Subject:

FW: [Rorschach_List] Neuropsych and Rorschach

Rorschach and Neuropsychology
Rorschach
Cerebral Dysfunction
Estimators
Anatomy
Anatomy % ≥80. The patient’s inability to see anything other than anatomy content. (p.
61).
“This . . . restriction on creativeness resulted in records resembling those produced by
patients with intracranial pathology.”
Piotrowski, Z. A. (1937): The Rorschach Inkblot Method in Organic Disturbances of the
Central Nervous System: Journal of Nervous and Mental Disturbances. 86 (No. 5).
Numbers of W
and
d
are
Larger then D
and
≥ Minus W quality
(p. 94)
Incipient brain disease may be present. The handling of immediate, practical problems
suffers as the patients’ efforts are caught up in the inconsequential and unimportant
details of everyday living.
Specifying blot areas: The inability of a patient to outline the image in the area to which
it refers is an F- performance. “Sometimes, the patient can locate part of the image but is
at a loss to complete its localization in the blot because he does not “see” clearly the
outlines of the image.” (p. 114).
Brain pathology is suggested and needs to be ruled out.
Movement responses = 0 (p. 146).
“Absence of M points to a lack of imagination and is one of the most frequent signs of
deterioration subsequent to intracranial pathology.”

Distorted bodies in FM and M responses (p. 200)
“Patients who are defective mentally and physically as a result of congenital brain lesions
tend to project distorted bodies both in FM and M.”
There is a preponderance of pure C responses in patients with cerebral organic lesions.
(p. 232).
Agnosia-like mental disturbances may be present. These patients cannot “read” the
emotions of other people.
C responses = 0 (p. 237).
Kral and Dorken (1950) reported that “ . . . patients with a diencephalic lesion of any
significance would rarely give color responses, whereas lesions on other levels need not
produce this effect; failure to give color responses [on the Rorschach test] was
independent of the nature of the lesion, of intelligence, and the ability to recognize
colors.”
Kral, V. A. & Dorken, H. (1950): The influence of Sub-Cortical Brain Lesions on
Emotionality as Reflected in the Rorschach Color Response, American Psychological
Association, 1950 program.
Color Naming Cn (p. 241).
“Organic cerebral patients produce the most obvious and unquestionable Cn. They convey
the impression that after naming and/or counting the colors nothing else remains to be
done. The Cn are unfavorable signs and reveal a marked personality impoverishment and
lack of emotional refinement.”
Color Projection Cp (p. 242).
“ ... Cp reveals only the most earnest and most intense attempts at a self-imposed
serenity to dispel depression caused by deeply felt frustrations. The great majority of
subjects with Cp are patients suffering from organic cerebral disease ... “
Popular % ≤ 3 or ≤ 25%
Clinical experience indicates that three or fewer P (popular responses) may be significant
for adults.
Dark shading responses (p. 269).
“A coal heap”
“Something burnt”
“Melted metal”
“Something under water”

“The black rose of Hell”
These responses were ... “observed by Oberholzer in patients with traumatic
encephalopathy leading to chronic disease, reveal much more intense intermittent
depressive states ... “
Dark shading responses - grey to black ≥ 2
and
Light shading responses ≥ 3
(p. 285).
“... seem to occur only in records of psychotics, most of these patients are schizophrenics
but some are cases of organic brain disease.”
Deteriorated senile patients
Anatomy % ≥ 80
and
Animal % ≥ 13
and
F+ % ≤ 32
and
W≤8
OR
Preserved senile patients
Anatomy % ≥ 7
and
Animal % $ 69
and

F+ % $ 71
and
W#4
(p. 349).
Response repetition (Rpt)
Response repetition of the same response to a card, either on the same or following card,
also known as perseveration, reflects a loss of the ability to generate new ideas and
thoughts given all of the possibilities a card offers. Sterility of thought is a possibility.
Perplexity (Plx)
The subject distrusts his or her own productions. Anxiety over their own ability to see
things in their right light shakes their confidence in managing their world effectively.
Chaos looms bright on the horizon.
Automatic phrases
Pet phrases, like a cherished blanket or Teddy bear offer comfort and solace from the
arrows of uncertainty, are scattered about the record when ever doubt concerning one’s
abilities to face their world arises.
Piotrowski
Cerebral
Dysfunction
Signs
R ≤ 15
P ≤ 3 or 25% and S 3
Light

Shading - Dark Grey to Black S 2
And
Shading Grey

Failure on any card

Sum C = 0 (Diencephalic Lesions)

Time per response $ 30 seconds
Conditions)

Sum C = .5 to 1 (Aphasic

M=0
Cn - Color Naming “red and black”

