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CHAPTER 2

Millon Clinical Multiaxial Inventory—I11!

Background and History

}N 1980 the American Psychiatric Association revised its diagnostic
nomenclature and adopted a multiaxial system. AXIS Il was assigned
personality disorders. This was an important conceptual development,
because the idea is that one cannot fully understand a clinical syn-
drome unless one takes into consideration the personality in which it
is embedded. Since the introduction of AXIS 11, there has been a spate
of structured psychiatric interviews and psychological inventories to
use in diagnosing personality disorders. Among these, the Millon
Clinical Multiaxial Inventory (MCMI), as revised, has become the
most popular and the most researched inventory for the assessment of
personality disorders.

The MCMI, as revised, emanated from Millon’s biopsychoso-
cial and bioevolutionary theory of personality development. It was
not meant to be congruent with various official diagnostic classifica-
tion systems. However, over time, revisions of the MCMI have

USome of the material in this section is an expanded version of material from Psycho-
logical Assessment with the Millon Clinical Multiaxial Inventory (I11): An Interpretive
Guide and from MCMI /U Interpretive System, both by Robert J. Craig, Ph.D., copy-
right 1993 by Psychological Assessment Resources, Inc., and reproduced by special
permission of the publisher, Psychological Assessment Resources, Inc., 16204 North
Flotida Avenue, Lutx, Florida 33549. Further reproduction is prohibited without per-
mission of Psychological Assessment Resources, Inc.
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102 INTERPRETING PERSONALITY TESTS

become closely aligned with the Diagnostic and Statistical Manual of
Mental Disorders (fourth edition, or DSM-1V), although there are
still disorders of personality (e.g., agoressive/sadistic and self-defeat-
ing) that are not a part of the DSM-IV Also, DSM-IV now includes,
in the appendix, a passive-aggressive (negativistic) personality disor-
der that brings the definition of this disorder more in line with the
way Millon has historically conceptualized ir, so, at its heart, the
MCMIIT s a test for personality disorders and a few major clinical

syndromes.

Test Development

Millon used a three-step, state-of-the-art test development methodol-
ogy to create and revise the MCML For step 1, the substantive validity
phase, Millon created an item pool that was generated according ro his
theoretical model of personality development. These items were then
submitted ro a group of experts who were familiar with his theoretical
model and asked them to rate each item in terms of its degree of corre-
spondence and fit to this model. [rems thar were poorly related to the
model were deleted from further consideration. Other items were
reduced on rational grounds. The structural validity of the rest was then
established by assessing item endorsement patterns, internal consis-
tency estimates, scale intercorrelations, temporal stability, and factor
analysis. Finally, the test was submitted for external validity by assessing
its convergent and discriminant validity. For convergent validity, the
MCMI was correlated with measures of similar constructs using other
tests. For discriminant validity, the MCMI was correlated with mea-
sures that should have no real relationship with MCMI scales. When
all this information had been ascertained, only then was the rest pub-
lished and available to consumers.

Millon has revised the MCMI whenever DSM has been revised.
The current version, MCMI-I1I, is relatively congruent with DSM-1V.

This revised test now includes new scales for depressive personality
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disorder and for posttraumatic stress disorder. A few critical items are
included in the rest pertaining to eating disorders and childhood abuse

i
RN
hut are not scored on any scale.

Base Rate Scores

Millon has persuasively argued that personality disorders are not nor-
mally distributed in the general population. In fact, the prevalence of
these disorders rarely exceeds 3% to 5% and most occur at rates of only
1% to 2%. Therefore, it is inappropriate to convert raw scores of a dis-
eribution that is normally distributed, so Millon created the base rate
{BR) score to reflect the skewed nature of the distribution in the popu-
lation. A BR > 84 indicates that point in the distribution of scores at
which the patient had all the characteristics that define the disorder at
a diagnostic level. BR scores between 75 and 84 indicate the presence
of traits associated with the disorder but below the diagnostic level. A
BR of 60 is the mean BR score of everyone in the standardization sam-
ple, whereas a BR of 35 is the average score of people in nonclinical
populations who participated in the test development phase. BR
scores < 75, as a general rule, are not considered diagnostically signifi-

cant and hence are not interpreted.

Interpreting the MCMI-11I

MODIFIER (VALIDITY) INDEX

Validity Index

The Validity Index (V1) consists of three items of an improbable
. L .

nature that, if endorsed as rrue, suggest invalidity. Although Millon

suggests that the profile is invalid if rwo or more of these items are
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endorsed as true, I recommend not interpreting the profile even if one
of the iterns is marked true. The examiner needs to visually inspect the
MCMIHIT test answer sheet for items 65, 110, and 157 to see if any
one is marked as true. The VI should be sensitive to random respond;

ing, confusion, or reading disorders.

Disclosure (Scale X)

Scale X assesses whether the patient is reporting a sufficient amount
of information to produce a valid profile. It functions in a way analo-
gous to the K Scale on the Minnesora Multiphasic Personality
Inventory-2 (MMPL-2). Low scores suggest defensive reporting,
whereas high scores suggest an unusually open and self-revealing
artitude.

® Raw score < 34; This profile cannot validly be interpreted
because the patient showed a strong tendency to deny per-
sonal  problems, symproms, and negative feelings and
responded to the test with a defensive response set. The
patient is denying the existence of psychological problems
such that the MCMI-IIT may not be the most appropriate
test to use for this particular assessment. It is suggested that
the clinician review this matter with the patient to ascertain
it the patient does not in fact have any psychological diffi-
culty or whether the patient would be willing to report more
accurately the extent of current problems on repeat rest
administration. Often, if the clinician explains the purpose
of testing and how this test will be used in the best interest of
helping the patient, then a repeat testing may produce a
more valid picture of current psychological functioning.

® Raw score > 178: This profile cannot validly be interpreted
because the patient showed a strong tendency to endorse so
many personal problems, symptoms, and negative feelings
that the information in the profile cannor be considered
reliable.
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Desivability (Scale Y)

Scale Y assesses whether the endorsed items on the MCMI-II are
essentially of a more desirable (e.g., nonpathological) narure.
Although low scores are generally not significant, a BR > 74 suggests
the patient is presenting him- or herself as morally virtuous with few, if
any, psychological problems. Scores on Scale Y do not invalidate a
profile, because adjustments are made on scales known to be affected

by high or low scores on Scale Y.

Debasement (Scale Z)

Scale Z determines whether the endorsed items are placing the patient
in an unfavorable light (e.g., endorsing pathological items). It func-
ions in an analogous manner to the F Scale on the MMPI-2. Low
scores on Scale Z are generally not significant, whereas a BR between
75 and 84 suggests the patient is depreciating and devaluing him- or
herself, has many emotional and behavioral problems, and is unusually
self-disclosing. A BR > 84 suggests particular emotional distress that
may be a cry for help—thz patient is responding to the items in such a
way as to call attention to his or her situation. Scores on Scale Z do
not invalidate the profile, as adjustments are made on scales known to

he affected by elevared scores on Scale Z.

Validity Scale Configurations

» Scores low for Scales X and Y with high Scale Z scores: sug-
gests moderate exaggeration of current emotional problems

® Scores low for Scales X and Z and high for Scale Y (giving the
appearance of an arrow pointing right): suggests emphasis on
looking psychologically healthy

@ Scores low for Scale Y and high for Scales X and Z (giving the
appearance of an arrow pointing lefr): suggests emphasis on
looking psychologically maladjusted

e Scale Z BR > 85 and Scale Y BR < 40: suggests symptom exag-

geration
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ONE-POINT CODES

One-point MCMI-II codes are those in which scores for only one
Clinical Personality Pattern Scale or one Severe Personality Pathology
Scale are BR > 74. When BR > 84, the patient has all of the defining
features that characrerize the disorder and would meer the criteria for
that permnaht\; disorder. When BR is hetween 75 and 84, the patient
has most but not all of the defining features and traits of the disorder
but is below the diagnostic threshold.

Schizoid (Scale 1A: Passive-Detached)

Patients scoring high on Scale 1A appear apathetic, dull, quiet, col-
orless, vague, aloof, and introverted. They seem lost in their sur-
roundings, blending into the background or engaging in vague pur-
suits. They show limited enthusiasm for most activities, preferring a
solitary life and rarely initiating conversation. They seem indifferent
to social relationships and do not seek ourt social conract. They seem
to have a low need for social involvement, appear to require little
affection, and lack both warmth and emotional expression. They
manifest an emotionally bland appearance with flattened affect,
combined with a lack of sensitivity o their own feelings and those of
others. They lack an ourward expression of aggression. They are
often asexual, perhaps as a result of their relationship deficits. They
are quite content to be passive, detached, and distant in their rela-
tionships. They have few friends, preferring the life of a loner. The
detachment is not a defense mechanism. They are comfortable this
way and prefer it, at least at the conscious level. Underneath this
detachment lies a rich fantasy life and excessive daydreaming.
Intrapsychically, they are in a chronic dilemma: They cannot be in a
relationship without fearing engulfment, but they cannot be withour
a relationship withour feeling intense aloneness. If this patient is
married or in a committed relationship, problems are likely o arise,
including spousal complaints of a lack of involvement and intimacy.

Others see these people as strange and spacey. Relationship deficits
are likely to be serious. These patients have low selfeesteem, bur
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more often, they have difficulty expressing how they feel about
themselves. Their thinking can be obscure at times, with cognitive
slippage occasionally manifested in speech. Their thoughts are vague
and unfocused. Depersonalization, feelings of emptiness, and identity
diffusion are also part of their personality structure. These patients
rend to drift through marginal aspects of society. When social
demands become inescapable, they are prone to anxiety reactions,
somatoform disorders, and brief reactive psychoses.

Diagnosis, BR > 84: schizoid personality disorder

Diagnosis, BR 75 to 84: personality disorder not otherwise specified
{NOS), schizoid personality traits

Suggested treatment goals:

» Develop ways to experience pleasure
e Increase social participation

® Increase social relatedness

e Reduce anxiety in social situations

s Become more active

Avoidant {Scale 2A: Active-Detached)

Patients with a BR > 84 present as socially awkward, withdrawn,
introverted, and self-conscious. Because they are hypersensitive to
rejection and both fear and expect negative evaluations, they either
try to maintain a good social appearance despite their underlying fear
or withdraw from social contacts. Tension, anxiety, and anger may also
be present, but all stem from the same issue—a desire for social accep-
tance and a fear of rejection. Most often, these patients maintain a
social distance to avoid any further experience of being rejected. They
are devastated by perceived signs of disapproval and rend to withdraw,
thus reducing the chance to enhance relationships. This circumstance
results in social isolation despite a very strong need for social relared-
ness. These patients can put on a pleasant appearance to mask their
underlying social anxiety, but they have a pervasive belief thar others
will be disparaging of them. Their essential conflict is a strong desire to
relate but an equally strong expectation of disapproval, depreciation,
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and rejection. This conflict results in keeping others at a distance and
in loneliness, isolation, and continued shyness and timidity. They are
at risk for social phobias.

Diagnosis, BR > 84: avoidant personality disorder

The behavior of patients with a BR between 75 and 84 is charac-
terized by and motivated by a fear of rejection, thus leading to either a
physical or emotional withdrawal in public to avoid social disapproval.
Independent action may be stymied and emotions are suppressed
because of insecurity. These patients feel inadequate, so they probably
avoid actions that will lead to autonomy. Many such patients can hide
their social anxiety and appear to be without problems. Closer scrutiny
and a trusting relationship with the clinician may cause them to
reduce their defensiveness and admit to their fears, since these fears
are at the conscious level. Others act in a fearful, dependent, and
avoidant manner such that their hesitancies and dependency are quite
obvious to a casual observer.

This patient may not have all of the characreristics that define
an avoidant personality disorder, but the presence of avoidant charac-
teristics is strongly indicated in the profile.

Diagnosis:  personality disorder not otherwise specified (NOS),
avoidant persondlity traits

Suggested trearment goals:

* Reduce sensitivity to rejection

¢ Reduce anxiety in social situations

® Reduce expectations of ridicule and abuse
¢ Develop rewarding pleasurable activities

Understand how behavioral withdrawal perpetuates fear of

rejection

Depressive (Scale 2B: Passive-Detached)

Patients scoring high on Scale 2B are generally gloomy, pessimistic,
overly serious, quiet, passive, and preoccupied with negative events.
They often feel inadequate and have low self-esteem. They tend to

unnecessarily brood and worry and, though they are usually responsi-
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hle and conscientious, they are also self-reproaching and self-critical,
regardless of their level of accomplishment. They seem to be down all
the time and are quite hard ro please. They seem to find fault in even
the most joyous experience. They are often described negatively rather
than positively. They feel it is futile to try to make improvements in
themselves, in their relationships, or in any significant aspect of their
life because their incessant pessimism leads them toward a defeatist
outlook. Their depressive demeanor often makes others around them
feel guilty, because these patients are overly dependent on others for
support and acceptance. They have difficulty expressing anger and .
aggression and perhaps introject it onto themselves. Interestingly,
even though their mood is often one of dejection and their cognitions
are often dominarted by negative thoughts, they do not consider them-
selves to be depressed.

This personality style is present even in the absence of clinical
depression. The melancholic, sober demeanor of these patients, com-
bined with their passivity and self-doubts, puts them at risk for occupa-
tional and marital problems. They are also at risk for dysthymia, if
stressed wirh issues of loss.

Caution: Should the patient have clinical depression (see
Scales D, page 186, and CC, page 188), the personality profile
described here may be a manifestation of depression and not the
patient’s basic personality style. If this is true, then the symptoms
and behaviors should abate when the depression has been success-
fully treated.

Diagnosis, BR between 75 and 84: personality disorder not otherwise
specified (NOS), Depressive personality traits.

Suggested treatment goals:

¢ Reduce dysphoric mood, behavior, and cognitions

e Relate in a more cheerful manner

e Display humor

® Reduce passivity

e Expand activities designed to provide pleasure

e Reduce self-perpetuating acrtivities that reinforce a sense of

depression and dejection
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e Understand the unconscious dynamics and seek a more realis-

tic way to seek support
® Increase self-esteem

Dependent (Scale 3: Passive)

Patients with a BR > 84 tend to lean on other people for security,
support, guidance, and direction. Such patients are passive, submis-
sive, dependent, and self-conscious and lack initiative, confidence,
and autonomy. Their temperament is pacifying and they try to avoid
conflict. They acquiesce to maintain nurturance, affection, protec-
tion, and security. They can be expected to be obliging, docile, and
placating, secking relationships in which they can lean on others for
emotional support. They have excessive needs both for attachment
and to be taken care of, and they feel helpless when alone. They
willingly submit to the wishes of others in order to maintain this
security and this behavior tends to elicit helping and nurturing
behaviors in those around them. When threatened with a loss of
security, they seck our other relationships or institutions to take care
of them. Their basic conflict is a fear of abandonment. This fear
leads them to be overly compliant to ensure enduring protection for
themselves. Their need for support is overwhelming. They prefer the
dependent state and are genuinely docile. They have a self-image as
a weak and fragile person, avoiding responsibilities and thereby pre-
cluding any chance of autonomy. When stressed (with a disruption
of security), they are prone to develop anxiety and depressive disor-
ders and substance abuse problems.

Note: Millon’s theory argues that this style is not a veneer rhat
masks deeply held resentments. Traditional psychodynamic theory
posits that these people are quite angry and resentful toward those who
provide them with the needed safety and security.

The core motivation for the dependent personality is to obtain
and maintain nurturing and supportive relationships. It is quite possi-
ble that a person can act both passively and assertively to accomplish
this central goal.
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It has been theorized that some form of overprotection during
childhood produces this style, in that these patients were not given
the vpportunity to learn autonomous behaviors.

Diagnosis, BR > 84: dependent personality disorder

The personality of patients with a BR between 75 and 84 shows
markedly dependent features. This style reflects a ’cgnﬂict betrween
Jependence and independence that results in a fear of mdﬁzplendence
and a desire to withdraw from interpersonal relationships. This depen-
ence-autonomy conflict is enhanced by a belief that reliance on oth-

i¢

ers will bring disappointment and possible rejection, yet independent
action will result in failure, shame, and ridicule. This conflict requires

these patients to suppress any angry resentment they may feel to main-

) rofyy e Inacie R
ain relationships with those who can satisfy their basic needs.
Patients who score at this level may be described as passive, docile,

oy

serene, quiet, compliant, obliging, and submissive.

When stress is minimal, these patients appear genuinely well
adjusted, with few interpersonal difficulties, particularly if they are in a
dominant/adaptive relationship in which the partner assumes primary
responsibility and control for decision making. When stressed, particu-
larly by threats to dependency security, these patients can be expected
to engage in behaviors that will restore their basic dependency and to
seek out people or institutions that will care for their needs. However,
if unsuccessful, such patients are at risk for developing an anxiety dis-
order, a depressive disorder, or both. These patients may not meet all
the criteria for a diagnosis of dependent personality disorder, but
dependent rraits are a salient aspect of the clinical presentation. .

Diagnosis, BR between 75 and 84: personality disorder not otherwise
specified (NOS), dependent traits

Suggested treatment goals:

¢ Become more assertive

¢ Reduce submissive behaviors

» Practice independent behaviors

® Increase self-reliance

s Reduce the need for support from others
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e Increase self-perception of personal adequacy

* Reduce clinging behaviors

Histrionic (Scale 4: Active Dependent)

Patients who score at the level of a BR between 75 and 84 have very
high needs for attention and praise, and they engage in self-dramatiz-
ing, gregarious, and socially engaging behaviors to maintain their secu-
rity. Millon believes that the underlying fear of such patients is one of
abandonment, so they demonstrate an admiration of significant others
to assure themselves that they will not be left alone. Sometimes they
will act in a subservient and overly compliant manner to maintain
their security. Conflicts are avoided in favor of interpersonal harmony,
even at the expense of their own values and heliefs. Marital problems
nay result from this particular personality style.

