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Foreword

Theodore Millon

University of Miami

It was most gratifying to read the following chapters on the MCMI by Craig and his coauthors. Together, these authors comprise an impressive group of active researchers who have made major contributions to the MCMI, and from whom I have learned much. Their straightforward examination of the strengths and weaknesses of the inventory reflects their careful scholarship. No punches are pulled but they do give the MCMI its fair due. What they record here deserves close reading. Few fail to find features that may be faulted in the instrument, but almost all conclude that, despite these limits, the MCMI may well be the most diagnostically useful self-report inventory to appear in recent years, especially since the advent of DSM-III and the central role it assigns the personality disorders of Axis II.

Let me presume a measure of objectivity and orient the reader to what I view to be the major virtues and limitations of the MCMI (which is currently undergoing a second major revision, to be known as MCMI-III, a step I have decided to take owing to my desire to further refine the instrument’s accuracy and utility). I turn first to what I judge to be the instrument’s primary strengths.

With but a few notable exceptions (e.g., the TAT), assessment techniques and personality theories have developed almost independently. The MCMI is different. Each of its clinical scales was designed to be an operational measure of a syndrome derived from its author’s theory of personality and psychopathology. As such, MCMI scales and profiles measure theory-anchored variables directly, hence providing specific patient diagnoses and clinical dynamics, as well as testable hypotheses.

No less important than its link to theory is whether the scales comprising a clinically oriented instrument are coordinated with the official diagnostic system  and its syndromal categories. Despite a number of divergences, few self-report instruments are as fully consonant as is the MCMI with the nosological format and conceptual terminology of the official DSM system.

Separate scales have been constructed for the MCMI to help distinguish the enduring personality characteristics of patients (Axis II) from the more acute clinical disorders they display (Axis I). As such, profiles based on all MCMI scales should assist clinicians in understanding the interplay between longstanding characterological patterns and the distinctive clinical symptomatology a patient manifests under stress. Similarly, scales were constructed to distinguish syndromes in terms of their levels of psychopathologic severity. Thus, the char-acteriological pattern of a patient is assessed independently of its degree of pathology.

Scales designed for differential diagnosis were not developed by selecting items that discriminated clinical groups from normals; normals are no longer judged an appropriate comparison group. All item selections for the MCMI were based on data in which target diagnostic groups were contrasted with a population of representative but undifferentiated psychiatric patients. Moreover, item selection and scale development progressed through a sequence of three validation steps: (a) theoretical-substantive; (b) internal-structural; and (c) external-criterion. By using different validation strategies, the MCMI sought to uphold the standards of test developers committed to diverse methods of construction and validation.

There are limitations to the MCMI that also should be kept in mind by the reader. First, it is important to note that the MCMI is not a general personality instrument to be used for “normal” populations or for purposes other than diagnostic screening or clinical assessment. Hence, it contrasts with other, more broadly applied, inventories whose presumed utility for diverse populations has been encouraged by their developers. Normative data for the MCMI are based entirely on clinical samples and are applicable only to persons who evidence psychological symptoms or are engaged in a program of professional psychotherapy or psychodiagnostic evaluation. To administer the MCMI to a wider range of problems or class of subjects is to apply the instrument to settings and samples for which it is neither intended nor appropriate.

Along the same lines, the MCMI’s scale cutoffs and profile interpretations are oriented to the majority of patients who take the inventory, that is, to those displaying psychic disturbances in the midranges of severity, rather than those whose difficulties are either close to “normal” (e.g., workers compensation litigants, spouses of patients) or of marked clinical severity (e.g., acute psychotics, chronic schizophrenics).

Important in evaluating the MCMI for purposes of differential diagnoses is the fact that certain personality disorder scales are sensitive to the patient’s current affective state. All self-report inventory scales, be they personality-(Axis II) or syndrome-oriented (Axis I), reflect in varying degrees both “traits” and “states.” Despite methodologic and psychometric procedures to tease the enduring characteristics of personality apart from clinical features of a more transient quality, every scale reflects a mix of predisposing and generalizing attributes, as well as those of a more situational or acute nature. Noteworthy are the partial blurring effects of current depressive and anxiety states upon specific personality disorder scales. These results stem in part from shared scale items, but the level of covariation is appreciably greater than can be accounted for by item overlap alone.

As most sophisticated readers of this text will recognize, the mysterious and seemingly mythic powers of computer technologies have imbued its associated tests and reports with an undue measure of scientific merit and clinical acumen. Users of diagnostic characterizations provided via computer systems should be wary lest they find themselves lulled over time into an uncritical acceptance of its results.

There are distinct boundaries to the accuracy of the self-report method of clinical data collection. The inherent psychometric limits of the tool, the tendency of similar patients to interpret questions differently, the effect of current affective states on trait measures, the effort of patients to effect certain false appearances and impressions, all narrow the upper boundaries of this method’s potential accuracy. However, by constructing self-report instruments in line with accepted techniques of validation, an inventory should begin to approach these upper boundaries. Given that it has progressed through a developmental sequence of this nature, we find that MCMI reports prove on the mark in about 55–65% of patients to whom it is administered; it is appraised useful and generally valid, although with partial misjudgments, in about another 25–30% of cases; and it appears off target, that is, appreciably in error, about 10–15% of the time. These positive figures are in the quantitative range of five to six times greater than chance or random diagnostic assignments.

As I have tried to note, the MCMI remains a less than perfect diagnostic tool. It neither reflects its theoretical foundation of clinical constructs precisely nor mirrors all facets of the syndromal disorders fashioned for the. DSM, to which it has sought to be coordinated. Within the restrictions on validity set by the limits of the self-report mode, the frontiers of psychometric technology, as well as the slender range of consensually shared diagnostic knowledge, all steps were taken to maximize the MCMI’s concordance with its generative theory and the official classification system. Pragmatic and philosophical compromises were made where valued objectives could not be simultaneously achieved (e.g., instrument brevity versus item independence; representative national patient norms versus local base rate specificity; theoretical considerations versus empirical data).

The MCMI is not cast in stone. It is and will continue to be an evolving assessment instrument, upgraded and refined to reflect substantive advances in knowledge, be it from theory, research, or clinical experience. Modifications have been introduced since the original MCMI publication 14 years ago; these fine-tunings continue regularly as our understanding of the MCMI’s strengths, limits, and potentials develop further. For this reason, and to reflect theoretical advances and DSM-IV changes, work is currently underway on the forthcoming MCMI-III, likely to be published in 1993. We intend to address many of the concerns raised in the following chapters, and thereby improve the instrument’s validity and clinical efficacy.

