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The measurement of personality disorders (PDs) has proven to be a difficult enterprise.
This article describes two initial studies of the validity and reliability of the Shedler-
L Westen Assessment Procedure (SWAP), a Qsort procedure that quantifies clinical judg-

ment, which may be useful both for assessing personality pathology and for empirically
refining Axis II categories and diagnostic criteria. In the first study, 153 clinicians from a
random national sample used a version of the Q-sort to describe either a prototype or
actual patient with either a borderline, antisocial, histrionic, or narcissistic personality
disorder. Correlations between aggregated prototype and actual patient profiles pro-
vided evidence for convergent and discriminant validity, and a cluster-analytic procedure
(Q-factor analysis) produced revised criteria for the four disorders that minimized the
s problem of comorbidity. In Study 2, a pilot sample of patients were interviewed using a
= clinical research interview that mirrors the way clinicians assess personality and PDs. The
study yielded promising results with respect to the possibility of obtaining reliable Q-sort
descriptions based on an interview that resembles a clinical interview rather than the
direct-question format used in current Axis II structured interviews, It also produced
strong correlations between Q-sort descriptions made by interview and those made inde-
pendently by the treating clinician, further supporting the validity of the instrument.
The findings suggest the potential utility of the SWAP as a measure of PDs and as a
method for empirically refining Axis II categories and criteria.
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Since the inception of Axis II in the third edition
of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III; American Psychiatric Associa-
tion, 1980) researchers have made considerable
strides in refining personality disorder (PD) diag-
noses and in generating a body of empirical litera-
ture regarding issues ranging from etiology to
prognosis (see Livesley, 1995). A major impedi-
ment to progress in their area, however, has been
the problematic nature of the instruments
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designed to assess PDs. Self-report measures have
demonstrated only limited validity, correlating

minimally with external criteria; interview mea-

sures fare better but do not produce validity coef-
ficients nearing those considered acceptable by
conventional standards in personality research
(see Perry, 1992). For example, Skodol, Oldham,
Rosnick, Kellman, and Hyler (1991) found only
weak associations between diagnoses made by the
Structured Clinical Interview for DSM-II[-R
Personality Disorders (SCID-II; First, Spitzer,
Gibbon, & Williams, 1995; Spitzer, Williams, &
Gibbon, 1987), the Personality Disorders
Examination {Loranger, 1988), and the LEAD
(Jongitudinal expert evaluation using all avail-
able data) standard (Spitzer, 1983). Given that
these instruments ask similar questions, poor
convergent validity is cause for concern.
Interrater reliability for current interview mea-
sures tends to be high (Zimmerman, 1994), but
test-retest reliability is generally fair to poor, par-
ticularly if the retest interval is greater than 2
weeks (see First, Spitzer, Gibbon, Williams,
Davies et al., 1995; Zimmerman, 1994).

Clinical Assessment and Research

Assessment Procedures

These problems doubtless have many causes, but
one is of particular import because it may limit the
applicability of findings generated by these instru-
ments to clinical work: The measures diverge sub-
stantially from the way clinicians actually assess

personality disorders. Existing instruments—

whether based on self-report questionnaires or
structured interviews—share one essential design
feature: They attempt to arrive at diagnoses pri-
marily by asking patients direct questions derived
from Axis II criteria. This approach had its origins
in earlier instruments designed to assess Axis I dis-
orders, such as the Schedule for Affective
Disorders and Schizophrenia (SADS; Endicott &
Spitzer, 1978} and the Structured Clinical
Interview for DSM-III-R (SCID; Spitzer, Williams,
Gibbon, & First, 1990; Williams et al., 1992), which
ask direct questions that are quite similar to those
used by clinicians, at least in abbreviated forms.
Thus, a patient presenting with depression is asked
about suicidality, mood, sleep, vegetative signs, etc.
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The same kinds of questions may not, however, be
as useful for assessing many maladaptive personal-
ity patterns. For example, one instrument asks,
“Have you ever been told that you seemed like a
shallow or superficial kind of person?” o assess
histrionic personality disorder (Pfohl, Stang],
Zimmerman, Bowers, & Corenthal, 1985),
Another inquires, “Do you feel that your situation
is so special that you require preferential treat-
ment?” to assess narcissistic personality disorder
(First, Spitzer, Gibbon, & Williams, 1995). The
first instruments to assess Axis II disorders,
notably the Diagnostic Interview for Borderline
Disorders (DIB; Gunderson, Kolb, & Austin,
1981), relied much less on such questions, instead
requiring clinical probing and approximately 90
minutes to assess a single disorder. As PD research
progressed in the 1980s, however, researchers rec-
ognized the importance of providing a more com-
prehensive diagnostic profile of PD patients, par-
ticularly in light of findings of high rates of
comorbidity, which led to the development of
instruments designed to assess all the PDs in a sin-
gle interview. An unintended by-product of this
methodological development, however, was that a
quasi-clinical method gave way to what is largely
an interviewer-administered questionnaire method
with a few open-ended probes and a request for
examples if the patient acknowledges a symptom.
What was never tested was the underlying and
fundamental assumption that the assessment of
Axis I and Axis II disorders can be treated equiva-
lently, and that PD patients can answer direct
questions about their pathology accurately.

In two recent studies Westen (1997) found consid-
erable divergence between the way clinicians and
research instruments assess personality pathology.
The first study surveyed 52 clinical faculty at
Harvard Medical School, all with considerable
experience in diagnosing and treating personality
disorders. The second study was a replication of
the first using a national probability sample of over
1,800 experienced psychologists and psychiatrists.
In each study, clinicians were asked to rate the
extent to which they rely on various methods in
making PD diagnoses, among them asking patients
direct questions derived from Axis II criteria
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(as existing research instruments do), listening to
patients’ narratives about their lives and relation-
ships and making inferences about repetitive pat-
terns, and observing patients’ behavior in the con-
sulting room. The clinicians rated each method
using a 7-point rating scale (1 = “I rely on it very
much” and 7 = “I rely on it very little”). The
results indicate that clinicians rely primarily on
patients’ narrative descriptions of their interac-
tions with significant others (M = 1.40 + 0.87, N =
1,835) and on their behaw'mr~ in the consulting
room, particularly their manner of interacting
with the interviewer (M = 1.52 = 0.96). Clinicians
find direct questions derived from Axis II criteria
of limited use in making Axis II diagnoses (M =
496 + 1.82) but of considerably greater utility in
making Axis I diagnoses (M = 2.67 + 1.70). (All
comparisons between methods were significant at
p <.0001 in both samples). Thus, whereas Axis I
instruments mirror clinical procedure, Axis I1 instru-
ments do not. This pattern of findings emerged
regardless of clinicians’ theoretical orientation.

Problems With Axis II Translate Into Problems
With Research Instruments

Instruments that assess PDs share other design
flaws that reflect problems with the DSM-IV
(American Psychiatric Association, 1994) itself.
For example, many characteristics that are clearly
continuous in nature (e.g., fears of abandonment,
unstable relationships, identity disturbance,
impulsivity, affective instability, intense anger,
feelings of emptiness, and paranoid or dissocia-
tive symptoms—8 of the 9 Borderline Personality
Disorder, BPD, criteria) must be coded as categor-
ical (present/absent), Cutoffs for the presence or
absence of PD diagnoses are arbitrary, and a slight
change in the way a patient answers a question
about these criteria can lead to a different diagnosis.

Further, like Axis II, current instruments fail to
include many enduring personality problems that
bring people to treatment and require clinical
intervention (Westen, 1997; Westen & Arkowitz-
Westen, in press). Many of these symptoms and
patterns, such as recurring problems with inti-
macy, work, and self-esteem, are captured by nei-
ther Axis I nor Axis Il and may not be readily
assessed as subclinical variants of current Axis II

disorders that could be assessed by dimensional
measures of the same constructs. For example,
many high-functioning patients have fears of aban-
donment or other attachment-related problems
that require clinical attention, but they are clearly
not subclinically borderline.

In a recent study (Westen & Arkowitz-Westen, in
press), a national sample of psychiatrists and psy-
chologists provided information on randomly
selected patients (N = 714) they currently were
treating for problematic personality patterns,
defined as enduring, maladaptive patierns of
thought, feeling, motivation, or behavior.
Clinicians were asked to check off whether each
patient met criteria for each of the Axis II PDs
and relevant Axis I disorders, and whether the
patient had other clinically significant personality
patterns requiring treatment, using a list of per-
sonality problems identified in previous research.
Only 39.4% of patients being treated for personal-
ity pathology had diagnosable Axis II disorders.
This percentage was relatively stable across clini-
cians’ theoretical orientations and did not vary
substantially when controlling for Axis I diagnosis.

