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CHAPTER 2

INTERPRETING PAI CLINICAL
SCALE ELEVATIONS

The starting point in interpreting the PAI lies at the level of the individual
scales that were developed to measure the specific construct implied by the scale
name. Each scale on the test was designed to measure the major tacets of a differ-
t clinical construct, as determined by current theoretical and empirical work on

those constructs. Most of the clinical scales offer subscales. Therefore, configural
nterpretation of the test is possible even at the level ol the individual scales,
hecause two identical elevations on a particular scale may be interpreted quite dil-
ferently depending on the configuration of the subscales. The following sections
describe the logic underlying the PAI clinical scales and the interpretations of dif-
ferent ranges and configurations of scores on each scale.

Somatic Complaints (SOM)

The Somatic Complaints scale is precisely what the scale name suggests: the
items reflect complaints and concerns about physical functioning and health mat-
ters in general. Interpretively, there are many things that the SOM scale should not
be expected to do. In isolation, SOM cannot distinguish between functional and
organic somatic features. It is not a neuropsychological assessment instrument, and
it certainly is not sufficient evidence for establishing a diagnosis of a physical con-
dition. However, the scale is useful for assessing the extent to which physical con-
ditions are a central concern in an individuals life. It is important to recognize that
people with very similar physical conditions can differ drastically in their reactions
to the condition. For example, one person faced with a crippling chronic condi-
tion might react stoically, successfully adapting to any impairment and, perhaps,
refusing to acknowledge the limitations imposed by his or her health. Another per-
son, faced with the same condition, might ruminate bitterly about these limita-
tions, complaining endlessly about physical problems and, perhaps, even using the
problems as a means of controlling other people. There are valid physical problems

in both situations, but the psychological reaction to the problems is quite diller-
ent. The SOM scale provides information about the latter, but it should not be used
in isolation to determine the former.
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The Diagnostic and Statistical Manual of Mental Disorders (DSM-1V; American
Psychiatric Association, 1994) classification system groups a variety of syndromes
under the concept of Sematoform Disorder; all involve physical symptoms sug-
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estive of some organic disorder, but one for which there are no known physio-

s

ogic mechanisms. The constructs included in this group of disorders (e.g., con-
version hysteria and h\'pmmmdrmxm have had a variety of clinical meanings over
the years; fo

that has accumulated on this [Opk One of the central distinctions drawn in recent
years has been between individuals who present with mulnple, relatively minor

st this reason, it is difficult to evaluate the results of diagnestic research

physiologic symptoms and individuals who complain of major disability of some
sensory or motor function. In the DSM manual, the former individuals are referred
to as having Somatization Disorder, whereas the latter are typically diagnosed with
Conversion Disorder. This d;suncmon can be traced back to the early studies of
Briquet (1859), who found that most patients with “hysteria” displayed few of the
symptoms thought to be pathognomonic of the disorder. More recently, the symp-
tomatic approach of Briquet has been applied to contemporary diagnoses, with
research suggesting that “Briquets syndrome” (or Somatization Disorder, as it is
now called) reflects a distinet diagnostic entity from the traditional construct of
conversion hysteria (Guze, Woodruff, & Clayton, 1971). Both disorders are
viewed as distinct from Hypochondriasis, which, in contemporary diagnostic prac-
tice, refers to a preoccupation with the fear or belief of having a disease

The PAI SOM scale was designed to provide a differential assessment of some
of these components of somatoform disorders. The three subscales of SOM reflect
different facets of somatic complaints frequently associated with psychological
conditions. Although two of the subscale names reflect this association, one should
not assume that an elevation on one of these scales indicates that the diagnosis is
present, as for each of those diagnoses the presumption is made that organic
factors have been ruled out. Rather, elevation indicates that the respondent is
reporting symptoms consistent with these disorders. To support such caution in
interpretation, the SOM scale is generally the highest point of the PAT profile in a
general clinical population, although, even in such populations, the average score
is typically below 70T (Osborne, 1994). Perhaps more than on any other scale, the
primary question about discriminant validity (i.e., whether these might be valid
physical problems) lies outside of the domains measured by the PAL

SOM-C: Conversion
The Conversion subscale includes items corresponding to the dramatic physi-

ological symptoms that have been found to be prevalent in conversion disorders
(Watson & Buranen, 1979). As it turns out, most of these symptoms involve
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ing pro
in the normative s mp!c on t?m Conversion su‘%cak was very Iow md\mtmg hat
for the most part, these symptoms are quite unusual in the general population

Although such symptoms may be rare, there are some populations in which these

aptoms are more common, because there are a variety of physical conditions

sult in sensory-motor problems. For example, people with multiple sclero-
sis. stroke victims, and those with other neurological disorders all may have sensory-
motor problems. It has been observed that the SOM-C subscale is probably the most
censitive scale on the PAI to various forms of Central Nervous System (CNS)
impairment. One diagnostic group that frequently obtains elevations on SOM-C
are chronic alcoholics who are beginning to experience some neuropsychological
compromise associated with their drinking. Often, clinicians will use indicators on
sell-report personality inventories to distinguish a conversion reaction from a “gen-
nine” organic problem or to distinguish functional from organic pain, but, in actu-
ality, this diagnostic distinction should never be based solely on the results of such
ests. In such instances, a thorough medical evaluation is recommended.

Thus, an elevated score on SOM-C indicates a report of problems in physical
functioning due to symptoms olten associated with conversion disorders, such as
sensory or motor dysfunctions. Such problems are likely to be unusual ones,
rather than a more severe form of more common problems such as headaches or
dizziness. Perhaps consistent with the notion of la belle indifference, the SOM-C
scale is relatively uncorrelated with other indicators of distress; thus, an isolated
clevation does not necessarily signify that the reported symptoms are of great con-
cern to the respondent (cf. the score on DEP and the SOM-H subscale for such dis-
tress or preoccupation). Marked elevations could be a sign of (a) a debilitating
physical illness leading to marked sensorimotor impairment, (b) a rather dramatic
conversion reaction, or (¢) severe hypochondriasis or, perhaps, even somatic delu-
sions. More moderate elevations would be expected in a person with a more clir-
cumscribed sensory or motor impairment, such as those associated with mild cere-
brovascular infarcts. Because of the rarity of these somatic signs in the general
population, SOM-C has a rather “hard floor,” and it is not possible to obtain

extremely low scores.

Individuals with SOM-C elevations are likely to report that their daily func-
tioning has been compromised by one or more serious and rather unusual physi-
cal problems. Although they may feel that their health is good in general, if the
other SOM subscales are not elevated, they will feel that the health problems that
they do have are complex and difficult to treat successfully. Physical complaints are
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likely to focus on symptoms ol distress in neurological and musculoskeletal sys-
tems, and may involve features often associated with conversion disorders, such as
unusual sensory or motor dysfunctions. As scores become exireme (ie., = 95T),
the possibility of somatic delusions should also be considered.

SOM-5: Sematization
The Somatization subscale inquires about routine physical complaints, such as
headaches, back problems, pain, or gastrointestinal ailments; these complaints are
diagnostic by virtue of their frequency rather than their presence. In comparison
to SOM-C, the Somatization subscale consists of complaints that are more vague
and diftuse, not localized in any one organ system. There are two components to
elevations on the subscale, one elernent involving the physical symptoms (which
an include a general lethargy and malaise), and a second element relating to a
more general complaintiveness and dissatisfaction. The SOM-S subscale yields
substantial correlations with measures of both psychological and physical distress;
individuals with SOM-5 elevations are likely to have a litany of physical complaints
that they will share with anyone who will listen.

Individuals with SOM-S elevations will report that their daily functioning has
been compromised by numerous and varied physical problems. They will report
particular problems with the frequent occurrence of various minor physical symp-
toms and vague complaints of ill health and fatigue, often accompanied by unhap-
piness and bitterness about their health. This pattern of symptowms is often consis-
tent with a somatization disorder.

SOM-H: Health Concerns

The Health Concerns subscale indicates a preoccupation with health and phys-
ical functioning. ltems on this subscale are related to the sell-perceived complex-
ity of the individuals health problems and the intensity of the individual’s efforts
to ameliorate these problems. The SOM-H subscale is a measure of focus rather
than ol severity; a general medical population has a very wide distribution, and
individuals with serious health problems can still obtain low scores on this sub-
scale. Such people will tend to strike others as quite stoic about their problems,
whereas individuals with SOM-H elevations will tend to focus a great deal on their
health issues.

Individuals with elevations on SOM-H are likely to report that their daily func-
tioning has been compromised by numerous and varied physical problems. If the
other subscales are not elevated, such individuals may appear to be relatively
healthy to other observers, but they will see themselves as having a history of com-

plex medical problems. They will tend to feel that their health is not as good as

Inicrpreting PAL Clinical Scale Elevations

that of their age peers, who may view such individuals as rather hypochondriacal.
There are likely to be continuous concerns with health status and physical prob-
lems, and the poor health may be a major component of the sell-image, with such

individuals accustomed to being in the patient role.

SOM Full Scale Izzim’;)raaiiaﬂ

As the sum of these three elements, the full scale of SOM reflects the degree of

concern about physical functioning and health matters and the extent of perceived

npairment arising from somatic symptoms. Average scores on SOM {i.e., < 607

iu. a person with few bodily complaints. Such individuals are typically seen as
(\pu mistic, alert, and effective. Scores between 60T and 70T indicate some concern
about health functioning and will not be uncommon in older respondents or in
lical patients with relatively specific organic symptoms. Scores above 70T sug-

significant concerns about somatic functioning and probable impairment aris-

ing [rom somatic symptoms. Such a person will feel that his or her health is not as
good as that of age peers and is likely to believe that the health problems are com-
plex and difficult to treat successfully. For such people, social interactions and con-
versations are likely to focus often on their health problems, and self-image may
be largely influenced by the belief that they are handicapped by poor health. Indi-
viduals scoring in this range may be seen as unhappy, complaining, and pes-
simistic. They may be using somatic complaints to control others in a passive-

aggressive manner.

SOM scores that are markedly elevated (i.e., > 87T) are unusual even in clini-
cal samples; such scores suggest a ruminative preoccupation with physical func-
tioning and health matters and severe impairment arising from somatic symptoms.
fn that range, the somatic complaints are likely to be chronic and accornpanied by
fatigue and weakness that render the individual incapable of performing even min-
imal tole expectations. Such scores require elevations on all three subscales,
reflecting a large number of somatic complaints affecting most organ systems,
including the neurological, gastrowtestinal, and musculoskeletal systems. Scores
in this range will reflect a diagnosable somatoform disorder in most instances.
These patients may be resistant to psychological explanations for problems and
may be poor candidates for psychotherapy, particularly if there are few accompa-
nying indications of psychological distress,

SOM Subscale Configurations

The [ollowing sections describe some of the implications ol partic ular combi-
wations of elevations on SOM subscales.
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SOM-C high, SOM-S high, SOM-H high

Individuals with this subscale pattern will report that their daily functioning
has been compromised by numerous and varied physical problems. They feel that
their health is not as good as that of their age peers and are I'(\'ely to believe that

ical com-

cand difficult to treat successfully. Phy

S

their health problems are comp

plaints are likely 1o include symptoms of distress in several bmiogha! systems,
zm;w{mﬂ the neurological, gastrointestinal, and musculoskeletal systems. The
pattern indicates the repott of unusual sensorimotor symptoms as well as severe
mamttstations Qf more ordinary complaints, such as headaches or pains. Such
individuals are likely to be continuously concerned with their health status and
physical problems, and social interactions and conversations will tend to focus on
their health problems. The sell-image may be largely influenced by a belief that
they are handicap pul by ponr health, and such individuals may be quite accus-
tomed to being in the patient role.

SOM-C high, SOM-S high, SOM-H average
This subscale pattern is rather unusual, as it represents a report of numerous
and varied physical problems but relatively little focus on these problems. The
physical complaints are likely to include symptoms of distress in several biologi-
cal systems, including the neurological, gastrointestinal, and musculoskeletal sys-
tems. The item endorsement pattern indicates the report ol symptoms consistent
with both conversion and somatization disorders. The lower scores on SOM-H
suggest less complaintiveness than is typical of individuals with SOM-S elevations.

SOM-C high, SOM-5 average, SOM-H high

Individuals with this subscale pattern will report that their daily functioning is
impeded by unusual physical problems. They feel that their health is not as good
as that of their age peers and are likely to believe that their health problems are
particularly challenging and treatment resistant. Physical complaints are likely to
focus on sympioms ol distress across varied physical systems, particularly neuro-
logical and musculoskeletal systems; these involve features often associated with
conversion disorders, such as unusual sensory or motor dysfunctions. Such peo-
ple tend to be continuously concerned with their health status and physical prob-
lems, and there may be underlying concerns about the ability of the medical sys-
em to treat these problems effectively.

/

SOM-C average, SOM-S hégh, SOM-H high
People displaying this pattern are likely to 1“>po.r1. that they cannot function nor-
I that their health is not as good as

mally due to various physical pmbmnb They
that of others, reporting that their health pmi“ ns are cornplicated and difficult to
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treat successfully, They report particular problems with the frequent occurrence of

various minor physical symptoms (e.g., headaches, pain, or gastrointestinal prob-

lemns) and vague complaints of ill health and fatigue. Health status and physical

problems are likely to be continuous concerns, and social interactions and conver-

sattons will tend to focus on healith pmhumx Marked dissatistaction with the
quality and effectiveness of the care they have received is also likely.

Anxiety (ANX)

Anxiety is a prominent part of many of the major syndromes of mental disor-
der. Unlortunately, with respect to measurement it also represents one of the most
clusive psychological constructs. An important conceptualization by Lang (1971)
addressed some of these measurement difficulties by portraying anxiety as com-
prised of three components: “cognitive” (in a person’s thoughts), “somatic” (involv-
ing physiological reactions), and “behavioral” (observed in a person’s actions).
Lang viewed each of these three components as related but independent modes of
the expression of anxiety;, as such, the comprehensive assessment of anxiety
involved the measurement of each individual compounent. Lang included the sub-

jective feeling of anxiety as part of the cognitive component of anxiety, but more

recent efforts (Zajone, 1980) have distinguished between the affective and cogni-
tive experiences of emotion. Koksal and Power (1990) demonstrated that the cog-
nitive and affective components of anxiety were clearly related but could be reli-
ably differentiated by self-report methods and suggested that a comprehensive
assessment of anxiety includes an assessment of four systems: affective, cognitive,

behavioral, and somatic.

The ANX scale of the PAT was designed to assess three of these components of
anxiety; the behavioral component of anxiety was not included as a subscale. Spe-
cific behaviors often serve as the basis of making dilferential diagnostic decisions;
for example, avoidance behavior is a critical component of the delinition of a pho-
bia, whereas ritualistic behavior is a critical sign ol Obsessive-Compulsive Disor-
der. Thus, in the PAL, these specific behaviors were assessed in the context of a
scale (ARD) pertaining to specific anxiety-related disorders, as des‘crii)ed in a later
section. This exclusion makes the scale a more general, nonspecific index of anx-
iety that does not have specilic ties to a particular diagnostic construct. Rather, it

re [au broadly to the experience of anxiety and to how it is typically expressed.

ANX-C: Cognitive
The Cognitive subscale of ANX includes items that tap an expectation ol harm,
cuminative worry, and cognitive beliels of the type described by Beck and Emery




PAL Interpretive Guide

,‘.
NG

79) within lhg context of cognitive therapy of anxiety disorders. This cognitive
uminative form of anxiety expression; people operating in

on tend to dwell on events, running them over and over in

proach to anxu\/ such pm},m tend to be

s an internalizing ap
ather ‘Han

ol anxiety, ma

1 to have an

This mode ol anx-
is both a
ent distress.

esston also tends to have strong waning that it
£

stic style of dealing with ansie
PR SCOTES O A Ty H
Elevated scoves on A\K\C( mdluu worty and concern about current issues to
‘
1531

tmay impair the person’s ability to concentrate and atte d. Such peo-

o be o wnumed dbum issues and events over which they have
have

- As scores exceed 85T, the worry and negative expectations are likely

nmmg, and the Dow.bm” of intrusive ol sf’sssions

hould be investi-

W

ANX-A: Affective

T AT At tom crgine o tps
The Affective subscale includes items that measure the feelings of tension,
¢

apprehension, and nervousness that are characteristic of anxiety. This anxiety
>

tends o be free-floating rather than a [u{(‘}’:d ts or events. Also, the
. Also, the

anxiety reflected in this subscale tends 's‘u nt and frez*bl"\'e‘ it

r‘ﬂ“us a dispositionally low threshol i i
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High scorers on this scale experience a great deal of tension, hws mihcm ty rdax—
Iy fatigued as a result of constant apprehension and high

ing, and tend w be easily

51

perceived stress. Elevations on this subscale in the absence of elevations on the
remaining ANX subscales are suggestive of generalized anxiety rather than more
specilic fears.