This patient may not meer the diagnostic criteria for a histrionic
persenality disorder, but histrionic traits are a part of the personality
pattern.

Caution: See Caution paragraph in the section below.

Diagnosis, BR between 75 and 84: personality disorder not otherwise
specified (NOS) |, histrionic traits

Expect patients with a BR > 84 to he overly dramatic, with
strong needs to be the center of attention. Such patients are seduc-
tive—through speech, style, dress, or manner—and seek constant
stimulation and excitement in an exhibitionistic atmosphere, requir-
ing praise and attention. They are emotionally labile, are easily
excited, and have frequent emotional outhursts. They are very gregari-
ous, assertive, and socially outgoing, but they manipulate people to
draw their approval and affection. They have strong needs for con-
stant social acceptance. They are socially facile and seductively engag-
ing, such that others are drawn to their enchanting manner. Relation-
ships are often shallow and strained, however, as a result of their
repeatedly dramatic and emotional outbursts and their self-centered-
ness. Denial and repression are their main defenses. They court the
favor of others, but beneath this persona of confidence and self-assur-
ance is a fear of autonomy and independence that mandares a constant
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need for acceprance and approval. They tend to displace anxieties
when stressed. They are at risk for somaroform disorders and mariral
problems.

Millon has subdivided the histrionic personality disorder into six
subtypes. These patients closely resemble the thezxtricq! histrionic sub-
type. The cardinal features of this subtype are excessively dramatic,
theatrical, and attention-getting behaviors designed to bring attention
and approval. They are pure histrionics in the classic sense. They pub-
licly profess undying adoration and approval toward their valued
object, but this is easily seen as superficial and phony by those around
them. Their unconscious use of denial, however, precludes them from
this self-observation.

Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI
code types in psychiatric patients, except for substance abuse; and
(3) is frequently the scale with the most elevared scores among non-
clinical patients who have taken this test, particularly among women.
These people would have a gregarious, extroverted, and socially
engaging personality style but not a histrionic disorder. The clinician
needs to evaluate which of these two possibilities is applicable to the
particular patient.

Diagnosis, BR > 84: histrionic personality disorder

Suggested treatment goals:

* Reduce dramatic and theatrical behaviors

e Develop more authentic relationships through balanced inter-
personal conduct

® Reduce manipulative and/or seductive behaviors

* Reduce excessive needs to seek attention and approval

® Reduce emotional overreacting

Narcissistic (Scale 5: Passive Independent)

Patients with high scores on Scale 5 are quite self-centered, expect

people to recognize their special qualities, and require constant praise
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and recognition. They have excessive expectations of entitlement and
demand special favors. Grandiose statements of self-importance are
readily elicited, and they consider themselves particularly atrractive.
They appear egocentric, arrogant, haughty, conceited, boasttul, snob-
bish, pretentious, and supercilious. They will exploit people and
manipulate them with an air of superiority. Alchough they can be
momentarily charming, they have a deficient social conscience and
think only of themselves. They show a social imperturbability and are
likely to disregard social constraints. They exploit social relationships,
are indifferent to the rights of others, relate in an autocratic manner,
and expect others to focus on them. Even though this basic style often
alienates other people, they respond with a sense of contempt and
indifference because their inflated sense of self needs no confirmation
from other people. Because of their grandiosity and arrogance, they
rarely show signs of sel-doubt. If they are humiliated or experience a
narcissistic injury, they are prone to develop an affective disorder and
perhaps a paranoid disorder. Many substance abusers also have a nar-
cissistic personality style.

Millon has subdivided the narcissistic personality disorder into
four subtypes. Patients with high scores on Scale 5 closely resemble
the elitist narcissistic subtype. Patients of this subtype present a pure
form of narcissism. The cardinal feature of this subtype is these
patients’ strong desire for public accolades and even celebrity status
and for recognition of their special talents and accomplishments.
However, an objective review of their life would suggest a large dis-
crepancy between their actual deeds and the braggadocio about
those deeds. They show the typical traits of the prototypical narcis-
sist bur feel excessively privileged. They are quite grandiose and self-
aggrandizing.

Caution: Empirical research has shown that Scale 5 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI
code types in psychiatric patients, except for substance abuse; and
(3) is tfrequently the scale with the most elevared scores among non-
clinical patients who have taken this test, particularly among men.
These people have a confidant demeanor with high self-regard, seem
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socially charming, and perhaps even have a personality style of
atrention seeking but not a narcissistic personality disorder. The
clinician needs to evaluate which of these two possibilities is applic-
able to the particular patient.

Diagnosis, BR > 84: narcissistic personality disorder

Diagnosis, BR between 75 and 85: personality disorder not otherwise
specified (NOS), narcissistic traits

Suggested treatment goals:

® Reduce self-centeredness

e Take the other person’s perspective into consideration

s Accept self on a more realistic basis

e Reduce grandiosity

» Learn how other people react and feel abour narcissistic
behavior; accept constructive feedback

® Prevent the development of a depressive disorder by reducing

risk for narcissistic injury

Antisocial (Scale 6A: Active Independent)

Parients with high scores on Scale 6A are quite narcissistic, fearless,
pugnacious, daring, blunt, aggressive and assertive, irresponsible,
impulsive, ruthless, victimizing, intimidating, dominating, often
energetic and competitive, but quite determined and independent.
They are argumentative, self-reliant, revengeful, and vindictive.
They are chronically dissatisfied and harbor resentment toward peo-
ple who challenge, criticize, or express disapproval over their behav-
ior. They are characteristically touchy and jealous, brood over per-
ceived slights and wrongs, and provoke fear in those around them
through their intimidating social demeanor. They tend to present
with an angry and hostile affect. They are suspicious and skeprical of
the motives of other people, plan revenge for past grievances, and
view others as untrustworthy. They avoid expressions of warmth,
gentleness, closeness, and intimacy, viewing such involvement as a
sign of weakness. They often ascribe their own malicious rendencies
to the motives of others. They feel comfortable only when they have
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power and control over others. They are continually on guard
against anticipated ridicule and act our in a socially intimidating
manner, desiring to provoke fear in others and to exploit others for
self-gain. These patients are driven by power, by malevolent projec-
tions, and by an expectation of experiencing suffering at the hands of
others, so they react to maintain their autonomy and independence.
Millon believes their behavior is motivated by an expectancy that
people will be rejecring and that other people are malicious, devious,
and vengeful, thus justifying a forceful counteraction to maintain
their own autonomy. They are alert for signs of ridicule and con-
tempt, and they react with impulsive hostility in response to felt
resentments. They are prone to substance abuse, relationship diffi-
culties, vocational deficits, and legal problems.

Millon has subdivided the antisocial personality disorder into
five types. Scale 6 patients closely resemble the coverous antisocial
type. The cardinal feature of this subtype of patients is their inces-
sant greediness. These patients feel constantly deprived and are
motivated by envy and retribution to appropriate others’ possessions.
They tend to maintain a lifestyle of ostentatious displays of material
possessions and concentrate their efforrs at gaining power. They are
completely self-centered and have little or no guilt or remorse for the
anguish their deceit and exploitiveness have caused in others. These
patients feel constantly deprived and use external signs of self-worth
to satisfy an unconscious need for love and attention, which they
teel they have not received in life. Thus, this style represents a pure
form of the psychopathic personality.

Note: It is possible to have an antisocial character style withourt
engaging in antisocial (criminal) behavior.

Diagnosis, BR > 84: antisocial persondality disorder

Diagnosis, BR between 75 and 84: persondlity disorder not otherwise
specified (NOS), antisocial personality traits

Suggested treatment goals:

® Reduce antisocial behaviors
* Become more empathic

® Reduce manipulation and conning behaviors
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* Reduce aggressive behaviors

[

Channel negative emotions toward prosocial activities
® Reduce impulsivity

e Learn to appropriately express anger

® Do not violate the rights of others

Avcoressive/Sadistic (Scale 6B: Active-Discordant)

g
Patients with high scores on Scale 6B may not be publicly antisocial,
but their clinical features are quite similar to those of the antisocial
personality style and may be considered as a more pathological variant
wa the antisocial style. They engage in behaviors that are abusive and
humiliating and may violate the rights and feelings of others. They are
aggressive, forceful, commanding, militant, domineering, hardheaded,
hostile, dominating, intimidating, pervasively destructive, and brutal.
They become combative when provoked, and they are antagonistic
and disagreeable people. They tend to be touchy, excitable, and irrita-
ble and react angrily when confronted. In psychoanalytic terms, they
are sadistic personalities. Some are able to sublimate these traits into
sucially approved vocations. When their autonomy is threatened, they
are prone to spouse abuse and explosive outbursts that may result in
legal problems.

Millon has subdivided the aggressive/sadistic personality disorder
into four subtypes. Patients scoring high on Scale 6B closely resemble
the explosive sadist subtype. Although these patients retain the essen-
tial features of the parent prototype, the cardinal feature of patients of
the explosive sadistic subtype is their uncontrollable rage, usually
expressed at those weaker than themselves. These patients erupt in
violent behavior with unpredicrable belligerent acts that are often
irrational and of ferocious intensity. Although the effects of such
behavior are to intimidate and control people, the actual motivation
for the explosiveness is to release anger and tension associated with a
feeling of humiliation and betrayal. ‘

Diagnosis, BR > 74: personality disorder not otherwise specified
(NOS), aggressive personality traits

Suggested trearment goals:
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® Reduce/eliminate physical and/or verbally aggressive behavior
¢ Control temper

* Reduce hostile and volatile moods

® Interpret the environment as less menacing

® Acquire prosocial behaviors

* Reduce emphasis on controlling others

* Do not harm anyone

* Manage anger more appropriately

Compulsive (Scale 7: Passive-Ambivalent)

Patients with high scores on Scale 7 are behaviorally rigid, con-
stricted, conscientious, polire, organized, meticulous, punctual,
respectful, often perfectionistic, formal, prudent, overconforming,
cooperative, compliant with rules, serious, moralistic, self-righteous
and self-disciplined, efficient, and relatively inflexible. They place
high demands on themselves. They are emotionally restrained, sup-
pressing strong resentments and anger, and they appear tense and
grim but emotionally controlled. They are socially conforming and
prone to a repetitive lifestyle, as a result of engaging in a series of
patterned behaviors and rules that must be followed. They have fears
of social disapproval and are a model of propriety and restraint. They
show excessive respect for authority yet may treat subordinates in an
autocratic manner. They operate from a sense of duty that compels
them not to let others down, thus risking the condemnation of
authority figures. They show an anxious conformity. They strive to
avoid criticism but expect it because of what they perceive to be
their personal shortcomings. They fear making mistakes because of
expected disapproval. Their behavior stems from a conflict between
a felt hostility that they wish to express and a fear of social disap-
proval should they expose this underlying oppositional resentment.
This circumstance forces them to become overconforming, thus
placing high demands on themselves that serve to control this
intense anger, which occasionally breaks through into their behav-
ior. Obsessive thinking may or may nor be present.
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Millon has subdivided the compulsive personality disorder into
fve subtypes. Patients with high Scale 7 scores closely resemble the
conscientious Compulsive. Although their behavior is an example of a
relatively pure form of the prototypal compulsive personality style, the
cardinal feature of patients of this subtype is their excessive compli-
ance, obedience, conformity, and desire to please authority figures.
They impress people with their conscientiousness, but underneath
[heirl obedience is a fear of making mistakes and receiving disappﬂrovat
Their (largely unconscious) feelings of inadequacy and fear of failure
compel them to maintain a rigid approach to life’s tasks.

Caution: Empirical research has shown that Scale 7 (1) correlates
sositively with measures of mental health and negatively with measures
of mental disorders; (2) infrequently appears in MCMI codetypes in psy-
chiatric patients; (3) is frequently the scale with the most elevated scores
among nonclinical patients who have taken this test, particularly among
men; and (4) is the only study that has used the MCMI with patients
with an obsessive-compulsive disorder who did not have elevations on
Scale 7. Thus, patients with elevated scores on Scale 7 would be consci-
entious, rule bound, and crderly, suggesting a compulsive personality
style but not a compulsive disorder. The clinician needs to evaluate
which of these two possibilities is applicable to the particular patient.

Diagnosis, BR > 84: compulsive personality disorder

Diagnosis, BR between 75 and 84: personality disorder not otherwise
specified (NOS), compulsive traits
Suggested treatment goals:

® Reduce rigidity

* Reduce compulsive behaviors

e Practice spontaneity and flexibility

® Reduce fears of disapproval

e Understand early childhood experiences that resulted in a
compulsive personality style

¢ Reduce tendencies toward perfectionism if they interfere with
life sartisfaction

e Learn to take risks
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Passive-Aggressive (Negativistic: Scale SA: Active Ambivalent)

Patients with high scores on Scale 8A display a mixture of passive com-
pliance and obedience at one time and oppositional and negativistic
behavior the next time. They are moody, irritable, and hostile;ﬂn‘mnifest
a grumbling, pessimistic demeanor; and are erratically and explnsive&
angry and stubborn ar one moment and feel guilty and conrrite at th;‘
next moment. Disillusionment seems to permeate their lives. They feel
misunderstood, so they vacillate between passive dependency and stub-
born contrariness, which provokes discomfort and exasperation in those
around them. They expect disappointment and maintain an unstable
and conflictual role in relations with others. They sulk, feel unappreci-
ated and/or feel they are being treared unfaitly, constantly complain,
and are persistently perulant and discontented. They often have prob-
lems with authority and, if employed, have job difhiculties.

‘Commentary: Elevations on Scale 8A are a good indicator of
problems with authority and with criminal behaviors or potential
criminal behavior. Also, clinical elevations on this scale apiﬁear in a
number of profile codes involving psychiatric patients. Patients with
elevations on Scale 8A warrant close clinical evaluarion.

Diagnosis, BR > 74: Personality not otherwise specified (NOS), pas-
sive-aggressive (negativistic) traics

Suggested treatment goals:

* Reduce negative behaviors

» Reduce argumentativeness

® Reduce moodiness

® Learn to appropriately express anger

® Learn to have a more thoughtful manner

Learn to recognize and change mani pulative behavior patterns
® Control emotions

Self-Defeating (Scale 8B: Passive-Discordant)

Patients with high scores on Scale 8B relate in self-sacrificing, martyr-

like manner, allowing others o take advantage of them. They seem to

(S}
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search for relationships in which they can lean on others for security and
affection. Typically, they act in an unassuming manner, denigrating
themselves into believing they deserve their fate. Thus, this pattern is
repeated in most relationships, making them prone to being abused. It is
conceptually similar to the analytic concept of masochisin.

Diagrosis, BR > 74: personality disorder not otherwise specified
(NOS), self-defeating (masochistic) traits

Suggested treatment goals:

e Become more assertive

» Reduce tendencies o be taken advantage of

¢ Develop a positive self-concept

e Reduce behaviors that provoke others

s Reduce dependency

e Reduce victimization, if applicable

e Reduce deferential interpersonal conduct

o Acknowledge and deal with feelings of resentment

Schizotypal (Scale S: Active-Dependent)

The profile pattern of patients with high scores on Scale S repre-
sents a more severe dysfunctional variant of the schizoid or the
avoidant personality disorder. Millon subdivides this disorder into two
types. The active variant is characteristically anxious, wary, and appre-
hensive, whereas the passive type is characteristically emotionally
bland with a flat affect.

These patients have behavioral peculiarities and eccentricities
and scem detached from the world arcund them, appearing strange
and different. They tend to lead meaningless lives, drifring aimlessly
from one activity to the next, remaining on the periphery of society.
They are socially detached and isolated and show a pervasive dis-
comfort with others. They have few, if any, personal attachments and
rarely develop any intimate relationships. Their thinking is irrele-
vant, tangential, disorganized, or augistic and they are suspicious of
others. Cognitive confusion and perceptual distortions are the rule.

They are self-absorbed and ruminative with feelings of derealization.
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They are prone to decompensate into schizophrenia if sufficiently
stressed. If BR > 84, then because of the sevetity of the disorder, a

clinical evaluation is needed ro determine if the patient can function

on a daily basis.
Diagnosis, BR > 84: schizotypal personality disorder

Diagnosis, BR between 75 and 84: personalicy disorder not otherwise
(=3 L

specified (NOS) schizorypal traits
Suggested treatment goals for patient:

* Reduce intensity of thought disorder

® Improve relationship skills

® Increase social skills and social participation
® Become active in ar least one desired activity

Suggested treatment goals for therapist:

® Monitor for possible deterioration and decompensation
e Evaluate the need for psychotropic medication
® Provide a supportive therapeutic environment

Borderline (Scale C)

Patients with high scores on Scale C have conflicting and ambiva-
lent feelings, intensely resenting those on whom they depend yet
being preoccupied with maintaining their emotional support. They
show persistent atrachment disorders with patterns of intense but
unstable relationships. They tend to experience intense but labile
emotions and frequent mood swings with recurring periods of
depression, anxiety, or anger followed by dejection and apathy. They
often will present with intense affect and with a history of impul-
sive behaviors. Manifestations of cheerfulness are often temporary
coverups that mask deep fears of insecurity and fears of abandon-
ment. They have strong dependency needs and are preoccupied
with seeking attention and emotional support and need consider-
able reassurance. These people are particularly vulnerable o separa-
tion from those who emotionally support them. Feelings of idealiza-

R
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rion are usually followed by feelings of devaluation, and there 15 cm?«
siderable interpersonal ambivalence. They lack a clear sense of their
own identity, and this uncertainty leads them to constantly seek
;%ppmvai, attention, and reaffirmation. Splﬂirting and pmjcictilve iden-
rification are their major defenses. They often have a punishing con-
science and are prone to acts of self-mutilation and suicidal gestures.
They are also prone toward brief, psychotic episodes and substance
abuse. ‘

Diagnosis, BR > 84: borderline personality disorder .

