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ABSTRACT

THE MILLON ADOLESCENT PERSONALITY INVENTORY AS A TREATMENT
OUTCOME MEASURE FOR ADOLESCENT PSYCHIATRIC INPATIENTS

By

Bonnie J. Fons

A static-group comparison study was conducted, in which 30 con-
secutively admitted adolescent psychiatric inpatients were compared
to two groups of 30 high school students on the basis of their scores
on the Millon Adolescent Personality Inventory (MAPI). The compari-
son groups were selected on the basis of their MAPI pretest scores,
one group having scored in an abnormal range and one group having
scored in a normal range. Hypotheses were advanced based on a theo-
retical integration of Millon’s (1969, 1981) theory of personality,
theory and research regarding adolescent psychopathology, and recent
research results employing the adult version of Millon’s personality
measurement device, the Millon Clinical Multiaxial Inventory, as well
as current research involving the MAPI.

Hypotheses regarding a comparison of test-retest stability
between groups as well as between personality and expressed concern
scales; differences between the first and second testing for each
group; and between-group differences on MAPI Scales 2 and 8 (Inhib-

ited and Sensitive) were tested. As predicted, the personality



Bonnie J. Fons

scales of the MAPI demonstrated, in general, a greater degree of
stability than the expressed concern scales, with the highest degree
of reliability occurring in the abnormal untreated group.

It was hypothesized and supported that Scales 2 and 8 (Inhibited
and Sensitive) would decrease with treatment; that Scales 4 and 5
(Sociable and Confident) would increase with treatment; that
expressed concern scales would decrease with treatment; and that
there would be no significant differences in the pre-posttest scores
for each of the untreated groups. However, the abnormal untreated
group did evidence a similar decrease in Scales 2 and 8 and an
increase in Scales 4 and 5 on repeat measurement. Finally, the
hypotheses regarding the sensitivity of Scales 2 and 8 to the crisis

of hospitalization were supported.



To Ron
and to Ryan

iv



ACKNOWLEDGMENTS

I wish to express my appreciation to Dr. William Hinds, who
served as chairman of my dissertation committee. His guidance in the
design of this study as well as support throughout the project was
essential to the completion of this work. I also want to thank the
members of my committee, Dr. Richard Johnson and Dr. Linda Forrest
from Michigan State University and Dr. Mark Pantle and Dr. Harry
Piersma from Pine Rest Christian Hospital. A special thanks is given
to Dr. Mark Pantle for his expertise in this area of research, as
well as his untiring patience and sense of humor throughout the
conduct of this study.

Several other individuals played key roles in the completion of
this research. I owe a debt of gratitude to Richard Hodsdon for his
time and devotion to this project as my research assistant at Pine
Rest Christian Hospital. I wish to acknowledge the support and
hospitality of the many staff members of Pine Rest’s Short Term Unit.
I also thank Sam Anema for his assistance in the data analysis and
Sue Cooley for her fine job of typing and preparing the manuscript.

Last, the writing of this dissertation cannot be taken out of
the context of my life. I thank my mother and father, Gerald and
Ethel Fons, for giving me the gift of the love of learning and the

desire always to pursue my goals.



I also thank my son, Ryan. You were very small when I returned
to school. Your early years of growing up and your curiosity about
the world and people have given and continue to give me inspiration.

Finally, I give my deepest and most loving gratitude to Ron
Wilson, my best friend and husband-to-be. You have given so much in
support and encouragement of my studies through these years. Thanks

for loving and believing in me.

vi



TABLE OF CONTENTS

LISTOF TABLES . . . . . . . . o v 0 v v v vt b v s e e e e
LIST OF APPENDICES . . . . . . . . . . o o v v v v v v v v v o

Chapter

I. THEPROBLEM . . . . . . . . o o o v v v v v v v v v v

Introduction . . . . . . . . . . ... ...
Need for the Study . . . . . . . . . . . .. ... ..
Purpose of the Study . . . . . . . . . . . ... ...
Research Questions . . . . . . . . . . ... .. ...
Definitions . . . . . . . . . . . . o 00 e ..
Theory . . v v i i e e e e e e e e e e e e e e e e e
Overview of Remaining Chapters . . . . . . . . . . ..

II. REVIEW OF THE LITERATURE . . . . . . . . . . . . . . ..

Millon’s Theory of Personality and Psychopathology . .
Research Employing the MCMI . . . . . . . . . . . ..
Research in Progress Involving the MAPI . . . . . . .
Adolescent Psychopathology: Normative Crisis or
Stable Disorder? . . . . . . . . . . . .. .. ...
SUMMANY v v v v vttt ot e e e e e e e e e e e e e

ITI. METHODOLOGY . . . . . . . o v v v v v v v v v v v e o

Population . . . . . . . . . . . o . ..o L.
Sample-Selection Criteria . . . . . . . . . . .. ..
Procedures . . . . & & ¢ i i 0 i e e e e e e e e e e
Description of the Sample . . . . . . . . . .. ...
The Millon Adolescent Personality Inventory . . . . .
Description of Scales . . . . . . . .. ... ...
Construction of the MAPI . . . . . . . . . . . ...
Scoring of the MAPI . . . . . . .. . .. .. ...
Empirical Evaluation of the MAPI . . . . . . . . ..
Therapist Rating Scale . . . . . . . . . . . . .. ..
Design . . . . & . . . . e e e e e e e e e e e e e
Testable Hypotheses . . . . . . . . . .. ... ...

vii



Analysis of the Data . . . . . . . . . . . ... ...
SUMMATY & v ¢ v o e et e e e e e e e e e e e e e e