ANX-P: Physiological

The Physiological subscale of ANX includes items that assess the somatic

expression of anxiety, such as racing heart, sweaty palms, rapid breathing, and
dizziness. This subscale has a fairly dilferent pattern of relationships to other con-
structs than ANX-C and ANX-A. For example, ANX-P correlates most highly with
the state coraponent (as opposed to the trait component) of the STAL However,
this may, in part, be due to the nature of that instrument, as many of its “state”
items are nhvsmmgzw’ in nature, and mode of anxiety expression may be con-

Uﬂd d with duration of zmxiuy on the STAI (Spielberger, 1983).

\ . e s

Anothy s associated much less with indicators of
depres ":iﬂn : 3 mptom expression, as wmpmu to
ANX-Cor L\L\\ A Fm\ dlm netion capt ; dl!iumu between somatization and

A id these ‘ﬁ‘c!mgS of

Interpreting PAT Clinical Scale Elevations

ideation. ANX-P corrclates most highly with the expression of physical symptoma-
tology. People with this pattern may not psychologically experience themselves as
anxious, but they show physiological signs that most people associate with anxi-
ety This suggests a repressive style of dealing with stress; the person may notice
I'signs such as sweaty palms and shortness of breath, and still not rec-

overt physica
ognize these as signs ol anxiety and stress.

/X Full Scale Interpretation

As mentioned earlier, the full scale score of ANX is a nonspecific indicator of
the degree of tension and negative affect experienced by the respondent. Average
scores on ANX (i.e., < 60T) reflect a person with [ew complaints of anxiety or ten-
sion. Such individuals are typically seen as calm, optimistic, and effective in deal-
ing with stress. Very low scores (i.e., < 40T) are indicative of a person reporting
fearlessness, and it is possible that this represents a reckless lack of prudence in
certain situations. Scores between 60T and 70T are indicative of a person who may
be experiencing some stress and who is worried, sensitive, and emotional. Scores
above 70T suggest significant anxiety and tension. With scores in this range, the
respondent is probably tense much of the time and ruminative about anticipated
misfortune. These individuals may be seen as high strung, nervous, timid, and
dependent. With scores above 70T, at least one ANX subscale is likely to be ele-
vated and such elevations should be examined to determine the typical modality
in which anxiety is expressed.

ANX scores that are markedly elevated (Le., > 90T) will likely have elevations
on all three subscales, reflecting a generalized impairment associated with anxiety.
Such a persons life will be seriously constricted, and the individual may not be
able 10 meet even minimal role expeciations without feeling overwhelmed. Mild
stressors are likely Lo precipitate a crisis, and this repeating pattern ol crises may
present difficulties for psychotherapy despite the motivating nature of the individ-
uals distress. Scores in this range will reflect a diagnosable anxiety disorder in most
instances; scores on ARD may suggest a specific focus for the fears, or a lack of ele-
vation on ARD may suggest that the anxiety is {ree-floating and generalized.

ANX Subscale Canﬁgumiéons
The following sections describe some of the implications of elevations on two

or more ANX subscales.

ANX-C high, ANX-A high, ANX-P high

Individuals who have all three subscales elevated ave likely to be plagued by
worry to a degree that interferes with their ability to concentrate, ;m,end‘ md
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manage stresstul periods in their lives. Anxiety is experienced in all modalities,

ideationally as well

- . ‘ , :
s physically. Such people will ruminate about issues and
events ol seemingly minor s ng{mhmnce and over which they have no control. There
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tional and sensitized approach to anxiety. The ten-

Dattern suggests a
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i
deney o dwell on decisions and issues most likely interferes with their abil lity to

1
concentrate and focus on matters at hand. Th; spond s level of tension and

1

ffimitioc in relaving are nrahahbo pear
difficulties in relaxing are probably readily apparent to others, who are likely to per~

. RN I e vE v
ive the respondent as worrying needle )Sl y and excessively abouwt most matte

ANX-C high, ANX-A average, ANX-P high

This is an unusual configuration in that t

e person does not repott a strong

iculties in relaxing, yet there appears

bjective experience of tension or major diff
le worry and tension surrounding specific events or issues, and

r
to be considerab
complaints of i ,c,uular heartbeats, and shortness of breath) are also present. Such
a pattern suggests some denial or lack of recognition of the degree to which gen-

1

overt physical signs of tension and stress (‘ , sweaty palms, trembling hands,

(=]

eralized stress is atfecting t

e person’s functioning,

ANX-C average, ANX-A high, ANX-P high
. The primary manifestations of the respondent’s anxiety appear to be in the

aftective and physiological areas. Such people feel quite tense much of the time,
have difficulty relaxing, and are likely to experience considerable fatigue and
malaise as a result ol high perceived stress levels. There may be a tendency to try
le stress by simply not thinking g about the stressful issues, as ideation does
not appear Lo be a prominent component of the anxiety, but it is apparent that it
is being expressed in other ways, particularly in somatic form.

o hand

Anxiety-Related Disorders (ARD)

Anxiery is typically a feature in most clinical disorders, and, as su ch, an anxi-

ety scale such as ANX is of limited use in idenmfymg specilic disorders in which
anxiety may be prominent. The behavioral expression of anxiety, however, varies

across di liuem disorders, and, as such, these different diagnostic syndromes are typ-
ically defined by characteristic behaviors. The ARD s

o thxu, important anxiety

e assesses phenomena central

-related disorders that

n conjunction with marked anxi-

6

o AN e ot e o . § ;
ety as measured by ANX, can serve as a more specific indicator of these disorders.
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ARD-O: Obsessive-Compulsive
The ubses> e-Compulsive subscale includes items related to both the symp-
b DA
1 and performance ol

tomatic fearure s of the disorder (e.g., lears of contamina
riruals) and the p rsonality cl ments o[ the disorder (e.g., perfectionism and hyper-
wentiveness to detail). In DSM-IV terms, these two components inltbC nt both

ects of the disorder. T

_;p
Axis T component involves intrusive, recurrent thoughts
lirerature suggests a number of common themes to these thwughts, such as fears of

(clinical syndrome) and Axis U (personality trait

he
ges, or od yaviors: the

contamination leading to characteristic avoidance behaviors (e.g., hand-washing).
The Axis U com‘ponem involves a personality style that is rigid, dogmatic, and

alfectively constricted. For example, if you were to visit the house of an obsessional
1§1dmaua1 and pick up an object, the Axis [ obsessional would be concerned that
vou left gm‘ms on the object, whereas the Axis Il obsessional would be concerned
that vou did not return the object to its proper place. Although these are fairly dif-
ferent responses to the situation, both are represented on ARD-O.

The correlational pattern of ARD-O suggests that the Axis I manilestations are
most heavily represented, as the scale is less correlated with traditional markers of
anxiety and neuroticism than other ARD subscales. This pattern suggests that high
scorers are using ohsessional tactics to try to control anxiety (i.e., control through
order and predictability). The relatively lower associations with ANX, for example,
point out that there are a number of individuals who are successlul in these efforts
(i.c., they have little subjective experience of anxiety). Thus, with ARD-O elevated
and the full-scale of ANX low, this suggests that the obsessional tactics are reason-
ably effective. However, this control of anxiety may be achieved at a cost; other
aspects of the test may reveal pronounced interpersonal problems (e.g., low WRM,
SCZ-S, BOR-N) associated with the individuals tigidity and need for control. How-
- as both ANX and ARD-O elevate, this is a sign that the obsessional tactics are

H
»

ailing to control the anxiety.

By comparison to most other clinical subscales, elevations on ARD-O are less
frequent in clinical samples. This suggests that these behaviors and defenses are
more unusual in clinical samples, as compared to the straightforward experience
of anxiety. Thus, relatively moderate elevations (i.e., 55T to 65T) are interpretively
significant in the clinical settings. Such people may be seen by others as being
ruminating, detail-oriented, conforming, and somewhat rigid in attitudes and
behavior. Scores ranging {rom 65T to 757 suggest a lairty v g d individual who fol-

lows his or her own guidelines for personal conduct in an inflexible and unyield-

ing manner. Such people ruminate about matters to the degree that they olten have
difliculty in making decisions and in perceiving the larger significance ol decisions
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1ey do make. Changes in routine, unexpected events, and contradictory informa-
tion are likely to generate untoward stress, and such individuals will be particu-
larly wary of situations with strong affective demands. Scores at or above 75T
indicate marked rigidity and significant ruminative concerns; intrusive thoughts
are likely to be present. Such people may fear their own impulses and doubt their

\1\,

own ability to control them. They are lik

to be extremel Y l’{'ldCClSi\'e, and obses-

sional delens

s are probably failing to control marked anxiety.

ARD-P: Phobias

The Phobias subscale assesses several of the more common phobic fears,
including heights, enclosed places, public transportation, and social exhibition.
These fears were selected based on commonality of reporting in the research liter-
ature——commonality within clinical, rather than research, settings. For example,

snake and insect phobias ave frequent objects of study in research laboratories, yet

they constitute a fairly minor proportion of presenting complaints in anxiety dis-
order clinics. Given the prevalence of social phobias, these items are heavily rep-
resented on the scale, and elevations may indicate marked social anxiety. The
ARD-P subscale correlates well with most other indicators of phobic fears as well

as with indicators of more general anxiety.

The ARD-P scale is interesting in that it also has interpretive significance at very
low scores, as the scale has a rather soft floor. Raw scores of 0 or 1 place a person
at roughly 35T; such scores are typically obtained in people who regard themselves
as fearless, unafraid of anyt thing, even at times when fear is merited. In such peo-
ple, there is a possibil 1ty ol recklessness because they are not likely to be inhibited
by appropriate caution; such scores are sometimes obtained in psychopathic indi-
viduak Scores in the range from 607 to 70T suggest the possibility of specific

ears, but avoidance behaviors are not likely to be severe and probably will not pre-
ciuue arelatively successtul level ol daily functioning. As scores elevate above 70T,
phobic behaviors are likely to interfere in some significant way, and such people
will tend to monitor their environment in an effort to avoid contact with the feared
object or situation. Marked elevations indicate the likelihood of multiple phobias
or a more pervasive phobia, such as agoraphobia, as opposed to a simple, more
circumscribed phobia.

ARD-T: Traumatic Stress
The Traumatic Stress subscale concerns phenomena related to reactions to
iraum;ﬁx\ic stressors, including nightmares, sudden anxiety reactions, and feelings

I

1

ol being trreversibly changed by a traumatic event. Ttems were not written to detail
the nau re of the traumatic event; such events m

ight include combat experiences,
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{"1

rape or abuse, or some other highly stressfiul expm‘a@nce Positive responses 1o the

items indicate that (a) some terrible event or events 5 pened to this person, and

(1) these events changed the person for the worse in some way,

N ol si g nificant elevations on this ‘shh‘uh\ ¢, e prec ise nature of the event
: 7}3& (’xc‘ii;"n"d‘slﬂ d Hl[(‘wl”h a follow- up 'TL{UIQ [he test score can serve as a use-

roaching a mpm that an individual may not be w%lii%w to disclose

loe
Jduring an intake interview. The PAT assessment provides an uﬂponumq to divulge
discomforting information. Yi“ information is divulged in a “safe” forum, as it is

simply a check mark on a piece of paper; however, including it with the rest of the

items also acknowledges to the respondent that these are important issues and that
it is acceptable to discuss such issues in the context of a professional assessment.
his scale is commonly elevated in clinical samples, it is often an entry to

set
er discussion while pm\ldm5 the client with feedback on test results. For
le, one might say, “1 notice your score is very high on the traumatic stres

scale: this usually occurs with people who have had something very bad happen
1o them that rqu changed their life, that really allected them in a negative way.
What do you think about that?” Although this interpretation is rather unexcep-
tional given the content of the items, clients are often tmpressed by the extent to
which they differ from others in this regard. In addition, the acknowledgment tha
the clinician understands that these are particularly important issues for the client
is generally reassuring and increases the clients confidence in the clinician.

One aspect of ARD-T that merits mention is that it is quite frequently elevated
in clinical settings; the average score for clinical respondents is 64T, which
approaches the 90th percentile for the general population. Tt should be recognized
that individuals in treatment settings tend to have very high rates of traumatic
events; prevalence of a history of physical and/or sexual abuse has been estimatec
as high as 70-80% in some settings. However, the frequency of this elevation also
should serve as a caution against an indeterminate use of this scale as an indication
of postiraumatic stress disorder (PTSD), which tends to have a characteristic pron e

that includes other features as well as ARD-T elevations (see chaprer 6). PTSD is

syndrome that is not limited to the particular feature ldtr[m@! by ARD-T, although
the scale is certainly a beginning peint in the identification of this syndrome.
Scores in the moderatdv elevated range on ARD-T (1.e., 65T to 75T) suggest

thai the vespondent has likely experienced a disturbing traumatic event in the p ast
that continues to be a source of distress and to produce recurrent episo i¢>

dety. Although the item content of the PAT does not address spe um causes

of traumatic stress, >ossible traumatic events involve victimization (e.g., rape,
abuse), combat experiences, life-threatening accidents, and narural disasters. As




PAL Interpretive Guide

scores become increasingly elevated, preoccupation with the trauma increases, and
scores above 90T mdicate that the trauma (single or multiple) is the overriding

s

cus of the persons life and that individual s

sl H
<1

ty damaged, perhaps irreparably, by the experience

‘ews himself or hersell as having been

full scale of ARD is perhaps the most difficult to interpret on the inventory,
due to its composition of three fairly diverse conditions. In géneml, it is a measure
sion of anxiety. Average scores on ARD (ie., < 60T)
ect a person who reports little distress across many situations. Such individu-

of the extent of behavioral ex ‘prc

als are \puuH 7 seen as secure, adaptable, and calm under fire. Scores between
60T and 70T reflect a person who occasional lly experiences, or experiences only
o a mild degree, maladaptive behavior patterns aimed at controlling anxiety.
Such people will have some specific fears or worries and also may have little self-

nlidence. Scores above 70T suggest impairment associated with fears surround-
ing a particular situation; specific subscale elevations should reveal more precisely
the nature of these fears. Such individuals may be seen as insecure and sell-doubt-
ing, ruminative, and particularly uncomfortable in social situations.