Diagnosis, BR between 75 and 84: personality disorder not otherwise
specified (NOS), borderline traits

Suggested treatment goals:

Reduce fears of abandonment

@

Reduce dependent behaviors

¢ Reduce anxiety

® Learn to express anger more appropriately

® Relate to others on a more realistic basis

® Reduce impassivity

e Agree to work within the limirs defined by the therapist

Paranoid (Scale P)

Millon believes that patients who have high scores on Scale P are con-
flicted between issues of control and affiliation. They vigilantly mz?‘«
trust others and have an abrasive, hostile, irritable, touchy, and irasci-
ble demeanor that readily attacks and humiliates anyone whom tbey
perceive as trying to control them. They may become belligerent, Wlth
such behavior stemming from distorted cognitions or actual delusions.
They tend to magnify interpersonal slights, are prone to distort events
o smipport their own suspicions, and strongly resist exte.m'# iljtﬂu@l)é@.
They are fiercely independent and rend to be provocatm:*e in 'm[fcrperr
sonal relationships, precipitating fear and exasperation in those
around them. Their thinking is rigid ne
rative. Projection is their main defense. They a re partécu’mrly sensitive
ro perceived threats to their own sense of self-determination. Delu-

and rthey often become argumen-
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stons of grandeur or persecution or ideas of reference may be present in
the more extreme form of the disorder.

Diagnosis, BR > 84: paranoid personality disorder

Diagnosis, BR between 75 and 84 personality disorder not otherwise
specified (NOS), paranoid personality traits

Suggested trearment goals:

® Learn to trust at least one person

¢ Reduce delusional thinking

* Reduce anger, hostility, and suspiciousness
¢ Reduce isolation

® Learn to express anger in a more socially approved way

Develop a more realistic appraisal of personal environment

ONE-POINT CODE TYPES WITH ONE SUBSPIKE

One—point code types with one subspike are highlighted by scores for
one clinical personality pattern scale of BR > 84 and for one clinical
personality pattern scale of BR between 75 and 84. It is suggested that
the reader review the interpretation for each of these scale; as detailed
under One-Point Codes (pages 106-124). Here, for illustration, only
the interpretation for code type 12A (schizoid, avoidant) is presented.

12A

Patients with a 12A code appear apathetic, dull, quiet, colorless,
vague, aloof, and introverted. They seem lost in their surroundings,
blending into the background or engaging in vague pursuits. They show
limited enthusiasm for most activities, preferring a solitary life and
rarely initiating conversation. They seem indifferent to social relation-
ships and do not seek out social contact. They seem to have a low need
for social involvement, appear to require little affection, and lack both
warmth and emotional expression. They manifest an emotionally bland
appearance with flattened affect, combined with a lack of sensitivity to
their own feelings and those of others. They lack an ourward expression

]
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of aggression. They are often asexual, perhaps as a result of their rela-
tionship deficits. They are quire content to be passive, detached, and
distant in their relationships. They have few friends, preferring the life
of a loner. The detachment is not a defense mechanism. They ate com-
forrable this way and prefer it, at least at the conscious level. Under-
neath this detachment lies a rich fantasy life and excessive daydream-
ing. Intrapsychically, they are in a chronic dilemma because they
cannot he in a relationship without fearing engulfment yet cannor be
without a relationship without feeling intense aloneness. If this patient
is married or in a committed relationship, problems are likely to arise,
including spousal complaints of a lack of involvement and intimacy.
Others see these people as strange and spacey. Relationship deficits are
likely to be serious. These patients have low self-esteem, but more
often, they have difficulty expressing how they feel about themselves.
Their thinking can be obscure at times, with cognitive slippage occa-
sionally manifested in speech. Their thoughts are vague and unfocused.
Depersonalization, feelings of emptiness, and identity diffusion are also
part of their personality structure. These patients tend to drift through
marginal aspects of society. When social demands become inescapable,
they are prone to anxiety reactions, somatoform disorders, and briet
reactive psychoses.

These patients’ behavior is characterized by and motivated by a
fear of rejection, thus leading to either a physical or emotional with-
drawal in public to avoid social disapproval. Independent action may
be stymied and emotions are suppressed because of insecurity. These
patients feel inadequate and so probably avoid actions that will lead o
autonomy. Many such patients are able to hide their social anxiety and
appear to be without problems. Closer scrutiny and a trusting relation-
ship with the clinician may cause them to reduce their defensiveness
and admit to their fears, because these fears are at the conscious level.
Others act in a fearful, dependent, and avoidant manner such that
their hesitancies and dependency are quite obvious to a casual
observer. These patients may not have all the characteristics that
define an avoidant personality disorder, but the presence of avoidant
characteristics is strongly indicated in the profile.

Diagnosis: schizoid personality disorder with avoidant personality traits
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TWO-POINT CODES

Two-point codes are codes for which scores for two clinical personality
pattern scales are BR > 84 and for which scores for the remaining clin-
ical personality patterns are BR < 74. Because Millon subdivided pro-
totype personality disorders into several subtypes with many repre-
sented by two-point codes, what are listed here are interpretations
primarily for those subtypes that represent the more common MCM]
two-point codes as well. If a patient has a one-point code with one
subspike, it is recommended that the code types contained in this sec-
tion also be considered.

12A7 or IS

Patients with a 12A” (or 1S) code appear apathetic, dull, quiet, color-
less, vague, aloof, and introverted. They seem lost in their surround-
ings, blending into the background or engaging in vague pursuits.
They show limited enthusiasm for most activities, preferring a solitary
life and rarely initiating conversation. They seem indifferent to social
relationships and do not seek out social contact. They appear both to
have a low need for social involvement and to require little affection,
and they lack both warmth and emotional expression. They manifest
an emotionally bland appearance with flattened affect, combined with
a lack of sensitivity to their own feelings and those of others. They
lack an outward expression of aggression. They are often asexual, per-
haps as a result of their relationship deficits. They are quite conrent to
be passive, detached, and distant in their relationships. They have few
friends, preferring the life of a loner. The detachment is nort a defense
mechanism. They are comfortable this way and prefer it, at least at the
conscious level. Underneath this detachment lies a rich fantasy life
and excessive daydreaming. Intrapsychically, they are in a chronic
dilemma: They cannor be in 4 relationship without fearing engulf-
ment, yet they cannot be withour 4 relationship wirhour feeling
intense aloneness.

If this patient is married or in a committed relation-
ship, problems are likely to arise, such as spousal complaines of a lack

of involvement and intimacy. Others see these people as strange and
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their own feelings and those of others. They do not outwardly express
agaression. They are often asexual, perhaps as a result of their relation-
ship deficits. They are quite content to be passive, detached, and dis-
tant in their relationships. They have few friends, preferring the life of
a loner. The derachment is not a defense mechanism. They are com-
fortable this way and prefer it, at least ar the conscious level. Under-
neath this detachment lies a rich fantasy life and excessive daydream-
ing. Intrapsychically, they are in a chronic dilemma: They cannot be in
arelationship without fearing engulfment, vet they cannot be withour a
relationship withour feeling intense aloneness, If these patients are
married or in a commirred relationship, problems are likely ro arise,
such as spousal complaints of a lack of involvement and intimacy. Oth-
ers see these people as strange and spacey. Relationship deficits are
likely to be serious. These patients have low self-esreem, but more
often, they have difficulty expressing how they feel about rthemselves.

Their thinking can be ohscure at times, with cognitive slippage occa-

sionally manifested in speech. Their thoughts are vague and unfocused.

Depersonalization, feelings of emptiness, and identity diffusion are also
part of their personality structure, These patients tend to drift through
marginal aspects of society. When social demands become inescapable,
they are prone to anxiety reactions, somatoform disorders, and brief
reactive psychoses.

Millon has subtypes the schizoid personality disorder into four
variants, reflecting more central personality difficulties within his
domain model. Patients with a 12B" closely resemble the languid
schizoid type. The cardinal feature of this schizoid subtype is slow
motoric expression. These patients are characterized by o phlegmatic
temperament, deficient energy level, a slow personal tempo, delayed

reactivity to stimulus enrichment, and a weary exterior. They relare ro

others in a quiet, dependent style and rarely show affection.

Diagnosis: schizoid persenality disorder
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less schizoid type. The cardinal feature of this schizoid subtype i
marked deficit in relational ca

5

pacity, particularly as it pertains to the
normal exchange of emotions and feelings. They seem cold, emo-
tionally flat, and unperturbed by events that would normally stimy-
late the emotions.

Diagnosis: schizoid personaliry disorder

15

Patients with a 1S code appear apathetic, dull, quiet, colorl
aloof, and introverted, They seem lost in their surroundings, blending
into the background or engaging in vague pursuits. They show limited
enthusiasm for most activities, preferring a solitary life and rarel

€38, vague,

Vv initi-
ating conversation. They seerm inditferent to social relationships and
do not seek out social contact. They appear both to have » low need
for social involvement and to require little affection, and they lack
both warmth and emotional expression. They manifest an emotionally
bland appearance with flattened affecr, combined with a lack of sensi-
tivity to their own feelings and those of others. They do not outward]
express aggression. They are often asexual, perhaps as a result of their
relationship deficits. They are quite content to he passive, detached,
and distant in their relationships. They have few friends, preferring

the life of a loner. The detachment is nor a defense mechanism. They
are comfortable this way

y

and prefer it, at least at the conscious level
Underneath this detachment lies a rich fantasy life and excessive day-
dreaming. [ntrapsychically, they are in a chronic dilemma: They can-
not be in a relationship without tearing engulfmen
be without a relationship without feel

t, yet they cannot
ing intense aloneness. If these
patients are married or in a committed relationship, problems are
likely to arise, such as spousal complaints of a lack of involvement and
intimacy. Others see these people as strange and spacey. Relationship
deficits are likely to be serious. These patients have [ow self-esteem,
but more often, they have difficulty expressing how they feel abour
themselves. Their thinking can be obscure at times, with cognitive
slippage occasionally manifested in speech. Their thoughts are vague

and unfocused. Depersonalization, feelings of emptiness, and identity
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Millon has subtyped the avoidant personality disorder into four
variants, reflecting more central personality difficulties with his
domain model. Patients with a ZAZB code closely resemble the self-
deserting avoidant type. The cardinal features of these patients are
social aversion and self-devaluation. To avoid public exposure and
humiliation (because of anticipated rejection), these patients with.
draw from social relationships. Their increasing loneliness results in
increased melancholy, and their feelings of disconnection combined
with self-devalution pur them ar risk for suicide.

Diagnosis: avoidant persenalicy disorder

2A3

Patients with a 2A3 code present as socially awkward, withdrawn,
introverted, and self-conscious, Because they are hypersensitive ro
rejection and both fear and expect negative evaluations, they either
try to maintain a good social appearance despite their underlying
fear or they withdraw from social contacts. Tension, anxiety, and
anger may also he present, but all stem from the same issue—a desire
for social acceprance and a fear of rejection. Most often, they main-
fain a social distance to avoid any further experience of being
rejected. They are devastated by perceived signs of disapproval and
tend to withdraw, thus reducing their chances of enhancing relation-
ships. This circumstance results in social isolation despite a very
strong need for social relatedness. These patients can put on a pleas-
ant appearance to mask their underlying social anxiety, but they
have a pervasive belief that others will be disparaging of them. Their
essential conflict is a strong desire to relate but an equally strong
expectation of disapproval, depreciation, and rejection. This conflict
results in their keeping others at a distance bur also results in loneli-
ness, isolation, and continued shyness and timidity. They are at risk
for social phobias.

Millon has subtyped the avoidant personality disorder into four
rariants, reflecting more cenrral personality difficulties within his
domain model. Patients with a ZA3 code closely resemble the phobic

avoidant type. Patients of this subtype retain the essential core fea-
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physical or emotional withdrawal in public to avoid social disapproval.
Independent action may be stymied and emortions are suppressed
because of insecurity. These patients feel inadequate, so they probably
avoid actions that will lead to autonomy. Many such patients can hide
their social anxiety and appear to be without problems. Closer scrutiny
and a trusting relationship with the clinician may cause them to
reduce their defensiveness and admir to their fears, because these fears
are at the conscious level. Others act in a teartul, dependent, and
avoidant manner such that their hesirancies and dependency are quite
obvious to a casual observer,

Millon has subtyped the avoidant personality disorder into four
variants, reflecting more central personality difficulties within his
domain model. Patienrs with a BR between 75 and 84 closely resem-
ble the conflicted avoidant type. Patients of this subtype retain the
essential core features of the avoidant type and have the features of
the passive-aggressive (negativistic) personality. The cardinal feature
of the conflicted avoidant patient is fear of both dependence and
independence. Thus, the behavior of these patients is characterized
by internal struggles to withdraw from social contacts and a desire to
become involved in closer relationships. This conflict results in feel-
ings of low self-esteem and a discontented, petulant exterior that
may show paroxysmal hostility at the slightest provocation, This is
followed by remorse, regret, then further acting our in an endless
cycle of outbursts and moodiness. Their deep social mistrust and
anticipated rejection and depreciation make it extremely difficult to
retain stable interpersonal relationships.

Diagnosis: avoidant personality disorder

Z2AP

Patients with a 2AP code present as socially awkward, withdrawn,
introverted, and self-conscious. Because they are hypersensitive to
rejection and both fear and expect negative evaluations, they either
try to maintain a good social appearance despite their underlying fear
or withdraw from social contacts. Tension, anxiety, and anger may also
be present, but all stem from the same issue——a desire for social accep-

.
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2B2A

Patients with a 2B2A code are generally gloomy, pfassimistmi 0;;21:
serious, quiet, passive, and preoccupied with negatwg :venu‘ )CESL
often feel inadequate and have low self-esteem. They tend to “L.uli?cmd
sarily brood and worry and, though they.are umvxally.r\es)pfn‘rfzmr i:n.d,
conscientious, they are also self-reproaching and self«mmay, ‘té,(.rh
less of their level of accomplishment. They seem to Abe d(-),WT a rht
time and are quite hard to please. Thg seem tg find fault '1 i ;v;rr;h L:
most joyous experience. They are often described z;les‘ga‘tnv; :l')r;m h;
than positively. They feel it is furile to try to make improvements



136 INTERPRETING PERSONALITY TESTS

themselves, in their relationships, or in any sienificant aspect of their
life because their incessant pessimism leads them toward a defeatist oue-
look. Their depressive demeanor often makes others around them feel
guilty, because these patients are overly dependent on others for support
and acceprance. They have dithculty expressing anger and aggression
and perhaps introject it onto themselves. Interestingly, although their
mood is often one of dejection and their cognitions are often dominared
by negarive thoughs, they do not consider themselves depressed.

This personality style is present even in the absence of clinical
depression. Their melancholic, sober demeanor, combined with their
passivity and self-doubrs, puts them ar risk for occupational and mari-
tal problems. They are also at risk for dysthymia, if stressed with issues
of loss.

Millon has subdivided the depressive personality disorder into
five subtypes. These partients closely resemble the restive depressive
subtype. Patients with a 2B2A code rerain the essential features of the
depressive personality style and have features of the avoidant personal-
ity style. The essential feature of this personality subtype is an agitated
depression, vacillating between depressive despair and agitated
anguish. These partients feel both shamed and helpless but turn their
irritability and fears of rejection onto themselves. Unconsciously, their
behavior is designed to elicit sympathy, support, nurturance, and reas-
surance from significant others,

Diagnosis: personality disorder not otherwise specified (NOS), depres-
sive personality traits

Caution: Should these patients be clinically depressed (see page
186, Scales D, and CC, page 188), the personality profile described
here may be a manifestation of depression and not their basic person-
ality style. If this is true, then the symptoms and behaviors should
abate when the depression has been successfully treated.

2B3

Patients with a 2B3 code are generally gloomy, pessimistic, overly
serious, quiet, passive, and preoccupied with negative events. They
often feel inadequate and have low self-esteem. They tend to unnec-
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This personality style is present even in the absence of clinical
depression. These patients’ melancholic, sober demeanor, combined
with their passivity and self-doubrs, puts them at risk for occupational
and marital problems. They are also at risk for dysthymia, if stressed
with issues of loss.

Millon has subdivided the depressive personality disorder into
five subtypes. Patients with a 2BSA code closely resemble the ill
humored depressive subtype. They retain the essential features of the
depressive personality style and have features of the passive-aggressive
(negativistic) personality style. These patients have difficulty finding
pleasure in any activity and spend time grumbling and complaining
about their sorry state in life. They appear irritable, sour, bitrer, resent.
ful, discontented, critical, and constantly dissatisfied. Unconsciously,
their behavior is designed to elicit sympathy, support, nurturance, and
reassurance from significant others,

Diagnosis: personality disorder not otherwise specified (NOS), depres-
stve personality traits

Caution: Should these patients he clinically depressed (see Scale
D, page 186, and CC, page 188), the personality profile described here
may be a manifestation of depression and not their basic personality
style. If this is true, then the symptoms and behaviors should abare
when the depression has been successfully treated.

