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Abstract

The Social Cognition and Object Relations Scale-Global Rating Method (SCORS-G) is a clinical
rating system assessing eight domains of self and interpersonal relational experience which can be
applied to narrative response data (e.g., Thematic Apperception Test [TAT; Murray, 1943]; early
memories narratives) or oral data (e.g., psychotherapy narratives, Relationship Anecdotal
Paradigms). In the current study, seventy-two psychiatrically hospitalized adolescents consented
and were rated by their individual and group therapist using the SCORS-G. Clinicians also rated
therapy engagement, personality functioning, quality of peer relationships, school functioning,
global assessment of functioning (GAF), history of eating disordered behavior and history of
nonsuicidal self-injury. SCORS-G composite ratings achieved an acceptable level of inter-rater
reliability and were associated with theoretically predicted variables (e.g., engagement in therapy;
history of nonsuicidal self-injury). SCORS-G ratings also incrementally improved the prediction
of therapy engagement and global functioning beyond what was accounted for by GAF scores.
This study further demonstrates the clinical utility of the SCORS-G with adolescents.
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Personality pathology is an understudied area within the field of adolescent psychiatry.
Personality disorders (PD) are common, relatively stable and enduring maladaptive patterns
of behavior, thought, impulsivity, or affect. Adolescence is often described as a time of
“storm and stress” (Hall, 1904), thus clinicians practice caution when diagnosing
adolescents with PDs. Nonetheless, some adolescents do seem to fit PD criteria,
experiencing difficulties to a degree that is non-normative during adolescence and which
impairs functioning (Shiner & Allen, 2013).

A recent study suggests that rates of PDs among adolescent samples are at least as high, and
sometimes higher, than in adults (Shiner & Tackett, in press). Further, personality pathology
in adolescents shows rank-order stability across time at a level comparable to with adults
(Cohen Crawford, Johnson, & Kasen, 2005; Shiner, 2009). Individuals who eventually
evidence personality pathology in adulthood must show at least some problematic patterns
during adolescence (American Psychiatric Association, 2013; Shiner & Allen, 2013).
Personality pathology in adolescents is also strongly associated with concurrent and future
psychiatric problems and maladaptive behaviors (e.g., Bernstein, Cohen, Skodol,
Bezirganian, & Brook, 1996; Bornovalova, Hicks, lacono, & McGue, 2009; Caspi, Roberts,
& Shiner, 2005; Cohen et al., 2005; Crawford & Cohen, 2008; de Clercq, van Leeuwen, van
den Noortgate, de Bolle, & de Fruyt, 2009; Ferguson, 2010; Johnson et al., 1999; Shiner,
2009; Westen, Betan, & DeFife, 2011).

Psychoanalytic theorists conceptualized PDs as conditions involving dysfunctional self
and/or other representations that impaired self and/or interpersonal functioning (Blatt, 2008;
Kernberg 1984, 2006). Today, many theories of personality focus on self and interpersonal
functioning, such as cognitive-behavioral theories (e.g., Beck, 1999; Linehan, 1993; Young,
1990), trait theories (e.g., Cloninger, 1998; Livesley, Lang, & Vernon, 2003), and
interpersonal theories (e.g., Bender & Skodol, 2007; Benjamin, 1996, 2003). In fact, the
Diagnostic and Statistical Manual of Mental Disorders 5™ edition (DSM-5, APA, 2013)
Personality and Personality Disorders Work Group advised reconceptualizing PDs as a
“moderate or greater impairment in personality (self/interpersonal) functioning.” Findings
have shown a link between personality disorders and distorted thinking about self and others
(Skodol et al., 2011). This recommendation was based on empirical findings suggesting that
maladaptive patterns of self and other representations are useful for conceptualizing
personality pathology (Bender et al., 2003; Blatt & Lerner, 1983; Donegan et al., 2003;
Wagner & Linahan, 1999; Westen et al., 1990; Zeeck, Hartmann, & Orlinsky, 2006). In
short, it is now common to conceptualize personality for adults in terms of self and other
representations.