Cp - Color Projection

“a bunch of colors”
W≤6
D≤ 2
d≥ 6
Senility
Preserved
W ≤4, F+% $ 70, a% ≥ 69
Shading - Dark to Black
Anatomy R ≥ 8
“coal heap”
“Something burning”
Deteriorated
W 5-8, F+% ≥ 32
Shading – Dark Grey to Black
“Something under water”
“Death”
“Molten metal”
“Person lost in darkness”
“The black rose of Hell”
a% ≥13
Anatomy R% ≥83
Impairment
Estimation
Levels
5
6
7
8

Borderline
Mild
Moderate
Severe

Piotrowski, Z. A. (1979) Perceptanalysis, The Rorschach Method Fundamentally Reworked,
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Abstract
Six patients with organic mental disorders, in all cases including Korsakoff’s amnestic
disorder (KAD) and in four cases due to a complication after an aneurysm operation, were
followed for up to two years. Each patient was assessed at least three times; the total
number of assessment points was 26. The patients’ neuropsychiatric status was assessed
clinically according to the diagnostic system of Lindqvist & Malmgren. The severity of the
individual disorders and the global severity of the neuropsychiatric disturbance were
estimated on each occasion. The patients were assessed using memory, concentration and
general intelligence tests, and independently with Rorschach according to Bohm’s method.
The scores on 38 selected Rorschach variables were compared with the clinical
assessments and with the other test data. In accord with earlier studies we found that KAD
has a Rorschach profile which differs significantly from the findings in patients where
other organic mental disorders dominate the clinical picture. We also saw a previously not
reported sign of KAD, namely, frequent contaminated whole responses.
A comparison with the judgments of global severity also gave some support to the thesis
that the Rorschach is a valid indicator of organic mental disorder in general. Altogether
the study shows that the longitudinal design offers great possibilities for the analysis of
Rorschach signs of organic mental disorders.
Key Words:
Rorschach, Intracerebral aneurysm, Korsakoff’s amnestic disorder, Organic mental

disorders.
Introduction
The study of the Rorschach test in organic mental disorders has a long history, beginning
with Rorschach’s own investigations (1921 pp 171ff) of patients with dementia, Korsakoff’s
psychosis, general paresis and lethargic encephalitis. Other pioneer Swiss researchers in
this field include Oberholzer (1931). Piotrowski’s ten "organic signs" (Piotrowski 1937) also
held early promise. A lot of research was done in the U.S.A. during the following decades
to test and to improve Piotrowski’s signs but with no great success except for establishing
beyond reasonable doubt that Piotrowski’s signs do have some validity in discriminating
normal subjects from brain-damaged ones. For reviews see Goldfried et al (1971), VelezDiaz (1973); much of the relevant work up to about 1970 in the classical European and the
American Rorschach traditions has also been summarised by Bohm (1972 pp 320ff, 1975 pp
145 ff). During the 70’s and 80’s comparatively little research was done with the Rorschach
regarding organic disorders (for an excellent review see Caputo 1989), and up until the
past few years only sporadic attempts were made to use Exner’s Rorschach in connection
with neuropsychiatric conditions (but cf Ellis & Zahn 1985).
As has been noted by Velez-Diaz (1973), Caputo (1989) and others there are several major
methodological problems involved in any study of the Rorschach in organic mental
disorders. Two well-known such problems are:
• The Rorschach test is sensitive to so many dimensions of human personality that the
variability due to the organic component may easily vanish in "noise" due to other sources.
• The organic mental disorders are a very heterogeneous family of disturbances which
cannot be expected to produce a unitary Rorschach picture.
To these, two others must be added, the importance of which have in our opinion not been
sufficiently appreciated:
• Much of the clinical psychiatric heterogeneity remains even if groups of patients with
unitary etiology are studied. Compare for example the diversity of organic mental
syndromes observed in a group of 100 patients having undergone trans-sphenoidal
hypophysectomi (Lindqvist 1966).
• Many diagnostic difficulties in organic psychiatry, especially in cases with multiple
simultaneous reaction forms, can be resolved only in a longitudinal perspective. Compare
the problem — within the framework of DSM-III-R, 1987 — of diagnosing Dementia or
Amnestic Syndrome in a patient fulfilling the criteria for Delirium (see also Malmgren &
Lindqvist 1993).
These considerations imply the following methodological criteria:
(i) That the diagnostic framework which is used must define the organic mental disorders
in terms of psychopathology (independently of etiology);
(ii) That the subjects studied should be carefully described with respect to the kinds,
severity and time course of the organic mental disorders that they exhibit;
(iii) That a longitudinal (or mixed group/longitudinal) study design could offer great
advantages, both by improving diagnostic precision and by reducing variability due to
irrelevant factors.
The study reported on here fulfils these criteria. It is a pilot investigation, based on six
cases of Korsakoff’s amnestic disorder (KAD, see below), and its aims were:
• To present detailed case analyses of the time course of KAD;
• To explore the perceptual processes in Rorschach on the case level by comparing
different protocols from the same patients in the amnestic state;

