be called the traumatic 
anxiety theory of DMT and will be developed further in this thesis.

In my view, the DMT-picture is not so unambiguous as we may 
sometimes think, especially when we are dealing with the assessment of 
non-neurotic psychopathology. If we ignore, for a moment, the 
controversy about the meaning of the picture, and assume that the picture 
is activating oedipal anxiety, all subjects irrespective of diagnostic 
membership are compelled to cope with this problem in some way. 
Patients with severe psychopathology can even intensify oedipal conflicts, 
since both defeat and victory may be associated with fear of abandonment 
by one object or the other (Abend et al., 1983).

From this theoretical point of view it seems doubtful to presuppose that the 
Threat is the only crucial thing activating defense in the DMT. Maybe 
closeness to another person (Zetzel, 1971) bolstered by the threatening Pp 
is a more relevant trigger for traumatic anxiety, activating the fear-need 
dilemma of borderline pathology.

The fact that the BPO group in the current study is above all characterized 
by reactions and distortions around the Hero gestalt, the inability to 
maintain the perception of Hero when the Pp is recognized, i.e. to avoid 
attachment between these gestalts, might be interpreted as an expression of 
problems concerning the self-image -  to keep stability of the self in 
relation to the object. Thus, we may draw the conclusion that, for the 
borderline patients, the DMT picture seems to activate traumatic anxiety 
around self-representation and selfconstancy. This deficit of the self 
brings the function of narcissism into the focus. The pathology of the self 
may be seen as one aspect of the self- and object differentiation.

On the other hand, the PPO is preoccupied with difficulties pertaining to 
self-object separation and symbiosis, based on the inability to distinguish 
Hero from Pp. Furthermore, this group shows problems connected with the 
object-representation with difficulties in representing objects. Some of 
these patients are also characterized by a specific réponse style in the DMT
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consisting of a repetitiveness and a concreteness of the DMT responses, 
presumably due to their difficulty in symbolizing perceptions and 
experiences. Hence, for this group of patients, the DMT motif actuates 
their difficulty in representing persons and their propensity to emotionally 
exclude other persons from their inner world. In addition, the attention 
given to responses to mood in the DMT, makes the test-instruction itself a 
diagnostic instrument for PPO. What the patient is asked to do is the very 
thing he is incapable of doing i.e. of entering imaginatively into the mood 
of the stimulus-picture.

In the NPO and Non-patient groups the anxiety is not associated with a 
threat to the very structure of the self-concept but instead to the sense of 
harmony and coherence within the organization of the self. In other words, 
the signal anxiety has replaced the traumatic one, and repression has 
replaced the splitting operation. The DMT picture does not pose problems 
around the Hero or the Pp but instead around the perception of the Threat 
and the Attribute, after once having seen these parts of the picture.

The results of this empirical work seem to confirm the hypothesis that one 
and the same DMT picture can reveal different kinds of personality 
structure, supporting the claim that the character of pathology of the 
individual determines whether signal or traumatic anxiety is activated 
(Homer, 1984). In addition, the defense should not be studied in isolation 
but in relation to other projected structural characteristics of the individual 
such as the organization of the internalized object relations.

How can the empirical findings of the current studies in more detail be 
understood from an ego-psychological and objectrelational theoretical 
framework? Besides my main purpose of relating the DMT results to 
independent clinical diagnoses I have also been interested in trying to find 
connections between DMT signs and independent Rorschach 
characteristics. In what follows, I will draw upon these sources to discuss 
the structural aspects of the PO concept, based foremost on the results of 
paper 4.
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6.2.2. The Nature of BPO
From a theoretical point of view we can assume that the DMT picture 
touches upon the dilemma of the borderline patient: the dread of 
autonomy, of being embedded, persecuted and overwhelmed by the 
object's (Pp) egoistic intentions (Meissner, 1978). The Threat in the DMT 
should preferably be of preoedipal character and activate traumatic 
anxiety. The anxiety may be activated by pathological inner objectrelations 
linked to the self and embedded in the identity by affective ties. Levenson 
(1983) would perhaps argue that the picture should activate anxiety due to 
semiotic incompetence -  an inability of the borderline patient to interpret 
the world, to grasp nuances and to operate with sufficient skill to affect 
people around them.

The BPO group is characterized by affective elaborations, in particular 
concerning different variants of Introaggression, Isolation in the form of 
reductions and discontinuities of the Hero and/or Pp gestalts and 
Whiteness (Hero), Repression (Hero) and Anxiety. Noteworthy is that 
these DMT features are also found in a pilot replication study based on 
new well-diagnosed BPO patients (Jeanneau & Sundbom, 1991).