There may also be advantages to examining adolescent personality via the lens of self- and
other representations. Studying self and interpersonal functioning in adolescents is
especially important given its connection with personality pathology (Bender, Morey, &
Skodol, 2011; Livesley, 2007; Morey et al., 2011; Skodol, 2012; Skodol et al., 2011;
Tackett, Balsis, Oltmanns, & Krueger, 2009). Impairments in self and interpersonal
functioning predict PD outcomes in both adolescents (Defife, Goldberg, & Westen, 2013)
and adults (Hopwood et al., 2011).
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Researchers (Bornstein, 2011; Huprich, Bornstein, & Schmitt, 2011) have noted the
importance of using performance-based methods, such as the SCORS-G, for assessing self
and interpersonal functioning. Bornstein (2003) reported that over a 10-year period
(1990-1999) more than 80% of published studies in leading journals publishing articles on
PDs made use of self-report measures to validate PD symptoms. Though valuable in many
respects, self-report measures may also be problematic when assessing some personality
constructs in adolescents. In some cases, people may be either unwilling or unable to
accurately report on personality (Ganellen, 2007; Huprich et al., 2011). This may be
especially true of people with personality pathology as insight into problematic behaviors or
patterns may be limited (Ganellen, 2007; Shiner & Allen, 2013). Relative to people without
personality pathology, those with personality pathology are more likely to experience
impairments in accurately gauging their effect on others (Klonsky, Oltmanns, and
Turkheimer, 2002). This may limit their ability to accurately report on interpersonal
functioning or effectiveness. A person's mood (Huprich et al., 2011) as well as implicit
psychological processes (Kihlstrom & Klein, 1997; Kunda & Thagard, 1996; McNamara,
2005; Shevrin & Dickman, 1980; Westen & Gabbard, 2002) may also bias response to self-
report inventories. The latter has been demonstrated in research using priming (Bargh, Bond,
Lombardi, & Tota, 1986; DeMarree, Wheeler, & Petty, 2005; Hull, Slone, Meteyer, &
Matthews, 2002; Markman & McMullen, 2003; Mussweiler, 2003; Wheeler, DeMarree, &
Petty, 2005).

Of course, none of the arguments just reviewed are intended to assert that self-report
inventories are useless or invalid. In fact, to the contrary, we argue that self-report
inventories are essential to any good personality assessment. Their use may, however, be
enhanced by comparing self-reported data with data gleaned from other sources in a multi-
method assessment (Meyer et al., 2001). In addition to obtaining a strong history, multi-
method assessments often collect data with other assessment methods (e.g., performance
tests; clinical rating scales). Growing interest in thoroughly assessing adolescent personality
highlights the need for strong assessment tools. While many self-report personality
inventories for adolescents currently exist, there is a lack of clinician-rated tools for
assessing adolescent personality in clinical settings.

The current study examines the reliability and validity of the Social Cognition and Object
Relations Scale-Global Version (SCORS-G; Stein, Hilsenroth, Slavin-Mulford, & Pinsker,
2011; Westen, 1995) with an adolescent inpatient sample. The SCORS-G is a clinician-rated
dimensional measure of self and interpersonal functioning. It was originally designed by
Westen (Westen, 1991; Westen, Lohr, Silk, Gold, & Kerber, 1990) to assess object relations.
The SCORS-G demonstrates strong reliability across raters and narrative data sources
(Huprich & Greenberg, 2003). It has also been shown to differentiate patients with PDs from
patients without PDs, differentiate among different types of PDs, and differentiate levels of
dysfunction (for reviews see Ackerman, Clemence, Weatherill, & Hilsenroth, 1999).

Some studies have examined the SCORS-G with adolescent samples (Bambery & Porcerelli,
2006; Porcerelli, Cogan, & Bambery, 2011; Conway, Oster, & McCarthy, 2010; Gramache,
Diguer, Laverdiere, & Rousseau, 2012; Gregory & Mustata, 2012). For example, the
SCORS-G has been used to identify subtypes of adolescent sexual offenders (Gramache et
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al., 2012), and to understand self and interpersonal processes with adolescents who engage
in cutting behavior (Gregory & Mustata, 2012).

The most significant study to examine the SCORS-G in an adolescent setting was conducted
by Defife, Goldberg, and Westen (2013). They recruited 294 psychologists and psychiatrists
who were currently treating an adolescent (13-18 years old) experiencing personality
pathology. Each clinician completed a packet of measures on an adolescent patient he or she
was treating who was experiencing personality pathology. The packet included the SCORS-
G as well as clinical ratings of the adolescent's functioning and history. The results revealed
the SCORS-G items showed medium-to-large effect size differences for those diagnosed
with personality disorders versus those who were not. Ratings on the SCORS-G composite
rating was also significantly positively related to composite ratings of adaptive functioning,
school functioning and negative correlated with externalizing behavior, and prior psychiatric
history. The SCORS-G composite rating predicted variance in adaptive functioning domains
above and beyond the DSM-IV personality disorder diagnosis.

No studies, to our knowledge, have investigated the inter-rater reliability and construct
validity of the SCORS-G with adolescent inpatients. Research has yet to investigate whether
two different clinicians with their own unique experiences with an adolescent can reliably
rate an adolescent using the SCORS-G. Most existing research using the SCORS-G with
adolescents includes using the SCORS-G to rate narrative data (i.e., TAT) or video recorded
session material where both observers are providing ratings on the same exact material.