IV, ANALYSIS . . . v v v v vt s s e s s e e e e e e e e

Results . . &« ¢ ¢ ¢ v v i e e e e e e e e e e e e e
MAPI Scale Score Test-Retest Reliability
Hypotheses . . . . . . . . . . ¢ ¢ ¢ v v v o o ..
MAPI Scale Score Differences Between First and
Second Measures . . . . . . . it e e e e e w0
MAPI Scale Score Between-Group Differences
Hypotheses . . . . . ¢« ¢ ¢« ¢ ¢ ¢ v ¢ ¢ v e o v w
Exploratory Analyses of Group Frequency Scores on
MAPI Scales 1 Through 8 and A Through H . . . . . .
Exploratory Analyses of Between-Group Differences
in Pretest Scores on MAPI Personality Scales
1, 3, 4, 5,6, and 7 . . . . . . . ¢ . . o . o ...
SUMMArY & . . s e e e e e e e e e e e e e e e e e

V. SUMMARY AND CONCLUSIONS . . . . . . . . . . . . . . ..

Summary of the Study . . . . . . . . . . ... ..
Conclusions Regarding Demographic and Clinical
Variables . . . . . . . . . ¢ ¢ o o o000 ...
Conclusions Regarding Stated Hypotheses on Test-
Retest Stability of MAPI Scale Scores . . . . . ..
Conclusions Regarding Stated Hypotheses on
Differences Between First and Second MAPI
Measurements . . . . . . . . . . 0000 0.,
Conclusions Regarding Stated Hypotheses Regarding
Differences Between Groups on MAPI Scales 2 and 8 .
Conclusions Regarding Exploratory Analyses . . . . . .
Implications of the Results for Theory and
Personality Assessment in Adolescence . . . . . . .
Indications for Future Research . . . . . . . . . ..

viii



Table

w w w w
. . . .
> w N

W 0 N O oum

S, W W W W W W

LIST OF TABLES

Millon’s 4 x 2 Theoretical Matrix of Personality
Styles & & . i i e e e e e e e e e e e e e e e e e

Age of Subjects . . . . . . . . . ... 0 oL
Sex of Subjects . . . . . . . . . ... oo e,
Grade of Subjects . . . . . . . . . .. ... ...,

History of Previous Mental Health Treatment in the
Past Year . . . . .« . . i i e e e e e e e e e

Mother in the Home . . . . . . . . . . .. ... .. ..
Admission Diagnosis for Adolescent Inpatients . . . . . .
Length of Treatment for Adolescent Inpatients . . . . . .
Length of Time Between First and Second MAPI . . . . . .
Therapist Rating of Treatment Success . . . . . . . . ..
MAPI Personality and Expressed Concern Scales and Codes .

Test-Retest Correlations for Treatment Group A
Adolescent Inpatients . . . . . . . . . .. ... ...

Test-Retest Correlations for MAPI Personality Scales
1 Through 8 for Groups A, B, and C . . . . . . . . ..

Test-Retest Correlations for MAPI Expressed Concern
Scales A Through H for Groups A, B, and C . . . . . . .

Paired-Observations t-Test Results for MAPI Personality
Scales 2 and 8 for Adolescent Inpatients . . . . . ..

Paired-Observations t-Test Results for MAPI Personality
Scales 4 and 5 for Adolescent Inpatients . . . . . . .

ix



.10

1
12

13
.14

.15
.16

Paired-Observations t-Test Results for MAPI Personality

Scales 1, 3, 6, and 7 for Adolescent Inpatients . . . .

Paired-Observations t-Test Results for MAPI Expressed
Concern Scales A Through H for the Adolescent

Inpatient Treatment Group . . . . . . . . . . . . . ..

Paired-Observations t-Test Results for MAPI Personality
Scales 1 Through 8 and Expressed Concern Scales
A Through H for the Untreated Abnormal High School

Adolescent Group B . . . . . . . . . . o o o0,

Paired-Observations t-Test Results for MAPI Personality
Scales 1 Through 8 and Expressed Concern Scales
A Through H for the Normal High School Adolescent

Group C . . & . . i e e e e e e e e e e e e e e e

ANOVA of Mean MAPI Scale 2 Pretest (Inhibited Scale)
Results of Post-Hoc Comparisons by the Scheffe Method

for MAPI Scale 2 . . . . & ¢ v v v v e e e e e e e e

ANOVA of Mean MAPI Scale 8 Pretest (Sensitive Scale)
Results of Post-Hoc Comparisons by the Scheffe Method

for MAPI Scale 8 . . . . . . . . ¢ ¢ v v v v oo
ANOVA of Mean MAPI Scale 2 Posttest (Inhibited Scale) . .
ANOVA of Mean MAPI Scale 8 Posttest (Sensitive Scale) . .

List of Means of MAPI Pretest Scores for Groups A, B,

and C on Scales 1 Through 8 and A Through H . . . . . .

Results of Frequency Analysis of MAPI Pretest Scores
for Groups A, B, and C on Personality Scales

1 Through 8 . . . . . . . & ¢ v v 0 v e b e e e e e e
ANOVA of Mean MAPI Scale 1 Pretest (Introversive Scale) .
ANOVA of Mean MAPI Scale 3 Pretest (Introversive Scale) .
ANOVA of Mean MAPI Scale 4 Pretest (Sociable Scale) . . .

ANOVA of Mean MAPI Scale 5 Pretest (Confident Scale)

Page

87

88

89

90
91

91
92

92
93
93

134

135
136
137
138
139



Page

K.1  ANOVA of Mean MAPI Scale 6 Pretest (Forceful Scale) . . . 140
L.1  ANOVA of Mean MAPI Scale 7 Pretest (Respectful Scale) . . 141

Xi



Appendix
A.
B.

~r X o

LIST OF APPENDICES

THE MILLON ADOLESCENT PERSONALITY INVENTORY . . . . .

RESEARCH ASSISTANT’S INSTRUCTION FOR ADMINISTERING

THE MAPI AND RESEARCH FACE SHEET . . . . . . . . . ..
THERAPIST RATING SCALE . . . . . . . . . o o o o o .

PROPOSAL SUBMITTED TO THE MICHIGAN STATE UNIVERSITY
COMMITTEE ON RESEARCH INVOLVING HUMAN SUBJECTS AND

RESEARCH CONSENT FORMS . . . . . . . . . . . .. . ..