Concerning Introaggression, or devaluation in an object-relational sense, 
we may assume that the introjection of the feared object (Pp) serves the 
function of avoiding anxiety. By bringing the aggressive element of the 
object into one's own internal world, the pain is forced under one's own 
control by an illusion of mastery. Separation anxiety is thus diminished 
and the goal of establishing closeness to and constant presence of the 
object is achieved. A common feature of a variety of borderline patients is 
a tendency to dysphoric affects and depression, linked to issues of 
separation and abandonment (Masterson, 1976 and Kemberg, 1975). It is 
commonly assumed that Introaggression in the DMT is associated with a 
depressive condition in a clinical sense (Sharma, 1977). It is interesting to 
note that what is called Introaggression in the DMT is in Rorschach testing 
interpreted as an expression of devaluation significantly characteristic of 
the BPO (Lemer & Lemer, 1982). In addition, these authors include in the 
devaluation category, rated on a five-point scale, some DMT indices of 
Repression. In their operational definition of devaluation they emphasize 
the retained humanness dimension, but implied in the percept is also a 
distortion of the human form e.g. clowns, puppets, witches and part-
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human responses. Maybe this explains why Repression (Hero) in the DMT 
characterizes the BPO group and not NPO.

The unstable perception of Hero and Pp through the percept-genesis 
seems, in my opinion, to reflect vaguely differentiated self-object 
boundaries. Carr & Goldstein (1981) and Lemer & Lemer (1980; 1982) 
have reported a similar discovery in Rorschach testing of borderlines. In 
this test, the borderline patients tend to have less differentiated and 
articulated human responses than patients who relate to others as whole 
objects. In Kragh's (1955) experiments the percept-genesis of 
compulsive-neurotic patients were characterized by an "all-or-none" 
quality with repeated discontinuities of Hero/Pp. These repeated 
disappearances or lack of sequential structure were associated with 
compulsive thinking and acting. However, from the present findings, these 
patients might have been associated with borderline pathology. Maybe also 
the Whiteness of Hero can be associated in some ways to Rorschach, 
where similar results are obtained among some BPO patients, in the form 
of all attention being focused on white details (Merceron et al., 1988). 
Furthermore, Håan (1988) found that pilot applicants with poor DMT- 
results (and therefore not accepted by the basic flying school) used white 
space in Rorschach more often than did the group with a good DMT. 
These findings underline the questionmarks around the construct validity 
of the DMT Isolation and its sign-variants (see section 6.3).

6.2.3. The Nature of PPO
These patients are above all characterized by a lateness in the perceptual 
process -  a difficulty in perceiving the human gestalts, the Attribute and 
the Threat. Withdrawal of cathexis from the mental representation of the 
object is another distinguishing feature, as well as Repression (Pp), 
Introjection, Denial and Projected introaggression (Hero and Pp).

The lateness of perception raises the question of the possible influence on 
the results of neuroleptic medication. On the other hand, sensory inhibition 
is a common finding in surveys of schizophrenic studies (Shakow, 1963), 
probably as a result of fear or hesitation to reveal hallucinations (Spring & 
Zubin, 1978) or as a symptom due to fear of disorientation (Kreitler & 
Kreitler, 1986). However, impairment of representation of other people 
(objects) as a major factor in schizophrenia is consistent with several
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authors' findings. Theoretically, the defense against traumatic anxiety may 
be manifest in a schizoid development that emotionally excludes the 
object, or in Modell's words (1980), "a defense against affects is a defense 
against objects" (p.266).

A qualitative analysis of the response style in the DMT (paper 3) also 
confirms the low intensity of cathexis, a lifelessness and a stereotypical 
style of response. Many patients with a psychotic personality organization 
tend to concretize the environment, presumably because of their difficulty 
in maintaining the symbolizing function of words. Since the responses in 
the DMT are given under great perceptual uncertainty it is reasonable to 
assume that the difficulty in symbolizing experiences also affects the style 
of response. In regard to this statement of reification and/or perceived 
lifelessness, my view is that the DMT sign of Repression is not a valid 
construct of repression. The conclusion is that in addition to the manual's 
defense categories, which are based on the content of the percept, the 
manual should be supplemented with an account of how what is 
experienced is described.

The many instances of Introjection responses, such as the difficulty in 
perceiving the generation difference between Hero and Pp, may confirm 
the notion of fragile self- and object representations in psychotic patients.