The study sought to extend the work of Defife et al. (2013) by examining the validity and
reliability of the SCORS-G with a sample of adolescent inpatients. Defife et al. (2013)
utilized a predominately outpatient sample and had one clinician complete all ratings for one
patient. The current study is distinctive in that it is the first to use ratings from inpatient unit
therapists and data from the patient's chart to examine the construct validity of the SCORS-
G. Previous studies have found that SCORS-G ratings are positively correlated with
measures of adaptive functioning (Defife et al., 2013; Stein, Hilsenroth, Pinsker-Aspen, &
Primavera, 2009), school performance, and peer relationships (Defife et al., 2013; Defife &
Westen, unpublished data). Self and interpersonal functional impairments have been
implicated in adolescents engaging in NSSI (Nock, 2010) and eating disordered behavior
(Cross, Westen, & Bradley, 2011).

Based on the research available thus far, the current study has several hypotheses. First, we
predict that the SCORS-G will demonstrate good inter-rater reliability. Second, we
hypothesize that SCORS-G will demonstrate evidence of construct validity by
demonstrating a positive correlation with clinical ratings of: the Global Assessment of
Functioning scale (GAF); clinician-rated patient engagement in group and individual
psychotherapy; clinician-ratings of patients' chronic personality functioning, school
functioning, and peer relationships. Finally, we hypothesize that greater impairment as
indicated by the SCORS-G will be related chart reported histories of non-suicidal self-injury
and history of eating disordered behavior.
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Parents and legal guardians were approached regarding participation in this study by a
research team member. Those who provided informed consent were entered into the study.
All patients, whether they were enrolled in this study or not, received individual
psychotherapy and group therapy as part of their treatment on the unit. Patients were
assigned to a therapist on the first business day after admission in an ecologically valid
manner based on clinician availability and caseload. The patients' individual and group
therapist completed GAF ratings based on the patients' chart data from the emergency
department notes, admitting nurses' notes and first unit psychiatrists' notes. The patients'
individual and group therapists also completed clinical ratings at discharge which included
the SCORS-G, ratings of therapeutic engagement and a clinical data form which contained
ratings of different aspects of the patient's life, demographic information, and information
about the patient's development. A member of the research team also reviewed the chart for
history of nonsuicidal self-harm and eating disordered behavior.

The sample consisted of 72 patients (45% of the total patients admitted to the unit), 52.8%
male, consecutively admitted to the adolescent psychiatric inpatient unit of a large
northeastern hospital. This study was approved by the hospital's IRB of record. Patients
were between the ages of 13 — 17 with a mean age of 15.7 (SD = 1.18). Ethnic makeup of
the sample was as follows: 40.8% Caucasian, 25.4% African American, 25.4% Latino/
Hispanic/Spanish, 5.6% Other and 2.8% Asian. The primary diagnoses for these 72 patients
were as follows: 64% Mood Disorders, 30% Conduct Disorder/Oppositional Defiant
Disorder, 2% Impulse Control Disorder, 3% Psychosis, 1% Post Traumatic Stress Disorder.
We found no significant differences in age, gender, or diagnosis between those who
consented to the study versus those who did not consent. Patients who showed cognitive
impairment or 1Q below 70 were excluded from this study (4 patients). Twenty-three percent
of the sample reported a history of nonsuicidal self-mutilation and 4% had a history of
eating disordered behavior.

The adolescent inpatient unit in this study is a 12-bed locked facility at a large northeastern
hospital. The unit provides treatment for adolescents in acute distress. The average length of
stay for patients on this unit is 10.81 days (SD = 5.23). While on the unit, adolescents
receive psychopharmalogical treatment as deemed necessary, two or three individual
psychotherapy sessions per week, three general group sessions per week, a weekly
structured anger management group, a weekly substance use psycho-education group, daily
academic programming, and daily recreation therapy. On average, participants received
three individual therapy sessions (SD = 1.56) and six group sessions (SD = 3.08) during
their stay.
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Participating clinicians included a licensed clinical psychologist with over five years of
experience with advanced training in assessment and five advanced clinical psychology
doctoral students (interns and externs) who had completed advanced coursework in
assessment at an APA-accredited clinical psychology PhD or PsyD program and were
supervised by a licensed clinical psychologist. The ratings were evenly distributed between
the licensed clinical psychologist, psychology interns and externs.

Rating Procedure

The group therapist assigned to complete assessments for the patient had to be a co-leader of
at least three groups each week on the unit. Individual and group psychotherapists
completed GAF ratings based on admission data (emergency department records and
physical assessment, the first psychiatry attending assessment note and the first nursing
assessment note in the chart). The individual and group therapists also completed clinical
assessments at the patient's discharge which included the Social Cognition and Object
Relationship Scale-Global Rating Method (SCORS-G; Stein, Hilsenroth, Slavin-Mulford &
Pinsker, 2011). The individual and group therapists were blind to each others' ratings both
for admission and discharge measures, including any GAF scores given by the Emergency
Department or unit clinicians. The patient's individual therapist utilized all available
information (i.e., chart, direct interaction with patient, feedback from unit staff) to complete
the Clinical Data Form-Adolescent Version (CDF-A; Westen, Shedler, Durrett, Glass, &
Martens, 2003) which included dimensional ratings of the patient's chronic level of
personality, peer relationships, and school functioning. The CDF-A was completed at the
patients' discharge from the unit. The therapists in this study were part of the unit clinical
staff and, although added to the research protocol, were not aware of any of the study
hypotheses. A member of the research staff who was not part of the clinical team reviewed
the patient's chart and noted any history of eating disordered behavior and nonsuicidal self-
injury when the patient was discharged from the unit.

