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The authors discuss difficulties in the assumptions that underlie Kernberg's Structural 
Interview method for diagnosing borderline personality organization and demonstrate 
methodological limitations in the studies that have reported results from its use. Further 
data analysis leads to the conclusion that, in the population studied, the Structural In- 
terview diagnosis of borderline personality disorders is essentially equivalent to the 
clinical diagnosis of the presence of any personality disorder. A predictive formula to 
determine the presence or absence of clinically diagnosed personality disorder is derived 
using logistic regression. 

Kernberg ~ has developed a complex and influential theoretical system 
which posits three levels of declining differentiation in personality organization: 
the neurotic; the borderline; and the psychotic. In this system the borderline 
personality organization shares the following characteristics with the neurotic: 
self representations that are sharply delimited, psychologic defenses sufficiently 
sophisticated so that interpretation improves functioning, and the capacity to 
test reality. The borderline personality organization shares with the psychotic 
the following characteristics: poor self cohesion and identity, low level of defen- 
sive operations (splitting, projective identification, etc.); and alterations in their 
relationship with reality and feelings of reality. Kernberg has developed and 
tested what he calls the Structural Interview in order to distinguish these three 
specific types of intrapsychic structures which he assumes to be categorically 
distinct and enduring. 

The Structural Interview has commonalities and differences from the stan- 
dard psychiatric interview. It is similar to standard practice in that the interview 
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is conduc ted  in a fairly uns t ruc tu red  m a n n e r  to collect in format ion  on the 
pa t ien t ' s  symptoms,  funct ioning,  and  in te rpersonal  relat ions.  T h e  S t ruc tura l  In- 
terview is un ique  in its re l iance on conf ronta t ion  and  in te rp re ta t ion  dur ing  the 
interview as the p r ima ry  m e t h o d  of  da ta  ga the r ing  for mak ing  diagnost ic  
decisions. Dur ing  the S t ruc tura l  Interview careful  a t ten t ion  is pa id  to appa ren t  
inconsistencies in the  in fo rmat ion  the pa t i en t  presents.  These  inconsistencies are  
po in ted  out  to the pa t ien t  (confronta t ion)  and  explanat ions  are  offered by the 
interviewer for them ( in terpre ta t ion) .  The  interviewer's eva lua t ion  of the 

pat ient ' s  response to an in te rp re ta t ion  is key to S t ruc tura l  Interview diagnost ic  
decision mak ing .  Specific ( and  cross-sectional) responses within the interview 
s i tua t ion  are  crucial  to the diagnost ic  process wi th in  the f ramework  of  the struc- 
tura l  interviewing technique.  Pat ients  who become more  in tegra ted  in response 

to confronta t ions  and  in te rpre ta t ions  receive a neurot ic  or border l ine  diagnosis; 
those who disorganize fur ther  are  d iagnosed  psychotic,  e 

In  several papers ,  3-5 Kernberg  and  associates have a t t e m p t e d  to test his 
theore t ica l  assumptions  and  to de te rmine  the pe r fo rmance  of  the S t ruc tura l  In- 
terview in compar i son  with o ther  measu remen t  methods  (the cl inical  interview, 
the DIB, psychological  tests, and  retrospective DSM II I  diagnosis).  In  this p a p e r  
we will r e -examine  these d a t a  to: (1) de t e rmine  whether  results of the  St ruc tura l  
Interview a d d  signif icant ly to the  results genera ted  by the cl inical  interview; and  
(2) if  not, to investigate whether  a predict ive mode l  for cl inically d iagnosed  per- 
sonali ty d isorder  can be developed f rom other  var iables  measured  in these 

studies. 

M E T H O D  

Results of Structural Interview 

Carr et al. 3 studied 32 psychiatric inpatients using the Structural Interview, DIB, 
WAIS and Rorschach. They found DIB agreement with Structural Interview in 25 of 32 
cases (78%) for whom unequivocal diagnoses were available for both methods, and 
agreement between the Structural Interview diagnosis and WAIS/Rorschach com- 
bination diagnosis in 24 of 29 cases (83%) for whom unequivocal diagnoses were present 
for both measures (both results significant of the .004 level). Kernberg et al. 4 expanded 
the sample to forty-eight psychiatric patients. The structural diagnosis agreed with the 
DIB in 34 of the 46 cases where unequivocal diagnoses were available from both methods 
(74 %), with psychological test reports in 32 of 43 cases where unequivocal diagnoses were 
present in both methods (74%) and with the WAIS/Rorschach combination in 36 of 46 
cases (78%) were unequivocal diagnoses were available from both methods. These results 
are all significant at the .001 level. 