ZB8B

Patients with a 2B8B code are generally gloomy, pessimistic, overly
serious, quiet, passive, and preoccupied with negative events. They
often feel inadequate and have low self-esteem. They tend to unneces-
sarily brood and worry and, though they are usually responsible and
conscientious, they are also self-reproaching and self-critical, regard-
less of their level of accomplishment. They seem to be down all the
time and are quite hard to please. They seem to find fault in even the
most joyous experience. They are often described negatively racher
than positively. They feel it is futile o try to make improvements in
themselves, in their relationships, or in any sienificant aspect of their
lite because their incessant pessimism leads them toward a defearisr
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outlook. Their depressive demeanor often makes others around thcl.n‘
‘Elcd cuilty, because these patients are overly dcpendeﬂ? on others ﬁn{
support and acceptance. They have difficulty expressing zmgel‘ a?x:
“w;ressiun and perhaps introject it onto themselves. Inte'rcv*stmg 3
L;E;§1<,>zxg11 their mood is often one of dejection and the’n’ cothmiE irc
ofren dominated by negative thoughts, they do not consider them-
selves to be depressed. S
This personality style is present even in the absence of ¢ 111“‘;1Qil;
depression. These patients’ melancholic, sober dc"meanor, LOITL?TU(:}
with their passivity and self-doubts, puts them at risk for :\‘vcc.u‘patxo‘r‘mi
and marital problems. They are also at risk for dysthymia, if stressed
with issues of loss. | |
Millon has subdivided the depressive personality disorder mto
five subtypes. Patients with a 2B8B code closely{ resemble thel?it
derogatory depressive subtype. These patients rerain the es%enua L;/
tures of the depressive personality style and have fea&wes of the -bt '
defeating (masochistic) personality style. These paue.ms ess:nr,mll}%
express their anger, discontentment, and rese‘ntm'ent in the orn? I
self-derogatory statements and expressions of guilt that are unmi;
sciously designed to elicit support and reassurance. Underneath s'wv ;
expressions is a fear of abandonment. Circumstances of percgve\u
A:\“;rbtarcielled responsibilities are likely to exacerbate these ‘oebavwr&.
Caution: Should these patients have a clinical depre‘sszon (sAee
Scales D, page 186, and CC, page 188), the personality proh%
described here may be a manifestation of depression and not thcn
hasic personality style. If this is true, then the symptoms and béhavx()x*x
should abate when the depression has been successfully tregted)
Diagnosis: persondlity disorder not otherwise specified (NOS), depres-
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Millon has subdivided the dependent personality disorder into hv\;
subtypes. Patients with a 31 code closely resemble ti}g ineffectual
dependent subtype. They rerain the essential features of the depen-

i 2 3 C the schizoic S alicy.
dent personality and have the features of the schizoid personality
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The cardinal feature of these patients is a desire to avoid all demands
and adulr responsibilities that in any way would sugeese independence
and autonomy. Social withdrawal, communication deficits, absence of
true intimate relationships, and avoidance of independent actions
can be expected from them. The core motivation for the dependent
personality is to obrain and maintain nurturing and supportive rela-
tionships. It is quite possible that a person can act both passively and
assertively to accomplish this central goal. It has been theorized that
some form of overprotection during childhood produces this style, in
that these patients were not given the opportunity to learn
autonomous behaviors.

Diagnosis: dependent personality disorder

32A

Patients with a 32A code tend to lean on other people for security,
support, guidance, and direction. Such patients are passive, submis-
sive, dependent, and self-conscious and lack initiative, confidence,
and autonomy. Their temperament is pacifying and they try to avoid
conflict. They acquiesce to maintain nurturance, affection, protec-
tion, and security. They can be expected to he obliging, docile, and
placating, and they seek relationships in which they can lean on oth-
ers for emotional support. They have excessive needs both for
actachment and to be raken care of, and they feel helpless when
alone. They willingly submit to the wishes of others to maintain this
security, and this behavior tends to elicit helping and nureuring
behaviors in those around them. When threatened with a loss of
security, they seek out other relationships or institutions to take care
of them. Their basic conflict is a fear of abandonment. This fear
leads them to be overly compliant to ensure themselves of enduring
protection. Their need for support is overwhelming. They prefer the
dependent state and are genuinely docile. They have a self-image as
a weak and fragile person, avoiding responsibilities and thereby pre-
cluding any chance of autonomy. When stressed (with a disruption
of security), they are prone to develop anxiety and depressive disor-
ders and substance abuse problems.
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Millon has subdivided the dependent personality disorder into
five types. Patients with a 32A code closely resemble the disquieted
dependent subtype. They retain the essential teatures of the‘ depen-
dent personality and have features of the avoidant persgnahty, The
cardinal features of these patients are a combination of dependent
rraits plus a pervasive sense of apprehension, tension, and a constant
tear of rejection and abandonment. They cling to supportive authority
or to institutions, lest they be torally abandoned. Hostility toward
those on whom they depend is suppressed lest they experience rejec-
tion or loss of support. The intrapsychic struggle to suppress hostility
and cling to supportive structures in the face of a desire for indepen-
dence and yer a fear of rejection should they demonstrate assertive
hehaviors accounts for their restless demeanor. Ir can be expected,
though, that their social anxiety will be sufficiently controlled so they
will lean on institutions or others to take care of them.

The core motivation for the dependent personality is to obtain
and maintain nurturing and supportive relationships. It is quite possi-
ble that these patients can act both passively and assertively to accom-
plish this central goal.

It has been theorized that some form of overprotection during
childhood produces this style, in that these patients were not given
the opportunity to learn autonomous behaviors.

Diagnosis: dependent personality disorder

27

2

Patients with a 3’ code tend to lean on other people for security, sup-
port, guidance, and direction. Such patients are passive, submissive,
dependent, and self-conscious and lack initiative, confidence, and
autonomy. Their temperament is pacifying and they try to avoid con-
flict. They acquiesce to maintain nurturance, affection, protection,
and security. They can be expected to be obliging, docile, and plac:;m
ing, and they seck relationships in which they can lean on others for
emotional support. They have excessive needs both for attachment
and to be raken care of, and they feel helpless when alone. They

willingly submit to the wishes of others to mainrain this security, and
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this behavior tends to elicit helping and nurturing behaviors in those
around them. When threatened with a loss of security, they seek out
other relationships or institutions to take care of them. Their basic
contlict is a fear of abandonment. This fear leads them to be overly
compliant to ensure themselves enduring protection. Their need for
support is overwhelming. They prefer the dependent state and are
genuinely docile. They have a self-image as a weak and fragile per-
son, avoiding responsibilities and thereby precluding any chance of
autonomy. When stressed (with a disruption of security), they are
prone to develop anxiety and depressive disorders and substance
abuse problems.

Millon has subdivided the dependent personality disorder into
five types. Patients with a 3" code closely resemble the accommodating
dependent subtype. They retain the essential features of the dependent
personality and have features of the histrionic personality. Cardinal fea-
tures of these patients are their accommodating, placating, obliging,
and conciliatory behaviors exhibited to avoid conflict, rejection, loss,
and abandonment. They subsume their own personal identity under
that of those who meet their dependency needs. They act in an inferior
manner so others may dominate them and provide them with security,
but at the price of their own autonomy. They tend to focus on and cater
to the wishes and needs of others, suppressing their felt resentments or
disillusionment to maintain their support and approval.

The core motivation for the dependent personality is to obtain
and maintain nurturing and supportive relationships. It is quite possi-
ble thar these patients can act both passively and assertively to accom-
plish this central goal.

It has been theorized that some form of overprotection during
childhood produces this style, in that these patients were not given
the opportunity to learn autonomous behaviors.

Diagnosis: dependent personality

38B

Patients with a 38B code tend to lean on other people for security,

support, guidance, and direction. Such patients are passive, submis-
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sive, dependent, and self-conscious and lack initiative, confidence,
and autonomy. Their temperament is pacifying and they try to avoid
conflict. They acquiesce to maintain nurturance, atfection, protec-
rion, and security. They can be expected to be obliging, docile, and
slacating, and they seek relationships in which they can lean on oth-
u\ for emotional support. They have excessive needs for both attach-
ment and ro be taken care of, and they feel helpless when alone. They

willingly submit to the wishes of others to maintain this security, and

this behavior tends to elicit helping and nurturing behaviors in those

around them. When threatened with a loss of security, they seek out

other relationships or institutions to take care of them. Their basic

conflict is a fear of abandonment. This fear leads them to be overly

compliant to ensure themselves enduring protection. Their need for
support is overwhelming. They prefer the dependent state and are

venuinely docile. They have a self-image as a weak and fragile person,

avoiding responsibilities and thereby precluding any chance of auton-
omy. When stressed (with a disruption of security), they are prone to
develop anxiety and depressive disorders and substance abuse prob-
lems. :

Millon has subdivided the dependent personality disorder into
five types. Patients with a 38B code closely resemble the selfless depen-
dent subtype. They retain the essential features of the dependent per-
sonality and have features of the self-defeating personality. The cardi-
nal feature of these patients is their willingness to submerge their own
identity so that it appears as fused with the accomplishments of a sig-
nificant other. Their own sense of self comes from values and deeds of
the cathected object. This provides them with a sense of self-esteem,
security, and stability.

The core motivation for the dependent personality is to obtain
and maintain nurturing and supportive relationships. It is quite possi-
ble that these patients can act both passively and assertively to accom-
plish this central goal.

[t has been theorized that some form of overprotection during
childhood produces this style, in that these patients were not given
the opportunity to learn autonomous behaviors.

Diagnosis: dependent personality disorder
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43

Expect patients with a 43 code to be overly dramatic, with strong
needs to be the center of atrention. Such patients are seductive,
through speech, style, dress, or manner, and seck constant stimula-
tion and excirement in an exhibitionistic armosphere; they require
praise and attention. They are emotionally labile, are easily excited,
and have frequent emotional ourbursts. They are very gregarious,
assertive, and socially outgoing, but they manipulate people to draw
their approval and affection. They have strong needs for constant
social acceprance. They are socially facile and seductively engaging,
such that others are drawn to their enchanting manner. Relation-
ships are often shallow and strained, however, as a result of their
repeatedly dramatic and emotional outbursts and their self-centered-
ness. Denial and repression are their main defenses. They court the
favor of others, but beneath this confident and self-assured persona is
a fear of autonomy and independence that requires constant accep-
tance and approval to keep it in abeyance. They tend to displace
anxieties when stressed. They are at risk for somaroform disorders
and marital problems.

Millon has subdivided the histrionic personality disorder into six
subtypes. Patients with a 43 code closely resemble the appeasing histri-
onic subtype. They retain the essential features of the histrionic per-
sonality and have features of the dependent personality. The cardinal
feature of these patients is their unrelenting desire to please other peo-
ple. Their main goal is not to seek attention but rather approval. They
would do almost anything to placate valued others, largely because of a
self-image that they are inadequate and unlovable. This latter aspect is
largely unconscious. Millon has theorized that this subtype represents
a transferential pattern whereby repressed hostility felt toward an
unpleasant childhood caretaker (usually a parent) is projected vet
denied on to a symbolic object. Through reaction formation, rhese
patients believe using an excessively conciliatory manner is necessary
to gain approval.

Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
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measures of mental disorders; (2) infrequently appears in MCMI code
types in psychiatric patients, except for substance abuse; and (3) is fre-
quently the scale with the most elevated scores among nonclinical

~atients who have taken this test, particularly among women. These

[

seople would have a gregarious, exrroverted, and socially engaging
personality style but not a histrionic disorder. The clinician needs to
wvaluate which of these rwo possibilities is applicable to the particular

Lahs

)

patient.
Diagnosis: histrionic personality disorder

[
LN

Expect patients with a 45 code to be overly dramatic and have strong
needs to be the center of attention. Such patients are seductive,
through speech, style, dress, or manner, and seek constant stimula-
tion and excitement in an exhibitionistic atmosphere; they require
praise and attention. They are emotionally labile, are easily excited,
and have frequent emotional outbursts. They are very gregarious,
assertive, and socially outgoing, but they manipulate people to draw
their approval and affection. They have strong needs for constant
social acceptance. They are socially facile and seductively engaging,
such that others are drawn to their enchanting manner. Relation-
ships are often shallow and strained, however, as a result of their
repeatedly dramartic and emotional outbursts and their self-centered-
ness. Denial and repression are their main defenses. They court the
favor of others, but beneath this confidenr and self-assured persona is
a fear of autonomy and independence that requires constant accep-
tance and approval to keep it in abeyance. They tend to displace
anxieties when stressed. They are at risk for somatoform disorders
and marital problems.

Millon has subdivided the histrionic personality disorder into six
subtypes. Patients with a 45 code closely resemble the vivacious histri-
onic subtype. They retain the essential features of the histrionic per-
sonality and have features of the narcissistic personality. The cardinal
features of this subtype are a hypomanic-like level of energy, enthusi-
asm, buovancy, and flamboyance, combined with easy excitability,
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impulsiveness, and vivacious playfulness. They show many narcissistic
traits and are quite animated. However, they retain the excessive need
for atrention and approval that is characteristic of the histrionic style
and remain superficial and unaware of the effect of their behaviors on
others.

Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI code
types in psychiatric patients, except for substance abuse; and (3) is fre-
quently the scale with the most elevared scores among nonclinical
patients who have taken this test, particularly among women. These
people would have a gregarious, extroverted, and socially engaging
personality style but not a histrionic disorder. The clinician needs to
evaluate which of these two possibilities is applicable to the particular
patient.

Diagnosis: histrionic personality disorder

46A

Expect patients with a 46A code to be overly dramatic, with strong
needs to be the center of attention. Such patients are seductive,
through speech, style, dress, or manner, and seek constant stimulation
and excitement in an exhibitionistic atmosphere; they require praise
and attention. They are emotionally labile, are easily excited, and
have frequent emotional outbursts. They are very gregarious, assertive,
and socially outgoing, but they manipulate people to draw their
approval and affection. They have strong needs for constant social
acceptance. They are socially facile and seductively engaging, such
that others are drawn to their enchanting manner. Relationships are
often shallow and strained, however, as a result of their repeatedly dra-
matic and emotional outbursts and their self-centeredness. Denial and
repression are their main defenses. They court the favor of others, but
beneath this confident and self-assured persona is a fear of autonomy
and independence that requires constant acceptance and approval to
keep it in abeyance. They tend to displace anxieties when stressed.

They are at risk for somatoform disorders and marital problems.
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Millon has subdivided the histrionic personality disorder into six

suhtypes. Parients with a 46A code closely resemble the disingenuous
histrionic subtype. They retain the essential features of the histrionic
nersonality and have features of the antisocial personality. The cardi-
;ml feature of these patients is their shallow, superﬁciaé interpersonal
relationships. They are insincere, unreliable, calculating, and deceic-
tul, despite their superficial charm and overt friendliness. Their basic
defenses are denial, repression, rationalization, and externalization.
They are quite egocentric and hedonistic and basically insincere in
their relationships. Unconsciously, they believe they are unlovable, so
they act in ways to force others to love them. These patients are easily
provoked and may react vindictively.
» Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI code
types in psychiatric patients, except for substance abuse; and (3) is fre-
quently the scale with the most elevated scores among nonclinical
patients who have taken this test, particularly among women. These
people would have a gregarious, extroverted, and socially engaging
personality style but not a histrionic disorder. The clinician needs to
evaluate which of these two possibilities is applicable to the particular
patient.

Diagnosis: histrionic personality disorder

8A

e

Expect patients with a 48A code to be overly dramatic, with strong
needs to be the center of attention. Such patients are seductive,
through speech, style, dress, or manner, and seek constant stimulation
and excitement in an exhibitionistic atmosphere; they require praise
and attention. They are emotionally labile, are easily excited, and
have frequent emotional outhursts. They are very gregarious, assertive,
and socially outgoing, bur they manipulate people to draw their
approval and affection. They have strong needs for constant snc’u?i
acceptance. They are socially facile and seductively engaging, such

that others are drawn to their enchanting manner. Relationships are
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often shallow and strained, however, as a result of their repearedly dra-

natic and emotional outbursts and their self-centeredness. Denial and

repression are their main defenses. They court the favor of others, bur
beneath this confident and self-assured persona is a fear of autonomy
and independence that requires constant acceptance and approval to
keep it in abeyance. They tend ro displace anxieties when stressed,
They are at risk for somaroform disorders and marital problems.

Millon has subdivided the histrionic personality disorder into six
subtypes. Patients with a 48A code closely resemble the rempestuous
histrionic subtype. They retain the essential features of the histrionic
personality and have features of the passive-aggressive (negativistic)
personality. The cardinal features of these patients is their turbulent
emotional expressiveness, which is reactive to minor provocations.
This emotional lability and their impulsive acting-out behaviors
comingle with a petulant, moody, querulous, and brooding demeanor
that results in ephemeral displays of anger followed by a return to their
basic histrionic style.

Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI code
types in psychiatric patients, except for substance abuse; and (3) is fre-
quently the scale with the most elevared scores among nonclinical
patients who have taken this test, particularly among women. These
people would have a gregarious, extroverted, and socially engaging
personality style but not a histrionic disorder. The clinician needs to
evaluate which of these two possibilities is applicable to the particular
patient.

Diagnosis: histrionic personality disorder

4C

Expect patients with a 4C code to be overly dramatic, with strong

be the center of artenrion. Such patients are seductive,

r}‘wu;j speech, style, dress, or manner, and seek constant stimulation

needs to

and excitement in an exhibitionistic armosphere; they require praise

and atrention. They are emotionally labile, are easily excired, and
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have frequent emotional outbursts. They are very gregarious, assertive,
and socially outgoing, but they manipulate people ro draw their
approval and affection. They have strong needs for constant social
acceprance. They are socially facile and seductively engaging, such
rhat others are drawn to their enchanting manner. Relationships are
often shallow and strained, however, as a result of their repeatedly dra-
matic and emotional outbursts and their self-centeredness. Denial and
repression are their main defenses. They court the favor of others, but
rencath this confident and self-assured persona is a fear of autonomy
and independence that requires constant acceptance and approval to
keep it in abeyance. They tend to displace anxieties when stressed.
They are at risk for somatoform disorders and marital problems
Millon has subdivided the histrionic personality disorder into six
subtypes. Patients with a 4C code closely resemble the infantile histri-
onic subtype. They retain the essential features of the histrionic person-
ality and have features of the borderline personality style. The cardinal
teature of these patients is their erratic emotionality, characterized by
labile and volatile emotional expression. They behave in very childlike
ways (e.g., pouting, clinging, demanding) and they are overly attached
to a strong figure.

Caution: Empirical research has shown that Scale 4 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI
code types in psychiatric patients, except for substance abuse; and
(3) is frequently the code with the most elevated scores among non-
clinical patients who have taken this test, particularly among
women. These people would have a gregarious, extroverted, and
socially engaging personality style but not a histrionic disorder. The
clinician needs to evaluate which of these two possibilities is applic-
able with the particular patient.