ARD scores that are markedly elevated (e, > 907) are likely to have elevations
on all three subscales, reflecting multiple anxiety disorder diagnoses and broad
impairment associated with anxiety. These individuals are in severe psychological
turmwil; they are faced with constant rumination and ofien are guilt ridden over past
transgressions, whether real or imagined. A number of maladaptive behavior pat-
terns aimed at controlling anxiety are probably present, but these patterns are hav-

g little effect in preventing anxiety from intruding into experience and functioning,

ARD Subscale Configurations
The fb“owing sections describe some of the implications when two or more
ARD subscales are elevated in combination.
ARD-O high, ARD-P high, ARD-T high
This pattern reveals that the respondent is likely to have significant symptoms

and behaviors related to anxiety in a variety of domains, including phobic avoid-
e, obsessive rumination, and troublesome thoughis related to a traumatic

mg avoidance behaviors are likely to interfere with social role
tunctioning in some significant way: such people tend to monitor their environ-
ment constantly in a \1g11am manner in an effort to avoid contact with particular
sttuations, particularly those that evoke a disturbing traumatic event in the past.
Although phobic fe:

are likely, such people are more likely to have multiple

Interpreting PAL Clinical Scale Elevations

shobias or a more debilitating phobia, such as agoraphobia, than to suller from a

T
I
h

simple phobia

There appears to be an attempt, apparently unsuccessful, to control these anx-

s through rigidity and affective constriction. Such people are often seen by
les. They are likely to

etic
sthers as being perfectionistic and overly anxious about tril
set and follow their personal guidelines for conduct in an inflexible and unyield-
ing manner, but they pay for this lack of flexibility by ruminating about matters
{hoth past and present) to the degree that decisions cannot be made. Predictability
is very important for such people, and changes in routine, unexpected life events,

| contradictory information are likely to overtax the person’s efforts at control.

ang

They also may fear their own impulses and doubt their ability to control them

ARD-O high, ARD-P high, ARD-T average

This subscale pattern suggests a fearful individual who attempts to manage
anxiety through rigid planning and tries to avoid alfective arousal. However, anx-
iety and avoidance behaviors are likely to be interfering in some significant way in
the individuals life, and it is probable that such individuals monitor their sur-
Uund ings closely to avoid unexpected disruptions in routine. Such people tend to
fear novel situations and will avoid risk-taking as much as possible. This pattern,
particularly with a concomitant elevation on DOM, suggesis a person who man-
ages this fear of novelty through a rigid and inflexible need for control. However,
this need for control is complicated by the tendency to constantly ruminate about
isions and about the unexpected consequences of any decisions that are made.
anges in routine, unexpected events, and contradictory information are likely to

be paﬁic‘u]a‘rly difficult to handle.

k
1
A

ARD-O high, ARD-P average, ARD-T high

This pattern of responses suggests an individual who ruminatively dwells on
past events in his or her life. Such people attempt to manage the discomlort gen-
erated by these past events through affective constriction and by organizing their
lives in an inflexible and unyielding manner. Although these strategics may help
in managing anxiety, they fill the person with doubt and, hence, such individuals
will have difficulty in making personal decisions and in perceiving the larger con-
sequences of decisions they do make. Such people may particnlarly fear their own

i *Hhcx and doubt their ability to control them should their rigid efforts at self-

control fail.

ARD-O average, ARD-P high, ARD-T high
This subscale pattern reflects individuals who have experienced a disturbing
traumatic event in the past, an event that continues to serve as a source of marked
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S R . . e H y i "
distress and 10 produce recurrent episodes of anxiety. Such people tend 1o vigi-
) ¢

lantly monutor their e
past stressful events; avoidance behaviors related 1o these fears are | likely 1o be suf-

I B H r

ficiently role functioning. Interpersonal withdrawal

rlow scores on WRM), and multiple pho-

L

5ot ~
such as agoraphobia, may be present.

The measurement of ¢ ived more research attentior

than any other construct

[ widely used

ssion

instruments for ¢ sression, including the self-report Beck Dep

as well as
ion (MAM-D:
Hamilton, 1960). Despite the fact {hai t} 1ese :aCiUQS: are widely used and tend to be

Inventory,

¢ Sca

observer r

e for Depre

positively correlated, each has somewhat ditferent characteristics (Lambert, Hatch,

Kingston, & Ec

wards, 1986). For example, the BDI is based on the cognitive fea-
tures of depression, such as beliefs about helplessness and negative expectations
e, & Smith, 1989). In contrast, the HAM-D

etative signs of depression more heavily than the BDI; as a result, the

about the future (e.g., Louks, Ha

1.4 -
adda S5V
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two instruments have substantially dilferent factor structures (Favarelli, Albanesi

& Poli, 1986). However, both instruments share the characreristic of having very
low mean scores and little variance in normal samples. In contrast, the MMPIL D
scale has a relatively “soft floor” with greater variability among normal respon-
dents; [‘hus\, it may be more useful for the assessment of depressive features within
es (Hollon & Mandel, 1979). However, the MMPI items emphasize
;d?euive features such as unhappiness and psychological discomfort, with limited

assessment of either the cognitive or the physiological features of depression.

The DEP scale of the PAT was assembled to provide an equal weighting among
the major ¢ ‘f)mponemc of the fieprwsuw syndrome and still provide items that
would prove useful across the {ull range of severity of symptormatology. The clini-
cal Sy‘ndmmﬁ of depression is typically found to have three components: an affec-
tive component, characterized by unhappy and apathetic mood: a cognitive com-
ponent, marked by negative expectan

cies; and a physiological component, where
sleep and a 1

o
)
e
o
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ow energy are prominent (e.g., Moran &
Lambert, 1087 ]
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onment in an effort to avoid situations reminiscent ol

[ntcrpreting PAT Clinical Scale Elevations

(e g, 1967) within the context of his theory of depression; Physiological, to assess
the vegelative and somatic features (e.g., disturbances in sleep, appetite, and sex-
ual drive) that are commonly found in depressed patients; and Affective, to mea-
re the unhappiness, dysphoria, and apathy that are universally identitied with

g
>

this population.

I

DEP-C: Cognitive

The Cognitive component of depression involves expectancies or beliefs
regarding one’s nadequacy, powal&sness, or helplessness in dealing with the
Jdemands of the environment. According to Beck (1967, 1976) and other cogni-
ively-oriented theorists such as Abramson, Seligman, and T casdale (1978), the
root of depressive symptomatology lies in these beliels. ndn.'lduals with this cog-
nitive style tend to globally attribute negative events in their lives to their own
incompetence or inadequacy, whereas any positive events are minimized or attrib-
uted to some external source (e.g., good luck, assistance from others, etc.). Beck
a number of other characteristics of the depressive coguitive style, including
{a) a tendency to think in dichotomies, with events viewed as extremes (good or
bad, black or white); (b) making self-referential assumptions, such as believing
everyone notices il one makes a small mistake; and (¢) selective abstraction of neg-

7

ative events.

The DEP-C scale, by tapping such cognitions, reflects an important component
of sell-esteem involving a sense of personal competence or self-efficacy. Individu-
als with DEP-C elevauons are likely to report feeling worthless, hopeless, and as
having failed at most important life tasks. They are likely to be quite pessimistic
and to have very little self-confidence. Concentration problems and indecisiveness
are also likely to be present. Conversely, people with very low scores on DEP-C
{i.e., < 40T) report that their abilities have few limits; such a pattern could reflect

ar JHQIQSHY Or narcissism.

DEP-A: Affective

The affective component of depression refers 1o the experience of feeling dis-
tressed, unhappy, sad, blue, and down in the dumps. Elevations on DEP-A suggest
sadness, a loss of interest in normal activities, and a loss of sense of pleasure in
things that were previously enjoyed. This scale is probably one of the most direct
measures of overall life satisfaction on the PAL Thus, as a relatively pure measure
- di DEP-A can be considered a positive prognostic indicator, as it reflects

a dissatis t wcton with current circumstances, ai nd the distress can serve as a moti-

vator for change.
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DEP-P: Physiological

The DEP-P subscale involves what are called the vegetative signs of depression:
sleep problems, appetite pr'oglenw lack of interest, and lack of drive. Of [m three
DEP u‘ scales, DEP-P demonstrates the largest correlation with the Flamilton Rat-
Scale (HAM-D) for Dcz‘ur‘@ssim‘x (r=_75%). This is informative in that the HAM-D

mptomatology m p<\ chopharma-

is the most widely used measure of depre

cological trials of anii inpruwm 1 these medications tend to be
' ns of depression. } erefore, the

particularly ellective in tre
DEP-P scale

1o treatment wit

may be useful in idenufy symptoms that may be amenable

b
1
{1
Ll

such medications.

Elevations on DEP-P suggest that the respondent has experienced a change in
level of physical functioning. Such people are likely to show a disturbance in sleep

pattern, a decrease in energy and level of sexual interest, and a loss of appetite

md/or weight loss. Motor slowing also may be present.

e

DEP Full Scale Interpretation

As the sum of the three subscales, the DEP full scale score indicates the broad
spectrum of diagnostic depressive symptomatology. Because all three components
are involved in the DSM definition of a disorder, the [ull scale can be useful in diag-
nostic decision-making. Average scores on DEP (i.e., < 607) reflect a person with
few complaints about unhappiness or distress. Smh individuals are typically seen
as stable, self-confident, active, and relaxed. Scores between 60T and 70T are
indicative of a person who may be unhappy and who is sensitive, pessinustic, and
sell-doubting. Scores above 70T suggest prominent unhappiness and dysphoria.
With scores in this range, the respondent is probably despondent much of the time
and withdrawing from activities he or she previously enjoyed. These individuals
may be seen as guilt-ridden, moody, and dissatisfied. With scores above 70T,
least one subscale is likely to be elevated, and these scores should be xammcd to
determine the typical modality in which the depression is manifest. As scores
become elevated above 80T, there is an increasing likelihood of a diagnosis of
Major Depressive Disorder.

DEP scores that are markedly elevated (i.e., > 95T) are likely to have elevations
on all three subscales, often reflecting a dmanosxs of Major Depmss e Disorder.
These individuals feel l peless, discouraged, and useless. They are socially with-

drawn and feel misu rstood by others. Typically, there s little motivation to pur-
sue interests and 1 ttc energy \Vuh which to do so. Suicidal ideation is not uncom-
th range, and particular attention should be given to SUI

elevations when DEP 1s markedly elevated.

mon with scores in this 1

40
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DEP Subscale Configurations
The following sections describe some of the implications of dilferent combina-
tions of elevations on the three DEP subscales.
DEP-C high, DEP-A high, DEP-P high
ith all three subscales elevated, the r@spnndcm is quite likely to meet the
diagnostic criteria for a major depressive episode. Plagued by thoughts of worth-
!

less

ness and hopelessness, such individuals are preoce upi ied with feelings of sad-
lo

ness, a loss of interest in normal activities, and a loss ol sense of pleasure in things

that were previously enjoyed. They are 1&1\ ly to show a disturbance in sleep pat-
n. a decrease in level of energy and sexual interest, and a loss of appetite and/or

ght loss. Psychomotor slowing or retardation might also be expected.
Y g £ I

DEP-C high, DEP-A high, DEP-P average

This subscale pattern veflects an individual who is plagued by ruminative
thoughts of worthlessness and personal failure. Such people admit openly to feel-
ings of sadness, a loss of interest in normal activities, and a loss of the sense of
pleasure in things that were previously enjoyed, and they blame themselves for
feeling this way. However, the absence ot physiological signs of depression suggests
that the complete spectrum of depressive symptomatology is not present, and the
person may not meet diagnostic criteria for a major depressive episode. This pat-
tern is common in more chronic dysphoric conditions, such as those seen with

dysthymic disorder or with certain personality disorders.

DEP-C high, DEP-A average, DEP-P high

An individual with this unusual subscale pattern reports markedly low self-
esteem and numerous physiological signs of depression, yet he or she is not admit-
ting to feeling unhappy or distressed. This suggests that the individual might not
recognize the aforementioned symptoms as signs ol dysphoria and stress or might
he repressing the experience of unhappiness to some extent. Alternatively, the per-
son may not be willing to admit to personal unhappiness, viewing it as a sign of
weakness. Regardless, it is likely that the person is unhappv at some level and will
be vulnerable to future episodes of depression during times of stress.

DEP-C average, DEP-A high, DEP-P high

Although such people do not appear to feel hopeless and their self-esteem is
largely intact, they are manifesting alfective and physiological signs ol depression
Such a pattern would appear to contraindicate 2 more cognitively-based interven-
tion for the depression and, instead, may underscore the importance of managing
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the physical symptoms, perhaps with antidepressant medication. The relatively
lower score on DEP-C suggests that external circumstances, rather than internal

shortcomings, may be blamed {or the persons current unhappiness.

Mania (MAN)

By delinition, mania is a disorder with a fluctuating presentation of sympto-
matology, and this fluctuation presents a measurement challenge for traditional
assessment methods. Within a particular manic episode, symptoms can vary
widely; for example, mood can be alternatively elevated, irritable, or depressed
within a brief time span. Over the past few decades, an empirical literature has
emerged that documents the symptomatic complexity of patients presenting dur-
ing a manic episode. Goodwin and Jamison (1990), in a comprehensive descrip-
tion of the manic-depressive syndrome, reviewed the results of a number of
these studies of symptomatology in an attempt to identily the most salient diag-
nostic features of mania. They divided symptoms into four broad areas: (a) mood,
(b) cognitive, (¢) activity and behavior, and (d) psychotic symptoms. By collapsing
results across several studies, Goodwin and Jamison were able to calculate a
weighted mean representing the diagnostic sensitivity of different signs and symp-
toms within each of the four areas. With respect to mood symptoms, the most
commonly observed were irritability (80% of patients), followed by depression
(729%), and euphoria (71%); among cognitive symptoms, grandiosity (78%), rac-
ing thoughts (71%), and poor concentration (71%) were most common: and
among behavioral symptoms, hyperactivity (87%), typically involving pressured
speech (98%), and decreased sleep (81%) were often observed. However, psy-
chotic symptoms such as delusions (48%) or hallucinations (15%) were much less
frequently observed.

The MAN scale of the PAI was designed to assess prototypic signs of a manic
episode. Consistent with the findings of Goodwin and Jamison (1990), disruptions
in mood, cognition, and behavior were each assessed via different subscales;
because of the low sensitivity of psychotic symptomatology and because such
symptoms are often of limited utility in making a differential diagnosis from other
psychotic disorders {Carlson & Goodwin, 1973), assessment of psychotic features
received relatively litle weight in the final scale. Thus, three MAN subscales were
designed: Activity Level, with items addressing pressured speech, decreased sleep,
increased motor activity, and extravagance; Grandiosity, including inflated self-
esteem, overvalued ideas, and interpersonal overconfidence: and Irritability, par-
ucularly involving impatience and demandingness with others.

Interpreting PAL Clinical Scale Elevations

MAN-A: Activity Level |
The primary feature of manic behavior is that it is elevated; individuals in a

i : in more behaviors than most people. The activity level is
manic episode engage in more behaviors than most people. The activity le

3

rened with respect to ideational as well as behavioral activity, so ideas How as
as behaviors (e, flight of ideas). However, this increase in quantity of
t

Sy a decrease in qu

heigh

ity: both the ideation and the overt

ey

ris accompanied
etivity become pressured and disorganized. Thus, high scorers o the scale are
ALTEVELY 4 -

Y ine e
es; instead, they are overinvolved and ineffec-

not merely involved in many actiy
tve at managing all of their commitments.

The MAN-A subscale has one of the “softest floors” of the PAT clinical scales,
meaning that it is possible to obtain very low scores. Sclores i:;l‘ﬂ'li.shmngﬁ (i.‘e,,
30T) represent very low activity levels and marked apathy and indifference that
characterize severely depressed individuals. Scores in the moderate range

(e, o 65T) suggest an activity level somewhat higher than n'@rmal; ’in th(;
upper end of this range, the person may be uvcfrcomnm‘;tcd o a wide v?nAe!ty of
;m‘”ii\";tées, but not necessarily in a disorganized fashion. Scores between 651 and
§J;‘,(‘a}'\,§c tend to be involved in a wide variety of activities in a somewhat disorga-
wized manner and to experience accelerated thought processes. As scores exceed
this acceleration renders the person confused and difficult to understand;
scores in this range are unusual, as such people often have difficulty focusing their

y i i > he 1
attention for the time required to complete the PAL

MAN-G: Grandiosity
The grandiosity component ol mania involves an overevaluated self-image, an

overestimation of one’s talents and capabilities. Hence, MAN-G items incuire abou

<

the person’s self-evaluation of many talents and abilities. Grandiose i_ndividua!s
tend 1o believe they are good at almost anything, and, thus, they oblam» erievared
scores. [n milder forms, this may merely reflect an optimism and an unwillingness
to be hampered by one’s limitations. In more extreme forms, this represents an
incapacity to recognize ones limitations and an inability to think clearly about
one’s own capabilities.

The MAN-G subscale, like MAN-A, is interpretively useful at the lower\cnd.
Because the scale has a major component of self-evaluation, it can be useful in
identifying persons with low self-esteem who are not necessarily ciegessed. Very
low scores on MAN-G can render an individual vulnerable to depression, as such
people rend 1o feel rather inadequate and ro be unwilling to accept or acknowl-

i ereelv when DEP is elevated s MAN-G is
e their own positive aspects. Conversely, when DEP is elevated and MAN-G is
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not suppressed, this may indicate that blame for the current circumstances is being

i

externalized. Thus, for example, a paranoid individual may be pessimistic about

his or her ability to deal with external forces, yet the self-esteem will remain intact.