In closing, I express again my appreciation to this book’s editor and contributors. Although I might take exception to some points raised in one or another chapter, I am pleased to record my estimation of their generally high quality and scholarly character.


Preface

“One man alone ain’t got no… chance” (Ernest Hemingway, To Have and Have Not, 1937).

Hemingway was correct. Without the help of a large number of people, this project never would have happened. First, Ted Millon’s brilliant theorizing about personality pathology, clinical syndromes, and the relationship between them, and his subsequent development of an instrument that provides us with a state-of-the-art psychometric application with which to assess mainstream personality styles and clinical syndromes, forms the basis of this work. Without the heuristics of his writings and his ideas shared at many workshops, the research and clinical studies that comprise this volume would not exist. However, his influence on this project is far greater than mere inspiration. Without his support and encouragement, the contributing authors would have been more reluctant to participate in this project and I would not have been able to attain a major publisher, such as Lawrence Erlbaum Associates. Thus, Dr. Millon played a very instrumental role throughout this project.

Second, I deeply appreciate the contributing authors, who wrote original chapters for this volume. I thank them for the quality of their work and for meeting deadline requirements amidst their busy schedules. Assembled here are the researchers and clinicians who have significantly contributed to the advance of knowledge in their specialty area, as it applies to the MCMI/MCMI-II. I was particularly impressed by the fact that no author contacted refused to participate. All were very excited about this volume and were enthusiastic towards their own contributions. I think the results are self-evident.

Finally, I thank the staff at Lawrence Erlbaum Associates, especially Larry Erlbaum, who put his faith and name towards this endeavor, my editor, Hollis Heimbouch, who allowed me “space” to provide the kind of document of which I could be proud, Kathleen Dolan, editorial assistant, who managed a number of small yet major details that facilitated this publication, and Sondra Guideman, for her expeditious handling of copy editing and production of this volume.

The Millon Clinical Multiaxial Inventory (MCMI/MCMI-II) now occupies a central place in Objective Personality tests, and it is in use in a number of agencies, hospitals, medical centers, counseling centers, and clinical private practices. With this prolific use comes the opportunity to provide its users and its researchers with a compendium of current knowledge concerning this test. Also, the book provides teachers and students with “hands on” information that is useful for a primary or supplementary text in graduate schools in the areas of personality assessment, personality testing, and objective personality tests, psychopathology, and assessment. I hope this is the kind of book that will not sit on a shelf but one that will be used in the routine activities of those who use this instrument. The reader is invited to communicate with me about any aspects of this volume or about similar or related projects, by writing to me at the Illinois School of Professional Psychology, 220 So. State St., 5th Floor, Chicago, Illinois 60604.

Robert J. Craig
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I Introduction



1 The Millon Clinical Multiaxial Inventory: An Introduction to Theory, Development, and Interpretation

Robert C. McMahon Ph.D.

DOI: 10.4324/9780203772867-2

The Millon Clinical Multiaxial Inventory (MCMI) is increasingly recognized as a major differential diagnostic instrument. It is now widely used in clinical practice and increasingly used in research settings. The popularity of the MCMI apparently derives from a number of factors including its anchorage to Millon’s () 969, 1981) comprehensive theory of personality and psychopathology and its coordination with DSM-III and DSM-HI-R personality disorder and clinical symptom syndrome categories. Approximately 200 papers have been published which deal with the various aspects of the reliability, validity, and clinical utility of the MCMI. These studies have been exceedingly useful in clarifying the strengths and limitations of this popular inventory and, together with the careful development and validation effort documented in the MCMI manual, provided the foundation upon which its clinical usefulness should be judged.

The following chapter: (a) presents an overview of Millon’s (1969, 1981) model which served as the theoretical framework upon which the MCMI was constructed, (b) summarizes development and standardization efforts connected with the original and revised versions of the MCMI, (c) describes clinical characteristics associated with MCMI-II scale elevations and the use of validity scales, and (d) provides a brief overview of recommended clinical interpretive procedures. Much of what is presented was drawn from several of Millon’s major published works including Modern Psychopathology (Millon, 1969), Disorders of Personality (Millon, 1981), −4 Theoretical Derivation of Pathological Personalities (Millon, 1986a), Personality Prototypes and Their Diagnostic Criteria (Millon, 1986b), Toward a New Personology: An Evolutionary Model (Millon, 1990), and the Manual for the MCMI-II (Millon, 1987). The interested reader should consult these sources which provide in-depth presentations of Millon’s theoretical model, and in the case of the Manual, a carefully detailed presentation of MCMI I and MCMI-II development and standardization procedures.


Normal and Pathological Personalities

Millon (1981) conceives of personality as an organized pattern of deeply embedded, largely unconscious, psychological characteristics that are revealed in most significant aspects of life functioning. These characteristics develop as a result of interacting biological dispositions and social learning experiences and ultimately form a well organized psychic system of stable structures and coordinated functions (Millon, 1981, 1986a). This system of interconnected perceptions, regulatory mechanisms, feelings, thoughts, and behaviors provides a framework for structuring how the individual interacts with his environment and relates to himself (Millon, 1986a; Millon & Everly, 1985).

Millon (1981, 1986a) argues that normal and pathological personality styles derive from the same developmental influences. It is assumed to be “differences in the character, timing, and intensity of these influences which lead some individuals to acquire pathological traits and others to acquire adaptive traits” (Millon, 1981, p.9). Although no clear discontinuity exists between normal and pathological personality styles, several features are argued to be useful as differentiating criteria (Millon, 1969, 1981, 1986a). First, normal personalities are capable of meeting social responsibilities, achieving goals, and coping with inevitable stressors in a manner that is flexible and which leads to personal satisfaction and goal attainment. Pathological personalties, in contrast, tend to have few developed capacities for coping with the demands of life. What skills they do have tend to be applied inflexibly and in situations in which they are inappropriate. Second, normal personalities are relatively free from dysfunctional cognitions, defense mechanisms, and behaviors that foster vicious circles and intensify preexisting difficulties. In contrast, pathological personalities have habitually distorted cognitions and maladaptive behaviors that provoke punishing reactions from others, reactivate earlier conflicts, perpetuate and intensify ongoing difficulties, and severely limit opportunities for new learning. Finally, normal personalities demonstrate reasonable stability and resilience when subject to stressful life experiences. Pathological personalities demonstrate pronounced fragility and lack of resilience associated with the ease with which conflicts connected with troublesome past events are activated and with the meager mechanisms available to cope with both unresolved conflicts and with the impact of new difficulties (Millon, 1969, 1981, 1986a).