• To suggest new Rorschach indicators of KAD; and
• To explore on a pilot scale the possibilities of using the longitudinal approach for the
formal testing of Rorschach criteria for organic mental disorders.
Some early results of the study were published in Swedish (Malmgren 1973, 1977), mainly
focusing on case-oriented comparisons of tests of the same patient on different occasions.
After the publication of Lindqvist-Malmgren’s system of organic psychiatry (the LM system,
Lindqvist & Malmgren 1990, 1993), the clinical patient data were re-classified according to
that system in order to enable a more stringent analysis.
The six main disorders recognised in the LM system are the following (for further
explanations see also Lindqvist & Malmgren 1993):
1 Somnolence-sopor-coma disorder (SSCD), also known as "pathological impairment of
wakefulness".
2 Astheno-emotional disorder (AED). The mild forms of AED, mainly manifesting
themselves as concentration difficulties, mental fatigability, secondary memory
disturbances and irritability, have traditionally been called "neurasthenia". The more
severe forms often justify a diagnosis of dementia.
3 Confusional disorder (CD) or delirium.
4 Hallucination-cenestopathy-depersonalisation disorder (HCDD), a disorder which in its
full-blown form comprises all three of the symptoms mentioned in its name.
5 Korsakoff’s amnestic disorder (KAD), which is characterized by primary retrograde and
anterograde amnesia, often together with confabulations. The DSM-III-R term for this
disorder is "Amnestic Syndrome".
As a rule, KAD is combined with the following disorder:
6 Emotional-motivational blunting disorder (EMD), also known as "the frontal lobe
syndrome" although the underlying brain disturbance need not be localised to the frontal
lobes.
These disorders often occur together in different combinations, sometimes giving rise to
complicated clinical pictures which can be resolved into their components only by means
of a careful longitudinal analysis.
The present paper aims at the evaluation of the following three hypotheses concerning the
six patients studied (note that there is a potential conflict between the third hypothesis
and the two first ones):
• The tests from all occasions when the subjects have significant organic mental disorders
should fulfill suggested Rorschach criteria for organic disease in general;
• There should be a correlation between an independent estimate of global severity and
Rorschach variables suggested as general signs of organic mental disorders;

• There should be a correlation between the degree of KAD (Korsakoff’s amnestic disorder)
and Rorschach variables described as characteristic of KAD (or related categories such as
Korsakoff’s syndrome).
Method
Subjects
Before the micro-neurosurgical era, operations for ruptured aneurysms on the anterior
communicating artery often produced severe complications in the form of a transient or
chronic mixed organic mental disorder dominated by memory disturbances of Korsakoff’s
type. This complication was first described by Lindqvist & Norlén (1966). In 1972-74, the
first author (HM) had the unique opportunity to repeatedly administer the Rorschach to a
number of patients with such ruptured aneurysms ("aneurysm patients") and to a small
number of patients with Korsakoff’s amnestic disorder due to other causes. Altogether, 11
patients were tested; six of these were selected for data analysis based on the following
inclusion criteria: a verified KAD, long enough observation time, reasonably certain
clinical diagnoses at the time of the testing, and a certified change in relevant
neuropsychiatric variables between testing’s. The remaining material comprises 4
aneurysm patients (one woman and three men, referred to below as Pats. A, B, C and G)
and two other patients (both men: Pat. E, traumatic brain injury, and Pat. F, heart arrest).
The age of the 6 patients at the first test ranged from 44 to 63 years, mean 54. For a
detailed clinical description of the time course of the patients’ organic mental disorders,
see "Results and discussion".
Data
The first author (HM) tested all 6 patients repeatedly with the Rorschach according to
Bohm’s method (Bohm 1972). Three of the aneurysm patients (A, B and C) were tested
also before the operation. Altogether 26 tests were performed, all except one in close
temporal connection with regularly scheduled neuropsychiatric examinations. The followup time varied from 2 to 22 months. At most re-tests, there was a complete or nearcomplete amnesia for previous testings. At the time of each Rorschach test the clinical
mental status of the patients was independently judged by GL, and complementary
psychometric testing was performed by MB. The Rorschach protocols were scored by HM
and GF in collaboration.
When the data were re-classified according to the LM system, the severity of each
disorder on each occasion was first rated on a four-step scale (using 1, 2 and 3 for mild,
moderate and severe disturbances respectively, but 0.5 for very mild forms) based on the
clinical documentation and the psychometric data except Rorschach. With the possible
exception of the ratings for AED, these estimates are not sufficiently standardized to be
used in precise inter-patient comparisons. On some occasions, the clinical judgment had
to be based on an extrapolation from established knowledge about the natural course of
the different organic mental disorders. Because of diagnostic difficulties no separation

was made between SSCD and unspecific fatigue reactions (UF). An estimate of the global
severity of the patient’s disturbance was also made for each occasion. The primary ratings
were adjusted according to the clinical judgments of improvement or deterioration,
resulting in a more fine-grained picture of each patient’s development over time.
The clinical psychopathological profiles and their time courses were compared with the
findings on 37 Rorschach variables (Table 1), most of which have earlier been suggested as
"organic" indicators. They include the individual Piotrowski signs and the Piotrowski index,
most items in Bohm’s (1975, p 147) "general organic Rorschach syndrome", most items in
Bohm’s list (1975, p 157) of findings in alcoholic Korsakoff’s (Table 2), and finally a few
variables the analysis of which were prompted by the data.
Table 1: Rorschach variables selected for analysis
Var.