So. although they may have an elevated DEP-C, suggesting that they doubt their
|

they simply project the blame outward. Thus, even more than DEP-C. the MAN-G

score may reflect the extent to which a low self-concept has been internalized.

ability 1o succeed against external forces, their self-esteem is unimpaired because

Scores on MAN-G that are in the moderately elevated range (i.e., 60T to 70T)
represent an optimistic and, perhaps, driven type of individual. Content of
thought is likely to be marked by an element of expansiveness and self-confidence,
with a focus on strategies [or success or achievement. Toward the upper end of this
range, the possibility of inflated self-esteem increases. As scores exceed 70T, the
likelihood of grandiosity must be considered, as scores in this range are unusual
in clinical settings. Such elements may range from beliels of having exceptionally
high levels of common skills to beliefs that border on delusional in terms of hav-
ing special and unique talents that will lead 1o fame and fortune. Others may view
such people as sell-centered and narcissistic.

MAN-I: Irritability

Although elevated mood is one of the more striking affective features of mania,
itis actually not as characteristic of mania as might be expected. More typical of
manic aflect is volatility: the mood can change rather abruptly, particularly in
response to frustration. Thus, MAN-I items tap a frustration-responsive irritability
that is typical of manic patients. There tend to be two aspects to these items, one
involving a certain degree of ambition and the other involving low [rustration tol-
erance. [t is this combination of features that makes the scale reasonably specilic,
rather than a more general marker of trait hostility, a characteristic that may be
more directly addressed by some of the PAR subscales.

Low scores on MAN-I (Le., £ 407) reflect an individual who portrays himself
or herself as very patient and rather immune to frustrations. Milder elevations (i.e.,
60T to 70T) suggest a person who is impatient, and individuals with scores in the
upper end of this range may be seen by others as demanding. Such people may
have difficulty with others who do not cooperate with them or who do not keep up
with their plans and schedule of activities. As scores exceed 70T, relationships with
others are probably under stress due to the demanding presentation of the respon-
dent. Such people are easily frustrated by lack of ability or cooperation in other

people, and these other people will tend to be biamed for the respondents failures

tnterpreting PAT Clinicul Scale Elevations

plans for success and achievement. With scores above 807, the person is quite
o : R T vt i et T Tt e 111
colatile in respense to frustration, and his or her judgment in such situations may
he poor. The quality of mood state in such people can change very rapidly, and

and to be accused ol attempting to thwart the respondents possibly unrealistic

1 Nree Cihede Frrrerratic N
they are prone to lash out at people they view as the source of their frustrations.

MAN Full Scale Interpretation

of the other clinical scales of the PAL Indeed, the average scores lor clinical and
community respondents are nearly identical, which is certainly not the case A\v’ith
any other PAI clinical scale. As such, the “psychological threshold” for identilying
A i;\N scores as problematic should be lowered in most clinical settings.

Average scores on MAN (i.e., < 551) rellect a person with few features of mania
or hypomania. Although depressed individuals are rarely grandiose and do 1'mt
have heightened activity levels, they ave often quite irritable; hence, dsprcssmin
will not invariably be associated with very low MAN scores. Scores between 55T
and 65T are indicative of a person who may be seen as active, outgoing, ambitious,
and self-confident; however, toward the upper end of this range such individuals
also may be rather impatient, hostile and quick-tempered. Scores in the 65T to
75T range are associated with increasing restlessness, impulsivity, and high energy

levels. Other people are likely to perceive such individuals as unsympathetic and

hot-headed.

MAN scores that are markedly elevated (i.e., > 75T) are typically associated
with disorders such as mania, hypomania, or cyclothymia. These individuals take
on more than they can handle and react in a hostile manner to suggestions tbgt
they reduce their activities. They are typically quite impulsive and have little abil-
ity to delay gratification; their lack of judgment in such situations is likely to ]ead\
to significant impairment in role functioning. They may be experience ﬂightvs of
ideas, and their grandiosity may be delusional in proportion. Their interactions
with others are likely to be problematic, as their self-importance, hostility, and nar-
cissism impede their ability to be empathic in relationships.

MAN Subscale Configurations
The following sections describe some of the implications of dilferent combina-
of evaluations on the three MAN subscales. Because MAN subscale elevations

I : cmrec oreater than 65T ahonl .
tend 1o be unusual in clinical settings, subscale scores greater than 65T should be
considered “high” in interpreting configurations using the following paragraphs.
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MAN-A high, MAN-G high, MAN-I high

This pattern of subscale scores suggests a clinical picture with numerous ele-
I

ments of mania. Such people will have an activity level that is perceptibly

high to

most observers Inu are pﬁ ©bal; l s involved in these activities in an overcommit-

ted and diso

hey may experience their thought processes as

be Ei'ﬁ’ accelers

zation. In part, thw are active in many areas becau
clal talents in many ares

“L(‘rLN}\ they may not rec OOI'{ ze the extent of their L{l\l)“‘dﬂlv
s 7
15€

they feel that they have spe-

J

content of thought is likely (o be marked by overvalued

ideas, inflated self-esteem, or grandiosity. They may believe that the ) have excep-
tionally high levels of common skills, and they possibly harbor delusional beliefs
ol having special and unique talents thar will lead l to fame and fortune. Relation-
ships with others are probably under stress, due to a frustration with the inability
or unwillingness of these other people to keep up with overvalued plans and
possibly unrealistic ideas. At its extreme, this irritability may result in accusations
that significant others are attempting to thwart these plans for success and achieve-
ment, particularly when there is an accompanying clevation on PAR.

MAN-A high, MAN-G high, MAN-I average

This pattern of responses represents a very active person who is probably
involved in his or her activities in an enthusiastic, overcommitted, and disorga-
nized manner. The significance or importance of these activities may be overval-
ued, as may the person’s self-perception ol his or her talents and abilities. The lack
ol any elevation of MAN-T is a favorable sign (i.e., it suggests greater perseverance
in these behaviors than might be found otherwise), and this increases the possi-
bility that some of the individuals energy and enthusiasm can be translated into
effective action.

MAN-A high, MAN-G average, MAN-1 high
This pattern suggests that the clinical picture is characterized by heightened
energy levels and irritability. This combination suggests a great emphasis on action
and activity, perhaps at the expense of relationships and feelings. Other people
probably view the respondent as driven, impatient, and demanding, and the
respondent is easily frustrated by any inability or unwillingness of these other peo-
ple to keep up with the agenda and accompanying (possibly unrealisiic) expecta-
tions. At its extreme, this irritability may result in resentment that significant oth-
ers are attempting to thwart the respondents plans for success and achievement

MAN-A average, MAN-G high, MAN-I high

This pattern of scores suggests an individual with inflated self-esteem and
overvalued ideas, who has litle tolerance for others who fail to recognize his or

+6
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her special talents and unique abilities. Others are likely to view the respondent as
demanding, impatient, and arrogant. The sell-esteem may be particularly vuinera-
ble to insult (partcularly if BOR-I is clevated), and, when it is threatened, such
mdividuals may lash out in frustration at those around them. Relationships with
others are probably strained, as such people will repeatedly clash with anyone who
differs from them or their agenda. However, they probably do not view themselves
1 hostile, but rather as acting in a manner merited by the strength and importance
of their ideas and convictions.

Paranoia (PAR)

As is the case with anxiety in milder conditions, symptoras ol paranoia are
[ound in a variety of diverse and more severe psychopathologic conditions. The
manifestations can range {rom characterological suspiciousness (e.g., that found in
Paranoid Personality Disorder) to the frank persecutory delusions that character-
ize paranoid psychosis. However, paranoid symptoms are not specific to these syn-
dromes; these beliefs are often encountered in schizophrenia, mania, other per-
sonality disorders such as antisocial and borderline personality, and certain organic
conditions. Regardless of the nature of the primary diagnosis, paranoid symptoms
present a difficult assessment challenge because the respondent is, by definition,
defensive and suspicious of diagnostic and treatment efforts. In identifying the rel-
evant components of the paranoia construct for the PAL a decision was made to
place an emphasis on the phenomenology of the disorder, rather than on the more
overt symptomatology, in an effort to reduce the impact of defensiveness on scale
performance.

The PAR scale was designed to identify the personological elements of para-
noia, as well as the more symptomatic elements. One of the three PAR subscales,
Persecution (PAR-P), includes items consistent with the typical delusional beliefs
associated with severe paranoia. The items for the remaining two subscales were
written to capture the experience of the paranoid in a manner that might be less
alfected by the typically guarded posture of the paranoid respondent. The Hyper-
vigitance (PAR-H) subscale indicates an attitude of preparedness, sensitivity, and
wariness in interactions with others. The Resentment (PAR-R) subscale involves
somewhat bitter and envious feelings toward others, along with a sense of being
treated unfairly by others.

PAR-H: Hypevvigilance
The paranoid individual carries the predisposition to distrust people that he or
she does not know well. As a result, such individuals tend to be vigilant and
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guarded in their interactions with others, looking for warning signs that the per-
son with whom they are dealing is not completely trustworthy. This tendency is

more of an interpersonal set, a way of relating o others, than it is a specific belief;
therefore, elevations should not be interpreted as indicative of a delusional system.
Rather, there is a wariness in interactions with others and a reluctance (o let one’s
guard down in relationships.

PAR-H has a reasonably solt floor and very low scores are possible. When
scotes below 40T are obtained, this suggests a person who reports being exceed-
ingly trusting and open in relationships. If this self-report is accurate, such people
are vulnerable to interpersonal exploitation, particularly if DOM is low. However,
such scores may also be obtained by individuals who are motivated to appear as
trusting. Moderate elevations (Le., 60T to 70T) suggest individuals who are prag-
matic and skeptical in relationships with others; such people may be difficult to
know well and may keep casual acquaintances at arm’s length. Scores above 70T
indicate a person who spends a great deal of time monitoring the environment for
evidence that others are not trustworthy and may be trying to harm or discredit
the individual in some way Others will view such people as hypersensitive and
easily insulted in their interactions. Such people will question and mistrust the
motives of those around them as a matter of course, despite the nature or history
of the relationships. As a result, working relationships with others are likely to be
strained and may require an unusual degree of support and assistance in order to
succeed.

PAR-P: Persecution

The items on the Persecution subscale directly address beliefs that others are
atlempting to obstruct or impede the respondent’s efforts. These beliefs can range
from mild feelings of jealousy to delusional beliels of conspiracy and intrigue. Of
the three PAR subscales, PAR-P is most closely tied to Axis I manifestations of delu-
stonal disorders involving paranoia.

Because item content on PAR-P is unusual, raw scores tend to be low in the
general population and the standard deviation tends to be small. Hence, the scale
can elevate rapidly even if relatively few items are answered in the positive direc-
tion. Elevated scores suggest an individual who is quick to feel that he or she is
being treated inequitably and easily believes that there is a concerted effort among
others to undermine his or her best interests. Working and social relationships are
likely to be very strained, despite any efforts by others to demonstrate support and
assistance. As scores increase above 85T, the possibility of delusional beliefs
should be investigated, particularly if SCZ-P is also elevated.

Interpreting PAL Clinical Scale Elevations

PAR-R: Resentment
The third PAR subscale caplures the hostility and bitterness of the paranoid

.

character, the tendency to approach life with a “chip on the shoulder” The

abstructions provided by others (reflected in the scores on the other subscales) are
2 source of lingering resentment for such individuals. These people leel that they
have not treated fairly in life, and they nurse grudges against all who have trans-
oressed against them in the past. Blame for any failure is projected OLIIY‘\/’aTL:iS, and
i@rgivmess from the respondent is not likely, Indeed, “getting even” with the

objects of this resentment may be a major preoccupation for such people.

Scores on PAR-R that are moderately elevated (i.e., 60T to 70T) suggest a sen-
sitive person who is easily insulted or slighted and responds by holding grudges
toward the offending party. As scores elevate above 70T, the rejs‘pondems are
imcreasingly inclined to attribute their misfortunes to the negkct of others and to
discredit the successes of others as being the result of luck or favoritism. They are
likely to be envious of others and disinclined to assist others in achieving their
ooa‘s; and successes. As scores exceed 80T, the person may dwell on past slights
Ey others and may be preoccupied with evening the score. Examination of scores
on DOM and AGG may suggest whether this hostility is likely to be expressed
directly or in more passive-aggressive form.

PAR Full Scale Elevations

The PAR scale measures the characteristic phenomenology of the paranoid
individual with respect to both symptomatology and personality elements. The
iterm content addresses a vigilance in monitoring the environment for potential
harm, a tendency to be resentful and to hold grudges, and a readiness to spot
inequities in the way the respondent has been treated by others. At the ‘f\AlH scale
level, PAR represents a direct measure of interpersonal mistrust and hostility.

Average scores on PAR (Le., < 60T) reflect a person who reports being open
and forgiving in relationships with others. Scores between 60T and 70T are 1‘nc11ca—
tive of a person who may be seen as sensitive, tough-minded, and skeptical.
Toward the upper end of this range, individuals may also be rather wary and caul-
tious in their interpersonal relationships. With scores above 70T, the person is
likely to be overtly suspicious and hostile. Such a person tends to be distrustful of
close interpersonal relationships and probably has few close friends.

PAR scores that are markedly elevated (i.e., > 847T) are typically associated
with paranoia of potentially delusional proportions. These individuals are bitter
and resentful of the the way they have been treated by others, and they expect
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that others will attempt to exploit them. Any close relationships that may exist are

probably troubled by jealousy and accusations. Tdeas of reference and delusions of

persecution or grandiosity are not uncommon when scores are in this range.

PAR Subscale Configurations
The following sections describe some of the implications of different combina-
tions of elevations on the three PAR subscales.

PAR-H high, PAR-P high, PAR-R high

This pattern suggests a hypersensitive and hypervigilant individual who often
questions and mistrusts the motives of others. Such people are extremely touchy
in interactions with others and tend 1o harbor strong feelings of resentment as a
result of perceived slights and insults. When circumstances fail to go their way,
they are quick to feel that they are being treated inequitably and often holds
grudges against others, even if the perceived affront is unintentional. Consistent
with the constellation of hypervigilance, suspiciousness, and resentment, such
people are seen by others as being quite hostile. Working relationships with others
are likely to be very strained, despite any efforts by others to demonstrate support,
reassurance, and assistance.

PAR-H high, PAR-P high, PAR-R average

This type of individual feels that he or she has been taken advantage of in the
past and is on guard to prevent similar circumstances from happening again. Such
individuals approach relationships in a hypervigilant fashion and easily mistrust
the motives of others. They are very sensitive to any perceived affronts and will
withdrawal quickly from individuals who are perceived as anything less than
totally supportive. Casual relationships are likely to be quite distant and strained,
and even efforts by others to demonstrate support and assistance may be viewed
with skepticism by the respondent.

PAR-H high, PAR-P average, PAR-R high

This patterns suggests a characterologically suspicious individual who is pre-
disposed to question and mistrust the motives of others. Such people are vigilant
to any signs that they are being treated unfairly, and they will harbor strong and
lingering feelings of resentment following any perceived slights and insults.
Although they may not view themselves as unduly suspicious, others are likely to
see such people as hostile and unforgiving. Establishing close relationships with
such people tends to be quite difficult because of the lack of trust and the suspi-
cion of any efforts to render assistance.

tnterpreting PAL Clinical Scale Elevations

PAR-H average, PAR-P high, PAR-R high
i s A pers ho feels that life has treated him or ber
This pattern suggests a person who feels that \uk» has treate o f(-
unfairly. Such people are bitter about their percetved mistreatment, and they feel
they have been victimized in some manner through the neglect or active interler-
etce of others. They tend to be envious of others and to denigrate their accom-
O SR WAL = s Y. X . . n N e AT e (]'v' i’\ (Tt “{ C){},}ﬂ
plishments, and they are not likely to support ot cooperate with tim efforts o
I may ruminate about past

for any untoward circumstances externally, and ihey often feel as it they
have very little control over the outcomes in their lives, seeing Fhemselws as Lhc
pawn of various malevolent forces. They place a very high premium on hvyalLy in
the people around them, but their high expectations in this regard are often impos-

ible to meet.

o

Schizophrenia (SCZ)

Schizophrenia is one of the most heterogeneous of all clinical §ynd.mmes, zmd
this heterogeneity poses a number of problems for assessmem. Historically, there
have been many schemes for subtyping schizophrenia, with ﬂ"lﬁ number.Of sub-
types ranging from the three originally described by Kraegﬁelln (e, pargmnd, cata-
tonic, hebephrenic) to the dozens of subtypes described by Leonhard ge,g., San,
1982). The distinction between “positive” and “negative” symptoms in schizo-
phrenia has received considerable research support in recent years. Pos»ltw»e symp-
toms involve the presence of features that are normally not presenF n 1nd1v1du§l§;
they include phenomena such as hallucina[igys, delusions, and bizarre beliaVlc?x..
Negative symptoms represent the absence of [@tures that nor}maﬂy are present Lrn
individuals, such as social behavior and affective responsiveness (Andr}aesen,
1985). The clinical import of the distinction can be found in a wide variety 9{
areas: for example, patients with predominantly negative symptoms often show .h‘t~
tle response to neuroleptic medication and have poorer prognoses (Angrist,
Rotrosen, & Gershon, 1980).