The aim of this paper is to describe initial data on
the reliability, validity, and potential utility of a
new Q-sort instrument, the Shedler-Westen
Assessment Procedure (SWAP), which was devel-
oped to address these difficulties. The SWAP was
designed to assess personality pathology in a way
that more closely resembles the processes clinicians
use to diagnose personality pathology and formu-
late cases, allowing them to target specific
processes for treatment. The instrument is intended
as both an assessment tool and as an instrument
that may be helpful in empirically refining the cate-
gories and criteria included on Axis IL

Development of the SWAP

The Q-sort is one of the most successtul method-
ologies that has been employed in the study of
normal personality (Block, 1971, 1978; Block,
Gjerde, & Block, 1991; Colvin, Block, & Funder,
1995; John & Robins, 1994; Shedler & Block,
1990). Despite its demonstrated value, the Q-sort
method has rarely been extended to the study of
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PDs. A Q-sort (in the context of personality assess-
ment) is a set of statements that describe personal-
ity and psychological functioning. Each statement
may describe a given patient well, somewhat, or
not at all. Each statement is printed on a separate
index card. A clinician or interviewer with thor-
ough knowledge of the patient sorts (rank-orders)
the cards into a series of piles based on the degree
to which the statements describe the patient, from
those that are inapplicable or not descriptive to
those that are highly descriptive. This use of the
Qsort relies on the judgments of a clinician-observer
rather than on the selfreports of the patient.

In the latest implementation of the SWAP, the
SWAP-200, clinicians sort 200 descriptive state-
ments into 8 piles or categories. (The SWAP-167,
used in Study 1, had 167 statements sorted into 9
piles.) The first category, which is assigned a value
of “0” for data analytic purposes, contains state-
ments that the clinician judges irrelevant or inap-
plicable wo the patient. The last category, which is
assigned a value of “7”, contains statements that
are highly descriptive of the patient; intermediate
categories contains statements that apply to vary-
ing degrees. In essence, the SWAP-200 provides a
numerical score ranging from 0 to 7 for each of
200 personality-descriptive items or statements.
The statements provide a standard vocabulary for
clinicians to use in expressing their observations
and inferences. The distribution of (}-sort items
into piles is fixed (i.e., the clinician must assign a
specified number of statements to each category),
a property of the method that has psychometric
advantages discussed in detail by Block (1978).

The use of a standard vocabulary allows clinicians
to express observations and inferences in a form
that can be (a) quantified, (b) statistically ana-
lyzed, and (c¢) compared with those of other clini-
cian-observers. SWAP statements are written in a
manner close to the data (e.g., “tends to be passive
and unassertive” or “living arrangements are
chaotic and unstable”), and items that require
inference about internal processes are stated in
clear and unambiguous language (e.g., “is unable
to describe important others in a way that conveys
a sense of who they are as people; descriptions
lack fullness and color,” or “tends to blame others
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for own failures or shortcomings; tends to believe
his/her problems are caused by external factors™),
Writing items in this way minimizes idiosyncratic
and unreliable interpretive leaps. This is similar to
the efforts of the Axis II work groups, whose diag-
nostic criteria have become progressively closer to
the data (see Livesley, 1995). The major differ-
ences are that we have atternpted (o operationalize
subtle psychological constructs that have typically
eluded reliable measurernent and have expanded
the range of items to capture aspects of function-
ing of potential clinical importance {such as areas
of healthy or adaptive functioning) that Axis II
does not address (see also Clark, Livesley,
Schroeder, & Irish, 1996},

Development of the SWAP-200 Item Set

The value of a Q-sort depends entirely on the
statements that comprise it. An initial item set was
drafted by the first author and was revised and
refined by both authors over a period of 7 years.
The final item set incorporates constructs from a
mixture of sources: DSM.III-R (American
Psychiatric Association, 1987) and DSM-IV Axis I
criteria; selected Axis I items that could reflect
personality disturbance (such as depression and
anxiety); clinical literature on PDs written over the
past 50 years (e.g., Kernberg, 1984; Kohut, 1971);
research on coping and defense mechanisms
(Perry & Cooper, 1987; Shedler, Mayman, &
Manis, 1993; Vaillant, 1992); research on interper-
sonal pathology in PD patients (Westen, 1991;
Westen, Lohr, Silk, Gold, & Kerber, 1990);
research on normal personality traits and psycho-
logical health (Block, 1978; McCrae & Costa,
1990); research on the psychological characteris-
tics of PDs conducted since the development of
Axis II (see Livesley, 1995); 3-hour pilot interviews
in which observers watched videotaped inter-
views of patients with a range of personality dis-
turbances and tried to describe them using the
Q)-sort procedure; and clinical observation.

To refine the item set and determine the desired
distribution for the Q-sort, the investigators first
asked 12 experienced clinicians to rate four
patients each using the SWAP items (on a scale
from 1 to 9, 1 = “does not describe the patient”
and 9 = “is absolutely defining of the patient”).
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The clinicians were asked to comment on any
iters that were ambiguous or could not easily be
rated for any given patient, to comment on items
that were redundant or poorly worded, and to sug-
gest any items that were needed to capture the
pathology of the patient but were missing from
the item set. All items were then correlated with
each other, and items that showed minimal vari-
ance or correlated above .80 with any other item
were reworded or eliminated. This process was
used to create the first generation of the SWAP,
the SWAP-167, which included 167 items and was
used for the first study reported in this article.

The data from Study 1, described below, were sub-
sequently used to modify the instrument for its
next iteration. Once again, items that proved
redundant or showed minimal variance in this
study were also reworded or eliminated. Perhaps
most importantly, the 153 cliniciaus who partici-
pated in the study were asked to comment on the
iterns in the SWAP-167, and their comments were
used to modify the instrument. These and other
changes led to the development of the 200-item
set. Finally, we modified the distribution (for
example, switching from 9 piles to 8 by combin-
ing the (wo biggest piles in the distribution so
that raters would not have to make fine discrimi-
nations between items that are essentially irrele-
vant to the diagnosis).! With these changes, the
procedure now takes 45 to 60 minutes following
either an interview or based on clinical knowl-
edge of the patient.

Applications of Q-Sort Methodology?

Composite descriptions

A major benefit of the QQ-sort technique is that it
allows personality descriptions provided by differ-
ent clinicians to be combined to arrive at a single
composite personality description for a particular
type of patient. This is accomplished by averaging
the values assigned to each Q-sort item from mul-
tiple clinicians. For example, if a number of expe-
rienced clinicians are asked to provide a Q-sort
description of a hypothetical, prototypical patient
with histrionic PD, their responses can be aver-
aged to obtain a composite description of the
Prototypical histrionic patient.

One fortunate statistical consequence of averaging
is that only items ranked highly by all clinicians
will have a high ranking in the composite Q-sort.
When there is not clinical consensus about an
item, the item will not achieve a high ranking in
the composite. Thus, by listing the highestranking
items from the composite of hypothetical, proto-
typical histrionic patients, one obtains a listing of
the psychological features that virtually all clini-
cians consider important to the diagnosis.

'The disribution for the SWAP is a slightly flattened right
tail of a normal curve, with a predominance of items placed
in Pile 0 (that is, items that are not true of the patient). We
chose the distribution on empirical grounds, deriving it
from the natural distribution that emerged when averaging
the distributions produced spontaneously by raters initially
using the measure in rating-scale format. This was also
roughly the distribution we anticipated, since most symp-
toms are untrue of most people; psychopathology s abnor-
mal. Most people will not have most symptoms, and a sym-
metrical distribution will not be appropriate. This would be
equally true of most Axis I symptoms if their distributions
were plotted, since most people do not have most symp-
toms. In a college student sample, for example, the distrib-
ution of Beck Depression Inventory scores would not be
hell-shaped because the average student has a BDI near
zero. Further, because two symptoms a patient does not
have are equally absent, judging which is more absent is a
question that has no meaning. Consider the task of a judge
asked to answer reliably the question of whether a ten-
dency to have idiosyncratic perceptual experiences or a ten-
dency to hoard is more untruye of a patient with an adjust-
ment disorder. Both are equally untrue, and forcing the
data into a normal distribution would be inappreopriate. A
normal distribution would be more appropriate if most
symptoms had an opposite {e.g., mistrust vs. trust) and if
the opposite were as defining of a healthier person as the
symptom is of pathology.

2This section focuses on empirical applications cf the Q-sort
method. The reader should be aware that the SWAP-200
may have potential elinical applications as well. For exam-
ple, both authors have used the SWAP-200 in the context of
clinical supervision. The nature of the item set requires the
supervisee to reflect on, and render judgments about, a
comprehensive range of psychological constructs, and to
consider aspects of personality pathology that might other-
wise have escaped attention. The item set requires the
trainee (and supervisor) to offer psychological descriptions
in precise and unambigucus language, without masking
areas of confusion behind arcane theoretical terms. The
SWAP descriptions provide a rigorous observational data-
base for drawing inferences about personality dynamics,
and articulating treatmens strategies. The instrument may
also prove useful in forensic settings, since instead of
administering self-report questionnaires to individuals who
know they are being evaluated for competence to stand
trial or parental competence, the SWAP-200 allows a quan-
tified, reliable clinical judgment about the patient's person-
ality, which can be compared to national norms of relevant
groups, such as recidivists, batterers, pedophiles, etc.
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Similarly, if one creates a composite description
of a group of actual histrionic patients, only items
ranked highly for all patients will have a high
ranking in the composite description., Thus, an
examination of the highestranking items from
the composite Q-sort will reveal the important psy-
chological features that these actual histrionic
patients have in common. This represents a purely
empirical procedure for identifying the psycholog-
ical features (diagnostic criteria) that characterize
histrionic patients.