Description

Exp. Source

R

Total no. of responses

-/+

Piot 1,
Bohm K

T/R

Time per response

+

Piot 2

W%

Percentage of whole resp.
(not DW, WS)

+/(?) Bohm G, K

*W%

Percentage of whole resp.
(incl DW, WS)

+/(?) Bohm G, K

DW-

Number of weak DW
responses

+

*M+

Number of sharp movement
responses (including MC+
and MCh+)

-/(?) Piot 3,
Bohm K

M/M±

Number of weak movement
responses

+

Bohm K

Ms

Number of small movement
responses

+

Bohm K

F+%

Form level (Rorschach’s
method)

-

Piot 5,
Bohm K

Conf1 Number of clear
confabulations

+

Bohm G

*Conf

Weighted index of
confabulations

+

Bohm G

CoC1

Number of clear
confabulatory combs.

+

Bohm K

*CoC

Weighted index of

+

Bohm K

Bohm G

confabulatory combs.
*Cr

Number of color responses
(all kinds)

-

Bohm G

CType Color type (Bash, numerical +
version)

Bohm G

CNam Color naming

+

Piot 4

A%

Percentage of animal
responses

+/(?) Bohm G, K

Libi1

Number of clearly
uninhibited responses

Study

*Libi

Weighted index of
uninhibited responses

Study

V

Number of vulgar (popular)
responses

-

Bohm G

V%

Percentage of vulgar
(popular) responses

-

Piot 6

Orig+

Number of good original
responses

-/(?) Bohm G, K

Orig-

Number of weak original
responses

+

Bohm G

Orig%

Percentage of original
responses

+

Bohm G, K

Rej

Rejections

+

Bohm G

CoNe1 Number of clear
contams./neologisms

Study

*CoNe Index of
contaminations/neologisms

Study

PersG

Perseveration, gross organic +
type

Bohm G

*Pers

Perseveration, any kind

+

Piot 7

Rep

Repetitions

+

Bohm K

Stp

Stereotype phrases

+

Piot 10

Imp

Impotence

+

Piot 8

Plx

Perplexity

+

Piot 9

Locd

Localization difficulties in
Inquiry

+

Bohm G

Edg

Edging

+

Bohm G

LAw

Lowered awareness of
interpretation

+

Bohm G

Piot

Piotrowski’s index

+

Piot

Var., variable name. Exp., expected sign according to Piotrowski and Bohm of correlation
between Rorschach variable and organic mental disorders: -/+, negative expected
correlation with global severity, positive with KAD. -/(?), negative expected correlation
with global severity, undetermined with KAD. +/(?), positive expected correlation with
global severity, undetermined with KAD. Abbreviations of sources: Piot 1, Piotrowski’s
first sign, etc. Bohm G, Bohm’s general organic Rorschach syndrome. Bohm K, Bohm’s
signs for alcoholic Korsakoff’s. Study, variable derived from obvious trends in present
data.
There is a large amount of redundancy in the full set of variables, so for some of the tasks
in the study a subsample consisting of 16 variables was used instead.
Table 2: Some suggested characteristics of alcoholic Korsakoff’s syndrome
*Number of responses sometimes very high
*Not so few B
Introversive experience balance
*Often W as successive combinations or
confabulatory combinations
*Tendency to small M responses
*Sporadic M- responses
*Considerably lowered F+%
*Medium A%
*Sometimes very high Orig% (±)
Manner of approach W± - D± - (Dd)
Loose succession
*Repetitions
Subject enjoys interpreting

*) means that the variable is investigated in the present study.
After Bohm (1972), p. 331. Compare also Bohm (1975), p. 157.