However, thought disorder is an important diagnostic feature 9{ schi‘zophrenia‘
that does not fit neatly into the positive—negative distinction. Sovme features ot
thought disorder (e.g., tangential speech) are consldercd\ positive 5ymptoms,
whereas others (e.g., thought blocking, attentional problems) are sometimes char-
acterized as negative symptoms. Confirmatory factor unalyses‘havev demonstmtgd
that features of thought disorder tend not to group well with either symptom
group (Lenzenweger, Dworkin, & Wethington, 1980), and some analyses have
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suggested that thought disorder should be considered a third, relatively indepen-
nt pattern of impairment in schizophrenia.

The SC
phrenia. Positive symptoms, negative symptoms, and thought disorder were each

assessed via different subsc im‘ The Psychotic E

scale of the PAL was designed to assess these three aspects of schizo-

xperiences subscale emphasizes
the positive symptoms of schizophrenia, such as delusions and hallucinations, that
are central to the DSM definition of the disorder. The Social Detachment subscale
focuses on the most characteristic negative symptom of schizophrenia, social with-
drawal and poor rapport. Finally, the Thought Disorder subscale includes items
assessing experiences such as thought blocking, confusion, distractibility, and con-
centration problems.

SCZ-P: Psychotic Experiences

Positive symptoms of schizophrenia involve delusions and hallucinations, as
well as characteristic bizarre thought content. The positive symptoms tend to have
a rather distinct course, with episodic exacerbations and often complete remis-
sions, and persons with predominantly positive symptomatology do not tend to
demonstrate intellectual impairments. These symptoms also tend to respond favor-
ably to antipsychotic medications

The SCZ-P items tap various positive symptoms of schizophrenia that vary in
severity from unusual perceptions and magical thinking to the characteristic first-
rank psychotic symptoms of schizophrenia. In keeping with efforts to maintain
discriminant validity, the features are designed to be relatively specific to schizo-
phrenia rather than more broadly defined, nonspecific symptoms that might be
found in other syndromes (e.g., delusions of grandeur or nihilistic delusions).
Scores that are moderately elevated (ie., 60T to 70T) suggest that the respondent
may entertain some ideas that others tend to find unconventional or unusual;
toward the upper end of this range, the person may strike others as peculiar and
eccentric. Scores above 70T indicate the experience of unusual perceptual or sen-
sory events and/or unusual ideas that may involve delusional beliels. Scores
exceeding 85T are often associated with an active psychotic episode, with poor
judgment and breakdown in reality testing as hallmark features; full blown hallu-
cinations or delusions are probable.

SCZ-8: Social Detachment

poor IIMLIPQ S0

only when necessary and avoiding interpersonal contact whenever possible. In

'rapporx ﬂat ing of ﬂcg ., dnd poverty of communication,

Such ir‘di\‘if’ua s are apatheti ‘ahy mdi ferent to others, usually speaking to othe

Interpreting PAL Clinical Scale Elevations

cchizophrenia, the course of these negative symptoms tends to be enduring, as
opposed to episodic, and they are less responsive than positive symptoms to ‘phm#—
i .x‘iu’fimmc interveniions. This pattern of hehaviors is also consistent with the fea-
tures of schizoid personality, which may stwiply be an alternative name for the

shenomenon.

The SCZ-S items focus upon the features of social disinterest and lack of affec-
vive responsivity. Moderate scores (., 60T to 70T) suggest a quiet, impassive indi-
vidual who exhibits little interest in the lives of other people. Toward the upper
end of this range, scores may indicate a lack of ability to interpret the normal

auances of terpersonal behavior that provide the meaning to personal relation-
ships. Scores above 70T reflect a person who neither desires nor enjoys close rela-
tionships; social isolation and detachment may serve to decrease the sense of dis-
comfort fostered by interpersonal contact. Their lack of interest in others is
mirrored in a lack of self-interest; they are generally indifferent to how others
view them and are disinterested in introspection. They are made particularly
uncomfortable by strong emotions, which they themselves tend not to experience
and which they do not understand in others.

CZ-T: Thought Disorder

Schizophrenia is characterized by disruptions in thought process that do not
to covary with either positive or negative symptoms. At the extreme, a
thou g ht disorder can render the patient incoherent and unable to string together
an intelligible sentence. In its milder forms, difficulties in concentration, decision-
mal"r , and memory will occur. It should be recognized that these milder features

a,

tend to be nonspecific, associated with severe alfective disorders in particular.
Thus, SCZ-T elevations are commonly observed in severe major depression, with-

ot ac

companying elevations on SCZ-P.

The SCZ-T items sample across the range of clarity and freedom from confu-
stors in thought processes. Moderate elevations (i.e., 607 to 70T) suggest problems
i concentration and decision-making; such scores would not be unexpected
among depressed or anxious individuals. However, toward the upper end of this
range, there will be mncreasing likelihood of confusion and perple .\uy in addition

to the more benign cognitive inefliciencies. Scores above 707 reflect a loosening ol
associations and increased difficulties in Seu/ezmr' ssion and communication.

in the absence of clinical elevation of the tull SCZ scale. this linding

ous causes other than schizophrenic disorder. Severe depression or

-

f medication, and the

e sequelae of brain injury or disease,

d as potential ¢

- alcohol abuse should a D
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SCZ Full Scale Elevations

The SCZ scale was designed to measwre a number of the dilferent facets of
schizophrenia; this multifaceted approach is necessary, . because the disorder is one
Hence, elevations on the full scale

{

of the most heterogeneous of all clinical g roups

ptions; poor social

1 beliets and perce

d result from a number of car

in attention,
concentration, and associational processes. Average scores < 60T)
reflect a person who reports being effective in social relationships and has no trou-

competence al anhedonia; or inelficiency and dis

ble with attention or concentration problems. Scores between 60T and 70T are
indicati\“ of a person who may be seen as withdrawn, aloof, and unconventional.
Tmm { the upper end of this range, individuals may be quite cautious and hostile

SOT is |

in their few interpersonal relationships. With scores above 70T, the pe y
ieul-

Lo be isc !at@d and to Teel misunderstood and alienated {rom others. Some dif
concentration, and decision-making are probable with scores in

ties in thinking,
this ran g Spc cific subscale elevations may reveal the presence of unusual per-
ceptions or beliefs that may be psychotic in nature.

SCZ scores that are markedly elevated (ie., > 90T) are typically associated with
an active schizophrenic episode. These ndmu als are confused, withdrawn, sus-
picious, and tend to have poor judgment and reality testing. Prominent psychotic

nge, and specific elevations on other

symptomatology is likely with scores in this 1
scales may be helpful in identifying the precise nature of such symptoms. For
example, concomitant elevations on PAR may indicate the presence of delusions of
persecution. With increasing T-score elevations, delusions of thought broadcast-
ing, thought insertion, thought withdrawal, and thought control become more
likely. These individuals may require referral to evaluate the need for psychotropic

medications.

SCZ Subscale Configurations

The following sections describe some of the implications of different combina-
tions of elevations on the three SCZ subscales.

sCz-p high SCZ-5 high, SCZ-T high

his pattern indicates prominent features from across the schizophrenic spec-
rium. [L is likely that the respondent expenences unumz\l perceptual events or full-
blown hallucinations as well as unusual ideas that may include magical thinking
or delusional beliefs. However, because such people are quiet and avoid interac-

Lions with others, this unusual thought content may not be readily apparent. Such

S
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people are likely to be socially isolated, with few interpersonal relationships that
could be described as being close and warm. In addition to having limited social
Lills, the person’s thought processes are likely to be marked by confusion, dis-
wctibility, and difficulties in concentration; such individuals may experience their

e

thoughts as blocked, withdrawn, or somehow influenced by others.

CZ-P high, SCZ-S high, SCZ-T average
This pattern represents a person who reports unusual thought content with no
lisruptions in thought process. The thought content may involve unusual percep-

} or sensory events (perhaps including [ull-blown hallucinatio ns) and/or as

tua
mbml ideas that may include magical thinking or delusional beliefs. 1f PAR-P is
markedly elevated, these ideas may involve petsecutory beliels that may be part of

1 well integrated delusional system. Such a finding would also explain the person’s
entation as being a socially isolated individual with few, if any, close relation-

SCZ-P high, SCZ-S average, SCZ-T high

This pattern suggests an individual presenting with acute psychotic sympto-
matology, involving unusual perceptual or sensory events (perhaps including full-
blown hallucinations) as well as unusual ideas that may include magical thinking
or delusional beliefs. The person’s thought processes are likely to be marked by
conlusion, distractibility, and difficulties in concentration, and he or she may expe-
rience thoughts as being blocked, withdrawn, or somehow influenced by others.
The relative absence of negative symptoms may be a favorable prognostic sign for
eventual remission of these symptoms.

SCZ-P average, SCZ-S high, SCZ-T high
This pattern suggests a socially isolated individual who has few interpersonal
relationships that could be described as being close and warm. Such people tend
to have limited social skills, with particular dilficulty in interpreting the normal
nuances of interpersonal behavior that provide the meaning to personal relation-
c‘mps Generally apathetic and disinterested in other people and their emotional
state, such individuals may withdraw from social interaction to decrease the sense
nfusion fostered by interpersonal contact. Thougjht processes are likely to be
inelficient and marked by distractibility and concentration problems. Such indi-
wals are likely to have difficulty communicating dfutlve]y, and others who suc-
ced in getting to know them (probably a difficult task) may see them as strange

nd peculiar,
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Borderline Features (BOR)

| of these elements are harderline syndrome, individ-

J

e assesses a number of elements related to severe personality dis-
al mxt of the

cale is the only PAl

tas it

e that has four x‘u\w alo Lug( 1\ due to h complexity of the cons
1as been represented in the literature. Part of the reason for this co‘ml Slexity is that
thisis in%‘mz*enu; 2 more nebulous construct than some that have been recognized

ion or schizophrenia). The borderline concept

for a much longer time (e.g., depr
has always been thought of as reflecting a “bot undary,” presumably representing
srder, but the nature of the border has neve r been exactly clear. Initially,

some D

s J'

ne pmsomnt» represented the border of amd).fz;xbiiity (i.e., patients who
were marginally abl
be synonymous with the boundary between neurosis and psychosis, with a neu-

border
lysis). Over time, this came to

ble to be treated with psychoana

rotic level of adaptation presumably reflecting problems in the Oe >dipal stage char-
acterized primarily by difficulties with anxiety, and with psychosis reflecting more
primitive issues involving breaks with reality. In this framework, borderline indi-
viduals fell somewhere in the middle. 1t was thought that much of the time the
horderline individual superficially would appear to be at a neurotic level of adap-
ration, but that, under stress, and particularly in more unstructured situations,
such individuals would deteriorate and appear psychotic.

The actual incorporation of borderline personality into the diagnostic literature
occurred i the DSM-TTT (1980). The formulation of the current construct grew out
of work conducted by Robert Spitzer, the chair of the DSM-IIT Task Force, who
identified two types of individuals who were being identilied as borderline: One
type who appeared to lie at the boundary of p%ycho&s or the boundary of schizo-
phrenia and another type who were allectively and behaviorally unstable and

erratic. The “unstable” variant was eventually renamed “borderline™; the other type

nst
was named Schiz
schizophrenia spectrum disorder. The resulting borderline criteria, reflecting an
erratic and inconsistent group of individuals, were quite factorially complex, but

subsumned personality features useful in understanding a variety of different and

zotypal Personality Disorder and was considered to represent a

severe personality disorders.

Over the years, a number of investigators have examined the borderline con-
struct using factor-analytic or cluster-analytic studies (e.g., Grinker, Werble, &
Drye,1968; Hurt & Clarkin, 1990; Morey, 1989). These stu udies have provided con-
vergence in identifying the major facets of the | borderline construct, and each facet
represents a theoretically important etiological mechanism. The four BOR sub-

scales of the PAL were designed to reflect t hese facets,
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BOR-A: Affective Instability

Individuals with borderline personality pr«‘%em with emotions that fluctuate

mpressively, leading some theorists to propose that the disorder may represent a
iant of bipolar ui[ccti‘;e disorder (e.g., Akis i al, Yerevanian, & Davis, 1985).
vever, the mood ¢ g es in borderline patients tend to differ in many ways

frem the mood Chﬂ‘["& in bipolar patients. First, the mood changes in borderline

ividuals are not regular. Instead, they tend 1o be very sudden, without any

Also, borderline patients rarely, if ever, return to a period of normal

fect; there are few days where there is not some dramatic alfective change in such
viduals. Furthermore, studies of family histories yield smaller estimates of relat-

s between the disorders than would be expected if borderline was a bipolar

foles!

spectrum disorder.

Nonetheless, affective instability in the form of sudden emotional change is
sf the hallmark characteristics of borderline personality. These affects are not

larity between happiness and sadness, however Rather, for borderline patients

ctive instability involves a propensity to rapidly become anxious, angry,
mtusad or irritable. The BOR-A subscale reflects this rapidity of mood shift. Ele-
ations could, for example, represent an individual with a bad temper (which can

se confirmed by an examination of the AGG-A subscale), or it might indicate a per-
who becomes anxious easily (a conclusion that might be supported from
ing the ANX-A or ARD-P subscales). The unique contribution of the BOR-A
hscale is in ascertaining the suddenness of the allective change.

Thus, high scorers on BOR-A are highly responsive emotionally, typically man-
ifesting rapid and extreme mood swings, rather than the more cyclic mood
changes seen in affective disorders. In the highest ranges (i.e., roughly > 80T) all
affects are likely to be involved, including episodes ol poorly u)mmled anger. In

P N Tt - i N . : -
range from 70T to 80T, a propensity to experience a particular negative affect

jastay

he responsible, and investigation of other scales may determine whether anx-
(ANX-A or ARD-P), depression (DEP-A), or anger (AGG-A) is the typical
ponse. On the other hand, unusually low scores (i.e., < 40T) reflect individuals
who describe themselves as [airly unresponsive emotionally and who may appear

to others as affectively constricted.

BOR-I: Identity Problems

oretically, the notion of issues surrounding identity are central to Kern-
)75) view of borderline personality. Kernberg describes this facet as “iden-
usion,” meaning that borderline patients have a difficult time maintaining
mstant pr[tSC ntation oi \vho they are, where thu are headed in life, and what
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others to help them formulate an identity, thus defining themselves primarily in

ore for persons 18 1o 29 years ol age is 55T, whereas it is 467 for those above
S0 i DCLs - D,
relationship to other people. Theoretically, this involves a developmental failure to

qwe 60, Nonetheless, scores above 70T are reflective of identity issues beyond
is - ity 1 g ‘ i i s expected during : hood, regardless of age. With more extreme scores
establish an autonomous identity independent of the primary caregivers, leading what is expected during adulthood, regardless of age. W e ext

imi ifficulties 1 isi i S thie e svoelve auite sudden and unpredictable teversals in lile
to similar difficulties in adulthood. In a sense, this involves being dependent upon (e, » 80D this may involve quite sudden and unpredictab @
i\

\ns and directions; more modest elevations suggest feelings of emptiness, lack of

JRETEINS

others, as illustrated in DSM criteria such as “fears of abandonment.” Although frie ] oty around
‘iment, and boredom. Elevations also suggest a fair degree of anxiety around

there is certainly substantial diagnostic overlap between borderline and dependent » ‘ ‘ hin the family of origin is a pos-
personality disorder (Morey, 1988), there is a qualitative difference in the nature of identity issues and dlsr“i\puon or ‘dys{uﬂcuan W Ii un 1"0 ami”y%% k““&—'“; ‘[ ; ni wg
these behaviors. Borderline individuals do not really want the assistance of others stbility Lo hf‘* GXD‘{@‘Y(?d' Scores at the low end of bOR_““ <43 Siiiot l; it Cle
to make sure that they perform their jobs effectively or make good decisions; ' stable and hxe(‘ sd-‘rcor?ccpt, In many cases, {}1%S~16,1711£??~71.t\51a 5};«%?%@2@;1661th‘o
rather, they have a profound need for others to help them define for themselves so involve a therapeutic challenge if there are strongly fixed nEGHE £ ‘

who they are_ In the absence of these important others, borderline individuals may
initiate very desperate and frantic efforts to try to reestablish this needed contact,
not out of fear that they will be unable to do their jobs effectively, but because they
are afraid they will cease to exist.