Reliability Training

Measures

The initial training for each rater was a two-hour session led by the first author. Subsequent
hour long group training meetings were held biweekly for the duration of the study. The
training included a review of training materials for all of the study measures at the beginning
of the study. At the biweekly meetings, members would blindly assess a patient they all
knew well who was not part of the study and scoring discrepancies would be discussed. The
group would contact an expert on the SCORS-G to discuss the issues further to ensure
accurate scoring of study measure if scoring questions arose. A total of 32 reliability
trainings occurred including the initial training. Not all raters met for all 32 meetings
because psychology interns and externs rotated through the unit for six months.

Clinical Data Form-Adolescent Version (CDF-A; Westen, Shedler, Durrett,
Glass, & Martens, 2003)—The CDF-A is used to gather a wide range of demographic
and diagnostic information about the patient. For this study we investigated several ratings
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on the CDF which include: Chronic level of personality functioning (1 = severe personality
disorder to 5 = high functioning); quality of peer relationships (1 = very poor or absent to 5
= very good); and school functioning (1 = failing/dropped out to 5 = working to full
potential). These ratings were completed by the patient's individual therapist. All available
background information was taken into consideration. The CDF has been used before
demonstrating high reliability and validity with independent expert observers (Dutra,
Campbell, & Westen, 2004; Westen, Muderrisoglu, Fowler, Shedler, & Koren, 1997).
Defife, Drill, Nakash, and Westen (2010) also found that adaptive functioning and
developmental history variables measured using the CDF show high degrees of
correspondence and agreement between clinician-rated and patient-rated assessments.

Social Cognition and Object Relations Scale — Global Ratings (SCORS-G;
Stein, Hilsenroth, Slavin-Mulford, & Pinsker, 2011)—The SCORS-G is a clinician-
rated measure of a patient's representations of self and significant others. The scale consists
of eight theoretically constructed variables that are scored on a 7-point Likert-type scale,
where a lower score indicates more pathological responses and a higher score suggests
healthy functioning. The eight variables are as follows: 1) Complexity of Representation
(COM) reflects the richness of one's representations of self and others, one's ability to
recognize internal states in self and others, and one's ability to integrate both positive and
negative aspects of self and others; 2) Affective Quality of Representations (AFF) assesses
one's expectations of others (positive or negative) and one's evaluation of past relationships;
3) Emotional Investment in Relationships (EIR) relates to one's capacity for intimacy and
emotional sharing; 4) Emotional Investment in Moral Standards (EIM) broadly reflects one's
ability to think about moral questions and show genuine compassion towards others; 5)
Understanding of Social Causality (CS) assesses the extent to which one understands human
behavior, or why people act the way they do in various situations; 6) Experience and
Management of Aggressive Impulses (AGG) reflect one's ability to tolerate and
appropriately express anger; 7) Self-Esteem (SE) assesses one's self esteem; and 8) Identity
and Coherence of Self (ICS) assesses one's level of integration versus fragmentation. The
SCORS-G is a modification of the original SCORS which only included increasing the scale
ratings from 5 to 7 scale points. Newer and modified scales/dimensions were also included
to the SCORS-G based on research findings which included the original four (Complexity/
Cognitive Structure of Representations, Affective Quality of Representations,
Understanding of Social Causality, and Capacity for Emotional Investment in Relationships
and Morals). Scales/dimensions such as Experience and Management of Aggression, Self-
esteem, and Identity and Sense of Self were added to the SCORS-G and the Emotional
Investment in Relationships and Morals was broken down into two separate variables. The
SCORS has shown good to excellent reliability when used to rate semi-structured interview
data, TAT narratives, early memories narratives, dream narratives, and other clinical data
such as psychotherapy session material (cf. Stein, Hilsenroth, Slavin-Mulford, & Pinsker,
2011). For this study we averaged all 8 items of the SCORS-G. Past research (Defife et al.,
2013) has shown the average SCORS-G to be significantly related to clinician-ratings of
adolescent patients. The advantages to using an average score is that instead of having one
item for each subscale there are eight items that can be used to measure the construct, object
relations. We then calculated a SCORS-G composite rating by averaging the individual and

J Pers Assess. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Haggerty et al.

Results

Page 8

group therapist's mean SCORS-G rating. The SCORS-G ratings were based on the
clinician's interactions with the patient both in therapy and on the unit. All available
information including background information and behavioral observations of the patient
made by the staff were used in the clinicians' SCORS-G ratings. Cronbach alpha for the
SCORS-G composite rating which averaged together the two raters composite scores was .
87.