LIST OF MEANS OF MAPI PRETEST SCORES FOR GROUPS A, B,

AND C ON SCALES 1 THROUGH 8 AND A THROUGH H . . . . .

RESULTS OF FREQUENCY ANALYSIS OF MAPI PRETEST SCORES
FOR GROUPS A, B, AND C ON PERSONALITY SCALES

I THROUGH 8 . . . . . . . . .« o v v v v v v v v

ANOVA OF MEAN MAPI SCALE 1 PRETEST (INTROVERSIVE

SCALE) . . . o o i e e e e e e e e e e e e

ANOVA OF MEAN MAPI SCALE 3 PRETEST (COOPERATIVE

SCALE) & v v o e e e e e e e e e e e e e e

ANOVA OF MEAN MAPI SCALE 4 PRETEST (SOCIABLE SCALE)

ANOVA OF MEAN MAPI SCALE 5 PRETEST (CONFIDENT SCALE) . .

ANOVA OF MEAN MAPI SCALE 6 PRETEST (FORCEFUL SCALE)
ANOVA OF MEAN MAPI SCALE 7 PRETEST (RESPECTFUL SCALE)

Xii

Page
119

122

124

125

134

135

136

137
138
139
140
141



CHAPTER I

THE PROBLEM

Introduction

Through the years a variety of objective psychological tests have
been developed for use with children and adolescents. Among the
criticisms of these instruments as a whole are that many of them evi-
dence a relative lack of psychometric sophistication currently avail-
able, and/or they are designed for use with younger children or adults
and thus lack the developmental specificity for adolescent concerns,
and/or that they lack grounding in an integrated theory of personality
and psychopathology.

Among the available broad-band personality assessment devices,
the Minnesota Multiphasic Personality Inventory (MMPI) is firmly
established as the most widely used instrument in the literature
(Lanyon, 1984). For adolescents, however, the MMPI poses the diffi-
culty of being quite long, and despite the avaiiabi]ity and validity
of adolescent norms, the MMPI was originally developed for use with
adults (Widiger, 1985).

Likewise, the California Psychological Inventory (CPI) was devel-
oped for use with adult populations and later applied to adolescent
populations (Widiger, 1985). Gynther (1978) addressed the question of
the usefulness of the CPI and found that counseling of high school and



college students by means of this test has apparently proved to be
rewarding to both counselors and counselees, but no hard data are
available to confirm this. Missing from his list of this instrument’s
potential uses was mention of its applicability as a diagnostic tool
for clinical populations of adolescents.

Other instruments such as the Personality Inventory for Children
(PIC) and the Revised Behavior Problem Checklist (RBPC), as well as
the Child Behavior Checklist, while designed for children and adoles-
cents, were developed for rating by parents; and in the case of the
RBPC, by anyone well acquainted with the child. A major limitation of
the RBPC is lack of clear specification regarding who can reliably
complete the checklist (Cancelli, 1985). Likewise, Reynolds (1985)
noted that, regarding the PIC, the personality profile is to some
unknown extent a function of the respondent. Finally, the Offer Self-
Image Questionnaire for Adolescents, a broad-gauged measure of
adjustment in adolescents, is recommended for the assessment of self-
image and adjustment in normal populations (Martin, 1985).

In contrast, the Millon Adolescent Personality Inventory (MAPI),
one of the newest self-report objective personality measures, was
developed and constructed specifically with an adolescent population
in mind. Like its predecessor, the Millon Clinical Multiaxial Inven-
tory (MCMI), which was designed for use with adults, the MAPI was
intended to supplant older instruments used for clinical assessment
and, in this case, those used for adolescent evaluation.

The MAPI measures three basic dimensions, including Personality

Style, Expressed Concerns, and Behavioral Correlates. There are 20



scales that measure these dimensions. The first eight are the
Personality Style Scales, and these are based on Millon’s theory of
personality (Millon, 1969, 1981). The second eight are the Expressed
Concerns Scales, which were derived from consultation with counselors
and clinical psychologists involved through all phases of construction
of the instrument. From this input the unique issues relevant to both
normal and disturbed adolescents were ascertained. Although not
specifically stated by the authors, the Expressed Concern Scales
appear to be based on the developmental theories of Erikson and
Havighurst (Brown, 1985). The last four scales, the Behavioral
Correlates, were empirically derived to focus on behaviors that may
have serious consequences for adolescents. These scales are used to
provide a probability estimate that a subject belongs to "a troubled
group” in a nonclinical population (Brown, 1985).

Influenced by the writings of psychometricians who published
widely on how an objective personality test should be constructed from
the late 1950s to the early 1970s, the MAPI and the MCMI were devel-
oped in a manner different from the procedures frequently criticized
with the MMPI. The MAPI was constructed in accordance with three
validation stages: theoretical-substantive, internal-structural, and
external-criterion. The theoretical-substantive stage involved the
development of items emanating from an explicit theoretical framework.
Based on Millon’s theory, a similar set of items was derived for the
MCMI and geared for adults, and thus the MAPI is partially a replica-

tion of the MCMI. An internal-structural validation stage involved



retaining items that maximized scale homogeneity, overlapped appropri-
ately with congruent scales, and maintained stability over time. The
final stage, external-criterion validation, involved correlations of
the MAPI with external criteria (Dyer, 1984).

Another of the distinguishing features of the MAPI lies in its
theoretical ability to assess both the clinical symptomatology as well
as more enduring personality traits as described by Millon’s theory of
psychopathology (Millon, 1969, 1981). In his theory, Millon
emphasized the need to diagnose and evaluate the clinical symptoms and
the underlying personality often associated with the clinical presen-
tation (Millon, 1969, 1981). This is consonant with the current
multiaxial approach to clinical evaluation. The MAPI thus purports to
measure state and trait dimensions.