BOR-N: Negative Relationships
The concept of “negative relationships” involves the interpersonal prcsema?ion
of borderline personality: a tendency to repeatedly become involved in relation-
Because borderline individuals may desperately cling to the people who are
most important and central to defining them, it is at times assumed that this rep-
resents a form of “over-idealization” ol others; indeed, this notion is incorporated
into the DSM criteria. However, to some extent this description misinterprets the
behavior of the borderline individual, confusing a profound need for others with
an idealization of those others. Many times, this need will not necessarily be man-
ifest in idealization; in fact, borderline individuals are likely to have constant con-
flicts with the people closest to them. Nonetheless, even through this conflict with
important others, the borderline individual can continue to maintain an identity

ships that are very intense and chaotic. High scores on BOR-N ate an indication
that the persons closest attachment relationships are likely to be §t()1‘xny; tllgse
relationships might include one’s family, spouse or partner, or therapist. fart of the
orminess revolves around the borderline individuals experience that important
other people have not met his or her needs. They approach such ifeiam.mshi'ps w.th
A ereat deal of longing and hope (which may be where the supposed “idealization

originates); invariably, however, the borderline individual eventually comes away
feeling not just disappointed, but betrayed and exploited. To some extent, .thls
stems from the general affective reactivity of the borderline personality described
eatlier (ie., a fairly small slight can generate a very catastrophic response). How-
ever, the research literature indicates that borderline patients have extremely high
tates of physical and sexual abuse during childhood (Herman, Perty, &Van clér
Kotk 1989). With this background, it is easy to understand the borderline indi-
viduals fear that the people who are closest are likely to exploit him or her. The
BOR-N iterns tap this perception of betrayal in past relationships, as well as a dis-
trust and pessimism su rrounding future relationships.

as an extension of these others, as a spouse, a friend, an offspring, or even as an
enemy. It is the urgent necessity of these relationships, rather than their idealized
quality, that is characteristic of the borderline individual.

One implication of the problems in identity and sense of self reflected by BOR-I
is that the self-concept is unstable and inconsistent. At any particular moment, a
borderline individual may have an overriding life ambition that he or she can
describe with great earnestness, but by the next week, the ambitions are likely to
be totally different. No matter how deep an attachment 1o some particular course
of action may appear, within a short period of time a design of equal intensity may
emerge in an entirely different direction. Individuals with elevations on BOR- are
likely to be prone to these sudden shifts in ambitions and goals.

Considered in isolation, the BOR-N scale reflects a history of involvement in
ambivalent intense, and unstable relationships. Al extreme scores (i.e.,>80T), the

i ’ - o - e e gOTE
person is quite bitter and resentful about the way past relationships have gone,

i i \ e once closest ¢ ~cunicd with fears
ing betrayed by the people who were once closest and preoccupied with fea

handonment or rejection by those who are cu rrently important to him or her.
Scores between 70T and 80T suggest numerous problems and failures in past
atachment relationships, although intense feelings of past exploitation are less

In sum, scores above 70T represent uncertainty about major life issues and dif-
ficulties in developing and maintaining a sense of purpose. Such uncertainty is
more common in younger adults, and BOR-I is correlated with age: The average
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The concept of “ambivalence’

| 7 is often raised in discussions of borderline per-
sonality, usually in reference to the putative defense of “splitting.” In splitting, the
person is presumably unable to integrate the positive and negative e!emc;}is of
another person, and this results in alternating periods of extreme idealizalioﬁ and
devaluation of important others. However, as discussed in relation to BOR-I Iim
iﬁl’!lbi&‘;’ti@i*z{(‘ that seems more central to the borderline personality is m‘ztﬂojne
between good and bad, but one between need and fear. The BOR-T and B(')R~1\’
scales together capture this latter, fundamental ambivalence in borderimevindivici-
u

W - [ O . y - .
als: the profound need for others in order to establish who they themselves are
a tremendous distrust of these critically important people, and an expectation 1hﬂ
hev Are oni o mvrmloyited e - ; ’ o . )
mg are going to be exploited or abused. Obviously, a person entering a relation-
ai}lp with this set of expectations is likely to experience problems, both in non-
clinical interpersonal relationships and in therapeutic ones, If both BOR-I and
BOR-N are elevated upon entering therar e clinician is likely o
o v ated upon entering therapy, the treating clinician is likely o be
;d <en aback by both the intensity of the clients need for the therapist and his or
ner readiness to perceive | > clinician signs of rejecti isi ‘
o perceive in the clinician signs of rejection, disinterest, or abuse,
including any efforts the therapist might make to set limits on the relationship

BOR-S: Self-Harm

The final borderline subscale reflects a tendency 1o act impulsively without
much attention to the consequences of those acts. Such acts will thus be viéwed
by others as sell-damaging or sell-destructive (e.g., substance abuse, sexual reck-
le»smss or quitting a job suddenly with no future job prospects). BOR-S is some-
times mistaken for a direct indicator of suicidal behaviors or self-mutilation
z;\hhough a person with a high score on BOR-S would be expected ‘10 more a:risl;
{.Ql” sufch behaviors than someone with a low score, the scale is more directly reflec-
tive of impulsivity than of either suicide risk or sell-mutilation. Although a 5’1'11’ le
of self-mutilators did yield elevated BOR-S scores (Morey, 1991), not all elev:[i(zm
on BOR-5 will involve self-mutilation. Similarly, whereas person.; CLru"remlyvon slui:
cide precautions scored above the mean on BOR-S, their average scores were only
around 60T (Morey, 1991). Because many completed Suici,desin‘e quite pr%medi
tated and are not impulsive acts, BOR-S is probably neither sensitive nor specific
it used inisolation as a su l S

vatiome om R : QET ( ]
vations on BOR-S (e above 857) rellect hazardous levi

ooy
]
o
2

&

fu
e
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coppce Thocs Jmelice - H y H
ssness. These individuals are impulsive in areas that have

v, sex, substance

repeatedly with effective social or

at increased risk {or
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selbmutilation and suicidal behavior, and accompanying SUI elevations may indi-

K for impulsive suicide gestures.

cale At

BOR Pull Scale Inferpretation

igning DSM-based diag-

sscales is critical inas
.

The conliguration of the BOR sul
oses of borderline personality; if three or four of the subscales are elevated, the
serson s likely to meet the criteria for the disorder. However, a similar conclusion
hould mot be drawn from elevations of the [ull scale. The full scale score is prob-
1o betier considered in line with Kernbergs (1075) view of borderline personal-

iy oas a level of personality organization or adaptation that ranges somewhere

sween newrosis and psychosis. Thus, low scorers will tend to be fairly healthy
b respect to personality issues, wheteas high scorers will present with fairly

Amitive concerns, perhaps across many difterent variants of personality disorder

hey are categorized in the DSM manuals. Diagnostically, if the full BOR scale is
clevated, it is a sign of problems in the personality realm, whereas the configura-
sion of the subscales can confirm whether the problerns are classically borderline
 clevations on three or four subscales) or circumscribed problems associated
with other issues (e.g., BOR-N reflecting relationship problems stemuming from

postiraumatic stress disorder).

<

Average scores on BOR (i.e., < 60T) reflect a person who reports being emo-
tionally stable and who also has stable relationships. Scores between 60T and 70T
are indicative of a person who may be seen as moody, sensitive, and having some
uncertainty about life goals; scores in this range are not uncommon in young
adults. Toward the upper end of this range, individuals may be increasingly angry
and dissatisfied with their interpersonal relationships. Individuals with scores
ve 70T are likely to be impulsive and emotionally labile; they tend to feel mis-
understood by others (who often perceive them as egocentric) and find it difficult
to sustain close relationships. They tend to be angry and suspicious and, at the
same time, anxious and needy, making them quite ambivalent about interactions
with others. However, scores in this range do not necessarily suggest a diagno-
sis of borderline personality disorder unless there are prominent elevations on
cach of the four BOR subscales, because individual features are common 1o other

disorders.

BOR scores that are markedly elevated (i.e., > 90T) are typically associated with
rsonality functioning within the borderline range. These individuals typically
sent in a state of crisis, often regarding difficulties i their relationships. With

vations in this range, respondents are invariably hostile and feel angry and

‘traved by the people around them. Symptomatically, they often report being
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very depressed and anxious in respor ey ar
L TV Are [lxlDthr‘»C

S 1 I S :
and will act tn ways that appear 10 others 1o be guite self-d e for exampl
o SCH-GE . SRAmpie,

e thu" own best intentions with acting-out behaviors. These
; ors. These

they seem to s;i‘s‘mr;w
1

BOR Subscale Configurations

The following sections describe the
1

vhere e o e B 1 i
where two or more BOR subscales are elevated together

ications of particular combinations

me mood swit 1%5 li i, s pmnaul\ uuzck to

se and poorly controlled anger. Yﬂuc‘ is also uncer Lainty about major
es, with little sense of direction or purpose in lite. A history e;fim'o!vmﬂ‘ ;;

: v, as well as preaccupations with fears
ected by those important to the respondent. The indi-
ved interpersonal rejections is likely to involve
[ : e self-harmful or self-destructive (e.g., spending
ubstance abuse). ?t‘ is pattern of behaviors is consistent wuh a diag-

Lah Lon*‘ guratio g
e u} ration suggests difficulties with emotional instability,
VOid e Iel a rela s e
tile ersonal relationships, underl tying anger, and 1dentity issues. Such
> quite emotionally labile, manifesting faitly rapid and

Ktpet : . e T
reactive anger. There is likely to be much uncertainty

(D

ale
ate

and amp nce s P I iar life icciec

ar 1vc‘ wmbiv ¢ \,uuuundu 1g major life issues, goals, values, and close relation-
i1y see latier rolarismeb e mm Fleales . )

sUp? These latter relationships are likely 1o be intense and volatile, with rumina-

tive fears of ahandonment reiect - exploitaii S »

e (.LIY‘S"(,}{‘(?%UL(LNH'HLAL tejection, or exploitation. The comparatively lower

scote on BOR-5 Is a positive sign in that it suggests thar, although such people may

‘ flectively arousing situations, this response does not typ-

!‘Arioiruﬂ ve impulsive acts.

BOR-A high, BOR- i}sga BOR-N average, BOR-S high

This pattern sugg lithiculties with em

otional instability, anger, identity dis-

n
n

nurhance, and impulsivi ch individ e likel
. and mmpuisivity. Such individuals are likely to be quite emotionally
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manilesting fairly rapid and extreme mood swings; in particular, they tend

1 1
lanhie,
(o experience episodes of poorly controlied anger. There also appears to be uncer-
Lainty about major life issues and little sense of direction or purpose in lite at this
time. They are also quite impulsive and prone to hehaviors that are likely to be

harmful or self-destructive (e.g., spending money, sex, substance abuse); there

s¢
3\357 may be increased risk for

0T should be examined. The relatively lower score on BOR- N suggests that these

;igui\'idilﬂlﬁ may be devoting considerable efforts to maintaining s their relationships
in the face of their anger and impulsivity; they may experience considerable guilt

ng mpulsw& or angry acts, and their contrition may serve {0 sustain rela-

self-mutilation or suicidal behavior, and scores on

mhu\
tionships that would otherwise crumble.

BOR-A high, BOR-I average, BOR-N high, BOR-S high
This conliguration of BOR subscales suggests difficulties in emotional control,

atile interpersonal relationships, and notable impulsivity Such individuals are
to be quite emotionally labile, manifesting fairly rapid and extreme mood

swings and, in particular, episodes of poorly controlled anger during which they
2 sh out at the persons closest to them. lt is likely that, as a result, they have a
history of involvement in intense and volatile relationships that may lead to a pre-
occup au\m with fears of being abandoned or rejected by important others. They
also are likely to be impulsive in other areas, prone to behaviors that are likely to
be self-harmful or self-destructive (e.g., spending money, sex, substance abuse);
hey may also be at increased risk for sell-mutilation or suicidal behavior, and the
score on SUI should be examined. The comparative lack of elevation on BOR-I'may
suggest that this is a relatively fixed (as opposed to a reactive) pattern of behavior
and, thus, may be quite difficult to change.

BOR-A average, BOR-1 high, BOR-N high, BOR-S high
This pattern suggests a history of involvement in yolatile interpersonal rela-
tionships, a poorly formed personal identity, and noteworthy impulsivity. The his-
tory of relationship problems may have left such individuals preoccupied with
nsistent fears of being abandoned or rejected by those around them. Such pre-
Lq ations are worsened by an uncertainty about major life issues and a lack of
¢ of direction or purpose indicated by the elevation on BOR- 1 such individu-

als are ot certain what to do without important others to guide them. The pattern
s sesting a tendency to display behaviors likely

'/

also includes marked impulsivity, sug
to be self-harmful or self-destructive
;h 5¢ bahax jors are likely to be most p rominent following disruptions ot crises in

may reflect “acting-out” as a way of warding

(@ g., spending money, sex, substance aby use).

close interpersonal relarionships and
off the experience of unpleasant affects.
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BOR-A high, BOR-] kigh, BOR-N average, BOR-S average
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This conliguration suggests that issues of affect control and identity formation

are important Sra ahirv mrohlome far o hoindivi v e N
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ol . se in life probably vacillates
in retation to their mood. The ¢ arative lacl ity ¢ N
eir mood. The comparative lack of impulsivity or severe interper-

sonal disruption may indicate that much of thei
sruption may indicate that much of their anver is directed i
) cate much of their anger is directed internally, rather
\ 7 )

than impulsively expre

BOR-A high, BOR-I average, BOR-N high, BOR-S average

uration suggests that the person is like
r ik ~ Ty i B >y A* 1
: oo with anger management likely to be an issue. This emo-
tonality and hostility probably have contril / A oy
d hostitity probably have contributed to an apparent hist g
: I | e contributed to an apparent history of involve-

This subscale i
Iy to be quite emo-

v and volatile e [
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wotions is being expended. However, during times of stress particularly during
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ted interpersonal conflict, the person is li i
r it conflict, the person is likely to react with sudden emotional

outhursts.

BOR-A average -1 hig ) i
R-A average, BOR-T high, BOR-N high, BOR-5 average
This configuration repres i '
s conliguration represents the BOR “splitting” duo of i
| Mo guie presents the BOR “splitting” duo of interpersonal need
(represented by BOR-I) and interpersonal conflic i
peprened b - interpersonal coullict and distrust (represented by
-N). There is uncertainty about major lile issues ¢ directi
M) There! nty about major life issues and a lack of direction or pur-
pose in life. This uncertainty is likely to "
ose It s uncertainty is ikely to extend to the arena of interpersonal rela-
tionships, as such individuals may have a very unstable se wh
onsps, o v y have a very unstable sense of what they desire
rom these interactions. As a result, a history of involvement in i :
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. g any cllorts another person might make tc imi
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- 1o sustain relationships that would otherwise suffer. Such individuals may be
rensed risk for self-mutilation or suicidal behavior during times of affective

i1 and the score on SUT should be examined.

o

verage, BOR-1 high, BOR-N average, BOR-S high

s configuration indicates pronounced uncertainty about major life issues
[ direction ot purpose in life as it currently stands. This is likely to
ulsivity, such that frequent and impulsive changes of direct
the norm.