Global Assessment of Functioning (GAF; American Psychiatric Association,
2000)—The GAF is a 100-point clinician-rated scale created to assess a patient's overall
level of functioning. The scale is behaviorally anchored to help guide clinical ratings. Both
the patient's individual and group therapist completed the GAF blind to each others' ratings
at admission. Every therapist provided ratings based on all available data about the patients'
functioning when admitted and again at discharge. The two initial GAF ratings were
averaged together to form a mean admission GAF score. Given that raters scores were
averaged together, we calculated the Intraclass Correlation Coefficient (ICC; Shrout &
Fleiss, 1979) using a one-way random approach to assess reliability (ICCy 7). ICCs of < .40
are considered poor, fair = .40 - .59, good = .60-.74, and >.75 is considered excellent (Shrout
& Fleiss, 1979). Raters in the present study obtained an ICC (j ) of .58 for the admission
GAF which falls into the fair range. Discharge GAF ratings were not used because the
ratings' reliability was lower (ICCy 5 = .40).

Clinician Therapy Engagement Rating—The patients' individual and group
psychotherapists rated the overall level of engagement and participation demonstrated by the
patient in their respective treatment modalities during the length of their hospitalization.
They rated them on a scale from 1 (“not engaged”) to 5 (“very engaged”). This rating was
done blind to the other clinicians' ratings of each patient as well as self-report questionnaire
results. These ratings were completed at the patient's discharge. Raters were instructed to
rate the patients overall averaged level of engagement. Training for this included reviewing
patients known to the raters but not part of the study to provide guidance on scoring this
measure. Raters had to evidence at least an ICC of .70 during the training sessions for this
measure.

History of Eating Disordered Behavior and Nonsuicidal Self-Injury (NSSI)—A
member of the research staff who was not part of the clinical team reviewed the patients'
charts for a history of eating disordered behavior (i.e., binging, purging, restricting) and
rated it 1 if the patient has no history of eating disordered behavior and 2 if they did. The
same rating was used for a presence or absence of nonsuicidal self-harming behavior where
1 was assigned if the patient did not have a history of NSSI and 2 if there was.

Means and standard deviations for all study measures are reported in Table 1. The first aim
of the study was to investigate the inter-rater reliability of the SCORS-G in clinical practice
with an adolescent inpatient sample. Given that the raters were not necessarily the same
across all patients a one-way random effects model was calculated (ICC (1) = .64; 95% CI
[.40-.78]) and found to be in the good range (Shrout & Fleiss, 1979). To improve the clinical
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applicability of the SCORS-G, we also calculated the single measure ICC (7 1) as most
practitioners are unlikely to use a second rater for their patients. This resulted with a
reliability estimate in the fair (.49; 95% CI [.25-.64]) range.

To test our remaining hypotheses, we conducted Pearson product moment correlations
between the SCORS-G composite ratings and the remaining study variables. Table 2
contains the inter-rater reliabilities (ICC 1 ) of the SCORS-G composite and subscales as
well as correlations between the SCORS-G composite rating and subscale with the criterion
variables. The addition of the subscale reliabilities and correlations with criterion variables
was for generalizability to past SCORS-G research which has focused on subscale scores.
As predicted, we found that the SCORS-G composite rating was significantly positively
correlated with the GAF admission mean score, global ratings of engagement in individual
and also group psychotherapy, ratings of chronic personality functioning, school
functioning, and peer relationships. Results also showed that SCORS-G composite ratings
were significantly negatively correlated with history of non-suicidal self-injury and also
eating disordered behavior.

Post-Hoc Analyses

We performed some secondary analyses to investigate whether the SCORS-G ratings
provide incremental validity above the GAF scores in predicting therapy engagement and
functioning. Although the GAF was not designed to predict engagement, research (Greeno,
Anderson, Shear, & Mike, 1999; Turner, Boden, & Mulder, 2013) has shown the GAF
scores are positively correlated to treatment engagement ratings. We conducted hierarchical
linear regressions in which we entered the GAF score in the first block and the SCORS-G
composite ratings in the second block. In the first regression, we calculated a global therapy
engagement composite score to see whether the SCORS-G ratings provided incremental
validity for this dependent variable. We calculated the therapy engagement composite score
by adding together the engagement ratings for the patients' individual and group therapy. For
the second regression, we calculated an overall functioning composite score to see whether
SCORS-G ratings provided incremental validity. We calculated this composite score by
adding together the clinician-ratings of the patients' chronic level of personality functioning,
quality of peer relationships and school functioni ng.l In both regressions, SCORS-G rating
provided incremental validity above and beyond GAF scores. These regression results are
presented in Table 3.