Personality Prototypes

Millon (1986b) identifies the construct “prototype” as potentially useful for incorporating the diverse features that comprise personality as well as the elements that differentiate personality pathology from other forms of psycho-pathology. A prototype refers to the most typically found characteristics of members of a category and represents a theoretical ideal against which potential members of that category can be evaluated. Horowitz, Post, French, Wallis, and Siegelman (1981) point out that all the elements that make up the prototype are assumed to represent at least some members of the category. However, no single element is either necessary or sufficient for membership. One consequence of this conceptual flexibility is that individuals may vary widely in the degree to which they may be considered to approximate the prototype. Individuals who possess more of the correlated features that represent the concept are considered more typical instances and are thus more readily classified. This approach to matching people with personality prototypes contrasts with the classical approach to diagnosis which involves the specification of one or more necessary or sufficient features (Millon, 1986b; Cantor, Smith, French, & Mezzich, 1980).

Millon (1986b) suggests that the prototype model is particularly appropriate to represent the “typical, pervasive, durable, and holistic features that distinguish personality categories from the more symptomatic, less widespread, frequently transient, and narrowly circumscribed clinical syndromes” (p.674). Although it is true that the prototype model allows for categorical diversity and overlap, Millon argues that it is highly desirable to clarify distinctions around the boundaries so as to reduce the number of unclassifiable and borderline cases. In an effort to accomplish this goal of enhancing diagnostic discrimination, Millon (1986b) has developed distinctive criteria for all diagnostically pertinent clinical attributes associated with each prototypical category.


Theoretical Classifications Based on Three Polar Dimensions

Millon (1969, 1981) using a biosocial learning model, drew upon three classic polar dimensions (pain-pleasure, self-other, active-passive) in constructing a classification system that yields recognized pathological personality categories and articulates their relationships with other mental disorders. In Millon’s (1986a) view, personality reflects of an organized pattern of structures and functions that operate to enhance pleasure and reduce pain, reveal whether the individual pursues these objectives primarily in self or others, and illuminate whether the individual utilizes an active or passive approach to goal attainment. Various interacting constitutional vulnerabilities and maladaptive social learning experiences result in deficiencies or imbalances in an individual’s orientation to one or more of these polarities. In Millon’s (1986a) model, these diverse dysfunctional developmental processes result in any of a number of basic maladaptive or more severely pathological personality patterns.

Millon (1981) uses reinforcement as the central construct around which his classification system is built. It incorporates the pleasure-pain dimension and reflects that drives, motivations, and emotions are ultimately aimed toward events which are attractive, pleasurable, or positively reinforcing, and away from those that are unattractive, aversive, or negatively reinforcing. Millon (1986a) argues that there are three primary ways in which pathology may exist in the nature of pain-pleasure systems. First, it is hypothesized that certain individuals experience significantly diminished capacity to experience pain or pleasure in association with life experiences. That is, both reward and punishment systems are deficient. Second, one motivational system may be abnormally prominent. That is, some individuals may show abnormal pain-responsivity while others may reveal unusual pleasure reactivity. Obviously, the more clinically relevant are those who experience many life events as aversive and few as pleasurable (Millon, 1986a). Finally, there are some individuals in whom there is a significant reversal of the pain-pleasure polarity. These individuals seek out what might be objectively negative or aversive events and experience them as rewarding.

Also central to the framework upon which the classification scheme is built is the assumption that major dimensions of personality pathology may result from disruptions or imbalances in the degree to which, or the manner in which, reinforcement is sought from self and others. Millon (1986a) emphasizes the fundamental importance of this dimension and systematically describes personality styles that involve seeking pleasure or avoiding pain by focusing excessively on self or on others. Other pathological personality patterns involve lack of ability to experience pain and/or pleasure from self or others. Finally, several personalities experience a fundamental conflict about whether to turn to self or others in efforts to seek pleasure and avoid pain.

Millon (1986a) also utilizes the active-passive dimension to define pathological aspects of personality styles. A distinction is drawn between those who are active, engaged, persistent, and initiating in their efforts to seek the rewards and avoid the punishments of life and those who are passive, detached, and acquiescent in such endeavors.

From the three polar dimensions just described, Millon (1986a) has extended his classification to 10 basic pathological personality styles defined in accordance with a 5-by-2 matrix. The classification scheme also includes three more severely dysfunctional personality variants which reflect significantly lower levels of structural cohesion and functional integrity. Each of these 13 maladaptive personality styles is represented in Table 1.1 and basic clinical features are outlined later in this chapter in association with MCMI-II scale descriptions.

Table 1.1 Theory-Based Framework for Personality Pathology	
Pathology Domain
			
Self-Other
	
Pain-Pleasure

	
Reinforcement source
	
Other+ Self−
	
Self+ Other −
	
Self ↔ Other
	
Pain ↔ Pleasure
	
Pleasure – Pain±

	
Interpersonal pattern/ Instrumental coping style
	
Dependent
	
Independent
	
Ambivalent
	
Discordant
	
Detached

	
Passive variant
	
Dependent
	
Narcissistic
	
Compulsive
	
Self-Defeating (masochistic)
	
Schizoid

	
Active variant
	
Histrionic
	
Antisocial
	
Passive-Aggressive
	
Aggressive (sadistic)
	
Avoidant

	
Dysfunctional variant
	
Borderline
	
Paranoid
	
Borderline or
	
Paranoid
	
Schizotypal


From Millon (1987) Manual for the MCMI-II. Reproduced by permission of National Computer Systems, Inc.

The Millon Clinical Multiaxial Inventory: An Overview

The original and revised versions of the MCMI were developed as measures of the basic constructs outlined in Millon’s (1969, 1981, 1986a, 1986b) theory of personality and psychopathology. Ongoing efforts have been made to refine the instrument to enhance its correspondence both with the author’s evolving theory and with various Axis I and Axis II syndromes in the DSM-HI and the DSM-III-R (American Psychiatric Association, 1980, 1987; Millon, 1987). This self-report instrument has 175 items structured in a true or false response format. Thirteen of the 22 clinical scales in the current version are designed as measures of the basic and pathological personality styles outlined in Millon’s (1981, 1986a, 1986b) theory and are designed to be coordinated with DSM-III-R Axis II personality disorder categories. The remaining 9 clinical scales are designed to measure a number of the more common Axis I clinical symptom syndromes.

This separation of pathological personality from symptom scales reflects a central feature of Millon’s theory emphasizing the distinction between features of psychopathology that are pervasive and enduring from those that are circumscribed and transient (Millon, 1987). Indeed, interpretation of the 22 clinical scales that make up the MCMI-II profile is designed to “illuminate the interplay between long-standing characterological patterns and the distinctive clinical symptomatology a patient manifests under psychic stress” (Millon, 1987, p.4).