Diagnosis: histrionic personality disorder

L

4

Patients with a 54 code are quite self-centered and expect people to

recognize their special qualities, and they require constant praise and
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recognition. They have excessive entitlement expectations and

demand special favors. Grandiose statements of self-importance are
readily elicired, and they consider themselves particularly attractive.
They appear egocentric, arrogant, haughty, conceited, boastful, snob-
bish, pretentious, and supercilious. They exploit people and manipu-

late them with an air of superiority. Although they can be momentar-

] 1 1 i . . . -
ity charming, they have a deficient social conscience and think only of

themselves. They show a social imperturbability and are likely to dis-

My

regard social constraints. They exploit social relationships, are indif-

e,

erent to the righrs of others, relate in an autocratic manner, and
expect others to focus on them. Although this basic style often alien-
ates other people, they respond wirh a sense of contempt and indiffer-
¢ because their inflared sense of self needs no confirmation from

l
othe people. They are quite grandiose and arrogant and rarely show

enc
signs of self-doubt. If they are humiliated or experience a narcissistic
injury, they are prone to develop an affective disorder and perhaps a
paranoid disorder. Many substance abusers also have a narcissistic per-
sonality style.

Millon has subdivided the narcissistic personality disorder into
four subtypes. Patients with a 54 code closely resemble the amorous
narcissistic subtype. They retain the essential features of the narcissis-
tic personality and have features of the histrionic personality. The car-
dinal features of these patients are their sexual seductiveness and

for sexual conquest to demonstrate their self-worth. These

desire
patients resort to lying, sexual bantering, sexual excesses, and fraud
and use any means to artain sexual dominance. Their self-worth seems
to emanate from their ability ro beguile others with their clever
charm, air of superiority, self-confidence, and boastful exploits. Their
relationships tend to be brief, as they need to begin the process over
and over again. Unconsciously, the amorous narcissist probably has

feelings of inadequacy and low self-worth.

Caution: Empirical research has shown that Scale 5 (1) corre-
lates positively with measures of mental health and negatively with

measures of mental disorders; (2) iz nirequently appears in MCMI code

P SR N T 5 s
types in psychiatric patients, except for substance abuse; and (3) is fre-

quently th with the most elevared scores among nonclinical

T
ey
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patients who have taken this test, particularly among women. These
people would have a confident demeanor with high self-regard and
seem socially charming and perhaps even artention seeking as a per-
sonality style bur do not have a narcissistic personaliry disorder. The
clinician needs o evaluate which of these rwo possibilities is applica-
ble to the particular patient.

Diagnosis: narcissistic personality disorder

S6A

Parients with a 56A code are quite self-centered, expect people to rec-

ognize their special qualities, and require constant praise and recogni-

tion. They have excessive entitlement expectations and demand spe-
cial favors. Grandiose statements of self-importance are readily
elicited, and they consider themselves particularly attractive. They
appear egocentric, arrogant, haughty, conceited, boastful, snobbish,
pretentious, and supercilious. They exploit people and manipulare
them with an air of superiority. Although they can be momentarily
charming, they have a deficient social conscience and think only of
themselves. They show a social imperturbability and are likely to dis-
regard social constraints. They exploit social relationships, are indif-
ferent to the rights of others, relate in an autocratic manner, and

pect others to focus on them. Even though this basic style often

alienates other people, they respond with a sense of contempt and

indifference because their inflated sense of self needs no confirmation

from other people. They are quite grandiose and arrogant and rarely

show signs of self-doubt. If they are humiliated or experience a narcis-
g y

sistic injury, they are prone to develop an affective disorder and per-

haps a paranoid disorder. Many substance abusers also have a narc
ric personality 5{\/%&
Millon has subdivided the narcissistic personality disorder into
1

h;m subtypes. Patients wiih a 56A code caﬁ;seiy resemble the unprin-

7E

inal fearures of rhese patients is
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tionships only when it is to their benefit. They have no sense of loy-
alty and no social conscience, so they are indifferent to the welfare
of others and willingly exploit them. They tend to react impulsively
ked. They may live on the edge of the law or flaunt the
law, believing they are above it. They are replete with deceit, vindic-

when prove

tiveness, and malice projected onro those they hold responsible for
their annoyances. Their demeanor is one of arrogant disregard and
they project an air of intimidarion. They maintain a cool appearance
and seem defiant in the face of threats or punishment. They are ar
extreme risk for legal problems, vocational problems, substance
abuse, and marital disruptions.

Caution: Empirical research has shown that Scale 5 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) infrequently appears in MCMI code
types in psychiatric patients, except for substance abuse; and (3) is fre-
quently the scale with the most elevated scores among nonclinical
patients who have taken this test, particularly among men. These peo-
ple would have a confident demeanor with high self-regard and seem
socially charming and perhaps even attention seeking as a personality
style but they do not have a narcissistic personality disorder. The clin-
ician needs to evaluate which of these two possibilities is applicable to
the particular patient.

Diagnosis: narcissistic personality disorder, antisocial personality dis-
order, or both

58A or 52A

Patients with a 58A or 52A code are quite self-centered, expect people
to recognize their special qualities, and require constant praise and
recognition. They have excessive entitlement expectations and
demand special favors. Grandiose statements of self-importance are
readily elicited, and they consider themselves particularly attractive.
They appear egocentric, arrogant, haughty, conceited, boastful, snob-
bish, pretentious, and supercilious. They exploit people and manipu-
late them with an air of superiority. Although they can be momentar-
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{1y charming, they have a deficient social conscience and think only 4(»1'
g};cmidve& They show a social imperturbability and are likely to dxsf
regard social constraints. They exploit social relationships, are indif-
forent to the tights of others, relate in an autocratic manner, and
expect others to focus on them. Even though this hﬂa&ic style often
slienates other people, they respond with a sense of contempt and
indifference because their inflated sense of self needs no confirmation
from other people. They are quite grandiose and arrogant and rarely
show signs of self-doubt. If they are humiliated or experience a narcis-
sistic injury, they are prone to develop an affective disorder and per-
haps a paranoid disorder. Many substance abusers also have a narci
ric personaliry style.

‘ Millon has subdivided the narcissistic personality disorder into
four subtypes. Patients with a 58A or 52A code closely resemble the
compensating narcissistic subtype. They retain the essential features of
the narcissistic personality and have features of the passive-aggressiv sive
(negativistic) or avoidant personality styles. The carc%ma! feature of
these patients is their strong desire to be seen as confident, superior,‘
and worthy of worship, which derives from an underlying sense of
insecuriry and lack of self-esteem. They are attempting to compensate
for early-life psychological deprivations by striving for prestige and
enhancing their fragile sense of self. They live in fear that others will
discover they are a fraud.

Caution: Empirical research has shown that Scale 5 (1) corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; {2) infrequently appears in MCMI C(?dc
types in psychiatric patients, except for substance abuse; and (3) h frc«
quently the scale with the most elevated scores among nonclinical
patients who have taken this test, particularly among men. These peo-
fi would have a confident demeanor with high self-regard and seem
socially charming and perhaps even attention seeking as a personality
style, but they do not have a narcissistic personality disorder. The clin-
ician needs to evaluate which of these two possibilities is applicable to
the 'mmcuiar patient.

Diagnosis: narcissistic personality disorder
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6AL or 6A2A

Dt e . 9
IJTIQI‘LYD W’l(h a 6A1 or 6/—\LA C()dC are quite narcissistic, fezlrles‘s
Py

YICAACIOUS ari s ]
pugnacious, daring, blunt, aggressive and assertive, irresponsible
sponsible, -

impulsive, ruthless, victimizing, intimidating, and dominating: often
are energetic and competitive; and are quite determined zm? inde-
pendent. They are argumentative, self-reliant, revengeful, and vindic-
tive. They are chronically dissatisfied and harbor regentments toward
?eopie who challenge, criticize, or express disapproval of their behay-
ior. They are characteristically touchy and jealous, brood over per-
ceived slights and wrongs, and provoke fear in those around tﬁem
through their intimidating social demeanor. They rend to present
with an angry, hostile affect. They are suspicious and skepsicai of the
motives of other people, plan revenge for past grievances, and view
others as untrustworthy. They avoid expressions of warmth, gentle-
ness, closeness, and intimacy, viewing such involvements as aZign of
weakness. They often ascribe their own malicious tendencies ontvo
the motives of others. They feel comfortable only when they have
power and control over others. They are continually on guard against
anticipated ridicule and act out in a socially intimidating m;rmekr
desiring to provoke fear in others and to exploir others fofselfiqain?
These patients are driven by power, by malevolent projections, and by
an expectation of suffering at the hands of others, so they react to
maintain their autonomy and independence. Millon believes thét
their behavior is motivated by an expectancy that people will be
rejecting and that other people are malicious, devious, and veneeful
thus justifying a forceful counteraction to maintain their own aztonj
omy. They are alert for signs of ridicule and contempt, and they react
with impulsive hostility in response to felt resentments. They aré
prone to substance abuse, relationship difficulties, vocational deficits
and legal problems. )
) Millon has subdivided the antisocial personality disorder into
five types. Patients with a 6A1 or 6A2A code closely resemble thé
nomadic antisocial subtype. They have the features of the antisocial
personality with those of the schizoid or avoidant personality styles.
These patients are generally indifferent and disengaged from social
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responsibilities. They go through life remaining on the periphery ot
weial roles, and they socially withdraw to mask their intense feclings
of anger and resentment. In a psychoanalytic sense, their nomadic
~xistence may symbolically represent a search for a home and for
p;zycnm‘: love and acceptance, which they feel have been missing in
their lives. They feel that society has been unjust to them and they
therefore distance themselves from the possibilities of continued fur-
cher disappointments. These patients are comparatively more benign
than other antisocial subtypes but remain asocial and angry over their
“shandoned” status. Other people would describe them as loners.

Many drug addicts have tested as having this pattern on the
VOMLIL Tn those instances in which patients have not had a
nomadic parttern, their Scale | spike may suggest an emotionally
Jetached personality with a self-imposed withdrawal and isolating
behavior to bind anxiety. However, when stressed, they are prone to
erupt in antisocial behavior.

Note: It is possible to have an antisocial character style without
engaging in antisocial (criminal) behavior.

Diagnosis: antisocial personality disorder

6A4

Patients with a 6A4 code are quite narcissistic, fearless, pugnacious,
daring, blunt, aggressive and assertive, irresponsible, impulsive, ruth-
less, victimizing, intimidating, and dominating; are often energetic
and competitive; and are quite determined and independent. They are
argumentative, self-reliant, revengeful, and vindictive. They are
chronically dissatisfied and harbor resentments against people who
challenge, criticize, or express disapproval of their behavior. They are
characteristically touchy and jealous, brood over perceived slights and
wrongs, and provoke fear in those around them through their intimi-
dating social demeanor. They tend to present with an angry and hos-
tile affect. They are suspicious and skeptical of the motives of other
people, plan revenge for past grievances, and view others as untrust-
worthy. They avoid expressions of warmth, gentleness, closeness, and

intimacy, viewing such involvements as a sign of weakness. They often
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ascribe their own malicious tendencies onto the motives of others.

They feel comfortable only when they have power and control over -
others. They are continually on guard against anticipated ridicule and

act out in a socially intimidating manner, desiring to provoke fear in
others and to exploit others for self-gain. These patients are driven by
power, by malevolent projections, and by an expectation of suffering at
the hands of others, so they react to maintain their autonomy and
independence. Millon believes that their behavior is motivated by an
expectancy that people will be rejecting and that other people are
malicious, devious, and vengeful, thus justifying a forceful counterac-
tion to maintain their own autonomy. They are alert for signs of
ridicule and contempt, and they react with impulsive hostility in
response to felt resentments. They are prone to substance abuse, rela-
tionship difficulties, vocational deficits, and legal problems.

Millon has subdivided the antisocial personality disorder into
five types. Patients with a 6A4 code closely resemble the risk-taking
antisocial type. They retain the essential features of the antisocial per-
sonality and have features of the histrionic personality. The cardinal
feature of these patients is their desire for adventure, stimulation, dan-
ger, and perilous activity. This desire is motivated by a feeling of being
trapped by routinized tasks and by daily responsibilities. These patients
are sensation seekers who appear fun loving but are quite unreliable
and undependable and possess essentially antisocial personality traits.

Note: It is possible to have an antisocial character style without
engaging in antisocial (criminal) behavior.

Diagnosis: antisocial personality disorder

6AS

Patients with a 6A5 code are quite narcissistic, fearless, pugnacious,
daring, blunt, aggressive and assertive, irresponsible, impulsive, ruth-
less, victimizing, intimidating, and dominating; are often energetic
and competitive; and are quite derermined and independent. They
are argumentative, self-reliant, revengeful, and vindicrive. They are
chronically dissatisfied and harbor resentments against people who
challenge, criticize, or express disapproval over their behavior. They
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are characreristically touchy and jealous, brood over perceived
Jlights and wrongs, and provoke fear in those around them through
their intimidating social demeanor. They tend to present w1th. an
angry, hostile affect. They are suspicious and skeptical of the motives
of other people, plan revenge for past grievances, and view others as
antrustworthy. They avoid expressions of warmth, gentleness, close-
ness, and intimacy, viewing such involvements as a sign of weakn.ess.
They often ascribe their own malicious tendencies onto the motives
of others. They feel comfortable only when they have power and
control over others. They are continually on guard against antici-
pared ridicule and act out in a socially intimidating manner, desiring
;‘o provoke fear in others and to exploit others for self-gain. These
patients are driven by power, by malevolent projections, and by ‘zm
expectation of suffering at the hands of others, so they react to main-
rain their autonomy and independence. Millon believes that their
hehavior is motivated by an expectancy that people will be rejecting
and that other people are malicious, devious, and vengeful, thus jus-
tifying a forceful counteraction to maintain their own aut(mox?ay.
They are alert for signs of ridicule and contempt, and they react with
impulsive hostility in response to felt resentments. They are prone to
substance abuse, relationship difficulties, vocational deficits, and
legal problems. -

Millon has subdivided the antisocial personality disorder into
five types. Patients with a 6A5 code closely resemble the reputation-
defending antisocial type. They retain the essential features of Fhe
antisocial personality and have features of the narcissistic personality.
The cardinal feature of these patients is their desire to maintain an
image and reputation as a tough, aggressive, and mean-spirited person.
Their personality style provides them with group status and usually a
position of authority and leadership within a deviant subgroup. Thef;
are quick to attack and assail anyone or anything that threatens their
status. They need to be seen as strong and as a person not to be
“messed with.” -

Note: It is possible to have an antisocial character style without
engaging in antisocial (criminal) behavior.

Diagnosis: antisocial personality disorder
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6A6E or 6AP

Patients with a 6AG6B or 6AP code are quite narcissistic, fearless,

pugnacious, daring, blunt, aggressive and assertive, irresponsible; -

impulsive, ruthless, victimizing, intimidatmg, and dominating; are

often energetic and competitive; and are quite determined and inde-
pendent. They are arqumentative, self-reliant, revengeful, and vindic-
tive. They are chronically dissatisfied and harbor resentments against
people that challenge, criticize, or express disapproval of their behavior.
They are characteristically rouchy and jealous, brood over perceived
slights and wrongs, and provoke fear in those around them through
their intimidating social demeanor. They tend to present with an angry,
hostile affect. They are suspicious and skeptical of the motives of other
people, plan revenge for past grievances, and view others as untrustwor-
thy. They avoid expressions of warmth, gentleness, closeness, and inti-
macy, viewing such involvements as a sign of weakness. They often
ascribe their own malicious tendencies onto the motives of others.
They feel comfortable only when they have power and control over
others. They are continually on guard against anticipated ridicule and
act out in a socially intimidating manner, desiring ro provoke fear in
- others and to exploit others for self-gain. These patients are driven by
power, by malevolent projections, and by an expectation of suffering at
the hands of others, so they react to mainrtain their autonomy and inde-
pendence. Millon believes that their behavior is motivated by an
expectancy that people will be rejecting and that other people are mali-
cious, devious, and vengeful, thus justifying a forceful counteraction to
maintain their own autonomy. They are alert for signs of ridicule and
contempt, and they react with impulsive hostility in response to felt
resentments. They are prone to substance abuse, relationship difficul-
ties, vocational deficits, and legal problems.

Millon has subdivided the antisocial personality disorder into
five types. Patients with a 6A6B or 6AP code closely resemble the
malevolent antisocial type. They retain the essential features of the
antisocial personality and have features of the aggressivefsadistic or
paranoid personality styles. The cardinal features of these patients are
their particularly evil intentions and behavior. These patients are
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: el and
especially hostile, vindictive, belligerent, aggressive, brutal, and
K);cmful They distrust others, anticipate punishment from them, and
cenct with cold retaliation. They show or feel little guilt ot remorse for

cact w

oy of their actions. They maintain an image of strength, power, and
any ol ) Y
Jominance.