We also ran hierarchical linear regressions for the dependent variables, global therapy
engagement composite score, overall functioning composite score, in which we entered the
SCORS-G composite rating in the first block and GAF in the second block to see if GAF
scores added any incremental validity to the SCORS-G composite ratings. Our results
showed that GAF did not add any incremental validity above and beyond the SCORS-G
composite ratings. The results are presented in Tables 4. These results further show the

Ito support the creation of this composite, we ran correlations between the overall functioning composite score and the three ratings
that made up this composite and found that all three ratings correlated above .74 with the overall composite rating. We also used the
composite score instead of the individual ratings of personality, school and peer functioning to limit the number of analyses. We ran a
principle component analyses with the three items that made up the scale and found that one factor accounted for 60% of the variance.
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usefulness in the assessment of adolescents' self and interpersonal functioning and
demonstrate that this assessment adds additional information to our understanding of these
patients.

We also conducted analyses in which ratings completed by the individual therapist were
compared to the group therapist ratings rather than comparing averaged together ratings.
This was to address issues of shared method variance. We have included these in Table 5. In
order to compare our results with Defife et al.'s (2013) data, we requested correlational
results (Defife & Westen, unpublished data) from their dataset that matched the analyses we
conducted in this study. Table 6 contains the results of a focused effect size comparisons
between data from Defife (unpublished data) and our data (Ferguson & Takane, 1989; Field,
2001)2.

Discussion

The present study is the first, to the authors' knowledge, to investigate the clinical validity of
a dimensional measure of self and interpersonal functioning, the SCORS-G, with an
adolescent inpatient sample. Much of the past research studies using the SCORS-G rating
involved two highly trained individuals rating the same exact data sources (i.e., TAT or
early memory narratives, video recorded psychotherapy sessions), whereas this study
investigated the SCORS-G reliability when individuals rate different data sources (i.e., their
unique experience with the patient). Although this study did train raters, they were clinicians
on the unit with primary clinical duties. Thus the reliability protocol had to be shortened and
less structured to meet the real world demands of the volunteer raters than in past studies
using the SCORS-G. Despite this difference, the current study showed that two clinicians
with different experiences with a patient could also provide reliable and valid SCORS-G
ratings. Not only does this study extend the utility of the SCORS to a younger patient
sample, but it also demonstrates that a dimensional assessment of personality can be
implemented in treatment environments with minimal time commitments. Once trained,
none of the clinical raters reported feeling burdened by the procedures.

Our results further those found by Defife et al. (2013) and support the clinical validity of the
SCORS-G for assessing self and interpersonal functioning with adolescent inpatients.
Following Defife et al. (2013), we used the SCORS-G composite rating instead of the scale
scores because more items measuring a construct increase the measures' reliability. Even
though Defife et al. did not use the same analyses between the items of the CDF-A and
SCORS-G, they were able to provide us with the comparison analyses from their dataset.
The focused effect size comparisons show that our results are in line with their data. Table 6
contains the results of these analyses. As our hypotheses predicted, higher SCORS-G ratings
were positively correlated with clinician related engagement in both group and individual
psychotherapy. Stated differently, those who have healthier and more mature ways of
viewing themselves and others were more able to engage in psychotherapeutic treatment.
Another possibility is that engagement in therapy may have biased the clinical raters to rate

2Focus effect size comparisons were conducted using equation 1 from Field, 2001, p. 163 and equation 12.12 from Ferguson and
Takane, 1989, p.208.
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the patient higher on the SCORS-G because individual therapist was one of the raters for the
SCORS-G and also the rater for the individual therapy engagement rating. However, our
results from Table 5 show that when looking at group therapist-rated SCORS-G ratings to
individual therapist-rated engagement in individual therapy there is still a significant
relationship thus minimizing the likelihood that the rater bias was responsible for the
relationship between therapy engagement and SCORS-G ratings. Past research with adult
samples have also reported similar findings. (Pinsker-Aspen, Stein, & Hilsenroth, 2007).

We also found that the SCORS-G composite ratings were positively correlated to the
patients' GAF scores. This provides convergent validity as similar results were found in past
SCORS-G research (Stein, Hilsenroth, Pinsker-Aspen, & Primavera, 2009). We would
expect that those who have healthier self and interpersonal functioning capacities would lead
to better coping capacities and overall functioning. Adolescents who had healthier SCORS-
G ratings were rated healthier by their clinicians in terms of personality functioning, school
functioning, and peer relationships. This finding helps to underline to relationships between
the SCORS-G and GAF scores, as the GAF ratings take into consideration the adolescents'
overall chronic level of personality, peer, and school functioning. The fact that the SCORS-
G ratings showed incremental validity above the GAF in predicting both therapy
engagement and overall functioning suggest the SCORS-G might be a more useful tool in
determining functioning on the unit. Correlations between the GAF and chronic level of
personality functioning (r = .39, p < .01), quality of peer relationships (r = .17, ns), and
school functioning (r = .31, p = .01) indicate these variables are related but not redundant.
When we compared the SCORS-G composite ratings to past behavior as reported in the
patients' file, the ratings were negatively correlated with histories of nonsuicidal self-injury
and eating disordered behavior. Past research findings reveal that people who exhibit these
kinds of maladaptive behaviors often demonstrate problems in their self and interpersonal
functioning (Whipple & Fowler, 2011).