The first 10 scales (Scales 1–8B) are used to gauge basic maladaptive personality styles, while the next three assess personality disorders reflecting greater pathology in structure and function (Scales SS, CC, and PP). Similarly, the next 6 scales (Scales A, H, N, D, B, and T) are designed to tap the less severe clinical symptom syndromes; the final 3 (Scales SS, CC, and PP) are constructed to measure more severe symptom disorders (Millon, 1987). These scales are arranged to reflect categories which are assumed to be interrelated in such a way that each may serve as a precursor, extension, or modification of another. Severe personality disorders are assumed to be extensions of basic maladaptive personality styles. Clinical symptom syndromes are conceived as disturbances in the patient’s basic personality style that emerge under conditions of perceived stress (Millon, 1987).


Development of the MCMI-I

The MCMI was developed in accordance with a sequential 3-step validation process. The first step has been labeled “theoretical-substantive” and focuses on the selection of items that reflect the content of formal theory-derived personality disorder and clinical symptom prototypes. Careful efforts were made to include items that reflect the most salient or essential characteristics relevant to each clinical prototype in the classification system. In addition, items were examined to determine their “lack of fit” with conceptually dissimilar or opposing clinical categories. An initially large item pool was further reduced on the basis of patient’s judgments regarding ease of self-rating and expert’s blind sorting of items into theory relevant categories. Surviving items were further sorted on the basis of their second and third “best fit,” as well as on the basis of their “negative fit,” with various theory-relevant categories. These sorts were used to guide subsequent decisions regarding differential scoring of items on several scales (Millon, 1987).

The internal-structural validation of the MCMI was approached in accordance with a “polythetic” structural model which emphasizes interrelationships among the basic and pathological personality scales and the clinical symptom syndrome scales. This approach contrasts with models of personality that focus on the identification of factorially pure traits. It recognizes the need for the development of scales that are internally consistent, but which include selective item overlap and moderate to high correlation with theoretically similar and contrasting scales. Millon (1987) indicates that the multiple keying of items and the pattern of correlation among scales was both anticipated by the underlying theory and guided by the polythetic structural model. Point-biserial correlations were calculated between each item and each of the scales on provisional forms of the MCMI. Only those items that were correlated highest with the scale to which they were originally assigned in the theoretical-substantive phase were considered further. Following item reduction on this basis, the median item-scale correlation was.58.

Subsequently, surviving items were examined for meaningful (greater than.3 or −.3) point-biserial correlations with scales other than the ones to which they were originally assigned. Results of this analysis were considered, together with results from the “second-best-fit” and “negative-fit” studies conducted during the previous substantive validation phase, in the development of a scoring system that includes the multiple-scale keying of items. Finally, items showing excessively high or low endorsement frequencies were eliminated because of their typically poor discriminative efficiency (Millon, 1987). Further item reduction resulted from efforts to retain those items that most accurately reflected each scale’s personality or syndrome diversity and from the elimination of items that showed a pattern of empirical association with various clinical scales which was inconsistent with the undergirding theoretical model (Millon, 1987).

The external-criterion validation phase of the MCMI-I was designed to ensure its usefulness as a descriptive-interpretive and differential diagnostic tool. One hundred and sixty-seven clinicians participated in this effort by rating a total of 682 patients using a uniform and detailed instruction booklet that included clinical descriptions of each of the theory based personality prototypes and clinical symptom syndromes. Twenty criterion groups were formed that corresponded to each of the MCMI scale related syndromes. Each patient was placed into several of these criterion groups reflecting the assignment of multiple diagnoses. Each of the primary diagnostic groups was further divided on the basis of the degree of diagnostic fit within that group. The endorsement frequency for every MCMI item in relation to each diagnostic group was compared with its average endorsement frequency for the entire clinical population. Items assigned to particular scales on the basis of earlier theoretical-substantive and structural validation procedures were retained only if they demonstrated a significantly higher or lower endorsement frequency for expected criterion groups than the average endorsement frequency for the patient group as a whole (Millon, 1987, p. 48).

Information from all three validation phases was used to eliminate redundant and inefficient discriminating items. After completion of the first criterion validation phase, a decision was made to eliminate the Hypochondriasis, Obsession-Compulsion, and Sociopathy scales due to various factors such as low prevalence and conceptual overlap with other more relevant categories. These scales were replaced with newly constructed Hypomania, Alcohol Abuse, and Drug Abuse scales. Similar substantive, structural, and external validation procedures were followed in the construction of these new scales (Millon, 1987). The addition of these three scales added 25 items to the prior refined list of 150 and created the final 175 item version of the MCMI-I.


Development of the MCMI-II

A revised version of the MCMI was published in 1987. The primary purposes of the revision were to incorporate into the structure of the instrument changes that had taken place in the underlying theory and to enhance the item content and criterion related validity of MCMI scales in relation to DSM-III and DSM-III-R diagnoses. Specifically, scales were developed to measure the aggressive-sadistic and self-defeating personalities. In addition, modifications were made in the item content of the Borderline, Antisocial, and Major Depression scales to reflect changes in the conceptualization of these disorders. Efforts were made to reduce excessive scale overlap and to enhance the criterion related validity of scales in relation to both DSM-III and theory based criteria.

A series of studies were undertaken which examined the correspondence between MCMI items and DSM-III clinical diagnoses. The procedures used to evaluate MCMI items corresponded to those described earlier in the external validity phase of the original MCMI except that criterion groups were constituted based on formal DSM-III criteria rather than on Millon’s (1987) theory-based clinical descriptions. Each MCMI item’s endorsement frequency for scale relevant diagnostic groups was contrasted with that of all other psychiatric patients under study. Items that did not reflect a pattern of endorsement frequency that enhanced discrimination between relevant criterion groups and the undifferenti-ated patient groups were considered for possible elimination from the MCMI-II.

Other factors that influenced decisions regarding the retention or deletion of items included the need to retain items that reflected the breadth of underlying personality or symptom dimensions, which reduced content redundancy, which adequately contributed to internal consistency and incremental validity, and which did not contribute to biased estimates in minority groups (Millon, 1987). One interesting aspect of this analysis was that items varied widely in terms of their efficiency in discriminating between different diagnostic groups. This information was important in the establishment of an a system of weighing items 3,2, or 1 on scales in a manner that reflected their importance in relation to the prototype. The item weighing procedure was adopted to increase diagnostic efficiency and to reduce correlations among scales (Millon, 1987).