Similarity of Personality Descriptions Making Up
a Composite

Coefficient alpha (Cronbach, 1951) provides a
measure of the similarity or agreement (internal
consistency) among the multiple Q-sort descrip-
tions that make up the composite. The degree of
similarity or agreement between any two Q-sorts is
measured by the familiar correlation coefficient. A
SWAP-200 Q-sort is one column by 200 rows of
data. By correlating two columns of Q-sort data,
one obtains a correlation coefficient indicating the

similarity or agreement between the two Q-sorts. |

When more than two columns (more than two
correlations) are involved, similarity or agreement
is measured by coefficient alpha, a measure that
reflects the correlations between all possible pairs
of Q-sorts. Thus it becomes possible to ask, for
example, to what extent clinicians who describe
hypothetical, prototypical patients with borderline
PD agree or disagree about the features that con-
stitute the diagnosis. This is an important ques-
tion, given the debate about whether borderline
PD is a distinct and meaningful diagnosis at all. If
coefficient alpha is low, this would indicate that
different clinicians use the diagnostic term differ-
ently, with poor agreement about what constitutes
borderline PD. If coefficient alpha is high, this
would indicate that there is good agreement
among clinicians about the features that mnake up
the diagnosis.

With composite Q-sort profiles based on actual
patients, coefficient alpha indicates the degree of
similarity between these patients. For example, a
high alpba coefficient for a composite Q-sort
based on actual patients diagnosed with border-
line PD would indicate that the patients have
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important psychological features in common (and
therefore represent a coherent diagnostic group).
Conversely, a low alpha coefficient would suggest
that the patients do not share important psycho-
logical characteristics (and that borderline PD is
therefore a “catch-all” diagnostic category, as
some have claimed, made up of patients who have
little in common).

Using the SWAP to Make Diagnoses

The Q-sort method can allow clinicians and
researchers to make psychometrically rigorous but
clinically sensible diagnoses without over-relying
on a direct-question interview format. One way to
accomplish this is to ask an appropriate sample of
highly experienced clinicians to use the SWAP-200
to describe a hypothetical, prototypical patient
who illustrates the personality disorder of interest.
The composite prototype description aggregated
across a sample of clinicians may then serve as a
template for the PD, and Q-sort descriptions of
actual patients can be compared to this template
to gauge the degree of match. The degree of
match or overlap is assessed by a simple correla-
tion coefficient. This method has been extensively
used in personality research (see Block, 1978) but
has rarely been extended to PDs.

Thus, instead of asking clinicians or research assis-
tants to make diagnoses, which they have difficulty
doing reliably, the Q-sort procedure requires them
to make behavioral observations during a clinical
evaluation or over the course of many sessions,
and a correlation coefficient assesses the match
between the patient’s Q-sort profile and the proto-
type. By collecting a set of prototypes for all the
Axis II PDs (or other relevant groups, such as
patients who responded or did not respond to
serotonin reuptake inhibitors or cognitive-
behavioral treatment for depression; batterers
with a history of recidivism, etc.), this procedure
can vield an MMPLlike profile for a given patient
for each PD or other relevant categories (Westen
& Shedler, in press-a,b). Like the Minnesota
Multiphasic Personality Inventory (MMPI-2;
Butcher, Dahlstrom, Graham, Tellegen, &
Kaemmer, 1989) this is an empirical criterion
keying approach, but one based on the observa-
tions of skilled observers rather than self-reports.
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The Q-sort procedure also yields a narrative
description of the patient's most salient diagnostic
features, by rank-ordering the items in descending
order of diagnostic fit. This is one of the advan-
tages of a Q-sort method, since it not only provides
a quantitative profile but also describes the patient
in narrative form (using the items from the Q-sort)
in standardized language. Thus, the Q-sort pro-
vides a quantified clinical case formulation (see
Westen, 1998).

Study 1

The goal of the first study was to examine conver-
gent and discriminant validity, by examining
whether actual patients with a given diagnosis as
described by their treating clinician resemble the
prototype for that diagnosis (as described by an
independent sample of clinicians) morc than they
resemble the prototype for other diagnoses. We
selected four PDs to study' (antisocial, borderline,
histrionic, and narcissistic), each from the Cluster
B of Axis Il, to provide a rigorous test of validity
of the instrument.

Participants

We contacted a random sample of 1,000 members
of the Clinical Psychology division of the American
Psychological Association and asked if they would
be willing (o participate in a study testing a new
instrument for assessing personality disorders. In
the initial letter, we asked them whether they were
currently treating patients who met criteria for any
of the four Cluster B PDs. We also asked their theo-
retical orientation, years experience postlicensure,
number of hours of patients seen per week, primary
clinical practice setting, and the socioeconomic sta-
tus of the patients they treat.

Of the 1,000 contacted, 52% responded, of whom
302 met the following criteria for inclusion in the
study: current licensure, more than 2 years’ experi-
ence post-licensure, and a minimum of 10 hours
per week current clinical work. Of those who were
invited to participate in the study, 158 provided
Qsort data.® The clinicians were an experienced
group, with a mean of 15.19 years of experience
Post licensure (SD = 8.0 years, range = 2 to 38 years).
Theoretical orientations were cognitive-behavioral

(40), psychodynamic (40), family systems (4), eclec-
tic (59), and other (10). Of the 59 who reported an
eclectic orientation, 23 identified themselves as
primarily cognitive-behavioral, 22 as psychody-
namic, 5 as systemic, and 3 as other.

Procedures

Half the clinicians were instructed to provide a
SWAP-167 description of a patient they were cur-
rently treating who they were certain met the crite-
ria for one of the four PDs of interest. (The diagno-
sis was pre-selected by the investigators, based on
clinicians’ prior survey responses, to ensure that
the clinician was currently treating such patients.)
The other half were asked to use the Q-sort to
describe their mental prototype of a patient with
one of the four PDs (again pre-selected). The
instruction to this second group was as follows
(using antisocial here as an example):

We are asking you to use the SWAP-167 to
describe a hypothetical patient with an anti-
social personality disorder. We do not want
you to describe a real patient, Rather, we are
interested in learning what the term “antiso-
cial personality disorder” connotes for you.
We would like you to describe a prototypical
antisocial patient, a hypothetical person who
illustrates antisocial personality disorder in
its purest form.

Clinicians were asked to use a 1 through 9 distribu-
tion to sort the statements, placing items in Pile 1
that are clearly not true or irrelevant to a descrip-
tion of the patient, and placing items in Pile 9 that
are defining of the patient’s personality. At the end
of the procedure, clinicians were asked to com-
ment on the SWAP-167, and in particular to pro-
vide detailed comments about any items they had
difficulty applying to their patient, ambiguities in
any of the items, and any important personality

3The 50% response rate reflects the fact that the procedure
takes 45 to 60 minutes to complete, and participants were
volunteering their time, so that many were likely daunted
when the materials arrived. However, clinicians of the
major theoretical orientations participated in roughly equal
numbers, and no obvicus biases in sampling appeared that
could affect the results. A subsequent study in which we
were able to offer a small honorarium produced a response
rate above 70% for those who returned the survey. -
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characteristics that they could not describe using
the SWAP-167.

Results and Discussion

The study yielded eight aggregate or composite
Q-sorts: a composite description of the prototypi-
cal patient for each of the four personality disor-
ders {borderline, antisocial, histrionic, and narcis-
sistic), and a composite description of actual
patients believed to have one of the four disorders.
Approximately 20 clinicians contributed Q-sort
descriptions to each of the eight composites.

Regarding the internal consistency of the
responses within each category, the data showed
that clinicians clearly share an understanding of
each of the PDs as assessed by the internal consis-
tency of the SWAP-200 prototype profiles, and
vagaries of diagnosis did not prevent the construc-
tion of relatively accurate aggregate descriptions
of actual patients. Coefficient alpha was uniformly
high, with slightly fewer than 20 judges per proto-
typical patient composite: antisocial, .97; border-
line .95; histrionic, .90; and narcissistic, .90. Alphas
remained high but were, predictably, slightly lower
for actual patient composite descriptions: .93, .84,
.82, and .81, respectively. This indicates that the
patients identified as having a given disorder do,
in fact, share important features in common, and
confirms that their diagnoses were largely accurate.
These high alphas give us confidence that the com-
posite descriptions have minimal error, since alpha
essentially offers an estimate of true variance and
increases with the number of raters because across
raters random errors cancel out. Another way to

Table 1

describe these data is to report the average corre-
lation between each patient’s profile within each
category and the mean profile for that category
(subtracting out, of course, the contribution of the
patient to the composite). These correlations were
again quite high, ranging from r = .45 (narcissistic
actual) to r = .79 (antisocial prototype).

Validity

Composite PD descriptions of both prototype and
actual patients varied only minimally by the theo-
retical orientation of the clinician who provided
them, although minor differences emerged in some
of the composite profiles. For example, with
respect to the borderline PD prototype, psychody-
namic clinicians were more likely than clinicians in
the sample as a whole to give a higher ranking to
the items “Tends to feel empty and bored” {com-
posite rank 7.8 vs. 6.6), “Emotions tend to change
rapidly and unpredictably from moment to
moment” (7.7 vs. 6.8), and “Manages to elicit in oth-
ers feelings similar to those he or she is experienc-
ing (e.g.,, when angry, acts in such a way as to pro-
voke anger in others; when anxious, acts in such as
way as to induce anxiety in others” (7.2 vs. 5.6).