Blumenthal, Carr, and Goldstein 9 returned to the clinical charts of these same 48 
patients in order to make retrospective DSM III diagnoses. Overall there was agreement 
between Structural and DSM III diagnosis in 61% of cases. In 5 of the 18 discrepant 
cases, the structural diagnosis was "borderline" and the patient's DSM III diagnosis was 
other personality disorder. Seven cases diagnosed as affective disorder by DSM III were 
diagnosed about equally as psychotic or borderline by structural interview. In 4 cases 
there was direct discrepancy between structural and DSM III diagnosis-- i.e., a DSM III 
borderline getting a structural psychotic diagnosis or vice versa. 



231 

J. REICH, A. FRANCES 

We have performed further analysis of the data reported by Kernberg et al. 4 in order 
to provide a clearer view of its meaning.  In order to analyze the clinical diagnoses, the 
following scoring system was used. For the Structural Interview a diagnosis of psychotic 
was given a score of 0, a diagnosis of borderline was given a score of 1, and those cases 
where Kernberg et al. 3 could not decide on a structural diagnosis were not analyzed. For 
clinical diagnoses, the presence of a schizophrenic or manic depressive disorder was 
scored 0, the presence of any personality disorder was scored 1, and those cases where the 
clinician could not decide between a personality disorder and non-personality disorder 
(i.e., infantile personality vs. paranoid or process schizophrenia) were not analyzed, The 
WAIS/Rorschach  was scored 0 if psychotic, 1 if borderline and not analyzed if neither of 
these two were diagnosed. 

The  agreement between Structural Interview and clinical diagnoses was 95.8%. 
(X 2= 37.32 pX.0001), Considering that Structural Interview diagnoses do not achieve 
100% reliability and that the clinical diagnoses were not standardized, this is a 
remarkably high level of  agreement (even accepting that structural diagnoses were not 
made blind to clinical diagnosis). This high level of agreement reported in these studies 
would seem to indicate that these are identical measures. In effect, the structural 
diagnosis of  borderline personality disorder did not add information to that already 
provided by the clinical diagnosis. 

This conclusion must be modified somewhat based on the additional report com- 
paring structural a n d  retrospective DSM ItI  diagnoses, s Here, of the 15 patients 
diagnosed as DSM III borderline personality 13 (87%) were diagnosed as borderline by 
Structural Interview. However of 23 diagnosed as borderline by Structural Interview only 
13 (57%) were diagnosed as DSM III borderline personality disorder. The others most of- 
ten received DSM III diagnoses of other personality or affective disorders. This indicates 
that the structural diagnosis of borderline personality organization casts a wider net than 
the DSM III borderline personality disorder diagnosis, but the implications of this 
remain unclear. 

One means of  validating a diagnostic construct is to predict reliably its presence or 

T A B L E I  

S t ruc tu ra l  Diagnos is  o f  B o r d e r l i n e  Persona l i ty  Disorders  

C o m p a r e d  to Cl in ica l  Diagnosis  o f  Presence  o f  

any  Persona l i ty  D i so rde r  ~ 
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I Data from Kernberg et al. 3 
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absence by use of other standard psychological or psychiatric tests. An example taken 
from medicine would be the ability to confirm the clinical diagnosis of diabetes by use of 
the glucose tolerance test. A positive glucose tolerance test in a large number of patients 
clinically diagnosed as diabetic validates the concept of diabetes. Psychiatry, especially in 
the area of personality disorders, has often been criticized for not achieving this type of 
validity. 

In an attempt to validate the clinical diagnosis of personality disorder (which in this 
data set was equivalent to structurally diagnosed borderline disorder) we analyzed Kern- 
berg's data further and performed a logistic regression. A logistic regression is a 
mathematical method of deriving a good predictive formula for one variable from a set 
of other variables. In this instance a computer program named LOGIST contained in the 
SAS package 6 was used. Clinical diagnosis of personality disorder was the variable to be 
predicted and DIB, WAIS/Rorschach, sex and psychologic test report were possible 
predictors. 