In summary, in spite of its newcomer status, the MAPI has dis-
tinguished itself as a rather compelling measure in the armamentarium
of personality evaluation instruments and fills a void in the area of
adolescent clinical assessment. However, Widiger (1985) cautioned
that the commercial publication of the MAPI has preceded adequate

empirical evaluation.

Need for the Study

Since the MAPI’s development and availability as a clinical
measure of personality, there has been no published research to date
on its use as a treatment outcome measure for adolescent psychiatric
inpatients. In fact, very little has appeared in the literature on

the use of the MAPI on research populations other than those used by



the test developers and published in the test manual. The manual,
however, does contain a compendium of 30 studies on the construction
of the instrument and tests of its reliability and validity (Millon,
Green, & Meagher, 1982). Essentially, the validation research
preceded publication of the MAPI, which is quite unusual in the
development of most psychometric devices.

Using the MAPI as a treatment outcome measure would yield further
test-retest reliability data on a clinical population as well as lend
further credibility to the MAPI as a measure of personality versus
symptom factors, specifically with adolescents. Following a short-
term course of treatment, greater stability of the eight basic
personality scales of the MAPI should be observed than for the eight
expressed concern scales.

In a related study on an adult psychiatric inpatient population,
the Millon Clinical Multiaxial Inventory (MCMI) was evaluated as a
treatment outcome measure (Piersma, 1986a). Piersma hypothesized that
the presenting symptoms of patients would decrease in intensity during
hospitalization as measured by the MCMI symptom scales. It was also
expected that the underlying personality traits of individuals as
measured by the MCMI personality scales would remain relatively
unchanged or, at least, would show more stability than the symptom
scales. Like the MAPI, the MCMI is a self-report inventory designed
to differentiate symptoms from enduring personality traits. Piersma’s
results showed that the MCMI personality scales evidenced more stabil-
ity than did the MCMI symptom scales. This study is reviewed in
greater detail in Chapter II.



In another report of the study by Piersma (1986b), changes in the
personality scales of the MCMI were observed following short-term
treatment in adult psychiatric inpatients. Piersma found that Scales
1, 2, 3, and 8 of the MCMI (Schizoid, Avoidant, Dependent, and Passive
Aggressive) decreased after treatment; and Scales 4, 5, 6, and 7
(Histrionic, Narcissistic, Antisocial, and Compulsive) increased after
treatment. Thus, following treatment, patients were less withdrawn,
introverted, dependent, and complaining and more outgoing, confident,
assertive, and in control of their lives. The MCMI therefore appears
to measure what can be considered healthy aspects of personality.

One potential outcome of this study is additional empirical
evidence regarding the stability of abnormal personality traits in
adolescents. There is clearly a void in the literature regarding
this, as well as a well-known resistance and caution regarding the
diagnosis of personality disorders in adolescence. It is theoreti-
cally believed that this is due to the vast hormonal, physical, cogni-
tive, and emotional developmental changes of adolescence that have
direct bearing on subsequent personality development. The authors of
the MAPI entitled the eight personality scales the following:
Introversive, Inhibited, Cooperative, Sociable, Confident, Forceful,
Respectful, and Sensitive. However, the descriptions of these
personality styles in the test manual reflect "the deeply etched and
pervasive characteristics of the individual’s functioning" (Millon et
al., 1982, p. 42). The test developers suggested that because of the

strains of adolescence or environmental adversity, the adolescent’s



personality style may become problematic. Thus the question remains:
After a course of short-term treatment that would be expected to
reduce clinical symptoms, how stable does the underlying personality
(whether generally healthy or psychopathological) remain?

Another question regarding personality measurement and the MAPI
is: Are there aspects of personality traits as measured by the MAPI
which can be considered healthy and thus be expected to increase
following treatment? Along the same lines as was found in Piersma’s
(1986b) study, can Scales 4 and 5 on the MAPI, the Sociable and
Confident Scales, be expected to increase following treatment?
Clinical evidence (Green, personal communication, 1986), as well as
Piersma’s research, has suggested that Scales 4 and 5 of the MAPI
should reflect that adolescents do become more confident and outgoing

following treatment.

Purpose of the Study

This study was designed to evaluate the changes that took place
on the MAPI scales between admission and discharge for a sample of
adolescent psychiatric inpatients hospitalized in an acute treatment
unit and to compare these changes with a group of normal adolescents
who were administered the MAPI at two similar intervals. Another
comparison group comprised adolescents who scored in the abnormal
range on the first administration of the MAPI.

Another purpose of this study was to evaluate whether the MAPI
personality scales evidence greater stability over time than the MAPI

expressed concern scales. Additionally, mounting clinical evidence



has suggested that Scales 2 and 8 of the MAPI personality scales, the
Inhibited personality and the Sensitive personality, are reactive to
crisis. These two scales would thus be 1ikely to be artificially
elevated on admission to a psychiatric hospital and then demonstrate a
reduction in magnitude as a result of resolution of the crisis and
discharge (Green, personal communication, 1986). Piersma’s (1986b)
research supported the reduction following treatment in Scales 2 and 8
of the MCMI. Therefore, this study also attempted to determine if
dimensions tapped by Scale 2, such as mistrust of others, resentment,
and suspiciousness, and dimensions tapped by Scale 8, such as mood
lability and acute awareness of intense conflicts, would be artifi-

cially inflated at the time of admission to a psychiatric hospital.

Research Questions

1. Does the MAPI measure personality traits which demonstrate
greater stability following treatment than symptomatic concerns in a
group of adolescent psychiatric inpatients?

2. In the absence of treatment, in a comparison group of
untreated "abnormal" adolescents and a group of "normal" adolescents,
do the personality trait scales as measured by the MAPI remain more
stable than those of the treatment group? And, in the absence of
treatment, are the symptomatic concerns as measured by the MAPI more
stable in these two comparison groups than in the treatment group, but
less stable than the personality trait scales?