Evidence for convergent and discriminant validity
is provided in Table 1. As can be seen from the
table, the numbers along the diagonal, represent-
ing the correlation between composite prototypes
and aggregated actual patient profiles for each
disorder, are high, ranging from .68 to .91. Thus,
convergent validity for the SWAP-167 tends to be
very strong. For a measure to be valid, however,
correlations off the diagonal should be lower in

Correlations Among Composile Actual Patient and Prototypical Personality Disorder

(PD) Qsort Descriptions Using the SWAP-167

Prototype PDs

Actual Patient PDs Antisocial Borderline  Histrionic  Narcissistic
Antisocial 91 45 31 63
Borderline .23 .68 34 42
Histrionic 25 .54 79 A48
Narcissistic 58 54 .60 77
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Refining Axis I Measurement

every case than those along the diagonal, which
they are. In fact, the average difference between
correlations on and off the diagonal is .33, which
is impressive given the likely comorbidity of the
disorders “in nature” and the overlapping crite-
rion sets in DSM-IILR, which was the basis of diag-
nosis in this study (which preceded the DSM-IV by
several months).

Discriminant validity was weakest for items com-
prising the narcissistic profile, suggesting the need
for item refinement (see Discussion). Another
problematic area was the comorbidity of border-
line and histrionic PD, which have shown high
estimates of comorbidity in all previous studies as
well (see Gunderson, Zanarini, & Kisiel, 1995;
Pfohl, 1995). As can be seen from the table, actual
borderline patients do not appear particularly
histrionic, but actual histrionic patients correlate
strongly {r = .b4) with the borderline prototype.
This suggests that the histrionic construct may
itself be indistinct from the borderline construct,
at least as it is currently constituted.

Refining Cluster B Categories and Criteria

We thus attempted to use the SWAP-167 to try to
refine the Cluster B categories and criteria empiri-
cally, to minimize comorbidity that may be an artifact
of constructs that are not optimally constituted.
To do so, we used a clustering procedure, Q-factor
analysis (inverted factor analysis), to see how
patients would naturally cluster based on the simi-
larity of their profiles across all 167 items, irrespec-
tive of clinician diagnosis. Instead of examining
patterns of covariation among statements and
grouping together those statements that appear to
be variations on a core construct (factor analysis),
Q-factor analysis inverts the matrix and treats cases
{in this case, patients) as the “items” to be fac-
tored, and hence groups patients together based
on their similarity across all 167 items,

We first entered all patients’ profiles into a princi-
pal components analysis, iitially specifying eigen-
values equal to or greater than 1.* The scree plot
showed a clear break after 4 factors, where variance
explained dropped from 4.15% to 1.97%. We then
ran two additional principal components analyses,
one specifying a four-factor solution and the other a

five-factor solution (so that “noise” would not be
forced into the fourth factor) with a varimax (orthog-
onal) rotation. Both procedures yielded similar solu-
tions with four clear and interpretable Q-factors.
Here we report data on the 5-factor solution, which
produced the most coherent pattern, retaining the
first four factors, which cumulatively accounted for
56.0% of the variance. {For Q-ort typological stud-
ies using similar methods, see Block, 1978; Caspi,
1998; Colvin, Block, & Funder, 1995; and Shedler &
Block, 1990.) '

Tables 2 through 5 show the items from the
SWAP-167 that best categorize subjects in these
four Q-factors, arranged in descending order of
descriptiveness. The numbers in the second col-
umn represent the factor scores {obtained by mul-
tiple regression) for each item, arranged in
descending order of magnitude. These scores
reflect the extent to which the item is diagnostic of
patients in the Q-factor, and are analogous to the
factor scores received by each patient in standard
factor analysis; with the matrix inverted, items, not
patients, receive factor scores. In other words,
whereas in standard factor analysis patients receive
standardized scores reflecting their value on the
factor relative to the mean, Q-factor scores assign
standardized scores for each item reflecting the
extent to which it is diagnostic of the Q-factor.

As can be seen from Table 2, the first Q-factor,
antisocial, was similar in many respects to both
the current antisocial diagnosis and classic

4One potential concern regarding this analysis is the rela-
tive ratio of items to cases, which in this study is 151 to 167
(since in Q-factor analysis, items and cases are inverted). As
noted in the discussion, the Q-factor solution at which we
arrived has since replicated in 2 much larger sample, so it
does in fact appear to be stable. There is now considerable
debate in the factor-analytic literature about the ratio of
items to cases necessary for confidence in a factor solution,
and studies with smaller ratios have not produced factor
solutions that are appreciably empirically different from
those produced with larger ratios. Unfortunately, factor-
analytic (or in this case, Q-factor-analytic) studies of PDs do
not have the luxury of collecting the kinds of large samples
available in undergraduate subject pools; an N of 153 is a
large N in comparison to most PD studies.

5Taking the mean of the items with the highest loadings
provides a similar index, but based on three samples col-
lected to date we have found that the factor scores provide
a more clinically and conceptually coherent description.
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Table 2
Q-Factor 1: Antisocial

Item

Score
Takes advantage of others; is out for number one; does not appear 3.32
invested in moral values
Tends to abuse illicit drugs 2.95
Tends to act impulsively, without regard for consequences 2.82
Work life is chaotic or unstable {e.g., working arrangements seem 2.56
always temporary, transitional, or ill-defined)
Has had numerous sexual involvements relative to cultural or 251
subcultural norms; tends to be sexually promiscuous
Tends to abuse alcohol 2.4
Has little empathy; seems unable to understand or respond to others’ 2.33
needs, wishes, and feelings unless they coincide with his or her own
Living arrangements are chaotic or unstable (e.g., living arrangements
seem always ternporary, transitional, or ill-defined; may have no
permanent address or no telephone) 2.18
Tends to feel erdpty or bored 2.10
Tends to be angry or hostile (whether consciously or not) 2.09
Interpersonal relationships tend to be unstable, chaotic, and |
rapidly changing -2.05 l
Has a limited ability to label own emotions or to distinguish y
among them 1.73 |
Is recldess or accident prone; takes needless risks with own physical l
safety (whether consciously or unconsciously) 1.70 ‘
Tends to take impulsive or ill-considered actions in an effort to :
manage or escape unpleasant feelings (e.g., may engage in [
promiscuous sexual activity, start an altercation, break off a |
relationship, use alcohol or drugs, etc.) 1.62 |
Tends to get into power struggles 1.61 \
Tends to have conflicts with authority-figures (e.g., feels he or she L
must submit, defeat, rebel, etc.) 1.59 ‘
Tends to blame others for own failures or shortcomings; tends to feel b
his or her problems are caused entirely by external factors 1.51 i
Lacks a stable image of who he or she is or would like to become; »
long-term goals may be unstable and changing 1.46 |
[+]
!
]
&
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Table 3
Q-Factor 2: Emotionally Dysregulated

Item

Score

Tends to feel unhappy, depressed, despondent
Has low self-esteem; tends to see self in an unfavorable light

Is unable to soothe or comfort self when distressed; requires
involvement of another person to help regulate affect

Is simultaneously needy of, and rejecting toward, others (e.g., craves
intimacy and caring, but tends to reject it when offered)

Tends to feel ashamed or embarrassed

Emotions tend to spiral out of control, leading to extremes of
excitement, anxiety, sadness, rage, etc.

Tends to fear abandonment by those who are emotionally significant
Tends to feel inadequate or inferior; tends to feel like a failure

Feels helpless and at the mercy of external forces; feels own wishes or
actions have little effect

Tends to be anxious
Tends to be angry or hostile (whether consciously or not)
Tends to feel misunderstood or mistreated

Tends to oscillate between undercontrol and overcontrol of needs and
impulses (i.e., needs and wishes are expressed impulsively and with
little regard for consequences or else needs and wishes are disavowed
and permitted virtually no expression)

Tends to react to criticism with rage or humiliation
Tends to feel unworthy and undeserving of success or happiness
Tends be pessimistic; tends to assume things will not work out

Tends to be overly needy or dependent; requires excessive reassurance
or approval

Tends to have conflicts with authority-figures (e.g., feels he or she must
submit, defeat, rebel, etc.)

Lacks close friendships and refationships

Tends to find little or no pleasure, satisfaction, or enjoyment in
life’s activities
Tends to blame self or feel responsible for bad things that happen

Lacks a stable image of who he or she is or would like to become; long-
term goals may be unstable and changing

Appears engaged in a futile effort to elicit approval, acceptance,
support, etc. from a parent or parent-figure who cannot or will not
provide it

291
2.81

2.30

2.30
2.24

2.07
2.06
2.02

1.97
1.79
175
1.61

1.57
1.55
1.40
1.39

1.37

1.31
1.31

1.24
1.21

1.16
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Table 4
(-Factor 3. Histrionic

Item

Score

Expresses emotion in exaggerated and theatrical ways

Becomes attached quickly and intensely; develops feelings,
expectations, etc. that are not warranted by the history or
context of the relationship

Tends to be overly needy or dependent; requires excessive
reassurance or approval

Seeks to be the center of attention

Appears preoccupied with winning the attention or admiration of
people he or she perceives as important or high-status

Emotions tend to spiral out of control, leading to extremes of
exciternent, anxiety, sadness, rage, etc.