Analysis
Three different methods of statistical analysis were employed:
Statistical method 1
Descriptive statistics were collected on 16 Rorschach variables for all tests done when the
subject had some significant organic mental disorders. This turned out to be all 26
occasions. In this way:
• The number of false negatives on Piotrowski’s index could be calculated, and
• Caveats concerning a number of suggested "organic" signs could be formulated.
Statistical method 2
From the set of 26 protocols, two subsets were picked out. The first group (KAD+) consists
of 14 protocols taken when KAD was judged to be the dominating organic mental disorder.
This was always at or close to the height of the subject’s global psychopathology. The
second group (AED+) contains 7 protocols taken preoperatively or late in convalescence,
when a mild AED was judged to be the dominating organic mental disorder (or one of the
two equally dominating disorders). For natural reasons these two groups were "high" and
"low", respectively, on the estimate of global severity. Descriptive statistics on the two
groups were calculated for the 16 Rorschach variables, and the results were compared on
an intuitive basis. The groups contain unequal numbers of protocols from the different
patients, which makes formal significance testing of differences with standard methods
impossible. The comparison was therefore mainly used heuristically:
• To suggest correlations between clinical and Rorschach variables;
• To help find tentative Rorschach patterns characteristic for patients with KAD and with a
mild AED, respectively (the latter findings are not reported here).
Statistical method 3
For each patient, the correlation over time for a selected pair of measures was
calculated, and the mean of all 6 intra-patient correlations was taken as an estimate of
overall correlation of the two measures. The number of intra-patient correlation
coefficients having the same sign was counted, and the Sign Test was used to assess
whether the true mean of the coefficients differed from zero. The same analysis was
repeated for a large number of pairs of measures, and it was thus tested
• To what extent the clinical syndromes correlated with each other and with global
severity, and
• To what extent global severity and severity of KAD correlated with the 37 Rorschach
variables in the way expected from our hypotheses.
It should be noted that with a sample size of six patients, sign test significance at the 5%
level requires that all 6 correlations have the same sign.
Results and discussion

Clinical courses
Four of the six main disorders of the LM system were represented on at least one test
occasion, namely, SSCD (possibly mixed with UF), AED, KAD and EMD. In Figure 1, the
severity of these disorders and the estimated global severity are shown for each test
occasion. It can easily be seen that although both the time course and the state at the end
of follow-up vary considerably between patients, there was a consistent trend towards
final improvement in all clinical variables except AED. SSCD/UF was rare and generally
mild and transient, AED was omnipresent, mild and stationary, while the amounts of KAD
and to a lesser degree EMD varied considerably from patient to patient and between
different test occasions. There was no test occasion without the presence of any
significant organic mental disorder.

Time courses of the different organic mental disorders in patients A-C. Abbreviations:
A1 = patient A, first test occasion (etc)
Global = estimate of global severity
SSCD/UF = somnolence-sopor-coma disorder, and/or unspecific fatigue
KAD = Korsakoff´s amnestic disorder
AED = astheno-emotional disorder
EMD = emotional-motivational blunting disorder
Arrow: operation or (for patients E and F) other main causative event
Figures below each occasion: days before (-) or after main event

Time courses of the different organic mental disorders in patients E-G. Abbreviations:
A1 = patient A, first test occasion (etc)
Global = estimate of global severity
SSCD/UF = somnolence-sopor-coma disorder, and/or unspecific fatigue
KAD = Korsakoff´s amnestic disorder
AED = astheno-emotional disorder
EMD = emotional-motivational blunting disorder
Arrow: operation or (for patients E and F) other main causative event
Figures below each occasion: days before (-) or after main event

The correlations between the estimate of global severity (Global) and the severity of the
specific organic mental disorders, and between these disorders themselves, were analyzed
according to the third method mentioned above (intra-individual correlation coefficients
and sign test). All coefficient means were positive except that between KAD and SSCD/UF
which was weakly negative. The correlations between Global and KAD, between EMD and
KAD, and between Global and EMD, were all strongly positive, and the two first ones
approach significance on the sign test (p = .0625).
The results imply that intra-individual variability in the global severity score was probably
mostly due to the amount of KAD (and to a lesser degree, EMD) present. They also indicate
that it is virtually impossible to disentangle the effects of KAD from those of EMD in the
present study. However, since EMD is most probably an invariable accompaniment of KAD,
this impossibility need not detract much from the clinical value of our results. For the
same reason, we have chosen to simplify the following discussion by leaving out most
references to EMD.
Rorschach data
Statistical method 1
In Table 3, the basic descriptive statistics for 16 selected Rorschach variables in the whole
group of 26 protocols is shown. If seen only in the light of certain suggested Rorschach
signs of organic mental disorders in general, some of our data may at first sight seem
surprising, namely:
• The median of the number of positive Piotrowski signs was 4 which, even taking into
account the fact that we score "Impotence" conservatively means that the false negatives
(using 5 as the cut-off point) make up at least 50% of the group.
• The medians of R, F+% and M+ were 19, 81.5% and 2, which should be compared with the
Piotrowski cutting points of 15, 70% and 1, respectively.
Table 3: Basic descriptive statistics, for the whole sample of 26 protocols, on the 37
Rorschach variables described in Table 1. For explanations of variable names, see Table 1
Mean Std.dev. Count Minimum Maximum Median
R