The computer program generated the following formula: Clinical Diagnosis of Per- 
sonality Disorder = -5 .93  + 0.90 DIB score+ 3.35 WAIS/Rorschach score. Any score 
above 0 would be diagnosed as a personality disorder. For example, if a patient had a 
DIB score of 8 and the WAIS/Rorschach test was judged as borderline (where bor- 
derline= 0) then his score would be -5 .93  + 8 (.9)+ 3.35 (1) which equals 4.62. This 
would be judged by the formula as personality disorder since it is greater than 0. The 
variables of sex and psychological test report did not add enough additional information 
to warrant their inclusion in the formula. What this tells us about the WAIS/Rorschach 
and the DIB is that they both contribute significantly to the prediction of clinical 
diagnosis of personality disorder in Kernberg's sample and that each provided a 
significant amount of predictive power beyond what the other could predict by itself. It 
also tells that any predictive power provided by sex and psychological test reports has 
already been provided by the DIB and the WAIS/Rorschach combination. 

This formula for the given data set accounted for 46.2% of the variance and predic- 
ted personality disorder with a sensitivity of 88% and a specificity of 83.3%. Total 
correct predictions were 86%. Of course the comparison group in this study (mostly in- 
patient schizophrenics) may not be a particularly challenging one for discrimination 
from personality disorder. 

DISCUSSION 

Kernberg 's  goal of different iat ing hierarchic levels of intrapsychic per- 

sonality configurat ion by use of Structural  Interview is ambit ious and based on a 
n u m b e r  of tenuous assumptions. First, the method attempts to categorize what 

are believed to be longstanding personality structures on the basis of data  
acquired in one cross sectional interview which is likely to be con tamina ted  by 

the more t ransient  features that  inf luence the patient 's  behavior on any given 
day. 7 Indeed,  the report by Blumentha l  et al., ~ indicates that  such diagnostic 
disagreements as occurred between the Structural  Interview and  DSM III 
diagnosis were most often accounted for by patients meet ing DSM III criteria for 
affective disorder. Because Structural  Interview diagnosis relies on here and now 
interview responses and  is not sensitive to affective symptoms, it seems prone to 
confuse personality with /tffective disorder. Beyond the practical diagnostic 
problem this entails lies an interesting theoretical question. There  is evidence 
suggesting that,  at least in some patients,  borderl ine personality pathology may 
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be a manifestation of chronic affective disorder. It  seems likely that what Kern- 
berg assumes to be a longstanding borderline personality organization, struc- 
tured in early life may, in some patients, represent an affective state perhaps 
more amenable to pharmacological intervention. 

Second, the structural interviewer follows a diagnostic algorhythm that is 
not tied closely to specific overt features in the patient's presentation and course 
and instead relies heavily on interview behavior. Such behavior may be in- 
fluenced by the patient's specific reaction to a given interviewer or to the in- 
terviewer's particular bias in framing confrontations and interpretations. Role 
factors that make one person react more or less favorably to another person (i.e., 
age, sex, attractiveness) may well contaminate responses in the Structural In- 
terview. For instance, a patient who doesn't like older people (for transference 
reasons) may be less inclined to accept interpretations from an older interviewer. 
Thus a negative response to the interviewer's interventions may be more related 
to interpersonal attitudes and conflicts than to the presumed level of in- 
trapsychic organization. Moreover the method places great faith in the in- 
terviewer's ability to assess correctly the social reality of the patient's functioning 
and to present such interpretations tactfully and non-provocatively. It allows the 
interviewer to assume that the patient's behaviors are a direct result of  the con- 
tent of interpretations and ignores the possibility that interpretations might be 
provocative by virtue of poor timing or phrasing. This is a technique which 
would be safe only in the hands of an expert. 

Finally, Kernberg's theoretical approach and the method of the Structural 
Interview assume clear-cut boundaries separating psychotic, borderline, and 
neurotic levels of personality organization. It is possible that aspects of in- 
trapsychic integration and differentiations follow a continuous rather than 
trichotomous distribution. If  boundaries between ~" .Is are not sharply 
delineated, the task of the interview becomes much difticult and the chances of 
achieving acceptable reliability are reduced. 

There are also several methodologic flaws in the way the data from these 
studies were collected and reported. A major limitation of the studies is their 
failure to report inter-rater reliability for the diagnosis arrived at by the Struc- 
tural Interview. Establishing the reliability of the Structural Interview is a 
necessary first step that must precede other study of the method since reliability 
places an upper  limit on conclusions that can be drawn about validity and 
generallzability. Data that are highly reliable may or may not be valid, but data 
that are not reliable cannot be deemed valid. If  reliability cannot be docu- 
mented within Kernberg's own group then the Structural Interview format is 
unlikely to be useful elsewhere. 