Item replacement studies were designed primarily to identify theoretically, structurally, and criterion valid items for the newly formulated Aggressive-Sadistic and Self-Defeating scales. In addition, modifications of items contributing to existing MCMI scales were required to accommodate changes in Millon’s theory and to enhance their association with Axis 1 and Axis II categories of the DSM-II and DSM-III-R (Millon, 1986a, 1986b, 1987). Over 350 items were written to represent criteria for all personality disorders and clinical symptom syndromes associated with the MCMI-I scales. As in the case of the original MCMI validation effort, items were retained on the basis of theoretical and DSM-III-R based content validity, ease of self-rating, and experts fitting of items to theory relevant diagnostic categories.

An internal-structural validation effort was also undertaken. Items were retained only when they demonstrated acceptable endorsement frequencies and correlated highest with the primary scale for which they were identified. Millon (1987) reports that many items that were written to reflect DSM-III or DSM-III-R criteria were eliminated during these item validation procedures. Finally, in the criterion validation phase, 184 patients were administered the provisional form of the MCMI-II. Clinicians used DSM-III-R criteria and, in the case of the aggressive-sadistic personality, a theory-based description in assigning these patients up to three diagnoses. The next step involved the formation of MCMI-II scale relevant diagnostic criterion groups. The primary determinant of item selection at this stage involved whether each item usefully discriminated scale relevant criterion groups from the remaining group of undifferentiated psychiatric patients. The validation procedures described earlier, as well as other pragmatic considerations, led to the replacement of a total of 45 items leaving the MCMI-II with the same total number of items as had been used in the original version.

Millon (1987) developed an item weighing system that was designed to reflect the polythetic structure of his model of clinical prototypes. As discussed earlier, a clinical prototype reflects characteristics that are typically found among members of a category and represents an ideal with reference to which individuals can be evaluated. Members may vary considerably in the degree to which they may resemble the prototype. In addition, members of one prototypical category often manifest some of the features of other prototypes. The elements that define one prototype are often found to blend or overlap with those that define other prototypes that are theoretically congruent. However, particular elements may be much more central to the definition of one clinical prototype than to others with which they are associated. Millon (1987) suggests that it is this polythetic character of clinical prototypes that justifies both the multiple-scoring and differential weighing of items on various scales.

The system for assigning item weights on the MCMI-II was based on the three phase validation system described earlier. Items that were specifically selected on the basis of their correspondence with both theory and DSM based criteria and which were judged valid in theoretical, structural, and criterion validation studies were assigned 3 unit weights. Two unit weights were assigned to items that met two of the following three criteria: (a) items judged to be meaningfully associated with various MCMI-II scale relevant disorders as suggested by theory; (b) items demonstrated meaningful item-scale correlations with one or several secondary scales; (c) items demonstrated a significant endorsement frequency with one or more secondary scales when compared with such frequencies established for primary scale items. A single unit weight was assigned to items that met criteria associated with either b or c above. Items were not given weights on scales which were incompatible with theoretically expected associations (Millon, 1987).


Base-Rate Scores

Both the MCMI-I and MCMI-II make use of Base-Rate scores which involve the transformation of raw scores in such a way that the proportion of patients who score above each scale’s cutoff point corresponds to the actual prevalence of scale-related disorders in a representative national population of patients. Millon argues that the use of standard scores is inappropriate in a context in which the clinical disorders being measured are not normally distributed and are not of equal prevalence in patient populations. Further, scores based on actual prevalence data are considered more appropriate when the basic purpose of an instrument is to determine whether an individual is or is not a member of a specific diagnostic group (Millon, 1987).

For the MCMI-I, base-rate (BR) scores were derived primarily from a population of 1,591 patients selected from over 100 hospitals and outpatient centers and from nearly 40 private practices in 27 states and Great Britain (Millon, 1987). A cross-validation population consisting of 256 patients was also utilized. In the selection of these populations, an effort was made to ensure representativeness and diversity of patient characteristics. The centers from which patients were drawn included VA inpatient and outpatient units, general and psychiatric hospitals, college counseling centers, family service agencies, community mental health centers, alcohol and drug treatment programs, and private practices (Millon, 1987). In 1981, MCMI records on more than 40,000 patients were analyzed for the purpose of adjusting BR scores and evaluating adjustment and correction indices. Eighty-four percent of this population was drawn from outpatient settings and 54% were males.

For the MCMI-II, base-rate scores were derived from studies involving two patient populations. In the first, a randomly selected group of 519 clinicians from the United States and Canada administered both the MCMI-I and MCMI-II to between one and three patients. They also completed Axis I and Axis II diagnoses on these patients using DSM-III-R criteria. This study contributed 825 cases to the normative population. In the second study, 93 experienced MCMI-I users, who had some formal training in the application of the author’s theory, contributed a total of 467 cases. These samples were combined after a determination was made that prevalence figures on Axis I and Axis II diagnoses were highly similar. This combined normative group included essentially equal numbers of males and females, however over 80% were drawn from outpatient settings and minority groups were underrepresented. Separated norms are provided for Whites, Blacks, and Hispanics. A more detailed description of the characteristics of the normative population is provided in the MCMI-II manual (Millon, 1987).

Base-rate scores of 74 and 84 for all MCMI-I scales were established as the cutting points in which the proportion of patients who score higher would equal the prevalence base rates for the presence (BR = 74) of, or prominence (BR = 84) of, personality or clinical symptom syndrome characteristics which are associated with such scales (Millon, 1987). Although BR scores are used in the MCMI-II in a somewhat similar fashion, several significant changes were made particularly with respect to the meaning of such scores on the 10 basic personality disorder scales.

In light of Millon’s (1986a, 1986b) current emphasis on the polythetic structure of personality and the frequency of mixed personality profiles which emerged in studies of the MCMI-II, BR scores on MCMI-II scales 1–8B are no longer to be used to make distinct personality disorder diagnoses. Instead, BR scores on these scales should be considered to represent the highest, second highest, etc., basic personality score in an MCMI-II profile which reflects information about the prominence and mix of various personality features. The most prominent element in the MCMI-II profile will now be represented by the highest BR score whether or not it exceeds BR = 84 (Millon, 1987).