3. Does the MAPI measure changes expected with psychiatric

inpatient treatment? Do Scales 2 and 8 (Inhibited and Sensitive



Scales) decrease with treatment and do Scales 4 and 5 (Sociable and
Confident Scales) increase with treatment? Are there any changes in
Scales 1, 3, 6, and 7 in the treatment group? Do the symptom scales
of the MAPI decrease with treatment?

4. Does a comparison group of untreated "abnormal" adolescents
demonstrate no change between the first and second MAPI measure?

5. Does a comparison group of "normal” adolescents demonstrate
no change between the first and second MAPI measure?

6. Are MAPI Personality Scales 2 and 8 sensitive to the crisis
of hospitalization?

7. Using the comparison groups, does treatment make a difference
in terms of decreasing the mistrust of others, resentment, lability,

and the intense conflicts with others that Scales 2 and 8 measure?

Definitions

For the purpose of this study, "normality" and "abnormality" were
defined in terms of the scores the adolescent obtained on the first
administration of the MAPI. The normal adolescent was defined in
terms of absence of psychopathology as measured by the MAPI. No more
than one personality scale was elevated to a base rate of 80, and all
remaining personality scale scores were at or below a base rate of 75.
The abnormal adolescent was defined as obtaining base rate scores
above 85 on at least two or more personality scales. The meaning and
interpretation of a base rate score are discussed in greater detail in

Chapter III.
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Theory

The guiding theoretical system for the development of the
personality style scales of the MAPI, Scales 1 through 8, is based on
Millon’s theory of personality (Millon, 1969, 1981). Briefly, this
theory maintains that there are eight basic styles of personality
functioning that can be constructed logically from a 4 x 2 matrix
consisting of two basic dimensions. According to Millon, the first
dimension is based on the adolescent’s perception of sources of
reinforcement (positive or negative). The manner in which the
individual gains comfort and satisfaction in life constitutes positive
reinforcements, and the avoidance of emotional pain is considered
negative reinforcements. Experiencing few rewards in life, whether
from self or others, an individual such as this is referred to as
"detached." A "dependent" individual gauges his/her satisfaction and
emotional pain by how others react to or feel about him or her. Those
individuals who measure their satisfaction in life according to their
own values and desires are described as "independent"; those who
experience conflict over whether to rely on others versus their own
needs are considered "ambivalent."

The second dimension of this matrix involves the coping
mechanisms used to deal with the various types of reinforcement
(active versus passive). Those individuals who are attentive, alert,
arranging, and manipulating the circumstances of their environment are
considered "active." "Passive" individuals initiate very little and
demonstrate a resigned attitude while environmental events take their

course. Table 1.1 shows the 4 x 2 theoretical matrix, including the
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Tabels Millon et al. (1982) chose for the various personality styles

in adolescence.

adult personality disorders as described in the MCMI.

Table 1.1:

Also included in this table is the parallel label for

Millon’s 4 x 2 Theoretical Matrix of Personality Styles

DETACHED DEPENDENT INDEPENDENT AMBIVALENT
PASSIVE Introversive Cooperative Confident Respectful
(MAPI Scale 1 MAPI Scale 3 MAPI Scale 5 MAPI Scale 7
(Schizoid- (Dependent - (Narcissistic) (Compulsive-
Asocial) Submissive) Conforming)
ACTIVE Inhibited Sociable Forceful Sensitive
MAPI Scale 2 MAPI Scale 4 MAPI Scale 6 MAPI Scale 8
(Avoidant) (Histrionic- (Antisocial- (Passive
Gregarious)  Aggressive) Aggressive-
Negativistic)

Millon identified three additional personality disorders not

included in this matrix because they are distinguished from the first

eight by several criteria, notably, the occurrence of psychotic

episodes which are periodic and reversible, and deficiencies in social
competence. These personality styles also differ in the degree of

severity, being labeled moderately severe or the "borderline level" of
psychopathology. They include the Borderline (Cycloid), Paranoid, and

Schizotypal (Schizoid) personality disorders.
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The eight scales of "Expressed Concerns" are not an integral part
of Millon’s personality theory. Rather, they appear to be founded on
accepted tenets of developmental theory as suggested by Erikson and
Havighurst (Brown, 1985). These scales are entitled (A) Self Concept,
(B) Personal Esteem, (C) Body Comfort, (D) Sexual Acceptance, (E) Peer
Security, (F) Social Tolerance, (G) Family Rapport, and (H) Academic
Comfort. Millon et al. (1982) developed four additional scales as
previously mentioned, the Behavioral Correlates, which are empirically

derived scales and are not addressed in this study.

Overview of Remaining Chapters

In Chapter II, the relevant literature is reviewed in the
following three areas: Millon’s theory of personality development,
current research validating the Millon instruments, and empirical and
theoretical support for the stability of adolescent personality and
psychopathology. The research design and procedures are presented in
Chapter III, along with a discussion of the construction of the MAPI
and validation research presented in the MAPI manual. In Chapter IV,
the analyses of the results are presented. Conclusions and recommen-

dations for further research are presented in Chapter V.



CHAPTER 11

REVIEW OF THE LITERATURE

In this chapter, four areas of relevant theory and research are
reviewed. First, Millon’s theory of personality development and
psychopathology is presented. Current research employing the opera-
tionalization of this theory, the Millon Clinical Multiaxial Inven-
tory, and the Millon Adolescent Personality Inventory is reviewed.
Finally, the evidence for the stability of personality and psychopath-

ology in adolescence is presented.

Millon’s Theory of Personality and Psychopathology

The revival of personality as central to the practice of clinical
psychology is now apparent after what appears to be many years of a
decline in both its theory and assessment (Millon, 1984). Among the
various reasons for this renaissance, as noted by Millon, is the
changing character of the individuals seen by professionals. No
longer are the bulk of these patients severely disturbed, hospitalized
psychotics, but rather, outpatients suffering from long-standing
interpersonal conflicts and social inadequacies. While these patients
often present with depression, anxiety, and a host of other DSM-III,
Axis I disorders, it was Millon’s contention that what gives substance

and meaning to these illnesses is the underlying, ever-enduring, and
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deeply ingrained patterns of maladaptive thinking, behavior, feeling,
and interpersonal style that is called personality (Millon, 1969,
1981, 1984).