Fantasizes about finding ideal, perfect love
Tends to fear abandonment by those who are emotionally significant

Seems to view others primarily as an audience to witness own
importance, brilliance, beauty, etc.

Emotions tend to change rapidly and unpredictably from moment
to moment

Tends to avoid taking initiative or responsibility for own life; seems
to want to be cared for or provided for indefinitely {(whether this is
conscious Or not)

Tends to be emotionally intrusive; tends not to respect others’
autonomy, need for privacy, etc

Tends to create relationships that repeat or reenact probilematic
aspects of his or her relationship with a parent

Tends to be sexually possessive or jealous; tends to be preoccupied
with concerns about infidelity (whether real or imagined)

Tends to be energetic and outgoing

Manages to elicit in others feelings similar to those he or she is

experiencing {e.g., when angry, acts in such a way as to provoke anger
in others; when anxiocus, acts in such a way as to induce anxiety in others)

Is unable to soothe or comfort self when distressed; requires involve-
ment of another person to help regulate affect

Perceptions seem glib, global, and impressionistic; has difficulty
focusing on specific details

Tends to have unrealistically idealized views of ceriain others; sces
them as “all good,” to the exclusion of commonplace human defects

Tends to distort beliefs, perceptions, memories, etc. to fit his or her
desired view of reality

2.89

2.78

2.63 -

2.46

2.22

2.12
2.07
2.03

1.83

1.81

1.77

1.76

1.56

1.55

1.43

1.41

1.38

1.30

1.30

1.28
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Table 5: -
Q-Factor 4: Narcissistic
Item Score
Has low self-esteem; tends to see self in an unfavorable light 2.81
! Is unable to soothe or comfort self when distressed; requires

involvermnent of another person to help regulate affect 2.30
Tends to be critical of others - 3.09
Appears to feel privileged and entitled; expects preferendial treatment 2.30
Is articulate; can express self well in words 2.29
Tends to be oppositional, contrary, or quick to disagree 222
Tends to teel misunderstood or mistreated 2.12
Tends to react to criticism with rage or humiliation 212
Tends to be self-righteous or moralistic 2.11
Tends to get into power struggles ‘ 2.05
Tends to have conflicts with authority-figures (e.g., feels he or she must

submit, defeat, rebel, etc.) 1.99
Tends to be conscientious and responsible 1.93

Tends to blame others for own failures or shortcomings; tends to feel
his or her problems are caused entirely by external factors 1.69

Manages to elicit in others feelings similar to those he or she is
experiencing (e.g., when angry, acts in such a way as to provoke
anger in others; when anxious, acts in such a way as to induce

anxiety in others) 167
Tends to elicit extreme reactions or stir up strong feelings in others 1.67
} : Tends to think in abstract and intellectualized terms, even in matters
e i of personal import 1.60

Is able to use his or her talents, abilities, and energy effectively and
productively 1.53

Is quick to assume that others wish to harm or take advantage of him or
il her; tends to perceive malevolent intent in others’ words and actions 1.49

Has little empathy; seems unable to understand or respond to others’
needs, wishes, and feelings unless they coincide with his or her own 1.49

0

is simultaneously needy of, and rejecting toward, others {e.g., craves
intimacy and caring, but tends to r¢ject it when offered) 1.41

Tends to become absorbed in details, often to the point that he or she
misses what is significant in the situation 1.30

Tends to see self as logical and rational, uninfluenced by emotion;
prefers to operate as if emotions were irrelevant or inconsequential 1.28

Isinvested in seeing self as psychologically healthy and well-adjusted
despite clear evidence of problems 1.24

Tends to have unrealistically devalued views of certain others; sees
them as “all bad,” to the exclusion of any positive qualities 1.21

Seems o view others primarily as an audience 1o witpess own
Importance, brilliance, beauty, etc. 1.21
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descriptions of psychopathy (Cleckley, 1941;
Hare & Hart, 1995) and sociopathy (Robins,
1966). The second, which we labeled emotionally
dysregulated, included patients with a mix of cur-
rent diagnoses, but was comprised mostly of a sub-
set of patients currently diagnosed with border-
line PD. These patients tend to be acutely and
intensely dysphoric. They seek others to help them
regulate their poorly modulated affects (Table 3)
but do so in ways that tend not to work (such as
simultaneously clinging to and rejecting them).
What is most striking about the difference
between this Q-factor and current Axis II border-
line PD criteria is its emphasis on these patients’
pain. The third Q-factor was a refined histrionic
category, which included most patients diagnosed
by their clinicians with histrionic PD, as well as a
subset of other patients, mostly diagnosed with
narcissistic PI). As can be seen, these patients are
defined not only by many of the histrionic criteria
currently in Axis II but also by several current bor-
derline criteria and some narcissistic criteria that
have typically made distinguishing between narcis-
sistic and histrionic patients difficult (Table 4).
The final Q-factor was a refined narcissistic diag-
nosis (Table b), which included primarily narcissis-
tic patients along with a small number of patients
diagnosed by their treating clinicians as antisocial
or borderline. Aside from its clinical coherence,
one virtue of this categorization is that the four
Q-factors are orthogonal, which suggests that
using clustering procedures of this sort, comorbid-
ity may be minimized even while clinical coher-
ence is maintained.

Table 6

As a first test of the validity of this empirically
grounded typology, we examined the correla-
tions between the four Q-factors and the com-
posite prototypes of the current Axis II disor-
ders. In other words, we tested the degree to
which these empirically sorted patient groups
match clinicians’ prototypes of current Axis II cat-
egories. As can be seen in Table 6, even using cur-
rent DSM prototypes as the criterion validity variables,
the revised categories did substantially better than
the DSM versions. The antisocial Q-factor correlated
with the SWAP-167 antisocial prototype at r = .84 but
no greater than r = .39 (narcissistic) with any other
prototype. The emotionally dysregulated Q-factor
correlated with the borderline prototype at v = .61 but
no higher than .06 with any other prototype. As far as
we know, this is the only study that has produced a
borderline PD group that did not show comorbidity
with other disorders. The histrionic Q-factor corre-
lated with the histrionic prototype at r = .86 and with
the borderline and narcissistic prototypes at r = .51
and r = .54, as one would expect since it includes many
features common to all three disorders as currently
conceptualized. The narcissistic Q-factor correlated
with the narcissistic prototype at r = .b5, whereas it
correlated only negligibly with the other three proto-
types, again showing impressive discriminant validity.

Study 2
The goal of the second study was to assess the reli-
ability of the SWAP-200 by determining whether
two clinicianjudges using a semi-structured inter-
view that resembles a clinical evaluation could

Correlation Between ()-Factors and SWAP-167 Current Axis I Prototypes

Axis II Prototypes

o

- ——

Q-factors Antisocial  Borderline  Histrionic  Narcissistic ?
Antisocial- *‘
psychopathic 0.83 0.29 (.29 0.39
Emotionally %
dysregulated -0.01 0.61 0.06 0.06 ;
Histrionic 0.20 0.51 0.86 0.54 '
Narcissistic 0.27 0.02 0.11 0.55 b
b
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make reliable observations. Establishing interrater
reliability with an interview of this sort is much
more difficult than with current instruments,
since clinicians are drawing inferences about 200
variables based on patients’ narratives, rather
than determining whether 6 to 10 symptoms are
present for each diagnosis based on direct ques-
tions, many of which yield yes or no answers from
respondents that can inflate estimates of inter-
rater reliability.

Participants

Participants were from The Cambridge Hospital
or from the private practice of clinicians involved
in the project or willing to refer patients to the
study. The sample size (N = 8) is comparable to
most pilot studies of interrater reliability in PD
research. Patients were recruited by their thera-
pists, who informed them of the study and asked
if they would give their permission to be contacted
by the researcher. Of the 9 patients contacted, 8
agreed to participate. The sample consisted of 5
women and 3 men, with mean age of 32 years (SD =
7.11 years, range = 19-43 years). Primary diag-
noses based on DSM-IV (as provided by one of us
[D. W.] after watching the interviews and consult-
ing the diagnoses provided by the other judges)
included borderline PD (n = 3), adjustment disor-
der (n = 2), antisocial PD (n = 1), major depressive
disorder (n = 1), dysthymia (n = 1), PD NOS (n =
2), and dissociative disorder NOS (n = 2). (Several
participants received diagnoses on both Axis I and
IL.) Patients were paid $25 for their participation.

Procedures

Patients were interviewed by one of the authors or
by a clinical psychology fellow, and the interviews
were videotaped so that the patient could be eval-
uated by multiple clinician-judges. Two clinician-
judges provided Q-sort descriptions of all 8
patients using the SWAP-200 (which was developed
subsequent to the first study) and were blind to all
data including diagnosis (and, of course, each oth-
er's Q-sort descriptions of the patient). Because
participants were outpatients, clinician-judges had
no prior clinical interactions with them. Clinician-
Judges were the second author (who has over 15
years clinical experience) and two psychology

fellows who had Just completed their predoctoral
internship (with approximately 4 years clinical expe-
rience each).® Training in the SWAP-200 was mini-
mal, involving observation and discussion of three
patient interviews. To provide additional validity
data, the participants’ therapists independently pro-
vided Q-sort descriptions of their patients based on
their clinical experience with them.