19,2

7,4

26

8,0

40,0

19,0

T/R

89,2

34,4

26

48,0

155,0

78,5

W%

40,7

15,8

26

9,5

78,9

39,6

*W%

51,4

17,8

26

20,0

78,9

52,1

DW-

0,3

0,6

26

0

2,0

0

*M+

1,9

1,4

26

0

5,0

2,0

M-/M± 0,2

0,3

26

0

1,0

0

Ms

0,04

0,2

26

0

1,0

0

F+%

75,8

17,7

26

38,0

100,0

80,5

Conf1 0,7

1,0

26

0

3,0

0

*Conf

1,1

1,1

26

0

3,5

1,0

CoC1

0,5

0,9

26

0

3,0

0

*CoC

1,9

2,0

26

0

7,0

1,0

*Cr

2,8

2,1

26

0

9,0

2,0

CType 0,9

0,1

23

0,8

1,2

0,9

CNam 0

0

26

0

0

0

A%

55,7

15,5

26

31,0

85,0

53,0

Libi1

1,7

1,8

26

0

6,0

1,0

*Libi

3,6

3,6

26

0

12,0

2,0

V

5,5

2,4

26

2,0

10,0

5,0

V%

30,1

11,1

26

8,0

50,0

31,5

Orig+

1,5

2,1

26

0

6,0

0

Orig-

3,3

2,9

26

0

10,0

2,0

Orig%

26,8

16,4

26

0

57,9

26,3

Rej

0,5

1,0

26

0

4,0

0

CoNe1 1,0

1,3

26

0

6,0

1,0

*CoNe 2,9

3,2

26

0

13,0

2,5

PersG 0,4

0,4

26

0

1,0

0,5

*Pers

1,8

1,1

26

0,5

4,5

1,5

Rep

0,7

0,8

26

0

2,0

0

Stp

0,1

0,2

26

0

1,0

0

Imp

0,1

0,3

26

0

1,0

0

Plx

1,0

0

26

1,0

1,0

1,0

Locd

0,7

0,5

26

0

1,0

1,0

Edg

0,2

0,5

26

0

2,0

0

LAw

1,0

0,2

26

0

1,0

1,0

Piot

4,1

1,3

26

2,0

6,5

4,0

We think that these aberrations from "expected" values can all be explained by the
peculiarities of the KAD (and/or EMD, cf above). It has already been noted by other

investigators that R and M+ do not behave in the same way in patients with (alcoholinduced) KAD as in other "organics" (cf Table 2). Occurrences of high F+% would accord
with the clinical observation that KAD patients are often well preserved intellectually. A
very low F+% has been suggested as typical for alcoholic KAD (Table 2), but it should be
emphasized that the alcoholic cases most probably differ from the post-operative ones by
having much more other organic psychopathology.
Another noteworthy finding in Table 3 is the following:
• Contaminations and neologisms (CoNe) are rare in the general population, and they have
not been suggested as signs of organicity in general. In the present sample, however, they
were frequent. We interpret this as evidence that they are due to the presence of KAD (cf
also below).
Statistical method 2
In Figure 3, the means (± 2SE) for KAD, AED, Global and 16 selected Rorschach variables in
the two groups of protocols KAD+ and AED+ (as defined in Method) are shown. The results
of this comparison may be summarised as follows.
• Most of the Rorschach variables behaved as would be expected from Piotrowski’s and
Bohm’s criteria (Table 1), considering the inter-group difference in global severity.
• The exceptions are R, T/R, W% and CoNe.

Mean values (± 2 SE) of 16 selected Rorschach variables and 3 clinical variables for two
sets of protocols. Abbreviations:
AED+ = protocols from occasions when AED was judged to be the dominant organic mental

disorder (or one of the two dominant ones); the 7 occasions were A1, A4, A5, C3, E3, E4
and G4.
KAD+ = protocols from occasions when KAD was judged to be the dominant organic mental
disorder; the 14 occasions were A2, A3, B3, B4, B5, C2, E1, E2, F1, F2, F3, G1, G2 and G3.
Rorschach variables as in Table 1; note that the following variables have been scaled by a
factor of 10: *M+, *CoC, CType, *Libi, *CoNe, *Pers, Edg and Piot. Clinical variables, scaled
by a factor of 10: Glob = estimate of global severity. AED = astheno-emotional disorder.
KAD = Korsakoff´s amnestic disorder.
All but the second of these exceptions can again be explained by the peculiarities of KAD
(cf Table 3 and above). The second exception may also have to do with the nature of a
mild AED. In typical cases of this condition the patients cognitive ambitions are high, but
to live up to them he must use a continuous, energy-consuming conscious effort (cf also
Lindqvist & Malmgren 1990, Chapter III: 2). In contrast, the typical KAD patient is much
less self-critical and can therefore use faster strategies.
Statistical method 3
For each item in the full set of 37 selected Rorschach variables, an attempt was made to
determine an "expected" direction of its correlation with the clinical variable Global, using
Tables 1-2 and the known correlation (in the present sample) between Global and KAD.
Actual intra-patient correlations between the Rorschach variables and Global were then
calculated, and significance testing was performed as described in "Method". Figure 3
illustrates one essential step of the analysis. It shows the courses of Global and 16
Rorschach variables in Patient B and the coefficient of correlation (over time) between
each variable and Global for this patient.