Thus personality, according to Millon, is characterized by both
stability, that is, traits endure over time; and by consistency, that
is, behaviors exhibited in one situation are observable in others. 1In
his most recent publication, Millon (1984) explicated, for the 11
personality disorders as described and given status as diagnostic
entities in the DSM-III: the behavioral presentation, interpersonal
conducts, cognitive styles, affective expressions, unconscious
mechanisms, self-perceptions, internal compositions, and intrapsychic
organizations. It is these characteristics that endure consistently
over time and give form to one’s personality.

Behavioral presentation refers to what is observable in the
patient’s actions and verbalizations; for example, the behavior of the
compulsive is organized and disciplined. The style of an individual’s
characteristic manner of relating to people is labeled the interper-
sonal conduct. For the schizoid personality, one observes an aloof
detachment from others. The characteristic perception, attention,
information processing, and communications comprise an individual’s
cognitive style. For example, the histrionic individual tends to
avoid introspection and is attentive to superficial and fleeting
events. Affective expression pertains to the individual’s emotional
character, intensity, and frequency. These are observable directly in
what the person says about feelings, as well as indirectly in level of

activity, speech quality, and physical appearance. Millon defined
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unconscious mechanisms as internal processes that relate to self-
protection, need gratification, and conflict resolution. Self-
perception is defined as a self-identity, or an individual’s sense of
who he/she is. An example is the quality of the narcissistic
personality’s sense of self as "admirable." Internalized composition
refers to the totality of memories, attitudes, and affects composed
from one’s past and significant experiences. Millon described the
dependent personality, for example, as having "immature" inner
representations. Finally, the general elements of a person’s psychic
interior is referred to as intrapsychic organization. In the case of
the passive-aggressive personality, this is described as "discordant."
By what mechanism does the individual acquire these characteris-
tic and enduring attributes? For Millon, the answer to this question
is a theory of personality development identified as a "biosocial
learning" theory. According to this theory, the child initially
embarks on life’s journey with spontaneous, unofganized, and
unpredictable responses that are to some extent circumscribed by
his/her constitutional disposition, or temperament and heredity. What
is important about early experience is the variety and character of
the alternatives the child experiments with in coping with the
environment. However, these responses are evoking parental reactions.
Learning is taking place, and over time what is need gratifying or
painful becomes related to the child’s actions. Because of a complex
interplay of endowed capacity, energy, temperament, and environmental

experiences, a shaping process takes place and ultimately becomes the



16

individual’s preferred ways of thinking, feeling, behaving, and
interacting.

To structuralize the personality even further, the child’s early
social environment is limited by a host of factors, including culture,
parental endowments and abilities, and socioeconomic status to name
only a few, such that preferred ways of being become repetitively
reinforced. Hence a pattern of functioning becomes deeply etched and
was described by Millon (1981), not as a "potpourri of unrelated per-
ceptions, thoughts, and behaviors, but a tightly knit organization of
attitudes, habits, and emotions" (p. 4).

Borrowing in part from the developmental theories which emphasize
psychosexual stages and cognitive functions, Millon proposed a theory
in line with neurological maturational periods. The rationale for
this is that the individual’s capacities are determined by heredity,
but the rate and level to which growth and development are achieved
varies with the amount and nature of stimulation. Millon’s stages of
development are as follows:

Stage 1: Sensory-Attachment. The first year of life is domi-
nated by sensory processes and the need to form an
attachment to others in order to have basic needs met.
Interpersonal learning is characterized by the devel-
opment of trust.

Stage 2: Sensorimotor-autonomy. This period marks the growing
capacity to act autonomously. The child is learning

self-competence.
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Stage 3: Intracortical-Initiative. This period brings the
ability to be verbal, rational, to plan and to
symbolize, first concretely and then abstractly. The
child is learning personal identity.

What is continually emphasized in Millon’s theory is the
differential effect of parental responses to the child during each of
these stages, as either impoverishment or enrichment. From this
complex interplay of developmental stages and parental responses
(environment) Millon arrived at eight basic coping patterns and three
severe variants by combining in a matrix the kinds of reinforcements
individuals learn to seek or avoid (pleasure or pain), where they look
(self or others), and how they behave (active or passive). Therefore,
the nature, the source, and the instrumental behaviors give form to
the personality type.

The primary sources of reinforcement, according to Millon, are
dependent on others, independent of others, ambivalent about which way
to turn, and detached from others. The instrumental behaviors are
active, initiating and goal-directed or passive, and inert and
resigned. From this typology the 4 x 2 matrix of personality types as
described in Chapter I was formulated. The types are as follows:

1. Passive-dependent (dependent-submissive personality): These
persons depend on others, awaif their leadership, are unambitious,
helpless, and clinging. They are lacking in initiative and autonomy
and thus search for relationships which can allow them to be passive.

2. Active-dependent (histrionic-gregarious personality): These

persons use maneuvers with others to gain attention and approval.
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Often they are sociable, demonstrative, and affectionate. There is a
fear of genuine autonomy and a strong need for approval.

3. Passive-independent (narcissistic personality): These
individuals rely on themselves, exhibit egocentric self-assurance, and
superiority. They have little incentive to engage in reciprocal rela-
tionships. The attentions of others are taken for granted.

4. Active-independent (antisocial-aggressive personality):
Expecting negative reinforcements, these persons counter with
aggressive actions. They exploit and control others for personal
gain. The expression of anger is notable, as well as a drive for
power.

5. Passive-ambivalent (compulsive-conforming personality):
These persons are inhibited, conforming, controlled, and perfection-
istic. There is a mixture of subservience and anger which is con-
trolled by a fear of loss of social approval.