Diagnosis: antisocial personality disorder

6B2A
Patients with a 6B2A code may not be publicly antiso.cial, buit r¥1§it'
clinical features are quite similar ro those of the antisocial Person;xhty
and the style may be considered as a more pathnloglm? variant of t'};e
antisocial style. They engage in behaviors that are abusive and humi ,P
ating and may violate the rights and feelings of o.thers. They {Hf
aggressive, forceful, commanding, militant, d(,nmnecm“fg, hardh’e(u L{Lly
hlvstiie, dominating, intimidating, pervasively destructive, and ﬂi’k(l?c}»
They become combative when provoked, and theyAare antago.n‘l\?tlxu
and disagreeable people. They tend to be touchy, exc1table, and irrita-
ble and react angrily when confronted. In psychoanalytic terlr%s, t:hey
are sadistic personalities. Some are able to SlelilllaFe these traits 1;fo
socially approved vocations. When their autonomy is threatened, ; &y
are prone to spouse abuse and explosive outbursts that may result in
gal problems. |
o i;iﬂon has subdivided the aggressive/sadistic personality disorder
into four subtypes. Patients with a 6B2ZA code closely resembl; t};c
spineless sadist subtype. They retain the essential fearur(eis‘ 0 tL
aggressive/sadistic personality and have features of the avoid étltfp;t:
sﬁnality. These patients show the essential protor:ype feétufresl‘o tl:
aggressivefsadistic personality, but they do so to h@e t}?elr ee 1)ng; Q
inadequacy and fearfulness. Their aggressive behavior x\ c'uuntcrAp }oi
bic and is a reaction formation designed to hide their 111S€CUI‘1T,;€§;.
They rely on group support to help them hide their weakness and they
tend to pick on weaker scapegoats. ‘ . N -
Diagnosis: personality disorder not otherwise specified (NOS), aggres-

sive personality traits
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6B7

Patients with a 6B7 code may not be publicly antisocial, but their
clinical features are quite similar to those of the antisocial personal-
ity and the style may be considered as a more pathological \'Ell‘iil;nt of
the antisocial style. They engage in behaviors that are abusive and
humiliating and may violate the rights and feelings of others. They
are aggressive, forceful, commanding, militant, domineering, hard-
headed, hostile, dominaring, intimidating, pervasively destructive
and brutal. They become combative when provoked, and they arc;
antagonistic and disagreeable people. They tend to be touchy.
excitable, and irritable and react angrily when confronted. In psy:
choanalytic terms, they are sadistic personalities. Some are able to
sublimate these traits into socially approved vocations. When ‘rheir
autonomy is threatened, they are prone to spouse abuse and explo-
sive outbursts that may result in legal problems. A

. Millon has subdivided the aggressive/sadistic personality disorder
into four subtypes. These patients closely resemble the enforcine sadist
subtype. They rerain the essential features of the aggressive/:adistic
personality and have features of the compulsive persongility. The cardi-
nal feature of these patients is their abuse of social power. They are
often in positions of socially sanctioned roles where their responsibili-
ties include meting out punishment. They have lost their sense of hal-
ance and rigidly apply punishment in an inhumane and self—righteo’us
manner. They may occupy legitimate social roles (e.g., police officer)
or may be engaged in illicit social roles (e.g., mob hit man).

Diagnosis: personality disorder not otherwise specified (NOS), agores-

sive personality traits -

6B8A or 6BP

Patients with a 6B8A or 6BP code may not be publicly antisocial, but
their clinical features are quite similar to those of the antisocial’per‘
sonality and the style may be considered as a more patholocicarl vari-
ant of the antisocial style. They engage in behaviors that a;e abusive
and humiliating and may violate the rights and feelings of ot}{ers.
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They are aggressive, forceful, commanding, militant, domineering,
hardheaded, hostile, dominating, intimidating, pervasively destruc-
tive, and brutal. They become combative when provoked, and they
are antagonistic and disagreeable people. They tend to be touchy,
excitable, and irritable and react angrily when confronted. In psycho-
analytic terms, they are sadistic personalities. Some are able to subli-
mate these traits into socially approved vocations. When their auton-
omy is threatened, they are prone to spouse abuse and explosive
outbursts that may result in legal problems.

Millon has subdivided the aggressive/sadistic personality disorder
into four subtypes. Patients with a 6B8A or 6BP code closely resemble
the tyrannical sadist subtype. They retain the essential features of the
ageressive/sadistic personality and have features of the passive-aggres-
sive (negativistic) or paranoid personality styles. The cardinal feature
of these patients is their use of violence to intimidate, terrorize, and
subjugate weaker people, forcing them to cooperate and obey. These
patients act in a menacing, threatening, abusing, and demeaning man-
ner and feel satishied with the violence they perpetrate. If these
patients do not have an actual history of physical violence, then they
use threats of cruelty, verbal abuse, and threats of violence to keep
people in line. Millon considers this type to be one of the most fright-
ening and cruel types of any personality disorder.

Diagnosis: personality disorder not otherwise specified (NOS) , aggres-

sive personality traits

71

Patients with a 71 code are behaviorally rigid, constricted, conscien-
tious, polite, organized, meticulous, punctual, respectful, often per-
fectionistic, formal, prudent, overconforming, cooperative, compli-
ant with rules, serious, moralistic, self-righteous and self-disciplined,
efficient, and relatively inflexible. They place high demands on
themselves. They are emotionally restrained, suppressing strong
resentments and anger, and they appear tense and grim but emotion-
ally controlled. They are socially conforming and prone to a repeti-

tive lifestyle, as a result of engaging in a series of patterned behaviors
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and rules that must be followed. They have fears of social disapproval
and are‘modcls of propriety and restraint. They show cxcewi:x
respect h{:h authority but may treat subordinates in an HUEOC;;ui;
manner. They operate from a sense of duty that compels tl e
let others down, thus risking the condeii;Tiiii:'\:?ptL\) m'ei‘n"t‘n .

¢ : of authority figures.
They show an anxious conformity. They strive to avoid criticism but
expect it because of what they perceive to be their personal short-
comings. They fear making misrakes because of expected ;‘ii\"l >-
proval. Their behavior stems from a conflict between a felt ho;rgl(ii'
that they wish to express and a fear of social disapproval should the\i
expose this underlying oppositional resentment. This circumsmncl
forces them to become overconforming, thus placing high demands
on themselves that serve to control this intense ang;r, which occcklf
sionally breaks through into their behavior. ()bse%ti;/e thinking 'C '
or may not be present. o o
_ Millon has subdivided the compulsive personality disorder into
m‘fe subtypes. Patients with a 71 code closely resemble the parsimo-
nious compulsive. They retain the essential features of the ca)mpuls‘i@
personality and have features of the schizoid personality. The cardinal
f@&taf@ of thesg patients is intensely tight-fisted, penny-pinching,
hoarding behavxor‘ These patients have been deprived at some poiu't
in their life and doggedly protect their possessions. They are‘unwillm y
to share. They maintain an emotional distance from people focusini
on external signs of self-worth to hide their inner sense of’ person‘:l
emptiness.

Caution: Empirical research has shown that (1) Scale 7 corre-
lates positively with measures of mental health and negatively with
mefsums of mental disorders; (2) Scale 7 infrequemfy appears ivn
MCMI code types in psychiatric patients; (3) Scale 7 is frequently the
scale with the most elevared scores among nonclinical pz}tienrslwho
have taken this rest, Aparticularly among men; and (4) the only study
that has used the MCMI with patients with an obsessivercompulsivé
disorder did not have elevated score on Scale 7. Thus, patients x;firh
elevated scores on Scale 7 would be conscientious, ruicj bounii and
orderly, suggesting a compulsive personality style but not a C()!l“;pl;I;i\'C
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disorder. The clinician needs to evaluate which of these two possibili-
ties is applicable to the particular patient.
Diagnosis: compulsive personality disorder

75
Patients with a 75 code are behaviorally rigid, constricted, conscien-
tious, polite, organized, meticulous, punctual, respectful, often per-
fectionistic, formal, prudent, overconforming, cooperative, compli-
ant with rules, serious, moralistic, self-righteous and self-disciplined,
officient, and relatively inflexible. They place high demands on
themselves. They are emotionally restrained, suppressing strong
resentments and anger, and they appear tense and grim but emotion-
ally controlled. They are socially conforming and prone to a repeti-
rive lifestyle as a result of engaging in a series of patterned behaviors
and rules that must be followed. They have fears of social disapproval
and are models of propriety and restraint. They show excessive
respect for authority but may treat subordinates in an autocratic
manner. They operate from a sense of duty that compels them to not
let others down, thus risking the condemnation of authority figures.
They show an anxious conformity. They strive to avoid criticism but
expect it because of what they perceive to be their personal short-
comings. They fear making mistakes because of expected disap-
proval. Their behavior stems from a conflict between a felt hostility
that they wish to express and a fear of social disapproval should they
expose this underlying oppositional resentment. This circumstance
forces them to become overconforming, thus placing high demands
on themselves that serve to control this intense anger, which occa-
sionally breaks through into their behavior. Obsessive thinking may
ot may nor be present.

Millon has subdivided the compulsive personality disorder into
five subtypes. Patients with a 75 code closely resemble the bureau-
cratic compulsive. They retain the essential features of the compulsive
personality and have features of the narcissistic personality. The cardi-
nal feature of these patients is their blind obedience to values, rules,



166 INTERPRETING PERSONALITY TESTS

and structure of an external authority. Adherence to rules, regulations,
procedures, and instructions gives these patients a sense of security,
absolves them from personal responsibility, and reduces opportunities
for disapproval from authority figures. Although extremely loyal,
dependable, conventional, and dedicared, they may also appear to be
excessively rigid, closed-minded, and dogmatic. This style might be a
transference and an effective sublimation from a rigid authority figure
(parent) experienced early in life, or it could be the result of learned
behavior from functioning in an extremely structured environment
where roles are constantly threatened for minor mistakes.

Caution: Empirical research has shown that (1) Scale 7 corre-
lates positively with measures of mental health and negatively with
measures of mental disorders; (2) Scale 7 infrequently appears in
MCMI code types in psychiatric patients; (3) Scale 7 is frequently the
scale with the most elevared scores among nonclinical patients who
have taken this test, particularly among men; and (4) the only study
that has used the MCMI with patients with an obsessive-compulsive
disorder did not have elevated scores on Scale 7. Thus, patients with
elevated scores on Scale 7 would be conscientious, rule bound, and
orderly, suggesting a compulsive personality style but not a compulsive
disorder. The clinician needs o evaluate which of these two possibili-
ties is applicable to the particular patient.

Diagnosis: compulsive personality disorder

78A

Patients with a 78A code are behaviorally rigid, constricted, consci-
entious, polite, organized, meticulous, punctual, respectful, often
perfectionistic, formal, prudent, overconforming, cooperative, com-
pliant with rules, serious, moralistic, self-righteous and self-disci-
plined, efficient, and relatively inflexible. They place high demands
on themselves. They are emotionally restrained, suppressing strong
resentments and anger, and they appear tense and grim but emotion-
ally controlled. They are socially conforming and prone to a repeti-
tive lifestyle as a result of engaging in a series of patterned behaviors
and rules that must be followed. They have fears of social disapproval
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and are a model of propriety and restraint. They show excessivie
respect for authority but may treat subordinates in an autocratic
m;{nner. They operate from a sense of duty that C(){Ilp€l$ th'em Fo not
tet others down, thus risking the condemnation of author}t.y Aﬁgurcs)
They show an anxious conformity. They strive to avoid criticism but
expect it because of what they perceive to be their personal 51?f>rt—
comings. They fear making mistakes because of expected d1:4’a.pa
proval. Their behavior stems from a conflict between a felt hostility
that they wish to express and a fear of social disapproval should they
expose this underlying oppositional resentment. This c1rcumstar‘me
forces them to become overconforming; thus they place high
Jdemands on themselves that serve to control this intense anger,
which occasionally breaks through into their behavior. Obsessive
thinking may or may not be present. .
Millon has subdivided the compulsive personality disorder into
five subtypes. Patients with a 78A code closely resemble the b?tieviled
compulsive. They retain the essential features of the compu'lsq've per-
sonality and have features of the passive-aggressive (negativistic) pé‘r—
sonality. The cardinal feature of this subtype is a s‘trong C()l’.lﬂlct
between expressing oppositional tendencies and satisfying the wishes
of others. This results in traits of discontentment, indecisiveness, con-
fusion, and irritability and in a troubled inner mental life, although
they may actually appear to be a paragon of rationality.
Caution: Empirical research has shown that (1) Scale 7 cor.ref
Jates positively with measures of mental health and negatively Wllfh
measures of mental disorders; (2) Scale 7 infrequently appears in
MCMI code types in psychiatric patients; (3) Scale 7 is frequently the
scale with the most elevated scores among nonclinical patients who
have taken this test, particularly among men; and (4) the only StLAldy
that has used the MCMI with patients with an obsessivefcompulsx‘ve
disorder did not have elevated scores on Scale 7. Thus, patients with
clevated scores on Scale 7 would be conscientious, rule bound, a.nd
orderly, suggesting a compulsive personality style b})t not a compu‘ls"l‘v'e
disorder. The clinician needs to evaluate which of these two possibili-
ties is applicable to the particular patient.
Diagnosis: compulsive personality disorder
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Patients with a 7P code are behaviorally rigid, constricted, conscien-
tious, polite, organized, meticulous, punctual, respectful, often per-
fectionistic, formal, prudent, overconforming, cooperative, compli-
ant with rules, serious, moralistic, self-righteous and self-disciplined,
efficient, and relatively inflexible. They place high demands on
themselves. They are emotionally restrained, suppressing  strong
resentments and anger, and they appear tense, grim, but emotionally
controlled. They are socially conforming and prone to a repetitive
lifestyle as a result of engaging in a series of patterned behaviors and
rules that must be followed. They have fears of social disapproval and
are a model of propriety and restraint. They show excessive respect
for authority but may treat subordinates in an aurocratic manner.
They operate from a sense of duty thar compels them to not let oth-
ers down, thus risking the condemnation of authority figures. They
show an anxious conformity. They strive to avoid criticism but
expect it because of what they perceive to be their petsonal short-
comings. They fear making mistakes because of expected disap-
proval. Their behavior stems from a conflict between a felt hostility
that they wish ro express and a fear of social disapproval should they
expose this underlying oppositional resentment. This circumstance
forces them to become overconforming; thus they place high
demands on themselves thar serve to control this intense anger,
which occasionally breaks through into their behavior. Obsessive
thinking may or may not be present.

Millon has subdivided the compulsive personality disorder into
tive subtypes. Patients with a 78A code closely resemble the puritan-
ical compulsive. They retain the essential features of the compulsive
personality and have fearures of the paranoid personality. The cardi-
nal feature of these patients is a self-righteous distribution of moral-
ity. These patients are quite harsh, judgmental, prudish, controlled,
and grim. They are anxious about making mistakes and fear humilia-
tion. They behave as if they are responsible for redressing the sins of
the world. Although not paranoid in the clinical sense, they have

paranoid-like traits (e.g., being suspicious, overly judgmental, argu-
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mentative, resentful, opinionated, fault-finding, critical, and uncom-
}«.mmising)‘ . N

Caution: Empirical research has shown that (1) Scale 7 corre-
lates positively with measures of mental health~ and negatively wit{h
measures of mental disorders; (2) Scale 7 infrequently appears in
:\iXCMI code types in psychiatric patients; (3) Scale 7 is frequently the
.cale with the most elevated scores among nonclinical patients who
have taken this test, particular among men; and (4) the only Stl‘ld\j
that has used the MCMI with patients with an obsessivefcn'vmpuls%ve
disorder did not have elevated scores on Scale 7. Thus, patients with
clevated scores on Scale 7 would be conscientious, rule bound, a‘nd
ordertly, suggesting a compulsive personality style but not a compu?mvvie
Jisorder. The clinician needs to evaluate which of these two possibili-
ties is applicable ro the particular patient.

Diagnosis: compulsive personaliry disorder

3A2B
Patients with an 8A2B code display a mixture of passive Complianfce
and obedience at one time and oppositional and negativistic behavior
at the next time. They are moody, irritable, and hostile; manifest a
srumbling and pessimistic demeanor; and are erratically and expl‘(»
sively angry and stubborn at one moment and feel guilty and LjonFrxre
at the next moment. Disillusionment seems to permeate their lives.
They feel misunderstood, so they vacillate between passive depen-
dency and stubborn contrariness, which provokes discomfort and exas-
peration in those around them. They expect disappointment and
:naintain an unstable and conflictual role in relations with others.
They sulk, feel unappreciated and/or that they are being tr ’at'ed
unfairly, constantly complain, and are persistently perulant and dis-
contented. They often have problems with authority and, if employed,
have job difficulties. o
Millon has subdivided the passive-aggressive (negativistic)
personality disorder into four subtypes. Patients with an 8AZB cog.ie
closely resemble the discontented negativistic subtype. They retain

a1 L Heive.a . soativistic) person-
the essential features of the passive-aggressive (negativistic) pe
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ality and have features of the depressive personality. The cardina]
tearure of these patients is their malcontentedness. They are nega-
tivistic in the true sense of the word and are intentionally com-
plaining, grumbling, dissatisfied, discontented, testy, moody, and
disgruntled. They tend to not openly confront those who have
aggrieved them; rather, they tend to try to embarrass or undercut
those who have wronged them while making themselves appear
righteous.

Commentary: An elevation on Scale 8A is a good indicator of
problems with authority and with criminal behaviors or potential
criminal behavior. Also, clinical elevations on this scale appear in a
number of profile codes involving psychiatric patients. Patients with
elevations on Scale 8A warrant close clinical evaluarion.

Diagnosis:  personality disorder not otherwise specified (NOS),
bassive-aggressive (negativistic) traits

8A3

Patients with an 8A3 code display a mixture of passive compliance
and obedience at one time and oppositional and negativistic behav-
ior the next time. They are moody, irritable, and hostile; manifest a
grumbling and pessimistic demeanor; and are erratically and explo-
sively angry and stubborn at one moment and feel guilty and contrite
at the next moment. Disillusionment seems to permeate their lives.
They feel misunderstood, so they vacillate between passive depen-
dency and stubborn contrariness, which provokes discomfort and
exasperation in those around them. They expect disappointment and
maintain an unstable and conflictual role in relations with others.
They sulk, feel unappreciated andfor that they are being treated
unfairly, constantly complain, and are persistently petulant and dis-
contented. They often have problems with authority and, if
employed, have job difficulties.