Descriptions of MCMI Scales

The following are brief narrative descriptions of personality prototype and symptom syndrome characteristics associated with each MCMI-II clinical scale. As mentioned previously, Scales 1–8B reflect basic maladaptive personality styles, while Scales S, C, and P tap personality disorders that reflect greater pathology in structure and function. The next 6 scales (Scales A, H, N, D, B, and T) assess clinical symptom syndromes of moderate severity, while the remaining 3 (Scales SS, CC and PP) are designed to gauge symptom disorders of marked severity. These descriptions are based on disorder characterizations found in several of Millon’s (1969, 1981, 1986a, 1986b, 1987, 1990) published works. These works should be studied carefully by experienced clinicians prior to attempting interpretive work with the MCMI-II.


Personality Scales


Schizoid (Scale 1).

Passively-detached or schizoid personalities are characterized by limited capacity to experience painful or pleasurable emotional responses. Activation deficits are associated with impoverished cognitive processes, detached interpersonal behavior, and meager emotional responsivity. They are described as experiencing minimal interest in social interactions and limited social participation ultimately leads to broad deficits in the development of interpersonal coping skills. When social demands become intense or inescapable, such patients may display stress-related responses including anxiety reactions, dissociative disorders, somatoform disorders, or brief reactive psychotic episodes.


Avoidant (Scale 2).

Like the schizoid, the avoidant or actively detached personality has limited capacity to derive positive reinforcement from himself or others. However, unlike the schizoid, the avoidant is acutely sensitive to punishing social encounters. These individuals are fundamentally motivated by a desire to avoid social situations that may duplicate painful past rejections. Such patients may constantly survey their social environments for potential dangers and may interpret benign social events as threatening. They desperately desire social approval but chronic social anxiety, frequent disruptive and disturbing cognitions, and meager interpersonal coping skills, make goal attainment unlikely. When subjected to inescapable social demands or conflicts, avoidant patients are considered particularly vulnerable to the development of one or several of the symptom disorders described in connection with the schizoid pattern.


Dependent (Scale 3).

Passively dependent personalities are marked by their need for affection and approval from the significant others upon whom they depend for feelings of worth and adequacy. Avoidance of conflict and efforts to appease mark their interpersonal behavior. They readily subordinate their own wishes and interests to those of supportive others and display limited initiative, competence, and adult responsibility. Dependent personalities may experience a wide range of life demands as stressful because of self-perceptions of weakness and inadequacy. Their primary coping strategy entails efforts to develop secure relationships with caretakers viewed as more competent than themselves. When such support is unavailable, dependent personalities are considered vulnerable to the development of a variety of anxiety, phobic, somatic, dissociative, and depressive disorders.


Histrionic (Scale 4).

Actively-dependent or histrionic personalities are akin to the passive-dependent types in their reliance upon attention and nurturance from others to sustain feelings of self-esteem and adequacy. However, in marked contrast to the passive-dependent’s acquiescent interpersonal style, the histrionic personality assertively manipulates events in order to ensure a steady supply of attention and approval and to minimize disinterest and rejection from others. Due to their persistent focus on external social events, they fail to develop flexible and balanced intrapsychic skills and rely excessively on repression to handle troublesome cognitions and emotions. However, they may be keenly sensitive to the thoughts and emotions of others and are often skillful in soliciting support and approval. They avoid meaningful introspection and depth in relationships with others, and although highly reactive emotionally, their responses tend to be dramatic, transient, and superficial. Because of the histrionic’s insatiable need for external approval, they are particularly vulnerable to events that interrupt the flow of attention and affection from others. During such stressful periods, they are considered likely to display one or more anxiety, phobic, somatic, dissociative, or affective disorders. Because such reactions do not result from the operation of substantial internal processes or from disruptions in deep external attachments, they are often transient.


Narcissistic: (Scale 5).

Passively-independent or narcissistic personalities derive primary need satisfaction from their overvalued sense of themselves. They have been led to acquire a pretentious self-assurance and sense of entitlement that contributes to exploitive and nonreciprocal interpersonal relationships. Particular difficulty is experienced by those in whom there is a large gap between self-estimated and actual abilities and accomplishments. Personal failures tend to be rationalized and a characteristic retreat to fantasy allows redemption of self-esteem and the characteristic sense of superiority. The efficiency with which they often defend against disappointments, and the ease with which they reward themselves, typically leaves them imperturbably optimistic. However, when circumstances of repeated failure and humiliation lead to an inability to sustain the grandiose sense of self, the narcissist may develop any of various affective, anxiety, somatoform, or paranoid disorders.


Antisocial: Scale 6A.

Actively independent or antisocial personalities focus on themselves as sources of need fulfillment, not because of the excessive self-evaluation that characterizes the narcissist, but because of pervasive mistrust of others. Their security derives from countering anticipated domination and humiliation at the hands of others by means of manipulative, irresponsible, and self-serving behaviors. Although they may view themselves as tough-minded realists, others tend to see them as argumentative and contentious and as displaying minimal human compassion. They have relatively few mechanisms to rework revengeful attitudes and angry feelings which are often expressed directly and forcefully. Although some antisocial personalities display manifestly criminal behavior, most adapt in more socially sanctioned roles in a competitive society in which hard-headed realism is rewarded. Self-perceptions of strength and autonomy lead these individuals to appraise relatively few life events as stressful. However, transient anxiety reactions and paranoid episodes may be associated with feelings of being controlled or betrayed by others.


Aggressive (Sadistic): Scale 6B.

Actively discordant or aggressive-sadistic personalities experience a reversal in the pain-pleasure polarity. They experience pleasure in association with “objectively” aversive behaviors which inflict stress, pain, and humiliation on others. Such individuals derive satisfaction from relationships in which they are dominating, abusive, and even brutal. They tend to be unbendingly dogmatic, intolerant, and argumentative, and readily display hostile affect. They may view themselves as ruggedly independent, realistically toughminded, and vigorously competitive. Depending on social class, and on the vocational roles they assume, they may be viewed as overtly sadistic or as aggressive “type A” personalities. In either case, they experience few tender emotions and little guilt or shame in connection with their abusive social behavior. Because aggressive personalities view themselves as powerful and capable of controlling life circumstances, they tend to deny the significance of “objectively” negative life events and display few stress-related symptoms such as anxiety or depression. However, potent threats to their sense of autonomy may overwhelm typically adequate regulatory controls and lead to explosively aggressive outbursts.


Compulsive (Scale 7).