6. Active-ambivalent (passive-aggressive-negativistic
personality): These persons struggle between others’ demands and
their own desires, getting into repeated conflicts, restlessness, and
discontent. Mood lability is notable, vacillating between anger and
the resulting guilt.

7. Passive-detached (schizoid-asocial personality): These
persons are apathetic, withdrawn, asocial, and unresponsive in human
relationships.

8. Active-detached (avoidant personality): These persons are

mistrustful of others, suspicious, apprehensive, and continually on
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guard. While they intensely long for affection, they are notably
watchful for fear of rejection.

How does an individual acquire a personality type which comes to
be judged as abnormal? In answer to this question, a major theme
becomes apparent: the interplay between intraorganismic and environ-
mental forces. Thus, for Millon, pathology results from the same
forces involved in the development of normal personality functioning.
Important differences, however, occur in the nature, timing, and
intensity of these influences. Millon believed that one rather cru-
cial determinant in early development is parental acceptance of the
child’s individuality--that is, the evoked parental reactions to the
child’s temperament are basically accepting. Abnormal personality is
viewed as the development of inflexible or defective coping patterns,
the personal discomfort which results, and curtailed opportunities for
learning and growth.

As a final point in this summary, Millon made the distinction
between personality patterns, symptom disorders, and behavior
reactions. The extent to which the observed pathology reflects
ingrained traits versus situational difficulty is the distinguishing
feature. At one end of the continuum is the personality pattern, a
system of enduring ways of functioning. At the other extreme is a
behavior reaction, which is a highly specific pathological response
that can be attributed to a defined external event. In the middle lie
the symptom disorders which for Millon, as stated earlier, derive
their substance and meaning from personality patterns, but are also

related to external stimuli. Thus a particular personality pattern is
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particularly vulnerable to the expression of certain symptom disorders
when confronted with an environmental event. Finally, while personal-
ity traits feel right to an individual (ego-syntonic), symptom dis-

orders are experienced as ego-dystonic.

Research Employing the MCMI
Millon’s theory of personality and psychopathology has been

operationalized in his personality assessment instruments, the MCMI
and the MAPI. It was Millon’s position that, consistent with the DSM-
IIl multiaxial approach to clinical evaluation, these instruments
assess and differentiate between basic maladaptive personality
characteristics and various clinical symptom syndromes. Because of
its relatively recent commercial availability, little has been
published regarding the MAPI’s validity as an instrument which can
adequately perform this distinction in adolescents. Of theoretical
interest, in particular, is the notion of the existence of stable
personality psychopathology in a younger age group. In the absence of
empirical tests of this question, as well as the lack of tests of the
MAPI’s validity beyond that published in the manual, this literature
review examines recent studies using the MCMI as a test of the
theoretical validity of Millon’s assertions.

The MCMI, 1ike the MAPI, is a comparatively short instrument (175
true-false items) and designed to assess and distinguish personality
traits from symptoms. Scales 1 through 8 assess basic personality

styles (see Table 1.1). Scales 9 through 11 assess pathologic
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personality styles of a periodically severe nature. Scales 12 through
20 measure disorders which are reactive and brief in nature.

Testing the position that Millon asserted, that particular
personality types are disposed not only to definable patterns of
cognition, affect, and behavior, but particular clinical symptoms as
well, McMahon and Davidson (1985) examined the relationship between
various personality styles measured by the basic and pathologic
personality scales of the MCMI and the mood and symptoms states
measured by the Profile of Mood State (POMS). Thus the personality
Scales 1 through 11 of the MCMI were correlated with the six POMS
scales: Tension-Anxiety, Depression-Dejection, Anger-Hostility,
Vigor-Activity, Fatigue-Inertia, and Confusion-Bewilderment. These
researchers cautioned that some of the relationships between
personality style and symptoms, while consistent with Millon’s
conception of psychopathology, are at least partially based on item
overlap between personality and symptom scales. They cited the
example that 36% of the items of the Avoidant scale are also found on
the Dysthymic scale. Indeed, Millon (1983) examined these expected
relationships and reported item overlap and intercorrelations between
MCMI personality scales and the various symptom scales in the MCMI
manual. Building on Millon’s work which demonstrated significant
correlations with various MMPI and SCL-90 scales and the MCMI, the
purpose of this study was to explore the relationships between MCMI
personality scales and another set of independent clinical scales, the

POMS.
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Using a sample of 243 consecutively admitted white males par-
ticipating in an alcohol dependence treatment program, McMahon and
Davidson administered the MCMI and POMS during the first week follow-
ing inpatient admission. The correlations between the scales of these
instruments were found to be generally consistent with Millon’s theory
of personality, as well as the data published in the MCMI manual con-
cerning personality-symptom scale relationships with the MMPI and SCL-
90.

In particular, McMahon and Davidson found moderate correlations
between the Schizoid scale (a pattern of limited awareness of self,
indifference to others, impoverished emotional and cognitive
processes, and behavioral expressiveness) and the Depression-Dejection
and Confusion-Bewilderment scales of the POMS (.35). A moderate
negative correlation was found between the Schizoid scale and the POMS
Vigor-Activity scale. The MCMI Avoidant scale (a pattern of
disturbing ideation, interpersonal hypersensitivity, and social
isolation) was found to be moderately correlated (.35) with the
Depression-Dejection, Confusion-Bewilderment, Tension-Anxiety, and
Fatigue-Inertia scales of the POMS. A moderate correlation (.36) was
found between the MCMI Histrionic scale (a measure of socially
outgoing and seductive interpersonal style) and the POMS Vigor-
Activity scale. The MCMI Narcissistic scale (measuring inflated self-
image, interpersonal exploitiveness, and cognitive expansiveness) was
also moderately correlated with the Vigor-Activity scale of the POMS
(.34). McMahon and Davidson did not find the expected negative