Our study was also the first to demonstrate the construct validity of the SCORS-G ratings in
an adolescent inpatient sample. We should also note that although the clinical raters took
part in bi-weekly reliability trainings, this procedure was not as stringent as in previous
research using the SCORS-G and as highlighted in the SCORS-G training manual (Stein,
Hilsenroth, Slavin-Mulford, & Pinsker, 2011). This may be the reason why the inter-rater
reliability of the SCORS-G and GAF were not in the excellent range. We also would note
that reliabilities derived from two clinicians with unique and slightly different experiences
with a patient may frequently be lower than if two clinicians rated the exact same material.
However, future research needs to explore this question. Our results support the idea that the
SCORS-G composite score can be used reliably with less training but comprehensive
training may be needed to reliably rate patients on some of the items of the SCORS-G that
showed lower reliability scores in our sample. Overall, these initial results are supportive of
the use of the SCORS-G with a hospitalized adolescent sample.

Several limitations of this study require discussion. We tried to be conservative by using
measures in which the ratings completed by the individual and group therapist were
averaged together. As a result, some of the clinical ratings were supplied by the same
clinician. For example, the individual therapist who completed the global rating of
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engagement for individual therapy could also have been one of the two raters who
completed the GAF and SCORS-G ratings. This could lead to an interdependency of
SCORS-G composite ratings and their correlates and inflate the relationships between
variables due to shared method variance (cf. Podsakoff, MacKenzie, Lee, & Podsakoff,
2003). We performed post-hoc analyses comparing ratings completed by individual therapist
with ratings completed by the group therapist. Although the results of these analyses
demonstrate smaller effect sizes, the relationship between the SCORS-G composite rating
and the criterion variables supported the construct validity of the SCORS-G. Future research
needs to look at comparing the SCORS-G with ratings completed by separate people who
are not clinicians on the unit and are blind to other clinical data. Even so we would like to
highlight that our research also incorporates multiple clinical ratings (e.g., patients' group
and individual therapist), as well as patients' behavioral histories from the chart which is
aggregated through multiple outside sources (e.g., parents, teachers, past clinicians, etc.).
Our study utilized a multimodal assessment which has advantages to studies which solely
rely on patient self-reports or clinical ratings.

The small sample size for this study was another limitation. Not all of the consented patients
received clinical ratings. This was largely due to the fact that clinician raters did not rate
patients with whom they did not have adequate exposure. Our sample also only contained a
small number of people who had a history of eating disordered behavior and our results
related to this should be taken with caution. Adolescent inpatient samples present unique
challenges in treatment compliance which impacts the rate at which data can be collected.
We hope that the results of this study will spur on future research on the topic with this
population using larger samples. Clinical samples are inherently more difficult to obtain and
a sample of hospitalized adolescents is especially difficult. As a result, we feel that the
clinical importance of using an at-risk hospitalized clinical sample is a strength which
somewhat offset the issues related to sample size.

We incorporated the Global Assessment of Functioning into this study because, at the time,
it was broadly used in all clinical settings. Additionally, the GAF ratings are routinely used
in assessing the suitability of discharge settings of patients. The GAF also gives us a global
measure of how the patient is functioning. However, limitations of the GAF are well
documented and include how it is difficult to discern whether a change in GAF was due to
poorer functioning in school or in their interpersonal relationships (Winters, Collett, &
Myers, 2005), and the poorer reliability in clinical (.54-.65; Hall, 1995; Jones, Thornicroft,
Coffey, & Dunn, 1995; Loevdahl & Friis, 1996; Michels, Siebel, Freyberger, Stieglitz,
Schaub, & Dilling, H. 1996) versus research settings (.86-.90; Hilsenroth, Ackerman,
Blagys, Baumann, Baity, Smith, Price, Smith, Heindselman, Mount, & Holdwick,
2000;Soderberg, Tungstrom, & Armelius, 2005; Tracy, Adler, Rotrsen, Edson, & Lavori,
1997). Bacon, Collins, and Plake (2002) found that GAF ratings were more influenced by
symptom rather than adaptive functioning. Many clinicians in regular practice do not receive
reliability training and often do not consult the DSM for guidance on scoring. The GAF is
also poorly anchored which leads to issues in reliability. The SCORS-G, in contrast, is brief,
well anchored and assesses individuals on a number of useful aspects of function such as
their regulation of aggression and investment in relationships which the GAF does not.
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Some strengths of the current study aside from those mentioned previously were that the
SCORS-G was used in the way we would hope it would be used in non-research everyday
clinical use. Many clinical ratings are only used in research settings and for various reasons
not incorporated in use clinically. For example, a treatment team would approach treatment
differently for a hospitalized adolescent patient who shows low scores (more pathological)
on both the SCORS-G item Experience and Management of Aggressive Impulses and also
on Emotional Investment in Values and Moral Standards versus another patient with low
scores on Experience and Management of Aggressive Impulses and also Under standing of
Social Causality. The first patient's aggression may be motivated more by antisocial/
psychopathic needs of power and lacking in empathy, while the second patient's aggressive
behavior may be more a result of an unsophisticated appreciation of the actions and
intentions of others. The treatment with the second patient would be focused on helping to
improve interpreting the motives of others and getting the patient to view alternative
explanations for others' behavior beyond just aggressive. This treatment tact would be
fatally flawed with the first patient. A better treatment plan with the first patient would focus
on a clear and fair adherence to the structure and rules of the unit. The goal would be to have
the patient understand the natural fair consequences of his or her behavior.