Millon has subdivided the passive-aggressive (negativistic) per-
sonality disorder into four subtypes. Patients with an 8A3 code closely
resemble the circuitous negativistic subtype. They retain the essential
fearures of the passive-aggressive (negativistic) personality and have
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toatures of the dependent personality. This subtype closely corre‘sponds
to the original meaning of the passive-aggressive personality in Fhm
these patients express their oppositional behavior indirfctly ;mdvm a
circuitous manner. They tend to be stubborn, “forgetful,” procrastinat-
ing, neglectful, dawdling, and dependent. These behaviors are usgally
uﬁ«fonacious and these patients remain disagreeable and relatively
impervious to insight and pressure. . ﬂ
Commentary: An elevarion on Scale 8A is a good indicator of
~roblems with authority and with criminal behaviors or poter}tial
;réminal behavior. Also, clinical elevations on this scale appear in a
number of profile codes involving psychiatric patients. Patients with
clevations on Scale 8A warrant close clinical evaluation. ] \
Diagnosis: personality disorder mot otherwise specified (NOS),

passive-aggressive (negativistic) traits
I

8A6B

Patients with an 8A6B code display a mixture of passive compliance
and obedience at one time and oppositional and negativistic behavior
at the next time. They are moody, irritable, and hostile; manifest a
grumbling and pessimistic demeanor; and are erratically and expl‘u—
sively angry and stubborn at one moment and feel guilty and conmte
at the next moment. Disillusionment seems to permeate their lives.
They feel misunderstood, so they vacillate between passive depen-
dency and stubborn contrariness, which provokes discomf.ort and exas-
peration in those around them. They expect disappointment and
maintain an unstable and conflictual role in relations with others.
They sulk, feel unappreciated andfor that they are being t1'e:1t§L1
unfairly, constantly complain, and are persistently petulant and chs;
contented. They often have problems with authority and, if employed,
have job difficulties.

Millon has subdivided the passive-aggressive {negativistic) per-
sonality disorder into four subtypes. Patients with an 8A63 code
closely resemble the abrasive negativistic subtype. They retain t_he
essential features of the passive-aggressive (negativistic) personality
and have features of the aggressive/sadistic personality. The cardinal
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feature of these patients is their contentious, quarrelsome, irritable,
caustic, and abrasive manner that challenges their behavior. They are
fault inding in a quite derogatory manner and they seem to delight in
debasing others. They are quite angry people who distance others with
their negativism.

Commentary: An elevation on Secale 8A is a good indicator of
problems with authority and with criminal behaviors or potential
criminal behaviors. Also, clinical elevations on this scale appear in a
number of profile codes involving psychiatric patients. Patients with
elevations on Scale 8A warrant close clinical evaluation.

Diagnosis:  personality disorder not otherwise specified {NOS),
passive-aggressive (negativistic) traits

8AC

Patients with an SAC code display a mixture of passive compliance
and obedience at one time and oppositional and negativistic behav-
ior the next time. They are moody, irritable, and hostile; manifest a
grumbling and pessimistic demeanor; and are erratically and explo-
sively angry and stubborn at one moment and feel guilty and contrite
at the next moment. Disillusionment seems to permeate their lives.
They feel misunderstood, so they vacillate between passive depen-
dency and stubborn contrariness, which provokes discomfort and
exasperation in those around them. They expect disappointment and
maintain an unstable and conflictual role in relations with others.
They sulk, feel unappreciated andjor that they are being treated
unfairly, constantly complain, and are persistently petulant and dis-
contented. They often have problems with authority and, if
employed, have job difficulties.

Millon has subdivided the passive-aggressive (negativistic) per-
sonality disorder into four subtypes. Patient with an 8AC code closely
resemble the vacillating negativistic subtype. They retain the essential
teatures of the passive-aggressive (negativistic) personality and have
features of the borderline personality, particularly its erratic emotion-
ality. The cardinal feature of these patients is the rapid fluctuation of
their moods and behaviors. They can he aggressive and argumentative

~J
(oY)
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at one moment and submissive and dependent at the next; they can
appear to be self-assured and decisive vet suddenly bewildered and
helpless. These behaviors are quite public and keep significant others
on edge.

Commentary: An elevation on Scale 8A is a good indicator of
problems with authority and with criminal behaviors or potential
criminal behavior. Also, clinical elevations on this scale appear in a
number of profile codes involving psychiatric patients. Patients with
elevations on Scale 8A warrant close clinical evaluation.

Diagnosis:  personality disorder mnot otherwise specified (NOS),

passive-aggressive (negativistic) traits

8B2B

Patients with an 8B2B code relate in a self-sacrificing, martyrlike man-
ner, allowing others to take advantage of them. They seem to search
for relationships in which they can lean on others for security and
affection. Typically, they act in an unassuming manner, denigrating
themselves into believing they deserve their fate. Thus, this pattern is
repeated in most relationships, making them prone to being abused.
The pattern is conceptually similar to the analyric concept of
masochism.

Millon has subdivided the self-defeating personality disorder
into four subtypes. Patients with an 8B2B code closely resemble the
oppressed masochist subtype. They retain the essential features of
the self-defeating personality and have features of the depressive per-
sonality. The cardinal feature of these patients is their use of physical
and psychological symptoms to elicit sympathy and to induce guilt.
These patients tend to feel quite miserable, but they use these cir-
cumstances to gain love, perpetuate dependence, and avoid adult
responsibilities. They displace anger and resentment toward signifi-
cant others onto their physical and psychological functioning.
Because these patients act helpless, others reduce their demands on
them.

Diagnosis: personality disorder not otherwise specified (NOS), self-

defeating {(masochistic) traits
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8B3

Patients with an 8B3 code relate in a self-sacrificing, martyrlike manner,
allowing others to take advantage of them. They seem to search for rela-
tionships in which they can lean on others for security and affection.
Typically, they act in an unassuming manner, denigrating themselves
into believing they deserve their fate. Thus, this pattern is repeated in
most relationships, making them prone to being abused. The pattern is
conceptually similar to the analytic concept of masochism.

Millon has subdivided the self-defeating personality disorder into
four subtypes. Patients with an 8B3 code closely resemble the self-
undoing masochist subtype. They retain the essential features of the
self-defeating personality and have features of the dependent personal-
ity. The cardinal feature of these patients is their unconsciously acting
in ways thatr draw victimization, humiliation, disgrace, punishment,
and abuse. They seem to undo any successes and provoke others into
demeaning them. This pattern is quite similar to the analytic concept
of the masochistic personality.

Diagnosis: personality disorder not otherwise specified (NOS), self-
defeating (masochistic) traits

8B4

Patients with an 8B4 code relate in a self-sacrificing, martyrlike manner,
allowing others to take advantage of them. They seem to search for rela-
tionships in which they can lean on others for security and affection.
Typically, they act in an unassuming manner, denigrating themselves
into believing they deserve their fate. Thus, this pattern is repeated in
most relationships, making them prone to being abused. The pattern is
conceptually similar to the analytic concept of masochism.

Millon has subdivided the self-defeating personality disorder into
four subtypes. Patients with an 8B4 code closely resemble the virtuous
masochist subtype. They retain the essential features of the self-defeat-
ing personality and have features of the histrionic personality. The car-
dinal feature of these patients is acting in an unselfish, self-sacrificing
manner. Their sometimes saintly demeanor brings with it their expec-
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ration of gratitude and attention. However, unconsciously, they have
low self-esteem and feel that the love and attention they receive have
been attained through manipulation rather than rhrough legitimare
means.

Diagnosis: personality disorder not otherwise specified (NOS), self-

defeating (masochistic) traits

8B8A

Patients with an 8B8A code relate in a self-sacrificing, martyrlike man-
ner, allowing others to take advantage of them. They seem to search for
relationships in which they can lean on others for security and affec-
tion. Typically, they act in an unassuming manner, denigrating them-
selves into believing they deserve their fate. Thus, this pattern is
repeated in most relationships, making them prone to being abused. It
is conceptually similar to the analytic concept of masochism.

Millon has subdivided the self-defeating personality disorder into
four subtypes. Patients with an 8B8A code closely resemble the posses-
sive masochist subtype. They retain the essential features of the self-
defeating personality and have features of the passive-aggressive (neg-
ativistic) personality. The cardinal feature of these patients is a
controlling, dominating, and jealous overprotectiveness that intrudes
into the lives of others. They make themselves feel indispensable by
being extremely self-sacrificing. Millon has described their tendency
to control others in terms of “obligatory dependence.” Because these
patients seem to give their all to others, they feel indispensable, but
others see them as too possessive and too meddling.

Diagnosis: personality disorder not otherwise spececified (NOS), self-
defeating (masochistic) traits

S1,S812B, or S13

The profile pattern of patients with an S1, S12B, or S13 code repre-
sents a more severe dysfunctional variant of the schizoid or the
avoidant personality disorder. Millon has subdivided this disorder into
two types. The active variant is characteristically anxious, wary, and




176 INTERPRETING PERSONALITY TESTS

apprehensive, whereas the passive type is characteristically emotion-
ally bland.

These patients have behavioral peculiarities and eccentricities
and seem detached from the world around them, appearing strange
and ditferent. They tend o lean meaningless lives, drifring aimlessly
from one activity to the next, remaining on the periphery of society.
They are emotionally bland and tend to have flat affect, or perhaps
they display an anxious wariness. They are socially detached and iso-
lared and show a pervasive discomfort with others. They have few, if
any, personal atrachments and rarely develop any intimate relation-
ships. Their thinking is irrelevant, tangential, disorganized, or autistic,
and they suspiciously mistrust others, Cognitive confusion and percep-
tual distortions are the rule. They are self-absorbed and ruminative
with feelings of derealization. They are prone to decompensate into
schizophrenia if sufficiently stressed. If BR > 84, then, because of the
severity of the disorder, a clinical evaluation is needed to determine if
the patient is able to function on a daily basis.

Millon has further divided the schizotypal personality disorder
into two subtypes. Patients with an SI, S1ZB, or SI3 code closely
resemble the insipid schizotype. They retain the essential features of
the schizotypal personality and have features of the schizoid, depres-
sive, or dependent personality styles. The cardinal features of these
patients are their deficit in affective expression and their sense of
depersonalization. They seem insensitive to feelings and indifferent ro
interpersonal stimulation. They appear bland, sluggish, and unmoti-
vated, with vague, tangential, and confused thinking. They feel almost
unreal. They cope poorly with stimulation, demands, and responsibili-
ties and are at risk for psychotic disorders.

Diagnosis: schizotypal personality disorder

S2A or S8A

The profile pattern of patients with an S2A of S8A code represents a
more severe dysfunctional variant of the schizoid or the avoidant
personality disorder. Millon has subdivided this disorder into two

types. The active variant is characteristically anxious, wary, and
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apprehensive, whereas the passive type is characreristically emotion-
ally bland. o

These patients have behavioral peculiarities and eccentricities
and seem detached from the world around them, appearingvstrange
and different. They tend to lean meaningless lives, erifting alm‘!essl‘y
from one activity to the next and remaining on the periphery of soci-
«ty. They are emotionally bland and tend to have flat affect, or pﬁrhlaps
they display an anxious wariness. They are socially detached and 150'1
lated and show a pervasive discomfort with others. They have few, if
any, personal attachments and rarely develop any 'mt‘%mate relarlioy
ships. Their thinking is irrelevant, tangential, disorgan‘lzed or autistic,
and they suspiciously mistrust others. Cognitive confusion and Per@p
tual distortions are the rule. They are self-absorbed and ruminarive
and have feelings of derealization. They are prone to decompensatg
into schizophrenia if sufficiently stressed. 1f BR > 84, then, because of
the severity of the disorder, a clinical evaluation is needed to deter-
mine if the patient is able to function on a daily basis.

Millon has further divided the schizotypal personality disorder
into two subtypes. Patients with an SZA or S8A code closely resefnble
the timorous schizotype. They retain the essential features of the
schizotypal personality and have features of the avoidant or passive-
aggressive (negativistic) personality styles. The cardinal fea.ture? of
these patients is their sense of depersonalization and de.reahzatlon‘
They are apprehensive, suspicious, guarded, and socially mtroverteq.
They feel quite alienated, lack a sense of self worth, and suppress thgr
feelings. They may appear eccentric and peculiar, and they engage in
bizarre behavior. Hallucinations may be present.

Diagnosis: schizotypal personality disorder

C2A,C2B, or C3

Patients with a C2ZA, C2B, or C3 code have conflicting and ambiva-
lent feelings, intensely resenting those on whom they depend yet
being preoccupied with maintaining their emotional su}?port, They
show persistent attachmenr disorders with patterns of intense ijut
unstable relationships. They tend to experience intense but labile
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emotions and frequent mood swings with recurring periods of depres.
sion, anxiety, or anger followed by dejection and apathy. They often
present with intense affect and with a history of impulsive behaviors,
Manifestations of cheerfulness are often temporary coverups that mask
deep fears of insecurity and fears of abandonment. They have strong
dependency needs and are preoccupied with seeking attention and
emotional support and need considerable reassurance. These people
are particularly vulnerable to separation from those who emotionally
support them. Feelings of idealization are usually followed by feelings
of devaluarion, and there is considerable interpersonal ambivalence.

hey lack a clear sense of their own identity, and this uncertainty
leads them to constantly seek approval, attention, and reaffirmation.
Splitting and projective identification are their major defenses. They
often have a punishing conscience and are prone to acts of self-mutila-
tion and suicidal gestures. They are also prone to brief psychotic
episodes and substance abuse.

Millon has subdivided the borderline personality disorder into
four subtypes. Patients with a C2A, C2B, or C3 code closely resemble
the discouraged borderline subtype. They retain the essential features
of the borderline personality and have features of the avoidant, depres-
sive, or dependent personality styles. The cardinal features of these
patients are their excessive compliance, acquiescence, and submissive-
ness to a person on whom they depend for security. However, they feel
quite insecure and periodically erupt in angry outbursts of resentment.
They tend to be chronically depressed, feel helpless and hopeless, and
may be at risk for suicidal gestures, self-mutilation, or other acts of self-
punishment.

Diagnosis: borderline personality disorder

C2B or C8B

Patients with a C2B or C8B code have conflicting and ambivalent
feelings, intensely resenting those on whom they depend yer being
preoccupied with maintaining their emotional support. They show
persistent attachment disorders with patterns of intense but unstable
relarionships. They tend ro experience intense bur labile emotions and
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frequent mood swings with recurring periods of depression, anxiety, or
anger followed by dejection and apathy. They often present with
inrense affect and with a history of impulsive behaviors. Manifesta-
rions of cheerfulness are often temporary coverups that mask deep
fears of insecurity and fears of abandonment. They have strong depen-
dency needs and are preoccupied with seeking attention and emo-
rional support and need considerable reassurance. These people are
marticularly vulnerable to separation from those who emotionally sup-
ix,ort them. Feelings of idealization are usually followed by feelings of
Jevaluation, and there is considerable interpersonal ambivalence.
They lack a clear sense of their own identity, and this uncertainty
leads them to constantly seek approval, attention, and reaffirmation.
Splitting and projective identification are their major defenses. They
often have a punishing conscience and are prone to acts of self-mutila-
rion and suicidal gestures. They are also prone to brief psychoric
episodes and substance abuse.

Millon has subdivided the borderline personality disorder into
four subtypes. Patients with a C2ZB or C8B code closely resemble the
self-destructive borderline subtype. They retain the essential features
of the borderline personality and have features of the depressive or
self-defeating personalities. The cardinal feature of these patients is
the conflict between their fear of autonomy and their need to be
dependent and submissive to maintain a sense of security. They require
constant emotional support and become dejected and depressed when
they perceive this to be lacking. Then they become contrary and over-
emotional. At others times, they may appear self-sacrificing, suppress-
ing their resentment and hostility. However, this form of behavior is
self-defeating in the long run and prevents the acquisition of indepen-
dent behaviors.

Diagnosis: borderline personality disorder

C4 or COA

Patients with a C4 or C6A code have conflicting and ambivalent feel-
ings, intensely resenting those on whom they depend yet being preoc-
cupied with maintaining their emotional support. They show persis-
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tent arrachment disorders with patterns of intense but unstable rela-
tionships. They rend to experience intense but labile emotions ang
frequent mood swings with recurring periods of depression, anxiery, or

anger followed by dejection and apathy. They often present with
intense atfect and with a history of impulsive behaviors. Manifesta.
tions of cheerfulness are often temporary coverups that mask deep
fears of insecurity and fears of abandonment. They have strong depen-
dency needs, are preoccupied with seeking attention and emotional
support, and need considerable reassurance. These people are particy-
larly vulnerable to separation from those who emotionally support
them. Feelings of idealization are usually followed by feelings of deval-
uation, and there is considerable interpersonal ambivalence. Thev
lack a clear sense of their own identity, and this uncertainty leads
them to constantly seek approval, attention, and reaffirmation. Split-
ting and projective identificacion are their major defenses. They often
have a punishing conscience and are prone to acts of self-mutilation
and suicidal gestures. They are also prone ro brief psychotic episodes
and substance abuse.

Millon has subdivided the borderline personality disorder into
four subtypes. Patients with a C4 or C6A code closely resemble the
impulsive borderline subtype. They retain the essential features of the
horderline personality and have features of the histrionic and antiso-
cial personality styles. The cardinal features of these patients are their
superficiality, seductiveness, and constant need for attention com-
bined with irresponsibility and flighty and impulsive behaviors. They
tend to be restless, live for the moment, and resent the confinements
of social rules and regulations. Fear of abandonment may underlie
much of their behavior.

Diagnosis: borderline personality disorder

C8A

Patients with a C8A code have conflicting and ambivalent feelings,
intensely resenting those on whom they depend yet being preoccupied

with maintaining their emotional support. They show persistent

el o T il e E :
attachment disorders with patterns of inrense but unstable relation-
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<hips. They tend 1o experience intense but labile emotions and fre-
quent mood swings with recurring periods of depression, anxicty, or
aneer followed by dejection and apathy. They often present with
inrense affect and with a history of impulsive behaviors. Manifesta-
rions of cheerfulness are often temporary coverups that mask deep
tears of insecurity and fears of abandonment. They have strong depen-
Jency needs, are preoccupied with seeking atrention and emotional
support, and need considerable reassurance. These people are particu-
Liely vulnerable to separation from those who emotionally support

L

them. Feelings of idealization are usually followed by feelings of deval-

wation, and there is considerable interpersonal ambivalence. They

iack a clear sense of their own idenrity, and this uncerrainty leads

them to constantly seek approval, attention, and reaffirmation. Split-
ting is their main defense mechanism.