Participants were administered a 2- to 3-hour
videotaped interview developed by the second
author, called the Personality Diagnostic
Interview. The interview was designed to reflect
the kind of clinical interview process clinicians
actually use to diagnose personality disturbances.
The interview proceeds by asking patients to pro-
vide narratives about themselves, about what
brought them in for treatment, about significant
relationships from the past and present, about
their work history, about particularly stressful or
difficult times in their lives, about their moods
and emotions, and about their characteristic ways
of thinking. Participants are first asked broad
questions, such as, “Can you tell me about your
romantic relationships—what have they been like?”
Following their responses to these general ques-
tions (the main purpose of which is to assess con-
scious attitudes and to prime specific memories),
they are then asked to describe two to three inci-
dents, with instructions such as the following:
“Now I'd like you to describe a specific encounter
with your husband, something that stands out. It
can be an incident that’s typical of your relation-
ship, really meaningful, really good, really bad—
whatever comes to mind.” The first time such inci-
dents are requested, the interviewer asks the
participant to be sure to describe what led up (o
the event, what both people were thinking and
feeling, and the outcome. The probes resemble
those used by clinicians as well as those used for
assessing Thematic Apperception Test responses,
core conflictual relationship themes (Luborsky &
Crits-Christoph, 1990), and adult attachment pat-
terns (Main, Kaplan, & Cassidy, 1985).

6 . .

.The' second author and one fellow were the primary clini-
cianjudges, cxcept where one or the other was the refer-
ring therapis(, in which case the other fellow was the sec-
ond clinician-judge.
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Unlike current Axis II interviews {but more like
clinical practice), when probe questions related to
specific Axis IT disorders are used, these ques-
tions typically follow narrative examples rather
than precede them. For example, an interviewer
who suspects paranoid dynamics after a patient
describes two encounters in which he felt like
someone was trying to hurt or take advantage of
him might ask, “Do you find that peopie often act
that way?” “Do you often feel that way?” or “As
we’ve been talking, have you had any thoughts or
worries about what I might do with the informa-
tion you're giving me?” This is very different from
leading with the question, “Are you often suspi-
cious of people’s motives?” and following with a
request for an example if the patient answers in
the affirmative.

Results and Discussion

With respect to interrater reliability, the average
correlation between SWAP-200 profiles by clini-
cian-judges who observed the same interview (in
person or on videotape) was .61 (Pearson’s r),
which is relatively high for Q-sort data, where mul-
tiple judges are typically required in order to
achieve acceptable reliability (e.g., Block, 1978).
The Spearman-Brown-corrected reliability for the
two judges combined was .75. This suggests that
two clinician-judges independently describing a
patient using the SWAP-200 from an interview can
produce reliable results for research purposes if
their responses are averaged, although clearly fur-
ther work would be useful to bring the corrected
reliability coefficient to .80.

Study 2 provided further evidence for the validity
of the measure as well. The average correlation
between the composite interview-based Q-sort
descriptions and independent Q-sort descriptions
provided by the patients’ therapists was .54, which
is a relatively strong observer-observer validity
coefficient by research standards in personality
(e.g., McCrae & Costa, 1990). Given the limits on
the reliability of the clinician Q-sorts, this value is
also likely to be an underestimate of the actual
validity of the instrument. In contrast, correlations
of the profiles of patients who did not share a diag-
nosis {(according to the diagnoses listed by the two
clinicianjudges and the therapist, where available)
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were quite low (average r = .14), suggesting that the
interrater reliability and validity estimates obtained
did not capitalize on spurious random correla-
tions. The data also suggested that at least some
minimal prior training in the procedure is useful,
since the only correlations between interview and
therapist Q-sort descriptions below r = .50 were
for two patients whose therapist had no prior
training on the instrument.

General Discussion

The data from these two studies provide initial
support for the validity and reliability of the
SWAP procedure and suggest its potential promise
as a method for empirically refining Axis II cate-
gories and criteria.

Validity, Reliability, and Potential Utility for
Refining Diagnostic Criteria

Using the progenitor of the SWAP-200, the SWAP-
167, we found strong evidence for convergent
validity, with correlations between aggregated pro-
totype descriptions and aggregated profiles of
actual patients for each diagnosis ranging from .68
to .91. With respect to discriminant validity, the
data were clear—a .33 discrepancy between correla-
tions on and off the diagonal, which is strong by
most standards of convergent-discriminant valid-
ity—but less powerful, Thc major problem with dis-
criminant validity using this initial 167-item sort
was with narcissistic PD items. (Interestingly, nar-
cissistic PD was revised more heavily than other
PDs in DSM-IV for precisely the same reason.}
Based on these data, we carefully examined and
revised items associated with narcissistic PD to be
certain that any convergence between diagnostic
categories reflected genuine similarity rather than
poor item wording. (For example, in the SWAP-
167, we had not adequately distinguished the
haughty devaluation of others characteristic of nar-
cissistic patients and the tendency to perceive peo-
ple at times as all-bad and lacking any positive qual-
ities characteristic of borderline patients.) A
subsequent study just completed using the SWAP-
200 with a sample of 797 patients with PDs
(Westen & Shedler, in press-a) suggested that our
efforts in this respect were successful: The correla-
tion between actual and prototypic narcissistic
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patients was r = .79, whereas correlations between
actual narcissistic patients and the other Cluster B
prototypes ranged from » = .32 to r = .47 (antiso-
cial). Study 2 provided further preliminary evi-
dence for validity, yielding a .54 correlation
between interview-based and therapist-based pro-
files for individual patients, which is a strong
observer-observer correlation, although this will
need to be replicated with a larger sample size.

The obtained reliability coefficients are acceptable
or nearly acceptable (corrected r = .75), but they
clearly could be stronger. We have reason to

‘believe they were biased downward by two sources

of unreliability not intrinsic to the method. First,
we had clinician-judges and therapists consider
the past 2 years of the patient’s functioning when
describing the patient, which we discovered was
frequently a source of unreliability because most
of the patients had been in continuous treatment
for months or years. QQ-sort judges were sometimes
confused about how to describe a patient who had
improved with treatment during the last 2 years,
and therapists often realized after watching the
interview subsequent to completing their Q-sort
description of the patient that they had forgotten
how symptomatic the patient had been 2 years ear-
lier, which the interview judges had scored. Thus,
in future research, the time frame should be
shorter, particularly if the instrument is being
used for treatment outcome research. Second,
interview judges received minimal training, and
some of the therapists received none at all. In fact,
in our latest series of 5 patients, the corrected cor-
relation has risen to .81, which also suggests that
the relatively small size of the reliability sample
reported in Study 2 is unlikely Lo pose problems
for generalizability.

Like recent efforts by Clark et al. (1996) and
Morey (1988), Study 1 also attempted to use sta-
tistical procedures to refine Axis II diagnoses
empirically. The four-factor solution produced by
Q-analysis produced four coherent, clinically sensi-
ble categories resembling the current Axis II diag-
noses, except that they (a) were orthogonal, hence
minimizing diagnostic overlap; (b) did not necessi-
tate arbitrary elimination of core items from diag-
110ses to minimize comorbidity (notably empathy

and substance abuse in the antisocial Q-factor); (c)
isolated an emotionally dysregulated category that
purified the borderline diagnosis and eliminated
its comorbidity with all of the other Cluster B dis-
orders; and (d) modified the histrionic diagnosis
to include narcissistic and borderline features that
have been steadily removed from Axis II over
recent DSM editions {see¢ Pfohl, 1995) to minimize
comorbidity but have produced diagnostic criteria
for a non-borderline, non-narcissistic, but neverthe-
less disturbed version of a “hysterical character”
(from which the diagnosis was initially in large
measure derived) that may not exist in nature. Our
most recent N = 797 study using the SWAP-200,
which included patients in all 10 DSM-JV PD cate-
gories and those in the appendix, replicated these
findings, it similarly distinguished an emotionally
dysregulated Q-factor (comprised primarily of
patients currently diagnosed by their treating clin-
icians as borderline) and a histrionic Q-factor
orthogonal to it that had substantjal borderline
and narcissistic features.

Relative to current research diagnostic proce-
dures, the SWAP has a number of potential advan-
tages: (a) it relies on expert judgment rather than
self-repert; (b) it uses a criterion keyed, prototype-
matching approach to diagnosis; (c) it weights
items in terms of their diagnostic fit by virtue of
its correlational prototype-matching process,
which better matches data showing that some cri-
teria are in fact more diagnostic than others
(Davis, Blashfield, & McElroy, 1993); (d) it does
not arbitrarily code all diagnostic criteria as
dichotomous (present/absent) as in the DSM-JV
(e.g., how much rejection sensitivity must a
patient display to reach the threshold for that cri-
terion for borderline PD?); (e) it relies on inter-
viewing procedures that can be used by compe-
tent clinicians; (f) it can be used to diagnosis the
entire spectrum of personality pathology, from
the problematic but less pathological patterns of
thought, feeling, motivation, and behavior that
lead most patients with personality problems to
enter into treatment {Westen & Arkowitz-Westen, in
press) to those that lead to the kind of severe dys-
function seen in the current PDs; (g) its item set
includes many subtle psychological processes (such
as ways of experiencing the self and others and
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ways of regulating affects) that are not assessed in
current self-reports and structured interviews; and
(h) it can provide not only diagnostic Jabels but a
quantified case formulation of a patient’s personal-
ity functioning in narrative form.