The passive-ambivalent or compulsive personality experiences intense conflict regarding whether to orient primarily to self or to others as a means of need satisfaction. Consistent exposure to parental over-control, in which narrowly defined patterns of acceptable behavior were imposed, leads to a pattern of constricted, “rule-oriented” attitudes and behavior which are routinely imposed on self and others. Although they have been trained to be compliant, respectful, and conscientious, outward conformity to others’ expectations belies a strong wish to assert their own rigidly controlled desires and impulses. Deep ambivalence, conflict, and feelings of hostility are typically controlled through the use of such defensive maneuvers as reaction formation. These individuals have difficulty expressing warm feelings and are often described as serious, tense, or joyless. Compulsive personalities may find indirect expression of their hidden feelings of anger in socially approved careers such as law enforcement. In addition to the ongoing task of coping with deeply repressed contrary impulses, compulsive personalities may be particularly vulnerable to life events that lead them to evaluate their own behavior as having failed to conform to self-imposed standards of propriety or which subject them to the negative evaluations of those upon whom they depend for approval. Under conditions of excessive internal or external stress, they may be expected to manifest any of a variety of reactions including anxiety, depression, and psychosomatic disorders.


Passive-Aggressive Personality: (Scale 8A).

Like the compulsive, the passive-ambivalent or passive-aggressive personality experiences profound conflict over whether to rely on self or others as a means of seeking pleasure and avoiding pain. Unlike the compulsive, however, the conflicts of the passive-aggressive are routinely manifested in sulking, fretful moodiness, feelings of being misunderstood and unappreciated, and interpersonal behavior vacillating between passive-dependence and assertive-independence. The conflict over whether to seek gratification from self or others leads these ambivalent personalities on an erratic course which involves fluctuation between an angry, demanding, resentful posture and a retreat to periods of guilt and compliant acquiescence. They experience persistently conflicted relationships because their labile moods and erratic behavior provoke irritation and resentment in others. Although they may experience an intense need for acceptance, mistrust leads to negative expectancies regarding outcomes in important relationships. The passive-aggressive personality has developed few regulatory mechanisms to control troublesome impulses and emotions which tend to be expressed directly. Thus, they are highly vulnerable both to internally stressful stimuli and to the consequences of their fractious and derogatory interpersonal behavior and frequently suffer from anxiety, depression, and somatic disorders.


Self-Defeating (Masochistic) Personality: Scale 8B.

The passive-discordant or self-defeating personality, like the aggressive-sadistic, experiences a significant reversal in the typical orientation to pleasure and pain. They view themselves as inadequate, as typically having failed to live up to their own and others’ expectations, and as deserving of shame, humiliation, and punishment. They relate to others in an unusually self-depreciating and obsequious fashion which allows, if not encourages, exploitation. Their tendency to concentrate on past failures, their negative future expectancies, and their self-sabotaging interpersonal behaviors are hypothesized to serve to raise the experience of suffering to homeostatic levels. Ordinary avenues of need fulfillment are transformed in a manner which leads to frustration and disappointment. The self-defeating personality is not only vulnerable to stressful life events, but seeks out or creates these events which may increase the likelihood of various specific symptom reactions.


Schizotypal Personality: Scale S.

The schizotypal personality represents a more severely dysfunctional variant of either the schizoid or avoidant personality. They tend to have limited social attachments and typically display deficient school and work histories. They often appear self-absorbed and ruminative and their thinking may be obscure involving a mixture of fantasy and reality. Idiosyncratic thoughts and peculiar behaviors are associated with meager and poorly integrated regulatory mechanisms. The active variant is characteristically apprehensive and anxious, whereas the passive subtype is generally deficient emotionally. Schizotypal personalities are highly vulnerable to varied life stressors because of poorly developed coping resources. They are particularly likely to appraise social demands as threatening and react with various anxiety, somatoform, or dissociative disorders. They are also assumed to be vulnerable to schizophrenic disturbances (Millon, 1981).


Borderline Personality: Scale C.

The borderline personality experiences broad ranging ambivalence and instability regarding their orientation to pain versus pleasure, activity versus passivity, and self versus other. The tend to fluctuate erratically within these polar dimensions leading to their characterization as inherently unstable. What most clearly distinguishes this severely pathological personality from the diverse basic personality patterns with which it may be associated is intensely labile emotionality. They experience intense endogenous moods which may fluctuate among anxious agitation, anger, euphoria, apathy, and dejection. Vacillating and contradictory self-perceptions contribute to an unstable personal identity. This uncertainty about self leaves them preoccupied with obtaining affection and approval from others. Despite this, they may experience intense ambivalence regarding dependence-independence issues. Their contradictory, manipulative, and erratic interpersonal behavior often leads to rejection rather than approval and, as a consequence, intense dissatisfaction with those upon whom they desperately depend. Borderline personalities have wide-ranging stress vulnerabilities and coping deficiencies. As such, they are likely to experience exacerbations of the fundamental affective instability and periodically display a number of Axis I disorders.


Paranoid Personality: Scale P.

Paranoid personalities exhibit a pervasive mistrust of others and display a fiercely independent orientation. They strive to project an image of strength and invulnerability to defend against real or imagined threats of betrayal and humiliation. Their hostile, abrasive, and controlling interpersonal behavior often leads to anger and retaliation from others which only reinforces their distorted social expectancies. Pervasive feelings of mistrust and suspicion lead them to see signs of deception and duplicity in ordinary social transactions and their tendency to distance themselves from people further limits opportunities for corrective social feedback. They have limited appreciation for their own weaknesses and inadequacies and tend to project these qualities onto others. Paranoid personalities are intensely sensitive to threats to their sense of self-determination. When challenged or provoked by an external force perceived as overwhelming, rigid defenses and restricted coping responses leave them vulnerable to acute anxiety, manic disorder, or in more extreme cases, psychotic reactions.


Clinical Symptom Syndrome Scales


Anxiety: Scale A.

A generalized state of tension, fatigue, and restlessness is often reported by these patients. Physical complaints may include muscular tightness, sweating, and nausea. They tend to report being worried, apprehensive, or jumpy. Such symptoms may be experienced in a generalized fashion or may be reported in association with specific situations.


Somatoform: Scale H.

These patients express psychological difficulties through a variety of physical manifestations which may include multiple somatic complaints involving unrelated parts of the body, weakness, fatigue, or tension. Those with legitimate physical ailments may exaggerate symptoms to gain attention and reassurance.


Bipolar-Manic: Scale N.

Periods of overactivity, distractibility, impulsivity, and irritability are commonly seen in these patients. Inflated self-esteem and episodes of manic excitement may lead to unrealistic planning, unselective commitments, and pressured and demanding interpersonal relations. Psychotic processes including delusions or hallucinations may be observed in patients in the very elevated score range.


Dysthymic: Scale D.