Millon has subdivided the borderline personality disorder inro
tour subtypes. Patients with a C8A code closely resemble the peru-
lant borderline subtype. They retain the essential features of the bor-
derline personality and have features of the passive-aggressive (nega-
rivistic) personality, particularly traits of anger, resentment,
restiessness, and complaining tendencies, along with unpredictabil-
ity. They fear abandonment and isolation but also resent their
dependence on others, so they vacillate between being apologetic
and overtly irritable. Their chronic negativism may result in self-
punishing acts or angry tirades that are out of control. These behav-
iors may be the result of internal conflicts with issues of separation
and individuation.

Diagnosis: borderline personalicy disorder

PZA

Millon believes that patients with a P2ZA code are conflicted between
issues of control and of afhliation. They vigilantly mistrust others and
have an abrasive, hostile, irritable, touchy, and irascible demeanor;
they readily atrack and humiliate anyone whom rhey perceive as try-
ing ro control them. They may become belligerent, with such behavior

stemming from distorted cognitions or acrual delusions. They tend ro
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magnify interpersonal slights, are prone to distort events to supporg
their own suspicions, and strongly resist external influence. They are
ficrcely independent and tend to be provocative in interpersonal rela-
tionships, precipitating fear and exasperation in those around them.
Their thinking is rigid and they often become argumentative. Projec-
tion is their main defense. They are particularly sensitive to perceived
threats to their own sense of self-determination. Delusions of grandeur
or persecution or ideas of reference may be present in the more
extreme form of the disorder.

Millon has subdivided the paranoid personality disorder into five
subtypes. Patients with a P2ZA code closely resemble the insular para-
noid subtype. They retain the essential features of the paranoid per-
sonality and have features of the avoidant personality. These patients
are fearful of being controlled, so they exhibit an avoidant personality
style, characterized by a withdrawn, seclusive, and secretive (lack of)
interpersonal style, to prevent others from controlling them. They are
quite frightened and protectively withdrawn, fearing that people are
trying to poison them or do them harm in other ways. They eventually
withdraw into a world of unreality.

Diagnosis: paranoid persondlity disorder

P5

Millon believes that patients with a P5 code are conflicted between
issues of control and of affiliation. They vigilantly mistrust others and
have an abrasive, hostile, irritable, touchy, and irascible demeanor;
they readily attack and humiliate anyone whom they perceive as try-
ing to control them. They may become belligerent, such behavior
stemming from distorted cognitions or actual delusions. They tend to
magnify interpersonal slights, are prone to distort events to support
their own suspicions, and strongly resist external influence. They are
fiercely independent and tend to be provocative in interpersonal rela-
tionships, precipitating fear and exasperation in those around them.
Their thinking is rigid and they often become areumentative. Projec-
tion is their main defense. They are parricularly sensitive to perceived

threats to their own sense of self-determination. Delusions of grandeur
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or persecution or ideas of reference may be present in the more
cxtreme form of the disorder.

Millon has subdivided the paranoid personality disorder into five
subtypes. Patients with a P5 code closely resemble the fanatic paranoid
subrype. They retain the essential features of the paranoid personality
and have features of the narcissistic personality. The cardinal features
of these patients are grandiose ideas and expansive, delusional plans.
These patients have suffered a perceived blow to their self-esteem and
counteract this devastating narcissistic wound by developing grandiose
delusions. Typically, they assert they are on some grand mission, often
of a supernatural or extravagant nature. Obvious contradictions and
objective facts hold no sway in convincing these patients of their erro-
neous beliefs.

Diagnosis: paranoid personality disorder

PoB

Millon believes that patients with a P6B code are conflicted between
issues of control and of affiliation. They vigilantly mistrust others and
have an abrasive, hostile, irritable, touchy, and irascible demeanor;
they readily attack and humiliate anyone whom they perceive as try-
ing to control them. They may become belligerent, with such behavior
stemming from distorted cognitions or actual delusions. They tend to
magnify interpersonal slights, are prone to distort events to support
their own suspicions, and strongly resist external influence. They are
fiercely independent and tend to be provocative in interpersonal rela-
tionships, precipitating fear and exasperation in those around them.
Their thinking is rigid and they often become argumentative. Projec-
tion is their main defense. They are particularly sensitive to perceived
threats to their own sense of self-determination. Delusions of grandeur
or persecution or ideas of reference may be present in the more
extreme form of the disorder.

Millon has subdivided the paranoid personality disorder into five
subtypes. Patients with a PO6B code closely resemble the malignant
paranoid subtype. They retain the essential features of the paranoid
personality and have features of the ageressivefsadistic personaliry
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style. The cardinal feature of these patients is their persecutory and
grandiose delusions. They tend to be belligerent, intimidating, argu-
mentative, antagonistic, abrasive, tyrannical, hostile, and brutal. They
imagine that people are constantly plotting against them and are easily
provoked into aggressive behaviors, though some may limit their hos-
tility to fantasy only.

Diagnosis: paranoid personality disorder

P7

Millon believes that patients with a P7 code are conflicted between
issues of control and of affiliation. They vigilantly mistrust others and
have an abrasive, hostile, irritable, touchy, and irascible demeanor;
they readily attack and humiliate anyone whom they perceive as try-
ing to control them. They may become belligerent, with such behavior
stemming from distorted cognirions or acrual delusions. They tend to
magnify interpersonal slights, are prone to distort events to support
their own suspicions, and strongly resist external influence. They are
fiercely independent and tend to be provocative in interpersonal rela-
tionships, precipitating fear and exasperation in those around them.
Their thinking is rigid and they often become argumentative. Projec-
tion is their main defense. They are particularly sensitive to perceived
threats to their own sense of self-determination. Delusions of grandeur
or persecution or ideas of reference may be present in the more
extreme form of the disorder.

Millon has subdivided the paranoid personality disorder into five
subtypes. Patients with a P7 code closely resemble the obdurate para-
noid subtype. They retain the essential features of the paranoid per-
sonality and have features of the compulsive personality style. The
cardinal feature of these patients is a well-entrenched and encapsu-
lated delusional style. These patients may appear relatively normal
until their delusional system is atracked. Then they become self-right-
eous and overly legalistic, use excessive intellectualization, and
become increasingly hostile and irrational.

Diagnosis: paranoid personality disorder
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P8A

Millon believes that patients with a PSA code are conflicted herween
issues of control and afhliation. They vigilantly mistrust others and have
an abrasive, hostile, irritable, touchy, and irascible demeanor; they read-
ily arrack and humiliate anyone whom they perceive as trying to control
them. They may become belligerent, with such behavior stemming from
distorted cognitions or actual delusions. They tend to magnity interper-
sonal slights, are prone to distort events to support their own suspicions,
and strongly resist external influence. They are fiercely independent and
tend to be provocative in interpersonal relationships, precipitating tear
and exasperation in those around them. Their thinking is rigid and they
often become argumentative. Projection is their main defense. They are
particularly sensitive to perceived threats to their own sense of self-
determination. Delusions of grandeur or persecution or ideas of refer-
ence may be present in the more extreme form of the disorder.

Millon has subdivided the paranoid personality disorder into five
subtypes. Patients with a PSA code closely resemble the querulous para-
noid subtype. They retain the essential features of the paranoid person-
ality and have features of the passive-aggressive (negativistic) personal-
ity style. The cardinal features of these patients are delusions and
extreme hostility. These patients may be described as argumentative,
petulant, jealous, fault finding, disdainful, stubborn, pessimistic, resent-
ful, aggressive, and negativistic. Millon has reported that this subtype is
prone to experience erotic delusions and to commit molestations.

Diagnosis: paranoid personality disorder

CLINICAL SYNDROMES

Anxiety (Scale A)

Patients with scores of BR > 84 on Scale A have reported many symp-
toms associated with anxiety. High scores on this scale are often seen
in patients who are restless, anxious, apprehensive, edgy, and jittery.

These patients tend to have a variety of somatic complaints associared
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with physiological overarousal, including insomnia, headaches, nau-
sea, cold sweats, undue perspiration, clammy hands, and palpitations.
The intensity of these symptoms appears to be experienced by the
patient as quite severe and possibly disabling.

Diagnosis: generalized anxiety disorder, unless specific phobias or
travma explain the symptom picture

Somatoform Disorder (Scale H)

Patients with scores of BR > 84 on Scale H appear to be persistently
preoccupied with perceptions of poor health and report symproms that
may not correspond to clearly defined organic disorders. Similar
patients often express their psychological problems by developing
symptoms that defy clear-cut medical diagnoses. Others may have a
legitimate physical condition but do not cope well with it. In either
case, these patients are often whining, demanding, and complaining
and tend to deny psychological or emotional factors affecting the
development or exacerbation of their physical disorder.

Diagnosis: rule out somatoform disorder and psychological factors
affecting physical condition

Bipolar Disorder, Manic (Scale N)

Patients who score at the level of BR >84 on Scale N often report
symptoms primarily consisting of labile emotions, including both mania
and depression. These symptoms may be the result of substance abuse
or of a primary disorder that is being self-medicated by substance abuse
(see Scales B, page 187, and T, page 188), or the two conditions may
coexist independent of one another. A more thorough clinical evalua-
tion for affective disorders and/or substance abuse is recommended.
Diagnosis: bipolar disorder, manic

Dysthymia (Scale D)

Patients with a score of BR > 84 on Scale D have many problems and
symproms  associated with depression. These may include apathy,
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social withdrawal, guilt, pessimism, low self-esteem, feelings of inade-
quacy and worthlessness, self-doubts, and a diminished sense of plea-
sure. Generally, such patients can meet their day-ro-day responsibili-
ries but continue to experience chronic dysphoria.

Diagnosis: dysthymic disorder

Alcohol Dependence (Scale B)

Patients with a score of BR > 84 on Scale B have reported symptoms
and traits commonly associated with alcohol abuse, alcohol depen-
dence, or both. It is also possible that these patients have endorsed
personality traits often seen in those who subsequently develop
problemartic drinking or that these patients have had problems with
alcohol and are now in recovery. A more thorough evaluation
should be conducted to determine the presence of any specific
problems (e.g., medical, social, legal, psychological, psychiatric,
vocational, spiritual) that may be associated with this condition.
Scores at this level almost always reflect a diagnosis associated with
alcohol.
Diagnosis: alcohol abuse dependence

Drug Dependence (Scale T)

Patients with scores of BR > 84 on Scale T have reported symptoms
and traits commonly associated with drug abuse, drug dependence,
or both. It is also possible that these patients have endorsed person-
ality traits often seen in those who subsequently develop problems
associated with drug abuse or that these patients have had problems
with drugs and are now in recovery. A more thorough evaluation
should be conducted to determine the presence of any specific prob-
lems (e.g., medical, social, legal, psychological, psychiatric, voca-
tional, spiritual) that may be associated with this condition. Scores
at this level almost always reflect a diagnosis associated with drug
abuse.
Diagnosis: drug abuse or drug dependence
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Poscorawmatic Swress Disorder (Scale T)

Parients with scores of BR > 84 on Scale T have reported symptoms

otten associated with posttraumatic stress. These symproms might
include distressing and  intrusive thoughts;  flashbacks; srartle
responses; emotional numbing; problems in anger management; diffi-
culties with sleep or concentration; and psychological distress on
exposure to people, places, or events that symbolize or resemble some
aspect of the traumatic event. A clinical evaluation is suggested to
determine which symproms are present and the degree of functional
impairment. If there is no trauma in the patient’s history, then scores
at this level could suggest emorional turmoil of a nontraumatic
nature.

Diagnosis: posttraumatic stress disorder

Thought Disorder (Scale SS)

Patients with scores of BR > 84 on Scale SS have reported a number of
symptoms associated with a possible thought disorder, ranging from
confused, fragmented, and bizarre thinking to scattered hallucinations
and unsystematized delusions. A more thorough clinical evaluation is
highly recommended.

Diagnoses: rule out brief reactive psychosis, schizophreniform disorder,
and schizophrenia

Major Depression (Scale CC)

Patients with scores of BR > 84 on Scale CC have reported many
problems and symproms associated with depression, including feelings
of inadequacy and worthlessness, a loss of energy, diminished desire for
sex or engagement in formerly pleasurable activities, loss of appetite,
reduced ability to think or concentrate, possible suicidal ideation, and
a chronically depressed mood. These patients usually are unable to
carry on their daily activities without treatment intervention. A more
thorough clinical review is recommended.
Diagnosis: major depression
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Delusional Disorder (Scale PP)

Patients with high scores on Scale PP have reported many sympta;mi
wsually associated with paranoia. Their mood may }we (hostde ax;d t 1;::
may be hypervigilant to perceived threats. Ideas of reference, :} o\;g ‘t
control, or thought influence may be present. A more th‘orouga c mii
cal evaluation is recommended to determine which specific symptoms
are present and what kind of clinical intervention is necessary.

Diagnosis: delusional disorder

SCALE INTERACTIONS OR COMBINATIONS

5 mi ch interp ion of other
Elevations on some scales might change the interpretat of ¢ 1
cales. Below are some of the more common scale interactions anc
S A ‘ .
associated interpretations. Refer to the original scale to see what has

been added changed.
Scale 3 with Another Scale

o Scale A, BR > 74: Because this patient is reporting many anx-
fety symptoms, it is recommended that the chmcxar'l deter-
mine if support systems have become unreliable, which may
the source of this anxiety.

s Scale D, BR > 74: Because this patent is reporting many symp-

toms associated with depression, it is recommended that the

clinician determine exactly which support systems have
become unreliable, which may the source of this dysphoria.l

Scale A and D, BR > 74: Because this patient is reporFmg

many symptoms associared with both anxiety and depression,

T i i tmes G ey o
it is recommended that the clinician determine if support sys
I S
o L i
tems have become unreliable, which may be the source of this
psychological distress. ‘
Scale Bor T, BR > 74: Because this patient is reporting many

chaviors associated with substance abuse, it
symproms and behaviors associated with substan ,

@
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is recommended that the clinician determine whether the
patient is a substance abuser with a dependent personality or
has recently turned to abusing substances to cope with the
anxiety associated with the loss of security in relationships.

e Scale D or CC, BR > 84: Because rhis patient may have
clinical depression, the personality profile described here
may be a manifestation of depression and not the patient’s
basic personality style. If this is true, then these symptoms
and behaviors should abate when the depression has been
successtully treated and the patient may not look so depen-
dent. However, Millon has argued that the clinical symp-
toms are an extension of personality style, so that although
the intensity of expression may be reduced somewhar, the
essential features of a dependent personality style may
remain.

Scale N with Another Scale

e Scale B or T, BR > 74: Patients who score at this level of
Scale N often have symptoms of labile emotions and fre-
quent mood swings, including behaviors characterized by
mania. These symproms may be the result of substance abuse
or of a primary manic disorder that is being self-medicared by
substance abuse, or the two conditions may coexist indepen-
dently of one another. A more thorough clinical evaluation
is recommended.

e Scale PP, BR > 84: This patient is reporting symptoms of labile
emotions, including both mania and depression, and of hallu-
cinations, delusions, or both. A more thorough clinical evalu-
ation is recommended.

e Scale PP, BR > 84; Scale B or T, BR > 74; and/or Scale D or
CC > 74: This patient is reporting symptoms of labile emo-
tions, including both mania and depression, and of haliuci-
nations, delusions, or both. These symptoms may be due to a
primary affective disorder with psychotic features, to a pri-
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mary delusional disorder with affective features, to a sub-
stance abuse disorder (especially hallucinogenic use of PCP),
or to one or more of these disorders that co-exist indepen-
dently of one another. A more thorough clinical evaluation

is recommended.

Scale D with Scale B or T, BR > 74

This depression may be secondary to subsrance abuse, particularly
alcoholism or aleohol abuse. A more thorough clinical evaluarion is
recommended to determine if there are vegetative signs of depression
and to determine which disorder, depression, or substance abuse is

primary.

Scale SS with Scale B or T, BR > 74

Toxic or drug-induced psychosis should be ruled out as a cause of this

thought disorder.

Scale PP with Scale B or T, BR > 74

Given the apparent substance abuse of patients with scores of BR >
74 on Scales PP and B or T, a drug-induced paranoia may may also be
present. A more thorough clinical evaluation is recommended to
determine which specific symptoms are present, their cause, and
what kind of clinical intervention is necessary. On the other hand,
there is a high correlation between Scales PP, B, and T. Thus, it may
be the case that these patients’ primary diagnosis is substance abuse
and the traits and behaviors, such as hypervigilance, defensive scan-
ning of the environment, and a feeling that people are out to get
them, are really associated with the drug abuser lifestyle rather than
with clinical paranoia. A clinical evaluation is necessary to deter-
mine which diagnosis is the case. A delusional paranoid disorder, a
paranoid disorder, or a drug-induced paranoid condition, such as

toxic psychosis, should be considered.
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CHAPTER 3

Cdlifornia Psychological Inventory—Revised

Interpretive Manual

General Overview

THE CALIFORNIA PSYCHOLOGICAL INVENTORY {(CP1) was initially
published in 1957 and last revised in 1996 as the CPI-R. Consisting of
434 items requiring a fifth-grade reading ability, the rtest was
restandardized using 3,000 men and 3,000 women as test subjects.
Alchough the test was designed for use with people aged 13 and above,
it is really an adult personality test, though some scales have a substan-
rial research base with high school scudents. A rotal of 158 items also
appear in the Minnesota Muldiphasic Personality Inventory-2
(MMPI-2). It has cross-cultural applications and has been translated
into 29 foreign languages. Recent factor analysis studies reported five
general factors labeled Ascendance (1), Dependability (i), Commu-
nality/Conventionality (III), Originality (IV), and Femininity/Mas-
culinity (V).

Philosophical Basis of the CPI-R

Harrison Gough, the test’s developer, decided to create a personality
inventory that would be designed for use with nonclinical populations
and would use concepts that are already part of everyday language to
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