Given that the GAF has not been included in DSM-5, the SCORS-G could continue to
provide clinicians with a reliable and valid assessment of self and interpersonal functioning.
The DSM-5 Personality Disorders Work Group proposed general definition for personality
disorders highlighted “a broad failure to develop important personality structures and
capacities needed for adaptive functioning” (Skodol et al., 2011, p. 17). This revised
definition depends upon adaptive failures in the domains of self and interpersonal
functioning. Although the DSM-5 ultimately did not revise the personality disorders
diagnoses from DSM-1V, they did add an alternative model for personality disorders in
Section 11 for further evaluation which highlights in its general criteria for personality
disorder that a person must demonstrate a “moderate or greater impairment in personality
(self/interpersonal) functioning.” The DSM-5 also included a Level of Personality
Functioning Scale (LPFS). The SCORS-G is similar yet different from the LPFS. Both
measures touch on similar underlying constructs such as affect regulation, identity and
relationship quality. The scoring instructions and purposes for creation are different. The
SCORS-G allows for raters to assess each construct separately providing a more nuanced
and complex assessment of a person on these separate but related underlying constructs. The
LPFS instructs the rater to provide a single rating/assigned level that best assesses the
person's current overall impairment level of personality functioning. The LPFS was
designed to aid in the diagnosis of a personality disorder while the SCORS-G was designed
without diagnosis in mind but to broadly assess social cognition and object relational
abilities. Currently, the SCORS-G has more empirical data to support its validity and
reliability having been researched with clinical samples, and especially with adolescents.
Future research should compare the two measures to see how much overlap exists and which
is better at predicting what clinically.

In sum, this study demonstrates the clinical utility and validity of the SCORS-G for
assessing self and interpersonal functioning with an adolescent inpatient sample. We not
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only showed how the SCORS-G ratings were related to other clinical ratings but also
demonstrated its relationship to actual reported behavior of the patients which is an
extension to the previous research on the topic (Defife et al., 2013). These results also
support the use of the SCORS-G in both broadening the research literature of personality
pathology in adolescents and providing a useful clinical assessment measure for inpatient
clinicians. Assessing self and interpersonal functioning on admitted adolescents could help
clinicians better tailor treatments to the patients presenting strengths or deficits and
ultimately formulate more focused treatment plans.
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Table 1
Means and standard deviations for study measures
N Mean SD Range
SCORS-G composite” 66 328 59 214-507
Global Rating of Engagement in Group Therapy 65 271 111 1-5
Global Rating of Engagement in Individual Therapy 57  3.28  1.19 0-5
GAF” 67 4151 6.18 27.5-57.5
Chronic Level of Personality Functioning 67 2.7 .65 1-4
Quality of Peer Relationships 67 270 .78 1-4
School Functioning 66 248 .90 1-5

Note: SCORS-G = Social Cognition and Object Relations Scale- Global Version; GAF = Global Assessment of Functioning

*
was calculated averaging together the individual and group therapist ratings.
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Correlational Matrix Between Individual and Group Therapists Ratings

Table 5

Individual Therapists' Rated

Group Therapists' Rated

SCORS-G  Engagement in Group Therapy  Admission GAF

* %k

SCORS-G 50
Engagement in Individual Therapy 30"
Admission GAF 31"
Chronic Level of Personality Functioning .24
Peer Relationships 15
School Functioning 36"

*

.30

43"
12
-15

-.07
21

* %

42

26"

* %

40

* %

.33

14
.23

*

*

p<.05;

*
p<.01
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Table 6
Focused Effect Size Comparisons Between SCORS-G correlations with Criterion

Variables from This Study and Dataset from Defife et al., 2013

This Study (n =60) Defife et al. (2013) Dataset (n = 254)  Focused Effect Size Comparison

r r z p
Chronic Level of Personality 49 .53 37 71
Functioning
Peer Relationships .30 .51 1.73 .08
School Functioning .54 .45 .81 42
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