<0 he
ed by imp ion
i vocational interests, hobbies, religion, or other social roles may be
may also be some more overtly self-harmlul or self-destructive behaviors
ling moncey, sex, substance abuse).

XA

There

(@]
e

BOR-A average, BOR-I average, BOR-N high, BOR-S high
nent in intense and short-
, or they may

<

This subscale pattern suggests a history of involv
lationships. These relationships may be impulsively ended
Ive due to the respondent’s tendency to engage 1n hehaviors likely to be self-
I[-destructive (¢.g., spending money, sex, substance abuse). This pat-

livea 1e

disso

harmiul or se
makes such individuals pessimistic about relationships, and they may be pre-

ern
occupied with fears or expectations of being abandoned or rejected. The pattern
s at increased

Isivity and volatile relationships may place such individuals

of impul
tiek for self-mutilation or suicidal behavior, particularly during times of marked

conflict in relationships, and scores on SUI should be examined.

Antisocial Features (ANT)

The ANT scale is the second of the two scales (BOR being the other) that specifi-
logy. These two constructs were selected for the PAI

cally assess character patho
empirical tesearch that has been con-

hecause, together, they account for nearly all
ity disorders. However, it is important to note that the repre-

ducted on personal
¢ BOR scale from

sentation of antisocial personality on ANT departs more than tl
the DSM conceptualization of the disorder.

The history of this construct is an interesting one. The origins of the concept
of Antisocial Persona
lire (madness without delirium) described at the tarn of the 19th cen-
[ the first to describe a mental disorder that did not
as been described as

lity Disorder are generally traced back to Pinel’s notion of

muanie sans de
tury. This concept was one o
include a defect in reasoning; for this reason, Pinels concept h
the forerunner of all modern theory on personality disorders (Mack, 1975). Grad-

acquired an element of delects n morality, and it eventually

ually the concept
evolved into a notion resembling one of the “born criminal”, Koch (1891) selected
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Table 2-1
Cleckley’s (1941) 16 Diagnostic Indicators of Psychopathy

Superficial charm and good “intelligence”

Absence of delusions and other signs of irrational thinking
Absence of “nervousness” or psychaneurctic manifestations
Unretiabifity

Untruthiulness and insincerity

tack of remorse or shame

Inadequately motivated antisccial behavior

Poor judgment and failure to learn by experience
Pathologic egocentricity and incapacity for love

General poverty in major affective reactions

Specific foss of insight

© N O G s W

I
DB o

Unresponsiveness in general interpersonal relations

Fantastic and inviting behavior with drink and sometimes without
Suicide rarely carried out

- s
- w

—
ot

Sex life impersonal, trivial, and poorly integrated
Failure to follow any life plan

=
o

the term psychopathic inferiority for this condition to emphasize its purported con-

stitutional basis, and this term served as the {oundation of the term “psychopath.”

Perhaps the most influential development in the evolution of this ¢ concept was
the publication of The Mask of Sanity by Cleckl ey (1941). This book made explicit
the personological features that set the psychopathic personality apart from crir-
inality. Among the features Cleckley stressed as pathognomonic of this personality
constellation were a lack of guilt, a general absence of anxie ety or depression, and
a seeming inability to learn from experience. For assistance in diagnosis, Cleckley
described 16 si x@ s that have become firmly embedded in the clinical lore sur-

yndrome; these 16 features are presented in Table 2-1.

The DSM-III 1)80

rese nud a substan

rounding this
) conceptualization of Antisocial Personality Disorder rep-
al departure from the notion of psychopathy. The DSM-11I def-
xtensive 1\ on a history of dt inquent or antisocial behavior, in
ments desc ribed by Cleckley and others. To a large

ved from the wzli known study by Robins (1966),
1 the adolescent antecedents of antisocial behavior in

extent, these behaviors were cle

which attempted

ults. However, these criteria seem to tap a somewhat different population than
did the olde

der “psychopathic personality” concept.
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ANT-A: Antisocial Behaviors | .

The items comprising the ANT-A subscale inquire about antisocial auz uins.—

> & manifested a con

both adolescence and adulthood. High scorers are likely to have fedacon
duct disorder during adolescence, and during ;\ciLilr’noog the},»f mjay‘;( d\t \{)::C;
involved in illegal occupations or engaged in criminal acts 1n’w’ole1n%51wi1i;; ;‘;\;] -
tion of property, and physical aggression toward others. fhif %:C;(Iv;:a( 986> %nd
the one that corresponds most closely to the more behavi xgx DSM- ,h }%n;m;
M-II-R (1687) definition of the d disorder, as it re ﬂ@ {s an it dn;’dm W,\ o}:\ v
i The subscale in isolation does not, however, indicate psychologica

¢ se from i Sivity,
°5 1 nd»“z’l\.n g these acts. Such behaviors cou ld arise from impulsi

o 3568 3 f"‘)v aAnger-
socentricity or entitlement, from env Jonmemj esses, or from lf
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e potential sources.

Seores above 70T on ANT-A reflect a history of difficultes with both authority

first evident

r bly
social convention. A partern of antisocial behavior was pr -obably
:
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in adolescence, and, with scores in this range, it is likely that the pattern has con-
tinued into adulthood. Scores in the moderate range (i.e., 60 to 697) may be more
<ely than more elevated scores to rellect historical problems. However, because
many of the questions on the subscale are historical in nature, a past history of
such acts can lead 1o elevations that may not reflect current [unctioning. For
example, the itemn “I've done some things that werenl exactly legal” might be
referring to behaviors that occurred 30 years earlier. Scores that are very low

I') could indicate a very conlorming, perhaps moralistic individual, or
pethaps, a person motivated to deny any history of mischievous behavior what-
soever.

ANT-E: Egocentricity

The items comprising the ANT-E subscale tap a callousness and lack of empa-
thy in inter ;\Cm as with others. It is this personological component that is proba-
bly closest to the classic definition of the “psychopath,” yet, in isolation, this scale
does not imply psychopathy. Instead, it suggests a certain self-centeredness that
also could be suggestive of a histrionic or narcissistic personality pattern. However,
in combination with acting-out behavior (ANT-A) and anger-management prob-
lems (AGG), the likelihood of psychopathy as opposed to other issues increases
considerably. Tt should also be recognized that higher scores are obtained in
younger people; the average score for individuals 18 io 49 ears of age is 567T.

High scorers on ANT-E (i.e., 2 707T) tend to be seen as egocentric, with little
regard for others or for the opinions of the society around them. In their desire to
satisly their own goals and impulses, they may take advantage of others, even those
who are closest to them. They feel little responsibility for the welfare of others and
have little loyalty to their acquaintances. Such individuals would be expected (o
place litde importance in their social role obligations (e.g., as a spouse, parent, or
employee). Although they may describe feelings of guilt over past transgressions,
they are not likely to feel much remorse of any lasting nature, as their inflated
sense of self and their feelings of entitlement would make them unlikely to believe
that they were in the wrong. Such people may be perceived by others as hostile,
but, aside from irritability, there may be little affective involvement in their inter-
actions with others. More marked anger and hostility, if present, will be identified
by elevations on AGG and PAR, rather than on ANTE.

Moderate elevations on ANT-E (i.e., 60T to 697) suggest a person who tends to

be self-centered and pragmatic in interactions with others. Such h people feel rela-

tively little social anxiety or guilt, and, therefore, they may be quite effective in
superficial social contacts. However, long»lastmg relationships may b less suc-

cessful, as these individuals rarely will place others’ needs before their own. In
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aurast, scores that are very tow (le., < 40T) suggest a person who may repeat-
BN T
ly place others’ needs first and, as such, have difficulty getting his or her own

cdty

: nation wi eT 5 is suggests a
needs met. In combination with below-average scores on MAN-G, thi g2g

sumility that is driven by low self-esteem.

IT-5: Stimulus Secking
The ANT-S iterns tap a personality component associated with a willingness to
e risks and a desite for novelty. Although individuals with antisocial personal-
\g score considerably above the average on most sensation-seeking scales, this trait
is certainly not specific to this diagnostic group, nor is it in isolation a pathologi-
even an undesirable, characteristic. However, in combination with other
taits (e.g., lack of empathy, poor impulse control, or anger management prob-
lems), ths characteristic can lead to a variety of problem behaviors, because the

ling effects of anxiety are minimized. Thus, in relation to other PAI scales,
‘\, h as a disinhibition component that might heighten the impact ol elevations
beyond what might be expected otherwise. As is true of the other ANT subscales,
ANT-S scores tend to be higher in younger individuals (i.e., the average score is
567 in 18- to 29-year-olds), perhaps lending empirical support to the notion of

“the recklessness of youth.”

cal, or

wM’

High scorers on ANT-S (i.e, 2 70T) are likely to manilest behavior that is r?cko
s and potentially dangerous to themselves and/or those around them. They
> novelty and stimulation; easily bored by routine zmd convention, they may
act impulsively in an effort to stir up excitement. Their desire for new experiences
may lead to periods of nomadic wandering and make any long-term C?mmﬂi’l’l?nlé
unlikely. They also tend to be less anxious than most people, even in —sn’uamo?s
where anxiety should be expected. More moderate elevations (i.e., 60T to 69T)
suggest 2 more controlled, but still potentially reckless, individual. In this range,
”O\:t,\’t‘,l‘, the trait may not have led to difliculties. However, accompanying elqa—
tions on ANT-A, AGG, BOR-S, ALC, or DRG are all signs that novelty is being
sought in self-destructive, acting-out ways.

Very low scores on ANT-S (i.e., < 40T) suggest a person who is very timic and
avoidant of novelty. These people are likely to feel uneasy over disruptions in routine,
and ARD-P should be examined for the possibility of phobic avoidance behaviors.

ANT Full Scale interpretation

At the full scale level, the ANT scale provides an assessment of personality and
avioral features relevant to the constructs of antisocial personality and psy-
hopathy. As noted earlier, ANT item content ranges from indicators of egocen-

chops

tricity, adventuresomeness, and poor empathy to items addressing antisocial
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attitudes and
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ANT Subscale Configurations
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ing adolescence, and, given the p rsonality attributes of egocentricity and sensa-
tion seeking

n ha: probably persiste

&
v
=
=
T
[
o

]
=

tend to have
isty their own imp
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hat are poorly motivated
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and potentially dangerous 1o themselves and to those around them. Social-role
responsibilities are likely to be neglected in favor of pursuing novelty and excite-
ment; old occupations and old relationships lose their appeal quickly for such
dividuals. Although feelings of guilt over past transgressions may be reported, it

1« untikely that there is real remorse of any lasting nature.

ANT-A high, ANT-E high, ANT-S average
attern ‘:»Ug%&,%[b a hist oty of ami‘sm al behavior re ﬂCqmg more

ol a callo

.

probably date md o Adolt%gmge, and are most hl\c y to kprmem a pr,x,Lm of
illegal occupations or acts motivated by personal gain. Such acts may involve plan-
ful exploitation, rather than impulsive acting-out, particu larly if BOR-S reveals no
lion. People with this pattern are likely to be egocentric, with little regard for

thers or for the opinions or conventions of the society. Substantial feelings of loy-
g,ujc or remorse are unlikely, and responsibility for the history of behavioral diffi-
culties is likely to be projected outward, especially with above-average scores on

PAR-R.

ANT-A high, ANT-E average, ANT-S high

This pattern suggests a history of impulsive and poorly motivated antisocial
acts and behaviors, likely beginning with a conduct disorder daring adolescence.
Such people display reckless and risky behaviors that are potentially dangerous to
themselves and to those around them. Some of these behaviors may have involved
destruction of property, and physical aggression toward others may have been
part of the picture (i.e., inspect for elevated scores on AGG- P). As many of the
acts may have been impulsive, rather than premeditated, respondents may expe-
rience genuine remorse for their behavior, but feel unable to control or prevent

epeal occurrences.

ANT-A average, ANT-E high, ANT-5 high

This pattern suggests an individual who may appear successtul and effective,
but who is ultimately likely to be selt-centered and irresponsible in dealing with
social and vocational obligations. Although the individual may be able to conform
1o social convention in order to avoid negative consequences, this pattern reflects
alack of empathy or respect [or others. In their desire to samf\/ their own impulses
or needs, such people may exploit others, 1 regardless of the closeness ¢ of the rela-
tionship. For this reason, relationships with others are predictably short lived due
to the predatory and manipulative behavior that characterizes such people.
s unlikely that there

Although guilt over past transgressions may be professed, it i

is remorse of any lasting nature. Dangerous risks may be taken, resulting from the
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desire lor personal gain as well as the sheer excitement of the & wiger, and such

re
neople may not hesitat

¢ o expose others to similar risks

Substance Abuse Scales

les two scales pe criinent to substance 1%}{15637 one ﬂlt‘d%il“il’l" Z‘liCO“

The PAT inclt

hol problems (ALC) and one related to dr rug use and abuse (DRG). Alcohol and
drug problems are common amor ng patients with mental disorders, but, at times,
these problems are overlooked when more dramatic psychological problems are

r

evident. The freg 7 of such problems merited the inclusion of this scale within
a broad-band d;agnosuc mstrument. As is true of the other clinical scales, items for
ALC and DRG vary

dong a continuum of severity. The measurement model for
ALC and DRG was patterned after the approach taken by Edwards and Gross
(197

5
depen Iemg such as withdrawal symptoms and loss of control over drinking. and
J &

. who emphasized two facets of alcohol prob knm. core features ol alcohol

alcohol-related cusabllmey such as social ot legal consequences of drinking. Sub-
sequent work (e.g., Edwards, Arif, & Hodgson, 1982) suggested that a similar pat-
tern could be !uuﬁd in the drug abuse area. Because of the high interrelationship
between dependence and disability, ALC and DRG were designed as unitary scales
without subscales; however, this is not meant to imply that alcohol-related prob-
lems are either unitary or homogeneous. The ALC and DRG scale items were writ-
ten to identify the presence and severity of alcohol and drug-related problems.
Once such a problem has been identified, a more specialized assessment device
(fe., one predicated on the assumption that the respondent has problems with
substance abuse) may be used to [urther pinpoint the nature and pattern of alco-
hol or substance use.

The ALC and DRG scales share certain features that are critical in evaluating
respendents’ scores on these 5cal es. First, a good deal of the information gathered
on these scales is historical (ie., inquiries are made about events that may have
happened in the past). These historical items reflect major milestones or major
markers that exist in the development of a substance abuse behavior pattern (e.g.,
Jellinek, 1960), and it is these markers that are critical in assigning diagnoses
under most widely used diagnostic systems, inclu ding the DSM. As such, ALC or
DRG, or both, can be elevated in people who have had a substance abuse problem
in the past, but who are not currently drinking or using drugs. An tndividual who
has a current subs

a

ice abuse problem will tend to have scores that are quite ele-

,.\

vated. However, it is certainly possible fo; a person to score in the vicinity of 70T
N

m either scale largely through historical information. A * recwvermﬂ’ alcoholic who

s been abstinent for 10 years still might obtain an elevated score on ALC if, for

Interpreting PATL Clinical Scale Elevations

~ample, he or she has lost jobs or has experienced withdrawal symptoms during
Al

st episodes of heavy drinking. Thus, moderate elevations on these scales should
)
b [ollowed up with some inguiry about current or recent substance consumption

o rare instances ond l@nt.s may refuse to answer ALC items and, particu-

DRG tems, claiming t } e items are not relevant because they do not use alco-
observed in individuals who approach

B

. i }
drugs. This has been moest commonly

test in a suspicious or legalistic manner; for instance, such responses are some-
example,

mes found in preemployment screening applications of the test. For
such people will not answer an item such as, “My drug use has never caused prob-
lemns for me,” because they feel this would be admitting to using drugs. In such
instances, it is recommended that the respondent be asked to consider all types of
drugs, not just illegal or street drugs: prescription medication, over the counter
preparations, and so forth. A refusal to respond to these items is most likely xAlot
1o indicate hidden substance abuse; rmher, it suggests that the test is being

approached in a very careful and guarded manner, and this may be of use in eval-

vating the test results.