correlations with the MCMI Narcissistic scale and the POMS
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Depression-Dejection scale. Likewise, the MCMI Antisocial scale (a
pattern of independent and fearless self-image, and hostility and
vindictiveness in interpersonal relationships) was not moderately
correlated with the Anger-Hostility scale of the POMS. The MCMI
Compulsive scale (measuring emotional restraint, social conformity,
and a repetitive, highly structured life style) was moderately but
inversely related to the POMS Tension-Anxiety, Depression-Dejection,
Anger-Hostility, and Confusion-Bewilderment scales. Since Millon
(1983) reported similar negative correlations with the MMPI Wiggins
Depression, SCL-90 Depression, the MMPI Basic Depression, MMPI Wiggins
Phobias, SCL-90 Phobic Anxiety, MMPI Wiggins Hostility, and the SCL-90
Hostility, the authors of this study concluded that the Compulsive
personality includes healthy as well as pathologic characteristics.
The MCMI Passive-Aggressive scale (measuring discontentment with self
and others, emotional lability, and interpersonal ambivalence) was
moderately associated with depression, anxiety, and hostility on the
POMS, as well as in Millon’s correlational studies with the MMPI and
SCL-90.

Finally, McMahon and Davidson found moderate correlations with
the MCMI Schizotypal scales and Borderline scales with the POMS
Depression-Dejection and Confusion-Bewilderment scales and with the
POMS Tension-Anxiety, Depression-Dejection, Fatigue-Inertia, and
Confusion-Bewilderment scales, respectively. The MCMI Dependent and
Paranoid scales failed to show any moderate correlations with POMS

scales.
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In another study, Piersma (1986), using 151 consecutively
admitted adult patient males and females, attempted to demonstrate
that presenting symptoms of patients (as measured by MCMI clinical
symptom scales) would decrease in intensity during hospitalization and
that underlying personality traits of individuals, as measured by MCMI
personality scales, would show greater stability than the MCMI symptom
scales. This study thus attempted to assess the validity of the
MCMI’s ability to differentiate symptoms from personality by comparing
the stability coefficients for these scales. Before this work, little
had been published regarding the use of the MCMI as a treatment out-
come measure. The average length of stay for these inpatients was 35
days, and over 85% had a primary DSM-III Axis I diagnosis of an affec-
tive disorder. Patients were tested upon admission and discharge, and
the mean retest interval was 30.43 days.

In Piersma’s study, test-retest stability of the MCMI scales was
obtained through correlating admission and discharge base rate scores.
As expected, these correlations were influenced by the fact of the
treatment program. Thus reliability data were contaminated by the
change in clinical condition. However, Piersma hypothesized that the
change for trait factors should be less than that for state factors.

The results of this study indicated that estimates of test-retest
reliability were higher for the personality scales than for the
symptom scales and that the absolute amount of base rate score change
between admission and discharge was generally less for the personality
scales than for the symptom scales. The MCMI Histrionic scale had the

highest correlation (r = .75), while the Borderline scale had the
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lowest (r = .27). Piersma explained this finding from a theoretical
perspective, arguing that this scale taps lability in behavior and
emotions and thus may be expected to change to a greater degree
following treatment.

Piersma also found some symptom scales of the MCMI actually had
higher test-retest correlations than the personality scales. The Drug
Abuse and Hypomania scales had test-retest correlations of r = .75.
Piersma argued that few individuals in this study were troubled by
these symptoms; thus they were admitted and discharged with few
complaints of this nature. The Anxiety, Somatoform, and Dysthymia
scales had the lowest test-retest correlations, and the explanation
was the converse: These were predominant symptoms among patients with
affective disorders and therefore likely to change to the greatest
degree with treatment.

Admission and discharge score differences on the symptom scales
of the MCMI were significant in most cases in Piersma’s study. Those
scales showing no significant difference were the Drug Abuse and
Psychotic Delusion, and a very small significant difference was seen
on the Hypomanic scale. Again it is likely that these symptoms were
not present to a great degree in this sample upon admission. The
greatest change was evident with the Anxiety and Dysthymia scales
which is consistent with the primary admission diagnoses.

With regard to changes on the personality scales from admission
to discharge, significant changes occurred on all eight scales.

Scores decreased on the Schizoid, Avoidant, Dependent, and
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Passive-Aggressive scales, indicating, according to Piersma, that
patients felt themselves to be "less withdrawn, introverted, dependent
and complaining at discharge" (p. 498). Conversely, scores on the
Histrionic, Narcissistic, Antisocial, and Compulsive scales increased,
indicating patients felt "more outgoing, confident, assertive and in
control of their lives at discharge" (p. 498). Two scales measured on
the MCMI, but not the MAPI, the Borderline scale and the Paranoid
scale, showed the greatest degree of change and no change,
respectively.

McMahon, Flynn, and Davidson (1985a) examined the stability of
the basic and pathologic personality and symptom scales of the MCMI in
three distinct clinical samples. Again, consistent with the theory
upon which the MCMI is based, higher stability estimates were found
among basic personality scales in comparison with symptom scales. The
Histrionic scale had consistently high stability coefficients (r =
.80). High moderate range stability coefficients (between r = .70 and
r = .80) were found for the Avoidant and Compulsive scales. The
Schizoid, Narcissistic, Antisocial, Schizotypal, and Hypomanic scales
had stability coefficients in the low moderate range (r = .60 tor =
.70). The subjects in these samples were (a) 96 inpatient alcoholics
who completed the MCMI at intake and 30 to 45 days into treatment and
(b) 33 drug abusers being treated in either an inpatient or (c) an
outpatient program who completed the MCMI at intake and 1 month and 3
months after admission to treatment.

Piersma (1986b) also reported data from his study in relationship
to studies assessing the stability of the MCMI scales done by McMahon
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et al. (1985a) and those done by Millon (1983). In general, Piersma
found that the inpatient sample of 151 as described earlier evidenced
lower overall stability coefficients on the MCMI than did the other
researchers. This occurred for seven of the eight basic personality
scales and for five of the nine symptom scales. Piersma cautioned
that his inpatient sample <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>