Values of 16 selected Rorschach variables in the 5 tests of patient B in relation to the
global severity of organic mental symptoms (Glob, scaled by a factor of 10). Corr =
intrapatient correlation coefficient between Rorschach variable and Global. Rorschach
variables as in Table 1; note that the following variables have been scaled by a factor of
10: *M+, *CoC, CType, *Libi, *CoNe, *Pers, Edg and Piot.
The results for the whole sample and all 37 variables are shown in Table 4. For each
Rorschach variable, Table 4 lists: the expected sign (if any) of the correlation coefficient;
the actual number of positive, negative and zero intra-patient correlations; the mean
correlation coefficient; the P value (using the sign test) for the null hypothesis that the
correlation mean was zero; and finally a brief evaluation to what degree each result
supports or disconfirms our hypotheses. The main findings are the following:
• Four of the significant results concern Libi1, Libi, CoNe1 and CoNe, none of which had
any "expected" sign of correlation. Although uninhibited contents do not belong to the

Piotrowski or Bohm general signs of organic disorders (Table 1), we do not believe that the
high scores on Libi1 and Libi were specifically due to the presence of KAD (or EMD).
Uninhibited contents are probably best regarded as very unspecific indicators of impaired
ego functioning; cf also the use of "De-repressed Contents" in the Ego Impairment Index of
Perry & Viglione (1991).
Concerning contaminations and neologisms see above.
• Although there were only 3 other significant results, 25 of those 31 variables which had
an "expected" direction of correlation did tend to have a correlation in that direction,
while there were only 3 (weakly) disconfirming and 3 ambiguous trends. This "variable
count" must of course be interpreted with great caution, since there are many conceptual
dependencies among the variables.
Table 4: Intrapatient correlations between Rorschach variables and global severity
Var.

Exp. No of Mean ST
corr

Eval. Comment

+ 0 R

-/+

4 0 2 .158

>.3

X

T/R

+

5 0 1 .337

.219

E

W%

+/(?) 5 0 1 .252

.219

E

*W%

+/(?) 5 0 1 .283

.219

E

DW-

+

>.3

(E)

*M+

-/(?) 1 1 3 -.405 >.3

(E)

M-/M

+

4 0 1 .385

>.3

(E)

Ms

+

0 0 1 -.864 >.3

(U)

F+%

-

0 0 6 -.682 .0312 E!

2 0 1 .365

Conf1 +

5 0 1 .371

.219

E

*Conf

+

5 0 1 .410

.219

E

CoC1

+

3 0 0 .672

.250

E

*CoC

+

4 0 2 .237

>.3

(E)

*Cr

-

4 0 2 .023

>.3

(U)

CType +

4 0 1 .340

>.3

(E)

CNam +

A%
Libi1

A

+/(?) 4 0 2 .126
6 0 0 .532

>.3

(E)

.0312 !

Only in B1

Not seen
(unexpectedly
rare, Piot 4)

*Libi

6 0 0 .588

.0312 !

V

-

0 0 6 -.568 .0312 E!

V%

-

1 0 5 -.353 .219

Orig+

-/(?) 2 0 2 .092

>.3

Orig-

+

6 0 0 .723

.0312 E!

Orig%

+

4 0 2 .399

>.3

Rej

+/-

1 0 2 -.070 >.3

E
A
(E)
X

CoNe1

6 0 0 .703

.0312 !

*CoNe

6 0 0 .733

.0312 !

PersG +

4 1 1 .140

>.3

(E)

*Pers

+

5 0 1 .395

.219

E

Rep

+

3 0 1 .175

>.3

(E)

Stp

+

0 0 2 -.417 >.3

(U)

Imp

+

2 0 0 .439

(E)

Unexpectedly
rare,
Piot 8.

Plx

+

A

All protocols
(accords with
Piot 9).

Locd

+

5 0 1 .606

.219

E

Edg

+

3 0 0 .484

.250

E

LAw

+

1 0 0 .866

>.3

(E)

Piot

+

5 0 1 .493

.219

E

>.3

All except C3
(accords w.
Bohm G).