&

Examining Substance Abuse Denial

; ¢ shared by the ALC and DRG scales is that both address substance use
and ’)xob ms directly related to substance use. In other words, the item content is
not su wi‘P hence, the scales are susceptible to denial, a problem of concern to

y professionals in the substance abuse field. This direct method of inquiry is
potentially problematic in a population noted for denial and dishonesty, and a
number of writers have questioned the validity of such sell-reports (Fuller, Lee, &
xmnhs 1988). However, the general results of studies support the direct ques-
s method used in the PAL For example, Sobell and Sobell (1975) found that
the self-report of alcoholics about information (later verified through contact with
agencies such as the FBI, the Department of Motor Vehicles, and state and county
pitals) was quite accurate, and that overestimates of problems by the patients
were more frequent than underestimates. Another study of this issue (Hesselbrock
et al, 1983) found that sell-reported drinking estimates were supported by collat-
eral informants and also were good predictors of post-discharge drinking. Fur-
thermore, strategies that rely on a covert assessment of substance abuse tend to

5

have dubious validity. Physiological markers of alcoholism (e.g., use of various

,. e . S I
r function tests) generally have much lower sensitivity and s zﬁ city than self
report measures (Bernadt et al., 1982; Skinner et al., 1986). In Hut pycho‘ogx«
cal markers of substance abuse have also been of limited utility. For example, the

MacAndrew scale (1965), which was designed to covertly identify alcohol use
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from the MMPL item pool, has been found to correctly identify ¢ nly 25% of alco:

holics in inpatient treatment programs (Colligan et al. iQ‘)O) Given such findings
Oy

the direct content-based approach was taken in the PA lowever, if a person is
motivated to deny substance use or the problems zissoc'atcd with such use, this
will aflect scores on these scales. It is easy to imagine why, in certain contexts,

someone would deny use of illegal drugs, and the test user must be aware of this

potential factor.

1o some extent, the problems in identilying denial of alcchol and/or drug

abuse are similar to those of defensiveness in general. As such, the general strate-
gles for identifying defensive responding on the PAI (described in chapter 5) can
be useful within the specific domain of substance use. For example, Fals-Stewart
(1996) evaluated the ability of the PIM score to identify individuals attempting to
deny substance abuse problems. He compared patients receis ving treatment for
drug abuse and normal controls with two “questionable responding” groups, one
a group ol drug abuse patients instructed to respond defensively, the second a
group of respondents receiving the PAL as part of a forensic assessment, who were
referred by the criminal justice system and who had positive urinalysis testing for
recent drug ingestion but had denied drug use during the past 6 mouths. Fals-
Stewart (1996) found that the optimal cutting score for PIM (T > 56) described in
the PAT Professional Manual (Morey, 1991) successfully identified 88% of the indi-
viduals in the “questionable responding” groups while incorrectly 1demtlymg 20%
of controls (both patients and nonclinical respondents) as “questionable.” In other
words, individuals motivated to deny substance abuse problems were more than
four times as likely to score above S6T on PIM than individuals without such moti-
vation. This result demonstrates that PIM is a useful starting point in evaluating
substance abuse denial; ch ﬂpicr 5 provides a more detailed discussion of this scale
and other strategies for identifying general defensiveness that may also be of use in
identifying such individuals.

However, individuals may be specifically motivated to deny alcohol or drug
abuse (for example, in the context of pre-employment screening) although not
necessarily being defensive in describing other domains of their lives. Such indi-
viduals will tend to obtain very low raw scores on ALC and DRG (eg., 0or 1),
reporting that they

are teetotalers, that they neither drink nor use drugs of any
sort. Although persons motivated to deny substance use will obtain scores in this
range, so will large numbers of adults in the community, and thus, in most

instances, such low scores are accurate reflections of their use of substances. How-
ever. these low scores should be regarded with some suspicion if the person has

other characteristics that would lead one to expect the person to have at least
experimented with alcohol or controlled substances. Although this approach has

Interpreting PAI Clinical Scale Elevations
i §

Jimitations (e.g., witness the limited efficacy of the MacAndrew scale), to a certain
. Ji these characteristics may be inferred from PAI scale scores. In pmmuiar five

s demors;r e substantial correlations with both ALC and DRG, these scales

B cating impulsivity), ANT-S (sensatio n-seeking), ANT-A (history of

vio AN I-£ (interpersonal a‘iouanesﬂ, and AGG-P (history of
. 1f these five éc les are elevated, one would expect ALC or
At

o also be elevated, as such behaviors are part of this constellation.
style that is particularly prone to use of alco-

se features represent a pPI'SOH'“'
N 1 roo that are arleeddl ¢ H 1
¢ other substances, and ALC and DRG scores that are markedly low in such

e rare.

To systematize this possibility, simple linear regression estimates of predicted
o sy z :

; on ALC and DRG using t Lhe sum of T scores from these five scales were
terived from the clinical normative data (n = 1,246). The following regression
dernved m the S

tions were obtained:

= [0.162184 x (sum of BOR-S, ANT-A, ANT-E, ANT-S, AGG-P)} + 14.39

dmated DRG T score = [0.199293 X (sum of BOR-S, ANT-A, ANT-E, ANT-S, AGG-P)| + 3.07

For convenience, the predicted estimates for ALC and DRG scores based upon
the sum of these five scales are presented in Table 2-2; this sum correlates at .46
with the ALC scale and .59 with the DRG scale. Obtained scores on the substance
abuse scales that are markedly lower than the estimates provided in Table 2-2 raise
the possibility that some denial of substance problems may be opemur}g, For
xample, Figure 2-1 presents the mean PAT profiles of t ‘neliwo “questionable
responding” groups from the study by Fals-Stewart (1996)" described earlier.
There were two such groups in that study. One was a “forensic” group consisting
¢ individuals referred for evaluation by the criminal justice system; these indi-
viduals (a) reported no illicit drug use or alcohol abuse during the 6 months prior

io the evaluation; (b) expressly refused treatment for substance abuse; and (¢) tested
positive on urine assays or breath tests conducted at the time of evaluation, sug-
gesting that one or more psychoactive substances had been recently ingested. The
second group was a “positive dissimulation” group of 59 patients in treatment for
bstance abuse problems who had been instructed to deny substance abuse prob-
ems in responding to the PAL A variety of scenarios were presented to these
patdents, such as child custody evaluation, applying for a job, avoiding unwanted

- author would like to thank Dr. W. Fals-Stewart (personal communication) for providing the
complete PAI means for all scales from the Fals-Stewart (1996) article.
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Table 2-2 e P ——
Predicted ALC and DRG Scores From the Sum of |~ imeaton
BOR-S, ANT-A, ANT-E, ANT-S, and AGG-P e A
Sum of 5 predictor Expected ALC Expected DRG | j e "
scales {7 scores) T score T score . L 1
0 14 3 E
25 18 8 .
50 22 13 1» ‘ P
75 27 18
100 31 23
125 35 28 .
150 39 33 ; ,
175 43 38 . T T
200 47 43 ‘ o . ,
225 51 48 . I o L
250 55 53 o , s ;
275 59 58 : : fj ’ . s
300 63 63 - A R
325 67 68
350 71 73
375 75 78 :
400 79 88 FILE | AN FOR ADULTS - SIDE B po T - e Forensic
425 83 88 ' : ’ T tation
450 87 93
475 91 98 s
500 95 103 = N
substance abuse treatment, or undergoing a court-ordered presentencing evalua- i
tion. The “positive dissimulation” patients were offered movie passes if they could g
avoid detection as having engaged in positive dissimulation and of having prob- L :
lerns with substance use. o
The characteristics of the profiles in Figure 2-1 confirm many ol the observa- o o T
tions noted in the preceding paragraphs. For example, the PIM elevation in these -

groups should immediately raise questions of defensiveness. Also, as will be see

in chapter 5, the prominent RXR scores seen in these proliles are also an indicator
of generally defensive responding. More specifically, however, this figure demon-
strates that the five substance predictor scales all display some relative elevations

B TR U
‘ i ~ abuse problems, adapted from Fals-Stewart
Table 2-3 provides a summary of the actual and estimated ALC [

in these groups.
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Table 2-3
Observed and Estimated ALC and DRG Scores for
Groups From the Fals-Stewart (1996) Study

Sum of
mean scores
for BOR-S, Est Obs Est Obs
ANT-A, ANT-E, AiC ALC DRG DRG

Group N  ANT-S, AGG-P Tscore Tscore Tscore T score

Forensic 59 324.8 67 55 88 54
Positive
dissimulation 59 299.3 63 50 63 51

Substance abuse
patiants 59 349.2 71 74 73 85

Note. Est = Estimated; Obs = Observed.

and DRG scores for these two groups, as well as for the “standard instruction” sub-
stance abuse treatment group from the Fals-Stewart (1996) study, using the regres-
sion estimates described eatlier. For both of the “questionable responding” groups,
the estimated scores on the substance abuse scales exceeded the observed scores
by a considerable margin. The group of substance abuse patients who completed
the test under standard instructions obtained ALC and DRG scores equal to or
above their predicted scores.

The resulis of these analyses support the conclusion that in instances where the
estimated substance abuse score from Table 2-2 exceeds the observed score by 10T
or more, there is reason to suspect that some denial of substance use may be oper-
ating. When this occurs, discussing substance use with some type of coliateral
informant (e.g., a spouse or family member) might be worthwhile. It should be
recognized that any indirect method of ascertaining substance abuse has limited
ability to circumvent denial issues, and asking directly about use of substances is
the most straightforward and most accurate means of obtaining such information
in most cases. Nonetheless, there are situations that provide powerful motiva-
tion to deny such problems, as in forensic situations, custody evaluations, or pre-
emmployment screenings. In such circumstances, an overall evaluation of of the pro-
file for defensiveness (as discussed in chapter 5) followed by a specific evaluation of
the possibility of substance abuse denial (as described earlier) should be conducted.

Alcohol Problems (ALC)
The ALC scale provides an assessment of behaviors and consequences related
to alcohol use, abuse, and dependence. The item content ranges from statements

~{
o
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i total abstinence through frequent use to the severe consequences of drinking,
o1 totdh & , . o o ’
1es of control, and alcohol-related cravings. Questions inguire directly about the
e N ‘ 3 . N .

o of alcohol; thus, prominent denial of alcohol problems can suppress scotes on
use of aleohol; thus, promir

. R Y E e are elevate ‘ores on the five
the scale. IF ALC raw scores are very low and there are elevated scores ¢

3

3 e earlie e Tollow- nauiry 2 . alcohol use
predictor scales mentioned earlier, some follow-up inquiry about alcc

! .
i 1 = - - - B Aot 1 [ s ~oC T 1 A3 :) 11—-CC5
ssually provide more accurate data than making inferences from indirect sour

of information.

Average scores on ALC (i.e., < 60T) reflect a person wAho‘repoﬂns a moderate
lcohol intake and few adverse consequences related to drinking. Scores between
40T and 70T are indicative of a person who may drink regularly and who may
have experienced some adverse consequences as a result. Toward IhL upper end of
this range, there is increasing likelihood that alcohol has caused or is causing prob-

teria for alcohol abuse. Such a score indicates that use of alcohol hasAhad a 'negat.iv‘e
impact on the respondents life. Alcohol-related problems are likely, lllclgdlng diffi-
culties in interpersonal relationships, difficulties on the job, and possxbk health
complications; the respondent’s current functioning is probably compromised.

ALC scores that are markedly elevated (i.e., above 84T, which is the average
are for individuals in alcoholism treatment centers), ave typically associated WiFh
severe alcohol dependence. Such a score indicates that alcohol use has resulted in
a2 number of adverse consequences for the individual. Numerous alcohol-related
problems are likely, including difficulties in interpersonal reiationships,.difﬁcultxes
on the job, and possible health complications. Such individuals are 1lkely to be
unable to cut down on their drinking despite repeated attempts at sobriety. They
typically feel quite guilty about their drinking, but report little ability to consrol
the eflect it has on their lives. They probably have a history of social and occupa-
tional failures that were related to drinking and have had episodes when they were
intoxicated for prolonged periods. Blackouts and physiological signs of depen-
dence and withdrawal are probable with scores in this range.

Drug Problems (DRG)

The DRG scale provides an assessment of behaviors and consequences related
to drug use, abuse, and dependence. The item content ranges from stqtemems of
total abstinence through frequent use to the severe consequences of druvg'u’s?.
Questions inquire directly about the use of drugs (both prescription anq ﬂhat{;
thus, prominent denial of drug use can suppress scores on the scale. As with ALCi
if DRG raw scores are very low and there are elevated scores on the live predictor
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scales described earlier, some follow-up inquiry i
- some follow-up inquiry about drug use might be appro-

priate. However, in general, direct inquiry a his ’ i
puiate. He g I, divect inquiry about a history of drug use will usually
provide re: :

(e.g., in torensic settings or pre-¢
£.¢., In lorensic settings or pre-e: ment screenings ny ¢
gs or pre-employment screenings) to deny drug use.

Average scores on DRG (e 0T i
i‘ b‘ 5L{XL:. on DRG (e, < 60T) reflect a person who reports using drugs
mirequently. il at all. Scores between 60T and 70T are indicative of a person who
mayv use drugs on a [airly reeular basis ] nce

) 18 a lawly regular basis and who may have experienced s

: 45 - experie

e 3 perienced some
ersacireg lleeld < PRI I .
increasing likelihood that drug use has caused, or is causing, problems for the per
son. With scores above 70 respondent is likel : . ,

n ’\ub scores above 70T, the respondent is likely to meet criteria for drue
abuse. It is like s

or i, w ork performance, and the individuals current [unctioning is probably com-
promised. : 7

l/“g»)yg« {’x e Arloandlss 214 s C ~
DRG scoves that are mml\LdIy t‘;t\’ﬂ[‘id (l,’CA) > 801 5 V\’htCh is ‘Lh@ average score
&

tor individuals in treatment for drug abuse) are typically associated with drug -

dependence. Such individuals are likely to be unable to cut down on drug use
;lesp;te repeated attempts and have little ability to control the elfect that the desire
For dirue e a their Hvee 5 - H ’
or (;L;"gs] has on their lives. They probably have a history of social and occupa-
tional failures related to drug use. Depending or i
ey e g‘ se. Dcpu"fdmg on the primary substance of abuse,
gical signs of dependence and withdrawal are probable with scores in this
range. V

oyl aceiirare (lara ’
sonably accurate data in the absence of strong situational pressures

lverse consequences as a resul ard [ k
consequences as a result. Toward the upper end of this range there is

y that drug use has caused difficulties in interpersonal relationships

CHAPTER 3

Two-PoiNT CODETYPES IN
PROFILE INTERPRETATION

The use of two-point codes in profile interpretation has become somewhat of
+ tradition in the assessment field. Although two-point codes provide a starting
point for the configural interpretation of the PAL profile, it is important to note that
such a code provides a severely limited summary of the information contained in
he profile. First, the two-point code obviously ignores the wealth ol information

provided by the other test scales. Second, because of the subscale structure of the
PAl scales, meaningful differences on even the two scales that comprise the code
can be observed between individuals who have identical codes. Finally, the relia-
bility of the small differences that can determine a two-point code on any psycho-
logical instrument is often suspect. For example, consider a profile where DEP is
20 85T, ANX is at 82T, and BOR is at 81T. Although this is nominally a DEP-ANX
o-point code, the difference between ANX and BOR is considerably less than one
<tandard error of measurement, and that difference is not interpretively significant.
Yet, the DEP-BOR codetype has different implications than the DEP-ANX code-
type. Given these limitations, it is best to () consider the following descriptions of
codetypes as a rough beginning to interpretation, and (b) examine all relevant
descriptions (e.g., DEP-ANX, DFP-BOR, ANX-BOR in the present exam ple) when
scales determining the codetype fall within one standard error of each other.

The following sections describe the major features and interpretive significance
of the 55 possible PAL two-point codes. Inclusion in one of these codetypes is
based upon the two highest scores on the 11 PAI clinical scales, with each of the
2 scales involving scores of at least 70T. No distinction is provided in these sec-
tions with tespect to order ol the scales within the code: For example, the DEP-
ANX codetype applies to all profiles for which DEP and ANX have the two highest
clinical scale scores, regardless of which is higher, with both at least 70T. Reported
frequencies and diagnostic correlates of these profiles were derived from Appendix
A of the PAI Professional Manual (Morey, 1991).