Limitations

The studies reported here have a number of limita-
tions. The first is that sample sizes were relatively
small, and hence the findings must be considered
in that light. With respect to Study 1, however, as
noted above, we have just completed a study with a
sample size close to 800 and have achieved even
stronger estimates of convergent and discriminant
validity across all 10 DSM-IV PDs, with the average
difference between correlations on and off the
diagonal measured two different ways greater than
.50 (Westen & Shedler, in press-a).

Second, with réspect to the Q-factor analysis, the
design was biased in such a way as to be likely to
replicate the current Axis I taxonomy, since clini-
cians were asked to describe patients who fit into
the current Cluster B categories. We deliberately
chose this strategy for this study so that we could
establish the validity of the measure using current
categories as the rubber standard (since there is
no gold standard). The comorbidity found in this,
as in every other sample, made this strategy less
problematic, since the current taxonomy does not
produce many “pure” types in reality, and the fact
that the Q-factor analysis did not simply replicate
the current taxonomy but instead suggested what
seem like conceptually and clinically sensible syn-
dromes points to the potential utility of the method.
These syndromes, like the scales similarly assessed
through criterion matching using the MMPI-2, can
be treated either dimensionally or categorically, by
converting participants’ scores to T scores and
selecting cutoffs above which patients are consid-
ered to have the disorder {Westen & Shedler, in
press-b). Patients with elevated scores below those
curoffs on a scale can be described as having “fea-
tures” of the disorder, much as clinicians cur-
rently describe patients (e.g., borderline PD with
antisocial features).

Third, a critic might ask whether the SWAP-167 or
SWAP-200 include the right items: Perhaps we
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obtained the results we did because we used an
idiosyncratic instrument. Unfortunately, neither
we nor anyone else can demonstrate that we
have included all the necessary items and have
not included items that are unnecessary. What
we can say is that (a) we used the methods for scale
construction that personality psychologists con-
sider the best methods, such as making successive
approximations, trying them out, and eliminating
redundant items; (b) we included items from a
broad range of sources; (¢) we have had, at this
point, over 950 clinician-consultants use the instru-
ment and give us feedback about items that are
vague or unclear, items that are redundant, or
statements that they wished to make about their
patient but could not because no item appropri-
ately covered them; (d) the item set makes use of
the wisdom of all the individuals who contributed
to the last two versions of Axis II criteria but is
more comprehensive because it includes items cov-
ering all the Axis II criteria plus roughly 130 oth-
ers; and (e) in our most recent study using the
SWAP-200, we asked clinicians to rate the
comprehensiveness of the item set and received
clear confirmation that we had, in fact, captured
the major dimensions on which clinicians assess
the personality patterns of their patients. When
we asked clinicians to rate the comprehensiveness
of the item sct, over 756% responded that they
were able to describe “most of what is important
about the patient’s personality™ (as opposed (o
“some of what is most important”~24%—and “lit-
tle” or “none”—less than 1% for these latter two
categories combined).

Fourth, the data were provided by clinicians, who
could have biases thar limi¢ the reliability of the
information they provided. Several considerations
limit the impact of this criticism. (a) Al observers
have biases. Ideally, one would want to rely on as
many credible sources as possible, and future
research should clearly employ a multi-trait, multi-
method approach to assess the validity of the
instrument. Nevertheless, we believe the judgments
of experts with an average of over 15 years experi-
ence who have known a patient over time are cer-
tainly to be taken as seriously as either self-reports
or judgments made in 30 to 90 minutes by
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research assistants or interviewers using brief
structured interviews that rely on direct questions
as the primary mode of gathering information.
This is particularly true given the potential con-
founds of state and trait that make assessment of
PDs especially difficult (e.g., Tyrer, 1995;
Zimmerman, 1994). One would expect that know-
ing a patient over time should limit diagnostic
noise reflecting the vagaries of current Axis I state
conditions that can bias judgments when diagnosis
rests exclusively on a brief cross-sectional snapshot
of a patient at a single time. (b) The alphas show-
ing the internal consistency of clinicians’ descrip-
tions of patients sharing a diagnosis demonstrate
that the instrument can in fact be used reliably by
clinicians to provide a composite portrait of a dis-
order. This does not mean that an individual clini-
cian’s description of a single patient should be
assumed to be reliable; it simply means that if one
averages across the descriptions provided by a
large enough group of clinicians, one can develop
an accurate portrait of a disorder. The high alphas
we produced—above .80 in all cases—suggest that we
relied upon a large enough sample to accomplish
this. That these alphas are so high is in some
respects surprising given that clinicians varied sub-
stantially in theoretical orientation, training, etc. (c)
As documented by survey data (Westen, 1997), the
gulf is wide between clinical and research
approaches to PDs. If the DSM is to guide clinical
diagnosis, it should have clinical relevance, and we
know of no way better way to guarantee its fidelity
to clinical reality than to harness clinical observa-
tion to refine it. This kind of collaboration between
researchers and practitioners is now 2 cornerstone
of the MacArthur-funded American Psychiatric
Association research practice networks.

A related objection is that the validity data may be
artifactual, since clinicians describing actual patients
may simply have used their implicit prototypes to
guide their descriptions. Several factors militate
against this criticism as well. (a} The SWAP-167
Includes 167 items, whereas any given Axis II diag-
nosis only includes 8 to 10 criteria. Thus, clinician-
respondents in this study were on their own for the
other 150 + descriptions. In our most recent study
we assessed convergent and discriminant validity a

second way, by correlating single-item Likert-type rat-
ings of the extent to which the patient has characteris-
tics of each of the PDs with dimensional SWAP-200
PD scales created by correlating 200 items per
patient with prototype profiles generated by a sec-
ond set of independent judges, and produced
identical findings. (b) Clinicians of different theo-
retical orientations tended to view patients within
but not across diagnoses similarly, despite their
very disparate theoretical views. (c) Clinicians did
not, in fact, simply reproduce the criteria from
DSM-IV in describing actual patients, suggesting
that they were in fact describing their patients
when asked to do so and not idealized prototypes.
For example, the composite description of border-
line patients bore only a family resemblance to the
DSM-IV description, with much greater emphasis
on patients’ dysphoria, including despondency, feel-
ings of inadequacy, and anxiety. (d) The Q-factor
analysis did not replicate Axis II precisely, and in
fact suggested a different categorization of border-
line and histrionic PD patients. (e} Although com-
posite descriptions of actual patients correlated
highly with composite prototypes of the same dis-
order, the correlations between any two patients
within a given category ranged from .00 to as high
as .80. This tremendous variation suggests that
clinicians who were instructed to describe an
actual patient were not simply describing proto-
types and ignoring the attributes of the patient in
front of them. (f) In Study 2, Q-sort profiles based
on research interviews correlated strongly with
clinician Q-sort descriptions of the same patient
despite the fact that clinicians were not asked to
select a patient with any particular diagnosis and
clinicians were blind as to what, if any, Axis II diag-
nosis the treating clinician believed the patient to
have. (g} The problem with relying primarily on
reports from a single source (in this case, clini-
cians) is not specific to this study, since the over-
whelming majority of studies of personality and
PDs have relied exclusively on two methods—either
an interviewer's judgment after a brief clinical
interview or on self-reports—neither of which we
believe is superior to quantified data obtained
from clinicians who have worked with the patient
over time. Nevertheless, the next step is clearly a
similar cluster-analytic study using a large random
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sample of patients treated for personality pathology
that relies on a mixture of clinician-, self-, and
informant-reports.

A final question is whether the validation proce-
dures used here are sufficient for establishing the
validity of the instrument. Does the method of
establishing convergent and discriminant validity
here provide a rigorous enough test of the validity
of the instrument? And would similar results have
emerged with any other measure of personality
disorders? Similar results do not, in fact, emerge
with other measures. The answers patients pro-
vide to questions constructed to assess borderline
PD in selfreport measures empirically do not dis-
criminate these patients from patients with almost
any other PD diagnosis. One advantage of a
method that relies’ on expert observers is that it
does not depend on patients for whom lack of self-
knowledge is pathognomonic to describe them-
selves accurately. Further, in our subsequent study
(N = 797) using the SWAP-200, we found even
stronger evidence of validity using both the same
method used here and other methods that do not
rely on a categorical diagnosis by the clinicians.
Clearly, however, future research is necessary to
assess whether SWAP profiles made by interview
can predict relevant variables, such as diagnoses
made independently by the treating clinician,
SWAP profiles made by the treating clinician,
informant data, self-report data on relatively objec-
tive behaviors that require less inference on the
part of the patient (such as the number of times
the patient has socialized with other people in the
last week, the number of physical fights the
patient has had in the last week, etc.), and behav-
toral data such as data from beeper studies.