These patients may be preoccupied with feelings of loneliness, discouragement, failure, and guilt. They tend to experience self-depreciatory cognitions, a pessimistic outlook, and low self-esteem. There may be suicidal ideation, appetite disturbance, fatigue, loss of pleasure associated with formerly reinforcing activities, and generally decreased efficiency in carrying out life responsibilities. An examination of specific items which suggest that such symptoms have been troublesome for two or more years may be of value in determining whether a diagnosis of dysthymic disorder should be considered.


Alcohol Dependence: Scale B.

The high scoring patient likely has a history of alcoholism or alcohol abuse, although difficulties associated with current consumption may or may not be indicated. These patients typically report diverse problems frequently related to alcoholism including disrupted interpersonal relationships and family conflict, unstable work histories, and irritability, moodiness, and various other symptoms which may be connected to excessive consumption or withdrawal.


Drug Dependence: Scale T.

A history of drug addiction or abuse is typically revealed by high scoring patients. They are often characterized as fearless, impulsive, sensation seeking, or erratic. They may be described as aggressively independent and self-centered and interpersonal relationships are often conflicted or insubstantial. Drug abuse related family and work problems are likely to be reported. This scale emphasizes a sensation seeking rather than a stress-coping pattern of drug abuse.


Thought Disorder: Scale SS.

The thinking of these patients tends to be ruminative, fragmented, or bizarre and their behavior may be disorganized and regressive. Social isolation and alienation are common and emotional responses may be blunted, labile, or peculiar. High scoring patients may be diagnosed as having schizophrenic, schizophreniform, or brief reactive psychotic disorders.


Major Depression: Scale CC.

These severely depressed patients tend to experience intense feelings of failure, guilt, dread, worthlessness, and hopelessness. Suicidal ideation is common. During acute episodes, most are incapable of independent functioning. Some display a pattern which includes fatigue, motor retardation, social withdrawal, and passive resignation, while others reveal a tense, agitated, irritable, and complaining style. Other manifestations may include significant appetite disturbance, weight loss or gain, insomnia or hypersomnia, and concentration problems.


Delusional Disorder: Scale PP.

Interrelated delusions of an often paranoid nature are of central importance in the disturbed thinking, hostile mood, and irrational behavior of these patients. They frequently have suspicions that others intend to mistreat, betray, or disparage them, or fail to recognize their special talents. Delusions of a persecutory or grandiose character may lead to hostile, belligerent, or presumptuous interpersonal behavior.


Validity and Correction Indices

A variety of scales or indices have been introduced into the MCMI-II in an effort to reduce factors that may lead to distortions in results and interpretations. Specifically, the Validity Index was constructed to identify patients who were so confused or uncooperative at the time of testing that they responded in a random fashion. The endorsement of highly improbable items (i.e., I have not seen a car in the last 10 years.) leads to a determination of profile invalidity.

The Disclosure Level Index (Scale X) was designed to identify patients who might be either unusually self-revealing of information of a personally sensitive nature or particularly reticent and secretive in this regard. This index reflects the degree of positive or negative deviation from the midrange of adjusted raw scores on the 10 basic personality scales. The derived BR score transformation is used to identify apparent excesses in either secretiveness or self-disclosure and to adjust BR scores on all MCMI clinical scales up or down accordingly.

The Desirability (Scale Y) and the Debasement (Scale Z) indices are used to reveal the extent to which MCMI-II results may have been influenced by a patient’s efforts to appear unrealistically free from psychological difficulties (Scale Y) or to appear more troubled by emotional and interpersonal problems (Scale Z) than might have been objectively evaluated. Adjustments are made on the Schizotypal, Borderline, Anxiety, Hypomanic, and Dysthymic scales to reflect the degree and direction of difference between Scales Y and Z.

The development of Denial-Complaint Adjustments reflected the need to further modify the BR scores of those patients with particular basic personality features. In patients who scored highest on either the Histrionic or Narcissistic scales, or first or second highest on the Compulsive scale, BR increases are made on the Schizotypal, Borderline, Paranoid, Anxiety, Dysthymic, and Hypomanic scales to adjust for denial tendencies. When the Avoidant scale is first or second highest, or when the Self-Defeating scale is the highest among the basic 10 personality scales, BR scores on the Borderline, Paranoid, Schizotypal, Anxiety, Hypomanic, and Dysthymic scales are decreased to adjust for complaint tendencies.

Finally, the Depression-Anxiety Adjustment was adopted to counter the effects of a tendency for patients to distort their responses to personality measures when they are experiencing intense emotional turmoil. Scores on the Avoidant, Self-Defeating, and Borderline scales are reduced when BR scores on the Anxiety and Dysthymic scales are >85 or when admission to inpatient status has been recent. In addition, combinations of elevated Anxiety and Dysthymic scale BR scores, outpatient versus inpatient status, and amount of time in inpatient treatment are used to determine the extent of BR score reductions on the Avoidant, Self-Defeating, and Borderline scales.


MCMI Profile Interpretation

The overall purpose of MCMI-II profile interpretation is to integrate characteristics measured by various MCMI personality and symptom scales with other relevant demographic, psychosocial, and health related information in order to achieve a meaningful clinical synthesis. Millon (1987) suggests dividing the MCMI-II profile into four sections and thoroughly analyzing relevant scale elevations within each before attempting an interpretation based upon the entire profile configuration. In the initial interpretive phase, a distinction should be drawn between scales that tap basic personality features and those that reflect severe personality pathology. Similarly, scales that assess clinical symptom syndromes of moderate severity should be considered separately from those that are designed to reveal more seriously pathological symptom disorders.

After clinically relevant basic and pathological personality features and clinical symptom syndrome characteristics are specified, the task of developing a meaningful clinical synthesis should be undertaken. This is accomplished by interweaving characteristics associated with clinically elevated basic and pathological personality and clinical symptom syndrome scales. As indicated previously, scales arranged in such categories are assumed to be interrelated in such a way that each may function as a precursor, extension, or adaptation of another. Basic personality styles may be seen as precursors to severe personality disorders. Clinical symptom syndromes reflect disturbances in the underlying personality pattern which emerge under conditions of stress. Symptom features should be described in a way that reflects their distinctiveness in relation to the under-girding personality configuration. The MCMI-II manual provides a more complete description, as well as illustrations, of the clinical interpretive process summarized here (Millon, 1987).



Conclusion

This chapter provides an introduction to the theoretical model underlying the development of the MCMI-I and II, summarizes development and standardization procedures, describes clinical characteristics associated with MCMI-II scale elevations, and includes an overview of recommended clinical interpretive procedures. Competent professional use of this increasingly popular diagnostic instrument requires a thorough familiarity with the underlying theory of personality and psychopathology and with the expanding literature examining its usefulness in diverse clinical settings.
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