The group is also characterized by the defense of Denial. The fact that this 
group of patients generally have difficulties in perceiving the Threat is, in 
my view, another variant of Denial, presumably a more severe one (see 
section 6.3).

6.2.4. The Nature of NPO and Non-patients
There seems to be a distinction between the NPO (inpatients/clients) and 
the Non-patients, even if stable self- and object representations seem to 
be a characteristic trait in both groups. This distinction seems to 
correspond to Kernberg's definition of "higher" and "intermediate" levels 
of organization of character pathology (Kemberg, 1970). He states that in 
these groups repression is the main defensive operation of the ego but, in 
addition, subjects at the "intermediate" level also show some of the 
defenses, which more clearly characterize the "lower" level of organization 
(BPO).
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In comparison to BPO and PPO, the NPO/Non-patients are not 
characterized by distortions or lack of structure in the Hero/Pp gestalts. 
Instead these groups are distinguished by discontinuity of the Threat and 
the Attribute. The emotional expressions seem to be more neutralized, not 
too overwhelmed as in BPO or withdrawn as in PPO. The fact that these 
individuals have a stable, correct perception throughout the sequences of 
both Hero and Pp, and a more adaptive affective elaboration compared to 
BPO and PPO may indicate a consolidation of identity, including object 
constancy, and that repression has taken place. The defenses, very limited 
in scope in comparison to BPO and PPO, function to protect the well- 
structured ego from intersystemic conflicts. The disappearance of the 
Threat as well as the Attribute also supports the dynamic underpinning of 
the neurotic conflict -  the danger of losing the superego's love and the 
integrity of the bodily self. The Threat disappearance has been stated by 
Westerlundh (1976) as "an anxious, ambivalent need to meet an aggressive 
object" (p.172).

These findings are in agreement with Kemberg's assertions that repression 
supplants splitting as the major defense in neurosis involving more fully 
integrated self-object representations and with better adaptiveness of 
affective responses.

The distinction between NPO(inpatients) and NPO(clients) as well as the 
differences amongst the Non-patients raises the issue of the sensitivity of 
the DMT to temporary external changes and regressions. Preliminary 
results from a five-year follow up study of my own (Sundbom, 1991) 
show that there seem to be some characteristic changes in DMT distortions 
over the course of symptomatic episodes especially in regard to affective 
disorders, supporting the findings of Kullgren & Armelius (1990). These 
results touch on the issue of state and structure in the assessment of PO 
and not only by means of the DMT.

6.2.5. The Nature of BPD
The general characteristic DMT features of the psychodynamic concept 
BPO would also seem to be valid for the narrow syndrome concept BPD 
(paper 2 and Sundbom & Kullgren, 1991). Additionally, in the latter study 
using a soft modelling approach to the data, the Identification of the 
opposite sex (Pp) is a distinguishing trait of BPD. A similar result is found
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in Rorschach, -  the description of "two separated persons, where each 
figure is described in a way opposite to the other" -  is defined as a specific 
splitting defense and significantly characteristic of borderline patients 
(Lerner & Lemer, 1980; 1982). Does this mean that this DMT sign is an 
expression of splitting, included in the narrow concept of BPD? Some 
support for this statement seems to be provided by studies by Westerlundh 
(1986, in Westerlundh 1991, pp.98-120). In these studies the female 
subjects implement a boy(Pp)-and-girl(Hero) fantasy to ward off the 
threat of separation. He suggests that such responses might be a type of 
denial, and that further information about this defense should be obtained 
from studies on clinical subjects. Also Repression signs were more 
pronounced in BPD compared to BPO, suggesting again the dubiousness 
of the definition of this particular DMT construct.

In summary, the characteristic DMT reactions of borderline and psychotic 
patients may seem to overwhelm the more subtle effects of the neurotic 
defenses. The former seem to be easier to identify by the DMT, 
presumably because they result from difficulties concerning interpersonal 
interactions. In Jeanneau & Sundbom's study (1991) where a common PLS 
discriminant analysis was applied to a data set consisting of the 130 DMT 
variables and 40 word variables, the results show that the word variables 
characterized the NPO area, while the DMT variables had their greatest 
discriminating power in the BPO and PPO fields. These findings show that 
linguistic intensity and nuances give a better description of NPO, while the 
figurative, interpersonal character of the DMT picture seems to be a 
important tool in the assessment of severe psychopathology.