References

American Psychiatric Association. {1980). Diggnostic and
statistical manual of mental disorders (3rd ed.). Washington,
DC: Author.

American Psychiatric Association. (1987). Diagnostic and
statistical manual of menfal disorders (3rd ed., rev.).
Washington, DC: Author.

American Psychiatric Association. (1994). Diagnostic and
statistical manual of menial disorders (4th ed). Washington,
DC: Author.

Block, J. (1971). Lives through time. Berkeley, CA:
Bancroft.

Block, J. (1978). The Q-sort method in personality assessment
and psychiatric research. Palo Alto, CA: Consulting
Psychologists Press.

Block, J. H., Gjerde, P., & Block, J. H. (1991).
Personality antecedents of depressive tendencies in 18-year-
olds: A prospective study. Journal of Personality and Social
Psychology, 60, 726-738.

Butcher, J. N., Dahlstrom, W. G., Graham, J. R,,
Tellegen, A., & Kaemmer, B. (1989). Minnesota Multiphasic
Personality Inventory~2 (MMPI2): Manual for administration
and scoring. Minneapolis: University of Minnesota Press.

Caspi, A. (1998). Personality development across the
lifespan. In W. Damon (Ed.), Handbook of child psychology,
Vol. 8, Social, emotional, and personality development (N.
Eisenberg, Vol. Ed.} (pp. 311-388). New York: Wiley.

Clark, L. A., Livesley, W. J., Schroeder, M., & Irish, S.
{1996). Convergence of two systems for assessing specific
traits of personality disorder. Psychological Assessment, §,
294-303.

Cleckley, H. (1941). The mask of sarity. St. Louis, MO:
Mosby.

Colvin, R., Block, ]., & Funder, D. (1995). Overly posi-
tive self-evaluations and personality: Negative implications
for mental health, fournal of Personality and Social Psychology,
68, 1152-1162.

Cronbach, L. (1951). Coefficient alpha and the internal
structure of tests. Psychometrika, 16, 297-334,

Davis, R., Blashfield, R., & McElroy, R. (1993).
Weighting criteria in the diagnosis of a personality disor-
der: A demonstration. Journal of Abnormal Psychology, 102,
316-322.

Endicott, J., & Spitzer, R. (1978). A diagnostic interview:
The Schedule for Affective Disorders and Schizophrenia.
Archives of General Psychiatry, 35, 837-844.

First, M., Spitzer, R., Gibbon, M., & Williams, J. (1995).
The Structured Clinical Interview for DSM-III'R Personality
Disorders (SCID-11). Part I: Description. feurnal of
Personality Disorders, 9, 83-91.

First, M., Spitzer, R., Gibbon, M., Williams, J., Davies,
J. B., Howes, M., Kane, |., Pope, H., & Rounsaville, B.
(1995). The Structured Clinical Interview for DSM-JILR
Personality Disorders (SCID-IT). Part IL: Multi-site test-retest
reliability study. fournal of Personality Disorders, 9, 92-104.

Gunderson, ., Kolb, J., & Austin, V. {1981). The
Diagnostic Interview for Borderline Patients. American
Journal of Psychiatry, 138, 896-903.

Gunderson, J., Zanarini, M., & Kisiel, C. (1995).
Borderline personality disorder. In W. J. Livesley (Ed.), The
DSM-IV personality disorders (pp. 141-157). New York:
Guilford.

Hare, R., & Hart, S. (1995). Commentary on andsocial
personality disorders: The DSM-IV field trial. In W. J.
Livesley (Ed.), The DSM-IV personality disorders (pp. 127-
134). New York: Guilford.

John, O., & Robins, R. (1994). Accuracy and bias in self-
perception: Individual differences in self-enhancement and
the role of narcissism. fournal of Personality and Social
Psychology, 66, 206-219.

Kernberg, O. (1984). Severe personality disorders. New
Haven, CT: Yale University Press.

e "

e e

—



Refining Axis IT Measurement

Kohut, H. (1971). The analysis of the self. New York:
International Universities Press.

Livesley, W. J. (Ed.). (1995). The DSM-IV personality diser-
ders. New York: Guilford.

Loranger, A. (1988). Personality Disorders Examination
{PDE) manual. Yonkers, NY: DV Communications.

Luborsky, L., & Crits-Christoph, P. (1990). Under-
standing transference: The core conflictual relationship theme
method. New York: Basic Books.

Main, M., Kaplan, N., & Cassidy, ]J. (1985). Security in
infancy, childhood, and adulthood: A move to the level of
representation. In I. Bretherton & E. Waters (Eds.),
Growing points of attachment theory and research.
Monogvaphs of the Society for Research in Child Development,
50. (No. 1-2) 67-104.

McCrae, R. R., & Costa, P. T,, Jr. (1990). Personality in
adulthood. New York: Guilford.

Morey, L. (1988). Personality disorders in DSM-III and
DSM-ITI-R: Convergence, coverage, and internal consis-
tency. American Journal of Psychiatry, 145, 573-577,

Perry, J. C. (1992). Problems and considerations in the
valid assessment of personality disorders. American Journal
of Psychiatry, 149, 1645-1653.

Perry, J. C., & Cooper, S. H. (1987). Empirical studies of
psychological defense mechanisms. In R. Michels & J. O.
Cavenar, Jr. (Eds.), Psychiatry.. Philadelphia: Lippincott.

Pfohl, B. (1995). Histrionic personality disorder. In W. J.
Livesley (Ed.), The DSM-IV personality disorders (pp. 173-
192). New York: Guilford.

Pfohl, B., Stangl, D., Zimmerman, M., Bowers, W., &
Corenthal, C. (1985). A structured interview for the DSM-
HI personality disorders: A preliminary report. Arshives of
General Psychiatry, 42, 591-596.

Robins, L. (1966). Deviant children grown up. Baltimore:
Williams and Wilkins.

Shedler, J., & Block, J. (1990). Adolescent drug use and
psychological health: A longitudinal inquiry. American
Psychologist, 45, 612-630.

Shedler, J., Mayman, M., & Manis, M. (1993). The illu-
sion of mental health. American Psychologist, 48, 1117-1131.

Skodol, A, Oldham, J., Rosnick, L., Kellman, D., & Hyler,
S. (1991). Diagnosis of DSM-III-R personality disorders: A
comparison of two structured interviews. International
Journal of Methods in Psychiatric Research, I, 13-26.

Spitzer, R. (1983). Psychiatric diagnosis: Are clinicians
still necessary? Comprehensive Psychialry, 24, 399411

Spitzer, R., Williams, ]., & Gibbon, M. (1987), Structured
Clinical Interview for DSM-III-R Personality Disorders {SCID-
II). New York: New York State Psychiatric Association,
Biometrics Research.

Spitzer, R., Williams, J., Gibbon, M., & First, M. (1990).
Structured Clinical Interview for DSM-III-R (SCID).
Washington, DC: American Psychiatric Press.

Tyrer, P. (1995). Are personality disorders well classified
in DSM-IV? In W. J. Livesley (Ed.), The DSM-IV personality
disorders (pp. 29-44). New York: Guilford.

Vaillant, G. (Ed.). (1992). Ego mechanisms of defense: 4
guide for clinicians and researchers, Washington, DC:
American Psychiatric Press.

Westen, D. (1991). Social cognition and object relations,
Psychological Bulletin, 109, 429455,

Westen, D. (1997). Divergences between Axis II instru-
ments and clinical diagnostic procedures: Implications for
research and the evolution of Axis II. American Journal of
Psychiatry, 154, 895-903.

Westen, D. (1998). Case formulation and personality
diagnosis: Two processes or one? In J. Barron (Ed.), Making
diagnosis meaningful (pp. 111-138). Washington, DC:
American Psychological Association Press.

Westen, D., & Arkowitz-Westen, L. (in press). Limi-
tations of Axis II in diagnosing personality pathology in
clinical practice. American Journal of Psychiatry.

Westen, D., Lohr, N, Silk, K., Gold, L., & Kerber, K.
{1990), Object relations and social cognition in borderlines,
major depressives, and normals: A TAT analysis. Psycho-
logical Assessment: A Journal of Consulting and Clinical
Psychology, 2, 355-364.

Westen, D., & Shedler, ]. (in press-a). Revising and
assessing Axis II: 1. Developing a clinically and empirically
valid method. American Journal of Psychiatry.

Westen, D., & Shedler, J. (in press-b). Revising and
assessing Axis II: II. Toward an empincally and clinically
sensible taxonomy of personality disorders. American
Journal of Psychiatry.

Williams, J., Gibbon, M., First, M., Spitzer, R., Davies,
M., Borus, J., Howes, M., Kane, J., Pope, H., Rounsaville,
B., & Wittchen, H. {(1992). The Structured Clinical
Interview for DSM-II-R (SCID): I1. Multisite test-retest relia-
bility. Archives of General Psychiatry, 49, 630-636.

Zimmerman, M. (1994). Diagnosing personality disor-
ders: A review of issucs and research methods. Archives of
General Psychiatry, 51, 225-245.

353