Var., variable name; for variable descriptions see Table 1. Exp., expected sign according
to Piotrowski and Bohm of correlation between Rorschach variable and organic mental
disorders: -/+, negative expected correlation with global severity, positive with KAD. /(?), negative expected correlation with global severity, undetermined with KAD. +/(?),
positive expected correlation with global severity, undetermined with KAD. No of corr,
number of positive (+), zero (0) and negative (-) intrapatient correlations. ST, P value
with the Sign Test. Mean, mean correlation. Eval., evaluation of results from
longitudinal data: E!, significant result in the expected direction. E, clear but nonsignificant trend in the expected direction. (E), weak trend in the expected direction. A,
ambiguous data (too few correlations or no trend in data). (U), weak trend opposite to
the expected direction. X, no definite prediction from Bohm or Piotrowski. !, other

significant result. Comment, verbal comment, including other than longitudinal results.
B1, protocol 1 from patient B. Piot 4, Piotrowski’s fourth sign, etc. Bohm G, Bohm’s
general organic Rorschach syndrome.
A similar analysis correlating the degree of KAD with the same 37 Rorschach variables was
performed, but the results are not tabulated since there were very few differences from
the one analysis to the other. This is of course expected in view of the heavy positive
inter-correlation between KAD and Global.
Conclusions
Almost every single Rorschach sign is polyvalent, i.e. it has a context-dependent
significance, and a simple "sign approach" like the one used here cannot even come close
to mimicking the holistic judgment of the qualified clinician. On the other hand, the size
of the present sample hardly justifies the use of multivariate or other more advanced
analytic methods. In spite of this, the study gives strong support to the idea that the
nature and degree of a patient’s organic mental disorder is to a large extent reflected in
his Rorschach. Most suggested signs of organic mental disorder in general, and of KAD or
related categories, behave as expected; however, for a few such signs the data tend to
disconfirm earlier suggestions. Concerning Piotrowski’s index, our results are in line with
the main trend of earlier research.
Several of the supported "organic" Rorschach signs do not occur in Exner’s "Comprehensive
System" (Exner 1993), for example T/R, Orig-, Orig% and LAw. Others may be difficult to
evaluate in Exner’s system due to peculiarities of his rules of administration, notably R
and Rejections when the number of spontaneous responses is very low and the patient has
to be encouraged very much in order to fulfill the desideratum for a minimum number of
responses. This casts some doubts on the sufficiency of Exner’s system for an adequate
analysis of "organic" cases.
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Aimee – This information may be of some interest to you.
As always,
John
John L. Wallace, Ph.D.
j-sharon@gbis.com.
http://www.toilsoftesting.com
Life is hard. People struggle. Be kind.
(Felix Klein)
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To: Rorschach_List@yahoogroups.com
Subject: [Rorschach_List] Neuropsych and Rorschach

Aimee, you mention the neuropsych perspective of Rorschach. Do you have any reference on this
respect? Any others welcome to provide references as well, for Rorschach or other 'projective"
methods (i.e., "adult attachment projective").
Thank you

--- In Rorschach_List@yahoogroups.com, Aimee Yermish <ayermish@...> wrote:
Speaking as a student (I am in my fourth year of PsyD work, just took the yearlong course last year), I
have to say that I find Exner’s writing rather opaque. The white book and the workbook are sort of
necessary in terms of being able to actually do the work, but the early chapters of Weiner's book
were, at least to me, *much* more comprehensible -- they really helped me understand the principles
at work more effectively. It's tough, because the minimal set of textbooks plus the plates is quite
expensive, but perhaps you can get permission to use the relevant chapters.
Will these students have already done basic psych-testing coursework? In my program, you can't get
to the Rorschach course until at least your second year, because of prerequisites. If they haven't, I'd be
concerned about how long you'll have to spend getting people to understand the basic concepts of a
normed test with standardized procedures. Is this a year-long course, and/or is it expected to be the
only one they take if they want to be vaguely competent with the
Rorschach? That would all be stuff to go into the mix of figuring out what people need to buy -- if
they are going to have to take another course after this one if they want to actually *use* the test, and
this is more of an "intro/survey" type of course, then you could focus more on sources that will help
them understand the test and address misconceptions and controversies about it, rather than spending
the effort on the minutiae of coding and structural summary etc.
I think it's worth really emphasizing the neuropsychological nature of the test, by the way -- the
popular conception, even within the field, is that this is a pure projective.
The other thing that I found really helpful in my course was that we sort of worked our way through
the content by sitting with actual protocols (rather than disembodied lists of "which of these is FC and
which is CF?"), getting to know them as people as we learned how to do the different aspects of
coding, interpretation, and recommendationmaking. A lot of the people we "met" were, I think, Exner’s protocols, and many others were patients
our professor had personally evaluated. Oh, and there was Ted Bundy (learning about the Gacono and
Meloy AgC etc scales) -- we didn't find out who he was until afterwards. We got information about
why they were being evaluated, and then after we made our own judgments, we often got to find out
what really happened to them. I was using the Rorschach "live" in my
internship at the same time as I was studying it (because, well, I'm insane, and not a small amount
overincorporative and overambitious), so having the real-world examples really helped me understand
the system. (And using it "live" was what got me past my skepticism about the test as a whole,
because I could see how well the test rang true
with the actual kids I was evaluating.)
I hope that helps.
Aimee Yermish
Doctoral student, clinical psychology
Massachusetts School of Professional Psychology