A second methodological problem results from the fact that the prospective 
clinical diagnoses were not based on DSM III  or on any other diagnostic method 
with clear exclusion and inclusion criteria. Examples of undefined and idiosyn- 
cratic diagnoses are: acute, undifferentiated, incipient or borderline 
schizophrenia and oral, "as if'' and infantile personalities. Moreover, in neither 
Car t  e tal .  ~ nor in Kernberg et al. ~ were clinical diagnoses derived blindly and in- 
dependently from other measures. In Carr et al., clinical diagnoses were taken 
from the psychological reports, while in Kernberg et al. the), were not derived in- 
dependent of the Structural Interview diagnosis. The one report in which DSM 
III  diagnoses are reported relies on retrospective chart review. 
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The problem of definition is also manifest in the vague and overly inclusive 
way in which Kernberg and associates use the term "psychotic personality 
organization" and their failure to define its clinical boundaries and equivalents. 
Kernberg's hypothesis that a psychotic personality organization underlies disor- 
ders which are not characterized by the traditional clinical features of psychosis 
(e.g., hallucinations and delusions) may or may not be tenable. It can be tested 
adequately only if patients discriminated as psychotic on structural, but not 
clinical, interview differ in other important measurable ways from those 
diagnosed as nonpsychotic on structural interview. Because clinical and struc- 
tural diagnosis overlapped so completely in Kernberg's studies, such testing was 
not possible. 

In order for an interview to be a useful addition to the clinician's or re- 
searcher's armamentar ium,  there are several criteria which must be  met. First, it 
must be demonstrated that the interview is related to other measures that pur- 
port to measure the same phenomena. Secondly, the interview must add to what 
is offered by these other measures. For example, if a measure has low correlation 
to another measure of the same phenomenon, one wonders whether it is truly 
measuring that phenomenon. On the other hand, if the results of a test are iden- 
tical to those of an existing test, the new test is redundant unless it can be shown 
to shed light on an additional facet not covered by the existing test. 

It would seem that the available data are most consistent with the in- 
terpretation that the Structural Interview does not add significantly to the 
clinical diagnosis of personality disorder. Several criteria must be met to demon- 
strate that the Structural Interview adds significantly to the clinical diagnosis. 
First, the interview must be shown to be reliable. Second, it must select a dif- 
ferent subset of patients than does the clinical diagnosis of personality disorder. 
Third, these two groups must be demonstrated to have different psychological 
properties by external measures (course of illness, treatment response, 
established psychological test, etc.). It may be that the subject populations 
studied by Kernberg compromised his ability to demonstrate the utility of the 
Structural Interview. The Structural Interview may conceivably be capable of 
finer distinctions that are lost because the discrimination between schizophrenia 
and borderline personality is too easy. A population consisting of predominantly 
personality disordered patients might allow less congruence between structured 
and clinical diagnosis. 

The logical regression program provided a reasonable predictive formula to 
determine the presence or absence of personality disorder in this sample as 
measured by other standardized tests in the data set. This formula had good sen- 
sitivity and specificity and accounted for a reasonable amount  of the variance, 
This result is not important  for its immediate clinical applications, but for its 
implications. The fact that a predictive formula can be developed at all for a 
disorder suggests that a meaningful distinction is being made. It must be 
remembered that our particular formula was limited in that it was derived from 
a small sample size, in one particular inpatient sample, and with clinical 
diagnoses that were not totally blind to other diagnostic methods. It would need 
replication on another population. Support for this approach is derived from the 
work of Hymowitz et al. s who used subtests of the WAIS and Rorschach to derive 
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a predictive formula for predic t ing Structural  Diagnosis and  were able to predict  

fifty percent  of the variance. However, they utilized only the 36 cases in Kern- 
berg's sample for whom the diagnoses were especially clear c u t - - a n d  so per- 

formed a less difficult discr iminat ion.  
F e w  investigators have a t tempted  the difficult task of operationalizing,  

mak ing  reliable, and  val idat ing psychoanalytic concepts. Those who try are pur-  
suing a worthy goal which is likely to bear  fruit  with the improvement  of the 

methodology for such endeavors. Al though Kernberg 's  data  do not inspire con- 
fidence in the Structural  Interview, it is encouraging that  psychoanalytic con- 

structs are being subjected to scientific scrutiny. 
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