6.3. DMT Manual

The overall results show that six of the ten main groups of defense 
categories in the manual contribute significantly to the pattern of signs that 
are of paramount importance for determining membership of PO. These 
are Repression, Isolation, Denial, Introaggression, Introjection and 
Projected introaggression. In addition, reactions to the threshold of 
perception values of the stimulus-picture are of importance in the 
assessment of PO membership. It is surprising to find that within the group 
of DMT-variables which did not have any variance there are some which 
in a DMT context are assumed to be important. For example, defenses
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commonly associated with neurosis -  reaction formation and repression, 
and defenses assumed to be associated with psychosis e.g. regression and 
projection. In what follows, I will focus on some DMT defenses which on 
the basis of this empirical work might be reconceptualized.

Repression
The construct validity of DMT Repression has, as mentioned earlier, been 
questioned by Kline (1987). I agree with him that there seems to be no 
obvious reason why lifelessness and inhumanity should reflect repression 
proper and, additionally, without any integration of other aspects of the 
personality. In the current study Repression does noi characterize the NPO 
or Non-patients groups but rather BPO and PPO. How can this be 
explained? My hypothesis is that the criteria for repression proper in the 
DMT are indirectly manifested as stable Hero and Pp gestalts together with 
an adaptive affect elaboration i.e. as a good percept. The results 
correspond closely to Kemberg’s description of repression, characterized 
by well integrated self- and object representations. The Repression (Pp) 
and Repression (Hero), typical of PPO and BPO respectively, seem to be 
more associated with the splitting mechanism than with repression proper. 
These stiff, lifeless and inhuman qualities of DMT Repression where the 
emotional qualities of Hero and Pp have been lost may be related to the 
inability of the BPO and PPO patients to identify these qualities in 
themselves. In this study no differentiation was made between differing 
sign-variants of Repression. It may be that some sign-variants have more 
discriminating power than others. Andersson (1991) links DMT 
Repression to the "paranoid-schizoid position" described by M. Klein.

Isolation
Different variants of the manual category Isolation seem to be of 
importance in each of the three diagnostic groups but in different ways. A 
gradually increasing degree of distortion is found from disappearance of 
the Threat characteristic of the NPO to disappearance/reduction of the 
Hero and Pp with the BPO, after having once seen these gestalts, and a 
general difficulty for PPO patients in experiencing the Hero, the Pp and the 
Threat. These results raise the issue of the interpretation of the various 
forms of Isolation in the DMT. Are all these reactions an expression of the 
defense Isolation as defined in the psychoanalytic theory of neurosis or are
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they, in the cases of BPO and PPO, more an expression of ego-deficiency 
with primitive defensive operations centering around the mechanism of 
splitting or denial? The uncertainty about the definition of different sign- 
variants of DMT Isolation has also been pointed out by Westerlundh 
(1991) and Nilsson et. al. (1986). The latter authors find it reasonable to 
interpret the sign-variants of discontinuity as an expression of anxiety. 
Since the results appear to confirm the fact that these reactions 
characterize different diagnoses it may be more appropriate to mark a 
differentiation between them in the manual.

Denial
In the current study Denial was found to be a typical feature of the PPO 
group. In addition, these patients have difficulties in perceiving the Threat. 
According to the rationale of the DMT the term Denial has been preferred 
to that of negation (Freud, 1925) with an emphasis on the explicit verbal 
denial of the Threat in the picture. The fact that these patients on the whole 
have difficulties taking into account a great part of the picture and 
especially the Threat, is in my opinion another important aspect of denial, 
presumably a more severe one. The reduction/disappearance of the Hero 
and/or Pp, the inability to bring together these gestalts or the avoiding of 
attachment between these gestalts, typical of BPO, seems to be another 
expression of denial or vertical split according to Kohut.

In summary, the main signs and sign-variants of Repression, Isolation and 
Denial in DMT are good examples of the fact that face validity does not 
guarantee construct validity. Distortions may arise for other reasons than 
those expected.

My intention here has been to highlight major tendencies in specific areas 
of the test that may facilitate the identification of structural and defensive 
operations. At the time of data collection the DMT variables describing the 
test situation (papers 3 and 4) were not included. By drawing attention to 
the patient-examiner relationship and atypical transferences, we can 
utilize the richness of information yielded by this projective test. In future 
research it would also be important and challenging to attempt to 
operationalize and examine the dynamic interplay among further concepts 
emerging from new models within psychoanalytic theory to improve 
clinical assessment by means of the DMT. Last but not least, we have to
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remember that even the most complicated parts of psychoanalytic theory 
are oversimplifications and schematizations -  we never attain "Das Ding 
an sich".
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